PENDING REGULATORY APPROVAL

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Sutter Health Plan: Peak LG26 HMO

r%a Sutter Health Plan

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Large Group | 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

u 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, contact Sutter Health Plan

at 1-855-315-5800 or visit sutterhealthplan.org. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment (copay),

deductible, provider, or other underlined terms, see the Glossary of Health Coverage and Medical Terms. You can view the Glossary at
www.healthcare.gov/shc-glossary or call 1-855-315-5800 to request a copy.

important Questions | Answers | Why This Matters:

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?

$2,500 individual / $2,500 individual
family member / $5,000 family for
certain medical services per calendar
year.

Yes. Preventive care and other
services as indicated in the chart
starting on page 2 are covered before
you meet your deductible.

No.

$5,000 individual / $5,000 individual
family member / $10,000 family per
calendar year.

Premiums, health care this plan doesn’t
cover and cost sharing for most
optional benefits if elected by your
employer group.

Yes. See
www.sutterhealthplan.org/provider-
search or call 1-855-315-5800 for a
list of network providers.

Generally, you must pay all of 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.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment (copay) 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 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 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.
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Do you need a referral to

Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you
see a specialist? '

have a referral before you see the specialist.

u All copayment (copay) and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Services You May Need Particinati
! Participating Provider AL E:or\tl'ﬂsft'"g

PCP Office Visit: $20 copay per

Limitations, Exceptions & Other Important

Common Medical Event Information

visit
Primary pgre Physician Sutter Walk-in Care Visit: $10 IncIyQt_es Other !—Ieglth Professipnal visits. *See
isi -~ Vi efinitions section in or list of Other Hea
(PCP)V s tto treat an copay per visit Not covered Definit t EQC for list of Other Health
injury or illness o . Professionals.
Telehealth Visit: $10 copay per visit
Deductible does not apply
Specialist Office Visit: $40 copay
per visit Prior authorization for some referrals to specialists
If you visit a health care pecilst Vit Telenealth Visit: $20 copay per visit oteoveree Irsésrg?):lsrﬁ)(lje l:oI: Ipsar;/?ntgr eaclIelc\;f;dr’ggJ meybe
provider’s office or clinic Deductible does not apply
, You may have to pay for services that aren’t
Preventive Care / . L :
. No charge preventive. Ask your provider if the services
Screening / _ Not covered ded tive. Then check what
Immunization Deductible does not apply nee el are preventive. Inen cneck what your
plan will pay for.
Lab: $20 copay per visit . : f ]
Diagnostic Test (X-ray, o rior authorization for some diagnostic services is
blood work) X-ray: $10 copay per procedure Not covered required. If it is not received, you may be
If you have a test Deductible does not apply responsible for paying all charges.
Imaging (CT/PET scans, | $50 copay per procedure Not covered
MRils) Deductible does not apply
Tier 1 (Most generic Retail: $10 copay per prescription Retail: covers up to a 30-day supply through a
If you need drugs to treat : _ CVS Caremark contracted retail network
. " drugs and low-cost Mail Order: $20 copay per
your illness or condition - Not covered pharmacy and covers up to a 100-day supply of
preferred brand name prescription : . h i
For information about drugs) Deductible dos not abol malntenance'drugs, at two tlmes.t e retail copay,
prescription drug coverage Deductble pply through SHP's CVS Health Retail-90 Network.

* For more information about limitations and exceptions, see plan Evidence of Coverage (EOC) at www.sutterhealthplan.org/about/plans-benefits or call 1-855-315-5800.
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What You Will Pay
Services You May Need Particinati
! Participating Provider AL E:or\tl'ﬂsft'"g

Limitations, Exceptions & Other Important

Common Medical Event Information

Mail Order/home delivery service: covers up to a
100-day supply of maintenance drugs, at two
times the retail copay, through the CVS Caremark

including the Sutter Health
Plan (SHP) formulary, visit
www.sutterhealthplan.org/p

harmacy or call CVS
Caremark at

Tier 2 (Preferred brand
name drugs and

Retail: $30 copay per prescription
Mail Order: $60 copay per

Mail Service Pharmacy.

