Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 09/01/2026 - 08/31/2027
P  select Coverage for: Single/Family | Plan Type: HDHP POS

o Health TOOELE COUNTY SCHOOL DISTRICT

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 selecthealth.org or call 800-538-
5038. 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 selecthealth.org/sbc or call 800-538-5038 to request a copy.

Important Questions Answers | Why this Matters:

Generally, you must pay all 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.

$3,400 person/$6,800 family in-network and
$3,750 person/$7,500 family out-of-network per

plan year.

What is the overall
deductible?

This plan covers some items and services even if you haven't yet met the
Are there services covered . . . . deductible amount. But a copayment or coinsurance may apply. For example, this
Yes, for in-network providers: preventive care . ) : , .
before you meet your : ) plan covers certain preventive services without cost sharing and before you meet
; is covered before you meet your deductible. . . . .
deductible? your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are ther?. _other M No. You don’t have to meet deductibles for specific services.
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.

What is the out-of-pocket $4,000 person/$8,000 family in-network and
limit for this plan? $5,500 person/$11,000 family out-of-network.

Premiums, balance-billed charges, healthcare
this plan doesn't cover, and penalties for failure
to obtain preauthorization for services.

Even though you pay these expenses, they don't count toward the out-of-pocket

What is not included in 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.

Yes. To find an in-network SelectHealth Care®
provider visit selecthealth.org/find-care or call
Member Services at 800-538-5038.

Will you pay less if you use
a network provider?

Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist? specialist y referral

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials. 10f8



n All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Network Provider Out-of-Network Provider :-r:glrt;t:t)igi, SR, & e e
(You will pay the least) | (You will pay the most)

A different benefit may apply for major office

Common
Medical Event

Services You May Need

Primary care visit to treat an

. o rai
injury or illness (PCP) el 40% go-insurance surgery.
e L . A different benefit may apply for major office
o -
If you visit a health care Specialist visit (SCP) $25/visit 40% co-insurance surgery.

provider’s office or clinic
Preventive care / screening | No charge, deductible

You may have to pay for services that aren’t
preventive. Ask your provider if the services

/ immunization does not apply. Not covered needed are preventive. Then check what your
plan will pay for. Frequency limitations apply.
Diagnostic test (x-ray, blood No charge 40% co-insurance None
If you have a test work)
:\ng)n g (CT/PET scans, 20% co-insurance 40% co-insurance None
Standard Tier 1 (generic - -
drugs) $7/prescription $7/prescription
ST T (PIEEE $21/prescription $21/prescription
If you need drugs to brand drugs)
treat y?ur illness or Standard Tier 3 (non $42/prescription $42/prescription Certain limitations apply. Benefits may be denied or
condition preferred brand drugs) : .
) : . . . reduced by 50% for failure to obtain
More information about Maintenance Tier 1 (generic - - . ) )
L $7/prescription $7/prescription preauthorization for certain services.
prescription drug drugs)
coverage is available at Maintenance Tier 2 (preferred - -
selecthealth.org/prescrip brand drugs) A A
tions/default.aspx?st=ut = Maintenance Tier 3 (non- - -
bl oreferred brand drugs) $126/prescription $126/prescription
Benefits may be denied or reduced by 50% for
Specialty drugs $100/prescription $100/prescription failure to obtain preauthorization for certain

services.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials. 20f8



Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

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

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

Physician/surgeon fees

Emergency room services

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

20% co-insurance, 10%

co-insurance for

ambulatory surgical center

20% co-insurance

$75/visit

20% co-insurance
$35/visit

20% co-insurance

20% co-insurance

$15 for office visits, 20%
co-insurance for
outpatient

20% co-insurance

$15/visit

20% co-insurance

20% co-insurance

40% co-insurance

40% co-insurance

$75/visit

20% co-insurance
40% co-insurance
40% co-insurance
40% co-insurance

40% co-insurance for
office visits, 40% co-

insurance for outpatient

40% co-insurance

40% co-insurance

None

None
Emergency room services apply to in-network
benefits.
Emergencies only. Emergency medical
transportation applies to in-network benefits.
Applies to urgent care facilities only.
Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services.

Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services. Additional limitations and exclusions

apply.

Cost sharing does not apply to preventive
services. Depending on the type of services, a
copayment, coinsurance, or deductible may

40% co-insurance

40% co-insurance

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials.

apply. Maternity care may include test and services
described elsewhere in the SBC (i.e. ultrasound).

Hospital stays that extend beyond 48 hours for a
normal vaginal delivery or beyond 96 hours for a
cesarean section must be pre-authorized at the
time the provider recommends the extended stay.
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What You Will Pay

C?mmon Services You May Need Network Provider Out-of-Network Provider L|m|tat|o.ns, B R e peitant
Medical Event . . Information
(You will pay the least) | (You will pay the most)
Benefits may be denied or reduced by 50% for
Home health care 20% co-insurance 40% co-insurance failure to obtain preauthorization for certain
services.
Up to 40 days per plan year for inpatient physical,
$25/visit for outpatient, speech, and occupational therapies combined.
Rehabilitation services 20% co-insurance for 40% co-insurance Benefits may be denied or reduced by 50% for
inpatient failure to obtain preauthorization for certain
services.
Benefits may be denied or reduced by 50% for
If you need help N . . o . . o .
) Habilitation services $25/visit 40% co-insurance failure to obtain preauthorization for certain
recovering or have other .
special health needs SCTVICES.
Up to 60 days per plan year. Benefits may be
Skilled nursing care 20% co-insurance 40% co-insurance denied or reduced by 50% for failure to obtain

preauthorization for certain services.
Benefits may be denied or reduced by 50% for

Durable medical equipment

9 i o e . : . :
DME) 20% co-insurance 40% co-insurance fallu.re to obtain preauthorization for certain
services.
Benefits may be denied or reduced by 50% for
Hospice service 20% co-insurance 40% co-insurance failure to obtain preauthorization for certain
services.
Preventive benefits abide by the ACA and are
. Children's eye exam $25/visit 40% co-insurance covered at 100%. One routine eye exam covered
If your child needs
dental or eye care per calendar year.
y Children's glasses Not covered Not covered Glasses are not covered.
Children's dental check-up Not covered Not covered Dental check-ups are not covered.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials. 4 of 8



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 Abortions/termination of pregnancy except in limited
circumstances

¢ Acupuncture

¢ Administrative services/charges

e Cosmetic surgery and reconstructive and corrective
services, except in limited circumstances

e Dental care (adult/child), except in limited
circumstances

e Dental check-up

¢ Experimental and/or investigational services

e Glasses

¢ Hearing aids

¢ Immunizations for Anthrax, BCG, Cholera, Plague,
Typhoid and Yellow Fever

o Infertility treatment

e Long-term care

e Services that are not medically necessary

than $2,000 lifetime

e Orthotic and other corrective appliances for the foot

e Temporomandibular Joint (TMJ) services greater

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

plan document.)

e Bariatric surgery, preauthorization required with
limitations
e Chiropractic care

» Non-emergency care when traveling outside the U.S.
e Private-duty nursing, preauthorization required with
limitations

e Routine eye care (adult)

e Routine foot care

¢ Weight loss programs as part of a program
approved by Select Health

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials.
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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: Department of Labor’s Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsalhealthreform; or 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 contact the Plan. 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: Department of Labor's Employee Benefits
Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform; or If your coverage is fully-insured, you may also contact the Utah Insurance Department,
Office of Consumer Assistance, Suite 3110, State Office Building, Salt Lake City, Utah 84114.

To contact Select Health Member Services, please call 800-538-5038 weekdays, TTY users should call 711, or visit us at selecthealth.org.

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.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials. 6 of 8



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.

