Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Western Health Advantage: Westem 4500/50/40% HMO Prime with Rx Classic

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Self + Family | Plan Type: HMO

the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-318-2596 to request a copy.

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 1-888-563-2250 or visit mywha.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see

Important Questions

What is the overall

Answers

$4,500/Individual or
$9,000/Family; Medical

Why This Matters:

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 member must meet their own

deductible? . individual deductible until the total amount of deductible expenses paid by all family members meets
services per calendar year the overall family deductible.
: , , , This plan covers some items and services even if you haven't yet met the deductible amount. But a
ﬁgfeotrr;ergus ?nnggf soti‘orvered zﬁg’ oltnhC(lLrjilgr%ip—creesvfr\rgilxgtggrﬁ{ copayment or coinsurance may apply. For example, this plan covers certain preventive services
d educti)l/JI e? Y the chart starting on page 2 without cost sharing and before you meet your deductible. See a list of covered preventive services at
- g onpage <. www.healthcare.gov/coverage/preventive-care-benefits.
Are there other deductibles No You don't have to meet deductibles for specific services.

for specific services?

What is the out-of-pocket
limit for this plan?

$6,500/Individual or
$13,000/Family per calendar
year

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 not included in the
out-of-pocket limit?

Member cost shares for annual
hearing exams, chiropractic
care and premiums and health
care the plan doesn't cover

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

Will you pay less if you use
a network provider?

Yes. See mywha.org/directory
or call 1-888-563-2250 for a list
of network providers.

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.

Do you need a referral to
see a specialist?

Yes

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

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

injury or illness $50/visit Not covered None
Preauthorization may be required. Failure to
If you visit a health Specialist visit $50/visit Not covered obtain preauthorization may result in non-
care provider's office or payment of services
clinic You may have to pay for services that aren't
Preventive care/screening/ preventive. Ask your provider if the services
immunization 1D BT ot e needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood |No charge after medical Not covered For diagnostic tests, preauthorization may
work) deductible be required. Failure to obtain
preauthorization may result in non-payment
If you have a test redulh 1 may bay
Y Imaging (CT/PET scans, No charge after medical Not d of Services FOF |mag|ng,Ip—reauthorrzetrorr
MRIs) deductible 0 el required. Failure to obtain preauthorization
may result in non-payment of services
Tier 1 (Preferred generic and |Retail: $10/prescription;
cergern preferred brand name Hgg/re Delryery: Not covered At Retail, 30-day supply is allowed, or up to
medications) $20/prescription 90-day supply for maintenance medications;
If you need drugsto | Tier 2 (Preferred brand name |Retail: $30/prescription; Ir_|etar| cgp?ymentlfrpplres r;er%%—céay supplly '
treat your illness or | o non-preferred generic Home Delivery: Not covered ome ellvery allows up fo T01-aay SUppl.
condition More medications) $60/prescription Specialty medications Irmrted to 30-day
information about supply and must be obtained through CVS
prescription drug . i - Caremark Specialty Pharmacy as described
coverage is available | T'er 3 (Non-preferred Egﬁle gglfi)\//r;rrel:scrrptron, Not covered 10 67 \SCIGDN=. [T (1|23
at medications) $100/prescription required. Failure to obtain preauthorization
mywha.org/pharmacy P P may result in non-payment of services.
Tier 4 (Specialty medications Insulin will not exceed $35 per prescription
specialty drugs and other | $100/prescription Not covered for a 30-day supply.

higher-cost drugs)
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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

Facility fee (e.g., ambulatory

surgery center)

40% coinsurance after
medical deductible

Not covered

Preauthorization required. Failure to obtain
preauthorization may result in non-payment
of services

Physician/surgeon fees

40% coinsurance after
medical deductible

Not covered

Preauthorization required. Failure to obtain
preauthorization may result in non-payment
of services