. - Not covered Most specialty drugs are covered up to a 30-day
1-844-740-0635. g(r)l:w-g)referred generic prescrl?tlon supply through a CVS Caremark contracted
g Deductible does not apply specialty pharmacy. Specialty drugs are not
exclusive to Tier 4 and, regardless of tier
placement, have the same fill requirements.
. - *See SHP formulary or the Outpatient Prescription
. Ret_a"' $75 copay per prescription Drugs, Supplies, Equipment and Supplement
Tier 3 (Non-preferred Mail Order: $150 copay per Not covered | Section and Exclusions and Limitations section in
brand name drugs) prescription EQC for any SHP policy requirements such as prior
Deductible does not apply authorization and step therapy, or coverage
limitations and exceptions.
Tier 4 (Specialty drugs,
drugs tlhhat f:ﬁu'fe 20% coinsurance up to $250 per
special handling, or rescription
drugs that cost SHP : p ot Goed
more than $600 netof | Deductible does not apply
rebates)
Facility Fee (e.g.,
If you have outpatient ambulatory surgery 20% coinsurance Not covered | Prior authorization is required. If it is not received,
surgery center) you may be responsible for
Physician / Surgeon Fee | 20% coinsurance Not covered | Paying all charges.

If you need immediate
medical attention

Emergency Room Care

Emergency Medical
Transportation

Facility: 20% coinsurance

Professional: 20% coinsurance

20% coinsurance

If admitted to the hospital, Emergency Room Care
cost sharing will not apply. See hospital stay
information below for applicable cost sharing.

Transportation by car, taxi, bus, gurney van,
wheelchair van, and any other type of
transportation (other than a licensed ambulance or
psychiatric transport van) is not covered.

* For more information about limitations and exceptions, see plan Evidence of Coverage (EOC) at www.sutterhealthplan.org/about/plans-benefits or call 1-855-315-5800.
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What You Will Pay
Services You May Need Particinati
! Participating Provider AL E:or\tl'ﬂsft'"g

Limitations, Exceptions & Other Important

Common Medical Event Information

Urgent Care

Facility Fee (e.g.,

$40 copay per visit

Deductible does not apply

For in-area Urgent Care, visit your Medical Group's
contracted Urgent Care facility. For Out-of-Area
Urgent Care, visit the nearest Urgent Care facility.

Behavioral health crisis services provided by a 988
center or mobile crisis team, or other providers of
behavioral health crisis services is covered in and
out-of-network.

Prior authorization may be required. If it is not
received, you may be responsible for paying all

hosDi 20% coinsurance Not covered charges.
ospital room) - .
If you have a hospital Services that are part of a CARE agreement or
stay plan approved by a court, or behavioral health
crisis services from a 988 center or mobile crisis
Physician / Surgeon 20% CoinSUrance Not covered team or other providers of behavioral health crisis
Fees _— services, are covered in or out-of-network and
without prior authorization.
Individual Office Visit: $20 copay
per visit; deductible does not apply
Group Office Visit: $10 copay per You may self-refer to a Carelon provider for Office
If you need mental , _ visit; deductible does not apply e,
health, behavioral health, | Outpatient Services o Not covered
or substance use Telehe.alth Offlcg Visit: $10 copay Prior authorization is required for Other Outpatient
disorder (MH/SUD) per visit, deductible does not apply Services and all Inpatient Services by Carelon. If it
services Other Outpatient Services: 20% is not obtained when required, you may be liable
For information, call coinsurance for the payment of services or supplies.
Carelon Behavioral Health Services that are part of a CARE agreement or
of California, Inc (Carelon) o plan approved by a court, or behavioral health
at 844-398-0314 or visit inatient Servi Facility: 20% coinsurance Not 4 | crisis services from a 988 center or mobile crisis
carelonbh.com/sutterhealth | "PalIeNt SEVICEs Professional: 20% coinsurance ot covere team or other providers of behavioral health crisis
plan. services, are covered in or out-of-network and

without prior authorization.

