Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
GlobalHealth, Inc.:State, Education, and Local Government Employee Plan

Coverage Period: 01/01/2018 — 12/31/2018
Coverage for: All Tiers | 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 1-877-280-5600 or visit us at
www.GlobalHealth.com. 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.GlobalHealth.com or call 1-877-280-5600 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?

MLG-STATE-SBC-18

$0

Yes. All services are covered
before you meet a deductible.

No.

$3,500/individual or
$10,500/family

Premiums, balance billing
charges, and healthcare this plan
doesn’t cover.

Yes. See www.GlobalHealth.com
or call 1-877-280-5600 for a list of
network providers.

Yes.

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 the least if you use a provider in the Preferred
Facility network. You will pay more if you use a provider in the Non-preferred Facility 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.

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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What You Will Pay

Common L Network Provid Out;of-ngtwork Limitations, Exceptions, &
Medical Event y etV\.ror rovicer rovider Other Important Information
(You will pay the least) (You will pay the
most)
Prlmgry care st el No charge. Not covered None.
an injury or illness
Except for
obstetrician/gynecologist, referral
Specialist visit $50 copayment/visit. Not covered and preauthorization required.
If vou visit a health Otherwise, you will have to pay
you VISt , the entire cost of the services.
care provider’s _ —
office or clinic *See Preventive Care Benefits in
this plan’s Member Handbook for
Preventive details. You may have to pay for
care/screening/ No charge. Not covered services that aren't preventive.
immunization Ask your provider if the services
needed are preventive. Then
check what your plan will pay for.
Diagnostic test (x-ray, No charge. Not covered None.
blood work)
PCP (primary care physician) visit: No charge REBTEL G AL NI
If you have a test . TR ' ' required. Otherwise, you will
Imaging (CT/PET scans, | Specialist visit: No charge. .
o Not covered have to pay the entire cost of the
MRIs) Preferred facility: $250 copayment/scan. . : o
Non-preferred facility: $750 copayment/scan services. Included in specialist
' ' visit copayment.
Retail — $5 copayment/prescription, low-cost generic.
If you need drugs $10 copayment/prescription, preferred generic. Retail is a 30-day supply. Home
to treat your Generic drugs (Tier 1) Home delivery/ESN — $10 copayment/prescription, Not covered delivery or ESN (extended supply
iliness or low-cost generic. $20 copayment/prescription, network) is a 90-day supply.
condition preferred generic.
More information Preferred brand drugs Retail - $50 copayment/prescription. Preauthorization and some
. . . . - Not covered — .
about prescription | (Tier 2) Home delivery/ESN — $100 copayment/prescription. restrictions may apply. *See
drug coverage is Non-formulary drugs Preferred retail — $75 copayment/prescription. Not covered Prescription Drug Benefits in this
available at (Tier 3) Home delivery/ESN - $150 copayment/prescription. plan’s Member Handbook for
www.GlobalHealth.c Preferred specialty — $100 copayment/prescription details. Otherwise, you will have
om Specialty drugs (Tier4) | Non-preferred specialty — $200 Not covered to pay the entire cost of the

copayment/prescription.

* For more information about limitations and exceptions, see the plan or policy document at www.GlobalHealth.com.

services. Retail is a 30-day
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Common
Medical Event

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a
hospital stay

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

Services You May Need

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees
Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services
Childbirth/delivery facility
services

Home health care

Network Provider
(You will pay the least)

Oral chemotherapy drugs — $100
copayment/prescription.

Preferred facility: $250 copayment/visit.
Non-preferred facility: $750 copayment/visit.

No charge.
$300 copayment/visit.

$100 copayment/occurrence.
$25 copayment/visit.
$250/day up to $750 copayment/stay.

No charge.

Office visit: No charge.

Residential treatment center: $250/day up to $750

copayment/stay.
Acute: $250/day up to $750 copayment/stay.

No charge / prenatal care.
$25 copayment / one time for all postnatal care.

No charge.

$500 copayment/stay.

No charge.

What You Will Pay

Out-of-Network
Provider
(You will pay the
most)

Not covered

Not covered
$300 copayment/visit.

$100 copayment/
occurrence.

$25 copayment/visit.

Not covered

Not covered

Not covered

Not covered

Not covered
Not covered

Not covered

Not covered

* For more information about limitations and exceptions, see the plan or policy document at www.GlobalHealth.com.

Limitations, Exceptions, &
Other Important Information

supply. Home delivery or ESN
(extended supply network) is a
90-day supply.

Referral and preauthorization
required. Otherwise, you will
have to pay the entire cost of the
services. Included in facility fee.

Limited to services within the
United States. Emergency room
copayment waived if admitted to
the hospital.

Referral and preauthorization
required, except for emergency
care or childbirth. Otherwise, you
will have to pay the entire cost of
the services. Included in facility
fee.

Other than office visits, referral
and preauthorization required.
Otherwise, you will have to pay
the entire cost of the services.

Cost sharing does not apply for
preventive services.

Childbirth/delivery professional
services included in facility
services.

