Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service
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What You Will Pay
Other
SLU Care & SSM Participating Out-of-Network
Network Provider | Provider Network Provider
(You will pay the Provider (You will pay the
least) (You may pay most)
more)

Common Services You May

Limitations, Exceptions, & Other Important

Medical Event Need Information

Children’s eye exam 15% coinsurance | 20% coinsurance | 50% coinsurance NetV\ll_orI_< refractive eye exammaﬂﬁ ns arle covered
| 1fyour child needs . and limited to one exam every other calendar year.
\ Children’s glasses Not Covered Not Covered Not Covered No coverage for Children’s glasses. \
dental or eye care Children’s dental check-
up Not Covered Not Covered Not Covered No coverage for Children’s Dental check-up.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 4 of 7
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The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 7



Total Example Cost $12,700

The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7



We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online:

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 number listed within this Summary of Benefits and Coverage (SBC) , TTY 711,
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:

Mail:

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to
8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nimero gratuito que
aparece en este Eesumen de Beneficios v Cobertura (Summary of Benefits and Coverage, SBC).
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