* For more information about limitations and exceptions, see plan Evidence of Coverage (EOC) at www.sutterhealthplan.org/about/plans-benefits or call 1-855-315-5800.
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Common Medical Event

Services You May Need

What You Will Pay

Participating Provider

Non-Participating
Provider

Limitations, Exceptions & Other Important
Information

If you are pregnant

If you need help
recovering or have other
special health needs

If your child needs dental
or eye care

Office Visits

Childbirth / Delivery
Professional Services

Childbirth / Delivery
Facility Services

Home Health Care

Rehabilitation Services

Habilitation Services

Skilled Nursing Care

Durable Medical
Equipment

Hospice Services

Children’s Eye Exam

Prenatal and Postnatal Care
(In-person or telehealth visit): No

charge
Deductible does not apply

20% coinsurance

20% coinsurance

No charge
Deductible does not apply

$20 copay per visit
Deductible does not apply

Not covered

20% coinsurance

50% coinsurance

No charge
Deductible does not apply

No charge
Deductible does not apply

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Up to $45 max
reimbursement

Prenatal and Postnatal Care includes all prenatal
office visits and the first postnatal office visit. Refer
to the PCP Visit cost sharing for all subsequent
postnatal office visits.

Maternity care may include tests and services
described elsewhere in the SBC (e.g., Diagnostic
Tests such as ultrasounds and blood work).

None

Prior authorization is required. If it is not received,
you may be responsible for paying all charges.

Quantitative limits exist for the following services:
Home Health Care — 100 visits per calendar year.

Skilled Nursing Care — 100 days per benefit
period. *See Skilled Nursing Facility Care section
in EOC for additional information.

Hospice Services — respite care is occasional
short-term inpatient care limited to no more than
five consecutive days at a time.

Quantitative limits exist for the following children’s
services:

Eye Exam — 1 preventive exam per calendar year.

* For more information about limitations and exceptions, see plan Evidence of Coverage (EOC) at www.sutterhealthplan.org/about/plans-benefits or call 1-855-315-5800.
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What You Will Pay

Limitations, Exceptions & Other Important

Common Medical Event | Services You May Need -Participati ;
CalEY I HkY Participating Provider Al PPartl'CIpatlng Information
rovider
For more lln.formatlo.n, Children’s Glasses Not covered Not covered
contact Vision Services
Plan (VSP) at i ,
1-80(§-877-)7195. 82!2[(63; Dental Not covered Not covered

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your plan Evidence of Coverage (EOC) for more information and a list of any other excluded services.)

* Chiropractic care » Dental care (Adult)  Non-emergency care when traveling outside the U.S.
» Commercial weight loss programs » Habilitation services * Private-duty nursing
 Cosmetic surgery * Hearing aids * Routine foot care

* Long-term care

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan Evidence of Coverage (EOC).)

* Abortion * Infertility treatment (coverage for the diagnosisand ~ « Routine eye care (Adult) limited to an annual
* Acupuncture typically provided only for the treatment  treatment of infertility and fertility services) embedded  preventive eye exam through VSP; embedded in
of nausea or chronic pain; embedded in medical plan.  in medical plan. A PCP or OB/GYN referral and prior ~ medical plan.
PCP referral and prior authorization are required. authorization by your medical group or SHP are
* Bariatric surgery required for medically necessary services. *See the
Infertility and Fertility Services section of the Your
Benefits chapter in your EOC for additional
information.

* For more information about limitations and exceptions, see plan Evidence of Coverage (EOC) at www.sutterhealthplan.org/about/plans-benefits or call 1-855-315-5800.
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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 Department of Managed Health Care at 1-888-466-2219 or www.dmbhc.ca.gov, or the U.S. Department of Health and Human Services at 1-877-
267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, including buying individual insurance coverage through California’s
Health Insurance Marketplace, Covered California, at 1-800-300-1506 or www.coveredca.com. For more information about the Marketplace, visit 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 (*See If You Have A Concern Or Dispute With SHP section in EOC for information about grievances) 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: Sutter Health Plan at 1-855-315-5800 (TTY: 1-
855-830-3500) or California Department of Managed Health Care at 1-888-466-2219 (TTY: 1-877-688-9891) 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:
Please see Notice of Language Assistance addendum.

