r%a Sutter Health Plan

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026
Sutter Health Plan: Gold MS93 HMO Coverage for: Small 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/sbc-glossary or call 1-855-315-5800 to request a copy.

Important Questions | Answers | Why This Matters:

$250 individual / $250 individual family Generally, you must pay all of the costs from providers up to the deductible .amount before this
member / $500 family for certain plan begins to pay. If you have olther famlly members on the plan, egch family memb.er must
medical services per calendar year meet their own individual deductible until the total amount of deductible expenses paid by all

' family members meets the overall family deductible.

What is the overall
deductible?

Are there services Yes. Preventive care and other This plan covers some items and services even if you haven't yet met the deductible amount. But
services as indicated in the chart a copayment (copay) or coinsurance may apply. For example, this plan covers certain
covered before you meet . , : . , : .
. starting on page 2 are covered before | preventive services without cost sharing and before you meet your deductible. See a list of
your deductible? : , . , :
you meet your deductible. covered preventive services at www.healthcare.gov/coverage/preventive-care-benefits/ .
Are there other
deductibles for specific No. You don’t have to meet deductibles for specific services.
services?
What is the out-of-pocket $7,800 individual / $7,800 individual The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
- ¢ QUL-OLDOCKEL family member / $15,600 family per family members in this plan, they have to meet their own out-of-pocket limits until the overall
limit for this plan? ) o
calendar year. family out-of-pocket limit has been met.

Premiums, health care this plan doesn’t
What is not included in cover and cost sharing for all optional
the out-of-pocket limit? benefits if elected by your employer

group.

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.

Yes. See
Will you pay less if you www.sutterhealthplan.org/provider-
use a network provider? | search or call 1-855-315-5800 for a
list of network providers.
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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.

u All copayment (copay) 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

Non-Participating

Limitations, Exceptions & Other Important
Information

35 isit ) o - L
(PCP) Visit to treat an : co?ay S Not covered Walk-in Care visits. *See Definitions section in
injury or illness Deductible does not apply EQC for list of Other Health Professionals.
$55 copay per visit Prior authorization for some referrals to specialists is
If you visit a health care | Specialist Visit _ Not covered required. If it is not received, you may be
provider’s office or clinic Deductible does not apply responsible for paying all charges.
Preventive Care / You may have to pay for services that aren’t
- No charge preventive. Ask your provider if the services
Screening / _ Not covered )
Immunization Deductible does not apply needeq are preventive. Then check what your
plan will pay for.
. . Lab: $35 copay per visit . o . . o
Dectle s 9. g s opayprorcss | Notcovsd | ST o ot s
If you have a test Deductible does not apply responsible for paying all charges.
:\ng)ng (EIPE Ses, $250 copay per procedure Not covered
Tier 1 (Most generic Retail: $15 copay per prescription Retail: covers up to a 30-day supply through a
If you need drugs to treat druas and low-cost Mail Order: $30 copay per CVS Caremark contracted retail network
your illness or condition g ' payp Not covered pharmacy and covers up to a 100-day supply of

For information about

Primary Care Physician

preferred brand name
drugs)

Participating Provider

prescription
Deductible does not apply

Provider

Includes Other Health Professional and Sutter

maintenance drugs, at two times the retail copay,

prescription drug coverage through SHP's CVS Caremark 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\t;igsft'"g

Limitations, Exceptions & Other Important

Common Medical Event Information

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

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

harmacy or call CVS
Caremark at

Tier 2 (Preferred brand
name drugs and

Retail: $40 copay per prescription
Mail Order: $80 copay per

Mail Service Pharmacy.

) . - Not covered Most specialty drugs are covered up to a 30-day
1-844-740-0635. g(r)un g)referred generic prescn;.)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.
Retail: $70 copay per prescription *See SHP formulary or the Outpatient Prescription
Tier 3 (Non-preferred Mail Order: $140 copay per Drugs, Supplies, Equipment and Supplement
brand name drugs) orescription Not covered | section in EOC for any SHP policy requirements
_ such as prior authorization and step therapy, or
Deductible does not apply coverage limitations and exceptions.
Tier 4 (Specialty drugs,
drugs tlh;'t r(eﬂqwre 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 $300 copay per visit Not covered | prior authorization is required. If it is not received,
surgery center) you may be responsible for
) $35 copay per visit paying all charges.
Physician / Surgeon Fee _ Not covered
Deductible does not apply

Emergency Room Care

Facility: $250 copay per visit

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

Professional: No charge; deductible does not apply information below for applicable cost sharing.