If you need immediate
medical attention

Emergency room care

40% coinsurance after
medical deductible

40% coinsurance after
medical deductible

Emergency medical
transportation

40% coinsurance after
medical deductible

40% coinsurance after
medical deductible

Member cost shares for emergency room
care are waived if admitted. At urgent care
centers, services from an out-of-network
provider are covered only when obtained
outside the service area.Preauthorization
may be required. Failure to obtain

Inpatient services

medical deductible

Not covered

Urgent Care Center $50/visit $50/visit preauthorization may result in non-payment
of services
. . . Preauthorization may be required. Failure to
0 LA MTRAESSMNATY
Ir:ancr;E;[y fee (e.g., hospital ?noeﬁi ggllré_selérjgt?;:ﬁer Not covered obtain preauthorization may result in non-
If you have a hospital ;;aymerr:t of services : —
stay 0 i reauthorization may be required. Failure to
Physician/surgeon fees ;Oeﬁi%:ﬁer Not covered obtain preauthorization may result in non-
E—— payment of services
. . $50Mvisit (professional); No Preauthorization required for outpatient
If you need mental Outpatient services charge (other outpatient Not covered mental health and residential treatment
health, behavioral services) center. Preauthorization may be required for
health, or substance inpatient mental health. Failure to obtain
abuse services 40% coinsurance after preauthorization may result in non-payment

of services.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the most)

Cost sharing does not apply for preventive

Office visits No charge Not covered services, including routine prenatal care and
first postnatal visit. Maternity care may
include tests and services described

I . . elsewhere in the SBC (i.e., ultrasound).

Childbirth/delivery 40% coinsurance after . P

If you are pregnant . / TR Not covered Depending on the type of services, a
y preg professional services medical deductible copayment, coinsurance or deductible may
apply.Preauthorization may be required for

Childbirth/delivery facilit 40% coinsurance after inpatient services. Failure to obtain

services ety mec(i)ical deductible Not covered preauthorization may result in non-payment

- of services
100 visits per calendar year.
40% coinsurance after Preauthorization required. Failure to obtain

Home health care medical deductible Not covered Qreauthorlzano may result in non-payment
of services
Preauthorization required. Failure to obtain

Rehabilitation services $50/visit Not covered Qreauthorlzatlo may result in non-payment
of services
Preauthorization required. Failure to obtain

If you need help Habilitation services $50/visit Not covered preauthorization may result in non-payment
recovering or have of services
other special health
needs 40% coinsurance after 100 days per calendar year. Preauthorization
Skilled nursing care medical deductible Not covered required. Failure to obtain Qreauthorlzatlo
—_— may result in non-payment of services
. Preauthorization may be required. Failure to
0 —_—
Durable medical equipment fnoegi%:ﬁer Not covered obtain preauthorization may result in non-
—_ payment of services
. Preauthorization required. Failure to obtain
0
Hospice services <l @_comsurange after Not covered preauthﬂ may result in non-payment
medical deductible
of services
: ' No Charge (facility); One comprehensive eye exam per year
fyour hild neads Children's eye exam (professional) Not covered (including dilation if medically indicated).
dental or eye care Children's glasses Not covered Not covered None
Children's dental check-up Not covered Not covered None
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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.)

« Cosmetic Surgery * Long-Term Care * Routine Foot Care
+ Dental Care Adult . Uosn-emergency care when traveling outside the . V\(ljei%ht Loss Programs (unless purchased as a
S. rider
* Hearing Aids (unless purchased as a rider) * Private-Duty Nursing
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
* Abortion Services * Bariatric Surgery * Infertility Treatment
* Acupuncture « Chiropractic Care * Routine Eye Care Adult

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 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
the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be
available to you too, including buying individual insurance coverage through the Sequro Médico 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 you 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. Additionally, a consumer assistance program can help you
file your appeal. For more information about your rights, this notice, or assistance, contact the California Department of Managed Health Care at 1-888-446-2219 or 1-
888-877-5378 (TTY) or visit their website 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 Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standard, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
See addendum for notification of nondiscrimination and language assistance.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB
control number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08
hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you
have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports
Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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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.