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

* For more information about limitations and exceptions, see plan Evidence of Coverage (EOC) at www.sutterhealthplan.org/about/plans-benefits or call 1-855-315-5800.
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About these Coverage Examples:

=

Fo 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 (copays) 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 prenatal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

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

hospital delivery)

B The plan’s overall deductible $2,500
M Specialist copayment $40

20%
50%

M Hospital (facility) coinsurance
B Other coinsurance

This EXAMPLE event includes services like:
Office Visits (prenatal care)

Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services (anesthesia)
Diagnostic Tests (ultrasounds and blood work)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductible $2,500

Copayments $90

Coinsurance $1,200

What isn't covered
Limits or excluded services $60
The total Peg would pay is $3,850

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

B The plan’s overall deductible $2,500
W Specialist copayment $40

20%
50%

M Hospital (facility) coinsurance
B Other coinsurance

This EXAMPLE event includes services like:
Primary Care Physician Office Visits (including

disease education)
Diagnostic Tests (blood work)

Prescription Drugs (including glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductible $0

Copayments $1,200

Coinsurance $0

What isn't covered
Limits or excluded services $20
The total Joe would pay is $1,220

up care)
B The plan’s overall deductible $2,500
W Specialist copayment $40
B Hospital (facility) coinsurance 20%
B Other coinsurance 50%

This EXAMPLE event includes services like:
Emergency Room Care (including medical supplies)

Diagnostic Tests (X-ray)

Durable Medical Equipment (crutches)

Rehabilitation Services (physical therapy)

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

Deductible $1,900

Copayments $200

Coinsurance $0

What isn't covered
Limits or excluded services $0
The total Mia would pay is $2,100
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r%a Sutter Health Plan

Notice of Language Assistance

ATTENTION: Sutter Health Plan provides timely, no-cost language assistance. You can
ask for interpreter services or materials translated into your language. For help, call
Customer Service at 855-315-5800 (TTY 855-830-3500). (English)

ATENCION: Sutter Health Plan ofrece asistencia de idiomas oportuna y gratuita. Puede
solicitar los servicios de un intérprete o materiales traducidos al idioma de su preferencia.
Si necesita ayuda, llame a los Servicios al Cliente al 855-315-5800 (TTY 855-830-3500).
(Spanish)

I Sutter Health Plan & K FF 2t e Zah = [l « AT DABEKER B 5% B AR S EBlaEmk
THEESER - FED) - BITE P ARF A &L 855-315-5800 (TTY 855-830-3500) -
(Chinese)

3 sa o) A den i land il 2SK03 ) 4D Alane 43 58] 520k Sutter Health Plan s 238 4pi
aill el 5f) 855-315-5800 Ciia 1o ¢ ekl Faris JUai¥) a b chaelosh e Jpuanll oS5l ) e i
(Arabic) .(855-830-3500 [TTY] aal

NFCUYrNEE3NEFL. Sutter Health Plan-p dwdwuwyhu tnpwdwnpnud £ wuybwp

[Gaqwywu wowygnipynil: np Ywnnn Gp uunpt| pwbwynp pwpgdwlsh
Swnw)niejnllutn Ywd QGn 1Gqyny pwpgdwudwd Unetp: Oguniejwl hwdwnp nhutp
Swbdwhunpnutph uywuwpydwu pwdhu® 855-315-5800 (TTY 855-830-3500)
hGnwhunuwhwdwnpny: (Armenian)

BN SENHISAN Sutter Health Plan 81SRUNSSSWINSM NN WS sSS sy
SHNSINUHWNY IINAESHENGIY TN HRUSTUM NN UENS yasanisucnsus
UMM NIUNIIINAESY UEUSSW g SiunisiMmSiimiunmagHSSNS suitw:
1S 855-315-5800 (TTY 855-830-3500)% (Khmer)

1) i Ladi 23 e 431 ) 801 ) ) gy 5 & get | Sl ) SaS Clexa Sutter Health Plan <l kb aa
L cM&L\é\z\‘)Ad\ﬁ .A,)u\.ié\f\ﬂ\d \J RRTN thMoMAAA)J ;\]LEAQ_\&\T})JQGAMP)SAQ_\LAA; )\ salail L“.\u\}i).ﬁ