Referral and preauthorization
required. Otherwise, you will
have to pay the entire cost of the
services. 100 visit limit per plan
year.
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What You Will Pay

Common Out-of-Network Limitations, Exceptions, &

Services You May Need Network Provider Provider
(You will pay the least) (You will pay the
most)

Medical Event Other Important Information

Referral and preauthorization
required except for physical
Inpatient: No charge. therapy evaluation. Otherwise,
Office visit: $50 copayment/visit. you will have to pay the entire
Rehabilitation outpatient facility: $250/day up to $750 cost of the services. Outpatient
copayment/stay. and rehabilitation facilities: 60
visit limit per plan year. Inpatient
included in hospital facility fee.

Rehabilitation services Not covered

Habilitation services Not covered. Not covered No coverage.
Skilled nursing care $250/day up to $750 copayment/stay. Not covered Referral and preauthorization
Durable medical 20% coinsurance Not covered required. Otherwise, you will
equipment _ have to pay the entire cost of the
Hospice services No charge Not covered st SRl E Y
' limit per plan year.
Children’s eye exam $50 copayment/visit. Not covered One exam limit per plan year.
Limited to one pair of basic
If your child needs | Children’s glasses No charge. Not covered IETEE 'de Ien?eI? or L3
dental or eye care contact lenses following cataract
surgery.
Children’s dental check- Not covered. Not covered No coverage.

up

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 Dental care (Children’s dental check-up) e Non-emergency care when traveling outside the
e Bariatric surgery e Habilitation services u.S.
o Dental care (Adult) e |ong-term care 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

L - , Routi Adul
e Cosmetic surgery (Repair of conditions resulting e Hearing aids (Limited to one aid per ear every 48 outine eye care (Adult)

Routine foot care (Covered for diabetics only.)

from accidental injury or congenital defects, when months.) e Weight loss programs (Covered only if provided
medically necessary. See Member Handbook for e  Infertility treatment g prog yirp
limitations.) by network providers.)

* For more information about limitations and exceptions, see the plan or policy document at www.GlobalHealth.com. 40f9
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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: The U.S. Department of Labor, Employees Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.gov or you may contact GlobalHealth
at 1-877-280-5600 or www.GlobalHealth.com. 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: GlobalHealth Customer Care at 1-877-280-5600 or visit www.GlobalHealth.com, the Department of Labor’s Employee Benefits Security Administration at 1-
866-444-EBSA (3272), or the Oklahoma Insurance Department 1-800-522-0071 or (405) 521-2991 (in-state only) http://www.ok.gov/oid/Consumers.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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 1-877-280-5600 (TTY: 711).
To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage Examples:

pon
/ \
Y. Y,
‘.“)

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)

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

M The plan’s overall deductible $0
B Specialist copayment $50
W Hospital (facility) copayment $500
M Other copayment $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 $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $500

Coinsurance $0

What isn’t covered
Limits or exclusions $10
The total Peg would pay is $510

M The plan’s overall deductible $0
W Specialist copayment $50
® Hospital (facility) copayment $250 per day

Up to $750 per stay
B Other coinsurance 20%

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 $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,300

Coinsurance $0

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $1,330

M The plan’s overall deductible $0
B Specialist copayment $50
® Hospital (facility) copayment $250 per day

Up to $750 per stay
B Other coinsurance 20%

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $600
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $600

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 9
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Notice about non-discrimination

GlobalHealth, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. GlobalHealth
does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

GlobalHealth:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters

o Information written in other languages
If you need these services, contact Customer Care at 1-877-280-2964 (toll-free).

If you believe that GlobalHealth, Inc. 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: Attn: Director of Compliance and Legal Services, 701 NE 10th St, Ste 300, Oklahoma City, OK 73104-5403, Fax: (405) 280-5894, or E-mail:
compliance@globalhealth.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Customer Care 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, 1-800-868-1019, 800-537-7697 (TDD).

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

Language Translation

Spanish Este Aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a través de
GlobalHealth. Preste atencién a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacion y ayuda en su idioma sin
costo alguno. Llame al 1-877-280-2964.

Vietnamese Théng béo nay cung cap thdng tin quan trong. Théng bao nay cé théng tin quan trong ban vé don ndp hodc horp dong bao hiém qua
chwong trinh GlobalHealth. Xin xem ngay then chét trong thdng bao nay. Quy vi cé thé phai thue hién theo théng bao diing trong thei han
dé duy tri bao hiém strc khde hodc dworc tro trip thém vé chi phi. Quy vi cé quyén dworc biét thong tin nay va dworc tro gilip bang ngdn
nglr ctia minh mién phi. Xin goi s6 1-877-280-2964.

Chinese FBNAEEMAR . FBHNA RN EEB[HEASBMIE H #4478 GlobalHealth
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Language Translation

RXMBFESIREMERAR, FEEFENANEEZERH, BrAIEFEEHIL A ZARIRTE, URBERER
RigkEEZRMEN, CHEEAREUEHNEERINASIER, FRE LA BT 1-877-280-2964.