Peg is Having a Baby Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up
hospital delivery) controlled condition) care)
= The Plan's overall Deductible $4,500 = The Plan's overall Deductible $4,500 = The Plan's overall Deductible $4,500
I Specialist Copayment $50 m Specialist Copayment $50 m Specialist Copayment $50
I Hospital (facility) Coinsurance 40% ™ Hospital (facility) Coinsurance 40% ™ Hospital (facility) Coinsurance 40%
= Other Copayment $50 = Other Copayment $50 = Other Copayment $50
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth//Delivery Professional Services 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* $4,500 Deductibles* $200  Deductibles* $2,000
Copayments $10  Copayments $1,500 Copayments $300
Coinsurance $1,600  Coinsurance $0  Coinsurance $0
What isn't covered What isn't covered What isn't covered

Limits or exclusions $20  Limits or exclusions $0  Limits or exclusions $0
The total Peg would pay is $6,130  The total Joe would pay is $1,700  The total Mia would pay is $2,300

*Note: This plan has other deductibles for specific services included in this coverage example. See 'Are there other deductibles for specific services?' row above.

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

Western Health Advantage complies with applicable Federal and State civil rights laws and does not discriminate, exclude, or
treat people differently on the basis of race, color, national origin, primary language, ancestry, religion, sex, gender, gender
identity, sexual orientation, pregnancy, marital status, age, or disability, as applicable.

Western Health Advantage provides the following services at no cost and in a timely manner:

Reasonable modifications, aids and services to communicate effectively give people with disabilities equal access and
opportunifies, such as:

¢ Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

Language services to ensure meaningful access to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, please contact Member Services at 888.563.2250

If you believe that Western Health Advantage has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability,
you can file a grievance with:

Western Health Advantage, Section 1557 Coordinator

2349 Gateway Oaks Drive, Suite 100,

Sacramento, CA 95833,

Phone: 1-888-563-2250 or 1-916-563-2250, 711(TTY)

Fax: 1-916-568-0126

Email: Compliance@westernhealth.com

Online: https://advantage.westernhealth.com/legal/grievance-submission

You can file a discrimination grievance in person or by mail, fax, email, or online. If you need help filing a grievance, our Section
1557 Coordinator 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.nhs.gov/ocr/portal/lobby.jsf , or
by mail or phone at:

U.S. Department of Health and Human Services,
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200 Independence Avenue, SW, Room 509F, HHH Building,
Washington, D.C. 20201;
Phone: 1-800-368-1019 or 1-800-537-7697 (TDD).

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

This notice is available at Western Health Advantage’s website: https://advantage.westernhealth.com/legal/non-discrimination

NOTICE OF THE AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get timely help and
information in your language at no cost. To talk to an interpreter, call 888.563.2250 or TTY 711.

SPANISH

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 888.563.2250, o al TTY 711 si
tiene dificultades auditivas.

CHINESE
MRE, XBEEERBIOESR, BERWestern Health Advantage AEMNME, EERFGRELUEHAESIIEDMALS, AH—E
2B, 5HEE5888.563.2250T EEfE A T EAR(TTY) 711,

VIETNAMESE

Néu quy vi, hay ngudi ma quy vi dang gitip d, c6 cau hoi vé Western Health Advantage, quy vi s& c6 quyén dugc gitip va c6 thém thong tin bang ngon
ngit ctia minh mién phi. Dé néi chuyén véi mot thong dich vién, xin goi s6 888.563.2250, hoic goi duong diy TTY danh cho ngudi khiém thinh tai s6
711.

TAGALOG

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Western Health Advantage, may karapatan ka na
makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, fumawag sa
888.563.2250 o TTY para sa may kapansanan sa pandinig sa 711.
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KOREAN

Oror Aot L= Aottt 51 A= Y AFE 0l Western Health Advantage (il 2ol Al 2201 JATH Fot= el =5t 225 Aot
AHZ HIE BY 2001 2= == A= HelJt JUSLICH OZ2H SSAL2 0RDIok)] ?Ioi M= 888.563.225001LE # 2 ZO0HRIE TTY 7112

HAEOIYAIL.