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital

Managing Joe’s type 2 Diabetes

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

Mia’s Simple Fracture
(in-network emergency room visit and follow up care)

m The plan’s overall deductible $3,400
m Specialist $25
m Hospital (facility) 20%
® Other 20%

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 $3,400
Copayments $0
Coinsurance $700

What isn’t covered

Limits or exclusions $60
The total Peg would pay is $4,160

m The plan’s overall deductible $3,400
m Specialist $25
m Hospital (facility) 20%
m Other 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 $5,600
In this example, Joe would pay:

Cost Sharing
Deductibles $3,400
Copayments $100
Coinsurance $80

What isn’t covered

Limits or exclusions $20
The total Joe would pay is $3,600

m The plan’s overall deductible $3,400
m Specialist $25
m Hospital (facility) 20%
m Other 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)

The plan would be responsible for the other costs of these EXAMPLE covered services.
TOOELE COUNTY SCHOOL DISTRICT OPTION 1

6/3/2026

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/materials.

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

Deductibles $2,800

Copayments $0

Coinsurance $0

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $2,800

C
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Fair Treatment Notice

Select Health obeys Federal civil rights laws. We do not treat you differently because of your race, color, ethnic background or where you come from, age, disability, sex,
religion, creed, language, social class, sexual orientation, gender identity or expression, and/or veteran status.

We provide free aid and services to people with disabilities to help them communicate effectively with us, such as qualified sign language interpreters and written information
in other formats (large print, audio, accessible electronic formats, other formats). We also provide free language services to people whose primary language is not English,
such as qualified interpreters and member materials written in other languages.

If you need these services, please call Select Health Member Services at 800-538-5038 or Select Health Advantage Member Service at 855-442-9900. Any member or other
person who believes he/she may have been subject to discrimination may file a complaint or grievance by calling the Select Health 504/Civil Rights Coordinator at 844-208-
9012 or the Compliance Hotline at 800-442-4845 (TTY Users: 711). You may also call the Office for Civil Rights at 1-800-368-1019 (TTY Users: 800-537-7697).

Language Access Services
English
ATTENTION: If you speak Spanish, free language

assistance services are available to you. Call Select
Health.

Spanish
ATENCION: Si habla espafiol, tiene a su disposicion

servicios gratuitos de asistencia linglistica. Llame a
Select Health.

Chinese
R MREAKRRY, CAURBRESE
S EBIARTE . FEEE Select Health

Vietnamese

CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu ho
trg ngdén ngt* mién phi danh cho ban. Goi s6
Select Health.

Korean

Sl st=20E AIE0HAE 22, 9 XI&
NBIAE 222 0| Z0ta! = USLICEH Select
Health. HS & N30 = AI2L.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/material%ele':t Health: 1-800-538-5038

Nepali
ZIERCGIE m@@rﬁmﬁraﬁﬂaﬂﬂﬁaaﬁ

ST 00y NS

dquréent o B T wErIdr daes & o
FIAT 39asY | Select Health AT BT

TR AR |
Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa Select Health.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: Select Health.

Russian

BHUMAHWE: Ecnu Bbl roBopuUTE Ha pyCCKOM A3blKe, TO
BaM JOCTYNHbI 6ecnnaTtHble yCnyru nepeBogymka.
MossoHuTe Select Health.

French

ATTENTION: si vous parlez frangais, des services
d’aide linguistique vous sont proposés gratuitement.
Contactez Select Health.

Japanese

TIEFE: BAEZHEINLIBE. BEHOE
BXIEE CFIAWIZITET . Select Health,
FT. BBEICTITERLIZELY,

Ambharic

MAANL: ATICE P54 NPT P 06
A1A T PANG P AACAP 278 A= Select Health
7 PG4

Serb-Croatian

MAXHA: Ako rosopute Cpncku, becnnatHe ycnyre
nmohw 3a jeauk, Buhe Bam goctynHe. KoHTakTupajte
Select Health.

Arabic
Cuina: 3] Sl sl ¢ jue caudigh ) JS Fal
Mauless e ¢b aalil, Lial i Select Health.

Persian
Cgaar B o 3l ) 50 Sy pand aiin Fads
S e ray 5 AL 2 LA (el
Select Health <l &5 0,

Thai

NANELNG: MNAUNA T8N, N15UTAITANEN
TaalifieTd31a dnsauuinshiduna Aasa
Select Health
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