Korean 2 EXMoE 528 HEJI E0{ Y&LICH & 0| EX|ME F5te| A& of 235to4 12|10 GlobalHealthe S 7HH{ZIX|
of 23t EE Xt &Lt

= SX|MoM Aol Els dMES H AR Fst= Fletel dE HHEIXIE AL X|0F7'||—F HIE & HZ&st7|
Sl LHe ot U R ZX|E FstoF & ERIE US = U&LICH FShs ole{e HE et |52 102 HIE

2Eololdg £ e HEI7F UESLICH 1-877-280-2964 2 T3S A A2

German Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen beziiglich Ihres Antrags auf
Krankenversicherungsschutz durch GlobalHealth. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kénnten bis zu
bestimmten Stichtagen handeln missen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht,
kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Rufen Sie an unter 1-877-280-2964.

Arabic 6 5n 13 i) o s adla, (55 138 LY e slas daga gy il J gemall e didadll 5e I ) GlobalHealth (. sl e el sill sl
01 i), mchuamyg\ﬁ\@@)\ywhwgc&ﬁ@\j\ax_w‘_g@a
s, dsdg\@”m;s\@;uuM\DxM\}Mwwwwﬁ Jeail ) 1 877 280-2964

Burmese Qﬁmé 6396612&)0%86 20 356)39(\)00 d]ocor]oa&) I Qﬁmg 20C €6 Q3PN 202D | VPO GlobalHealth ¢ CDO?OS[)C o 0p)

o C Co N C Qo 0® 2]
20C @:a@s@@s@mmmg d]océ]oo@ I 32620MEM O M Qﬁmgqoe 200l 900DQOY:6 DD 6 §$20) 2§D ©OPICO
05:?3@0@ %g@zagoao?ﬁeu?o? ®qoaog§@:a€aommmqq Q06 6§0E)$ & SOICCHMOLPS wmago%/Looo? G
aoogceloo(ﬂu Qﬁooooo)o C Om @ ©§M$ 6 ows%[v}sacomé%gqq 20Q% ()'B?(rgo)epoo? c 8361@@(\)0?05

©0620NINOMDE OC 39(7@39@6610]? evgereny 1-877-280-29641

Hmong Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv thov
kev pab los yog koj ghov kev pab cuam los ntawm GlobalHealth. Saib cov caij nyoog los yog tej hnub tseem ceeb uas sau rau hauv daim
ntawv no kom zoo. Tej zaum koj kuj yuav tau ua gee yam uas peb kom koj ua tsis pub dhau cov caij nyoog uas teev tseg rau hauv daim ntawv
no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog kev pab them tej ngi kho mob ntawd. Koj muaj cai kom lawv muab cov ntshiab
lus no uas tau muab sau ua koj hom lus pub dawb rau koj. Hu rau 1-877-280-2964.

Tagalog Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang impormasyon tungkol
sa iyong aplikasyon o pagsakop sa pamamagitan ng GlobalHealth. Tingnan ang mga mahalagang petsa dito sa paunawa. Maaring
mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong
na walang gastos. May karapatan ka na makakuha ng ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa 1-877-
280-2964.

French Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de
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Language Translation

GlobalHealth. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais pour maintenir
votre couverture de santé ou d'aide avec les codts. Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a aucun codt.
Appelez 1-877-280-2964.

Laotian T)‘)DCC’:D ‘JD’)‘)DD 1)2 JJ VI 18 1) 7)‘)1)CC’sD ‘JT)TUD Ha JJ 1818))
J ‘)é) DT) 503’7 UE) ‘)S 8‘)3 U’J.) n,m 7)‘71)6) 1)6)8‘)28‘)10 ‘)D209® ‘71) GlobalHealth.
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v we g @ 7. 1-877-280-2964.
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anuan1s szl
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= ) e ) O3 B8 Sl S s S o (S Cmaa (S clad €1 68 sl clal Al S (Sl e e s il
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1-877-280-2964 05 -2 S

Cherokee O°WedkJ SSZCPT O°¢D00d. AD O°WodPkJ RCZA4 CWALT RCYDeOVJ OPhod AW AShVel RCS4000°/3 GlobalHealth
SCAOPLNYT. C:SRo0S60J LVLTR AD SSZCPT. RM) Aledd KQIGJ DJ C6°0vd BhEWoDL CPedYB TS hSAQSA. VA CSJ
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Persian ) Sl el e Sl age 23l 4xedle) als e Mal aga s Ly b Ll 5 Uy (il 4ap o) Led 1o 50 5 40 } GlobalHealth {. 42 e sl aee
Jaw\@)\s\gjﬁdﬁw.ww&*n\uq@jﬁd&M&\ﬁﬁ;@ﬁ&g\}\.}

)0 SaS 4 = Jlae (5Ll e g e o aladl (ola IS 280, Led a cl 1) 200 48 ) e Sl 5SS 1y 40 ) 2asa 4 sk &0
Sy o aplal, 1-877-280-2964

90f9