ARMENIAN

Bpt Mnip Jud QEp Ynnuhg oqunipjntt utnwugnn wtdp hupgtp niith Western Health Advantage-h dwuht, tnip hpwynip niubp wdwp
oqunipill i nbnkympmibitp vnwbum bp twptnpws (kqUnd: Pwupguwbsh htn junukim hwdwp quiqubhwpt’p 888.563.2250
hwiwpny] Yud TTY 711 junqmpjui htwn uughpibp niikgnnibph hwdwp:

PERSIAN-FARSI
58 oy 4 Ale Sl 3 SSaS o | cpl Ga Al aidly (@ﬁ}:'\dmdjiu}) Western Health Advantage 2« 5 s ¢ LiSe SaS g4y Lk aS S L el R
W Jlu ) ol by 77 Tojlad 4y atil 68 o ) 6056 o) ) 80 elad 888.563.2250 ¢l oyl b alal | anlad cuily o 801 ka1

RUSSIAN

Ecaun y Bac uam nnua, KOTopomy Bbl NOMoraeTte, MMmetotca Bonpockl no nosogy Western Health Advantage, o bl vmeete npaso Ha 6ecnnatHoe
noayyYeHne NoOMoLLIM U MHPOPMaLIMM Ha Ballem A3biKe. [1na pa3roBopa C nepesoa4ymMKom nossoHute no tenedpoHy 888.563.2250 nau socnonbayittecs
nvHuneint TTY onsa Anu, C HapylueHUamKM cayxa no Homepy 711,

JAPANESE

CARANBR., TEBEHROBDOEY DA TH. Western Health AdvantagelTDW T ZEBRIMN SIS WELH, CHFEDEETHR—MEZ
(T1=Y., FREAFLIZYTHIENTEET, HEEIMIDNYFEBA, BRREBEINDIGES. 888.563.2250F THEFZEC LY, BEE
ENAWERATIYEZ CFIRADIGEEE. 711FETHEEFECZ3LY,

ARABIC
e slaall g 3aeluall e Janll 8 3al) clali cWestern Health Advantage oo s iud saelud (adid sl 5 bl (S )
711 ged) Gl (TTY) oail) ciiled) a8 g1 5l 888.563.2250 — Josail an in aa Coanill D) (50 (g lialy dy ) 5 )
PUNJABI

A9 3HL, 7 fA IR & 3H Hew o9 I3 I, © Western Health Advantage I3 AT I6 37, 3¢ WUE! 3T {9 HET W3 Headl ITHS
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II6 T Wit J| TIHIE &S IS T3S B, 888.563.2250 ‘3 A USt IF Hes K8 wHHIE AT BE 711 3 IB T3l

CAMBODIAN-MON-KHMER

wasS1GHA USIMMEAIRUSNRSWES SNSOMIHN Western Health Advantage 18, HEENSAISSgUNSwSHASES
ISIHEMIUNHS INWBSSHUIDSY 1I88]SUNWUMBIWHRUSTU gy iedr) 888.563.2250 U TTY WENUHMENIS)MAES MUiug
7114

HMONG

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Western Health Advantage, ko] muaj cai kom lawv muab
cov ntshiab lus ghia uas tau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib tug neeg txhais lus tham, hu rau
888.563.2250 los sis TTY rau cov neeg uas tsis hnov lus zoo nyob ntawm 711.

HINDI

Ife 39, a1 5 Y fr 319 Acg FT W} 8, F Western Health Advantage & a0 & eaT § dl, 39ahT 319l 3T & Heg g
SATThNT ITec ¥el T ATUSR §| GHTIAT & AU a1 el & oIT, 888.563.2250 W AT G g #a0T # @AY &dars & fav 711
Pl B

THAI

mnAns WiieAuTiguidtemdeiimaaiisaiu Western Health Advantage anilansfiasldsunanudaamisuazdeyalunimnaennlilnglifidnldana iennnaiusia Tns

888.563.2250 1#MTTY dwsuauymuniaaing 711

2026 Standard