(Farsi) .28 ol 855-315-5800 (TTY 855-830-3500) s tad 43 ol jiske cilad iy

€T & TeeX god Tl (Sutter Health Plan) & 3ided @#HT W, 3R foar el amera
& HIST Hetll FEIIAT Jelel I Sl &1 319 gaiear Jarsit AT 9=t w1 & Jiearied
G & AT fAdest #X Heha/Fendll 81 HEIT 8, 855-315-5800 (TTY 855-830-3500)
9 ATgeh [aT & didd | (Hindi)

LUS CEEB TOOM: Sutter Health Plan muab kev pab txhais txhais lus raws sij hawm thiab
tsis tau them nqi. Koj tuaj yeem thov kev pab txhais lus los sis cov ntaub ntawv txhais ua

koj hom lus. Yog xav tau kev pab, hu rau Lub Chaw Pab Cuam Qhua ntawm 855-315-
5800 (TTY 855-830-3500). (Hmong)
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BrEsE: y&— <« NV R -7 5> (SutterHealthPlan) Tid. \BEOSFESR—bx d
CWTHHHGILEZT Ed, BRY—ERA2MKFL 20, Bkl E2 CHEDOFECHRL T
5050 FTBENTEEFT. BIRHOVDEEIE. # AKX ~—H%—L X 855-315-5800
(TTY 855-830-3500) & CTHEak < 72 & L, (Japanese)

U2 EEL|C}: Sutter Health Plan2 4158t A0 X| & MH[AE 22 MSELICH #5ts

=
a9 MH|ALE 2010 0= HAE A28 QFSHY = UASLLCH 20| EQdtA|H
D24 MH|A MIE{(855-315-5800, TTY 855-830-3500)2 N3} 2HS HHEFL|CL. (Korean)

NEQLISLYIe: Sutter Health Plan luinivgosciisdawwIgatitineoam cax Llocgwenly
299109, VIVTIVIO2VINIVIILWITI B EONTILNCCUCTVWIFTIZEINIVLY. FISV
©090808¢T, NFYVNVMIDINIYNINCD 855-315-5800 (TTY 855-830-3500). (Lao)

fis e Hed I88 uSs A g, He3 ST ATEsT Haeh gaet J| 3H T8 AeTe
St 3T fSg migeTe Hist AHdId! € Hdl ad AR 1 HeT B8, Irdd AT 855-315-
5800 (TTY 855-830-3500) '3 &8 Jd| (Punjabi)

BHUMAHWE! Sutter Health Plan npegoctaBnaeT cBoeBpeMeHHyto 6ecnnaTHy A3bIKOBYH
nomoLLb. Bl MOXeTe 3anpocuTb yCnyrn nepeBogynka unu matepuarnsl, nepeBeféHHbIe Ha
BaLl s3blK. YTO6bI NONYYNTb NOMOLLb, NO3BOHUTE B OTAEN 0O6CNYXXNBAHNA KIMEHTOB NO
TenedgoHy 855-315-5800 (TTY 855-830-3500). (Russian)

MAHALAGANG PAALALA: Ang Sutter Health Plan ay nagbibigay ng maagap at walang
bayad na tulong sa wika. Maaari kang humiling ng serbisyo ng interpreter o mga
materyales na isinalin sa iyong wika. Para humingi ng tulong, tawagan ang Customer
Service sa 855-315-5800 (TTY 855-830-3500). (Tagalog)

Tsamanu: Sutter Health Plan laanudaemaasiunimnine i ldaauazlisiaeseuu g
mmmm@ﬁ“”uu?m@mw%miﬁuﬂaLﬁ@mLﬂummmmqmﬁ nefnsiadaLiniagnad
855-315-5800 (TTY 855-830-3500) ieaesuANNTIEIAe (Thai)

LUU Y Sutter Health Plan cung cép dich vu hd tro ngdn ngir kip thdi va mién phi. Quy vi
c6 thé yéu cau théng dich vién hoac tai liéu dwoc dich sang ngdn nglr ciia minh. Bé dwoc

tro' gitp, vui 1dng goi Dich Vu Khach Hang theo s 855-315-5800 (TTY 855-830-3500).
(Vietnamese)
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