* 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\t;igsft'"g

Limitations, Exceptions & Other Important

Common Medical Event Information

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral health,
or substance use
disorder (MH/SUD)
services

For information, call

Emergency Medical
Transportation

Urgent Care

Facility Fee (e.g.,
hospital room)

Physician / Surgeon
Fees

Outpatient Services

$250 copay per trip

$35 copay per visit
Deductible does not apply

$600 copay per day up to a

maximum of 5 days per admission NEBEREIE

No charge
Not covered

Deductible does not apply

Individual Office Visit: $35 copay
per visit
Group Office Visit: $17.50 copay
per visit

Other Outpatient Services: $35
copay per visit

Not covered

Deductible does not apply

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 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
charges.

Services that are part of a CARE agreement or
plan approved by a court, or behavioral health
crisis services from a 988 center or mobile crisis
team or other providers of behavioral health crisis
services, are covered in or out-of-network and
without prior authorization.

You may self-refer to a Carelon provider for Office
Visits.

Prior authorization is required for Other Outpatient
Services and all Inpatient Services by Carelon. If it
is not obtained when required, you may be liable
for the payment of services or supplies.

* 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

Carelon Behavioral Health
of California, Inc (Carelon)

at 844-398-0314 or visit

carelonbh.com/sutterhealth

plan.

If you are pregnant

If you need help

recovering or have other

special health needs

Inpatient Services

Office Visits

Childbirth / Delivery
Professional Services

Childbirth / Delivery
Facility Services

Home Health Care

Rehabilitation Services

Habilitation Services

Skilled Nursing Care

Durable Medical
Equipment

Facility: $600 copay per day up to a
maximum of 5 days per admission

Professional: No charge; deductible
does not apply

Prenatal and Postnatal Care: No
charge

Deductible does not apply

No charge
Deductible does not apply

$600 copay per day up to a
maximum of 5 days per admission

$30 copay per visit
Deductible does not apply
$35 copay per visit
Deductible does not apply

$35 copay per visit
Deductible does not apply

$300 copay perday up to a
maximum of 5 days per admission

20% coinsurance
Deductible does not apply

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Services that are part of a CARE agreement or
plan approved by a court, or behavioral health
crisis services from a 988 center or mobile crisis
team or other providers of behavioral health crisis
services, are covered in or out-of-network and
without prior authorization.

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.

* 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
Common Medical Event | Services You May Need Non-Participating

Limitations, Exceptions & Other Important

L . Information
Participating Provider Provider
. . No charge
Hospice Services _ Not covered
Deductible does not apply
No charge Quantitative limits exist for the following children’s
If your child needs dental Children’s Eye Exam Deductible does not apply Not Covered services:

or eye care Eye Exam — 1 preventive exam per calendar year.
For more information,
contact Vision Services

Glasses — 1 pair of glasses (or contact lenses in

, No charge lieu of glasses) per calendar year.
Plan (VSP) at Children’s Glasses _ Not covered , ,
1-800-877-7195 or Delta Deductible does not apply Dental Check-up — preventive prophylaxis and
Dental at 1-800-422-4234. diagnostic oral evaluation limited to 1 per 6 months.

. These are embedded pediatric vision and dental

’ No charge
82!2[(63; Dental Ded ct't?le does not appl Not covered benefits that are provided through the end of the
: Deductible y

month in which you turn 19 years of age.

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 * Hearing aids * Private-duty nursing

» Commercial weight loss programs * Infertility treatment * Routine eye care (Adult)
» Cosmetic surgery * Long-term care * Routine foot care

* Dental care (Adult) * Non-emergency care when traveling outside the U.S.

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

* Abortion * Bariatric surgery
* Acupuncture typically provided only for the treatment

of nausea or chronic pain; embedded in medical plan.

A PCP referral and prior authorization are required.

* 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 $250
W Specialist copayment $55
W Hospital (facility) copayment $600
B Other coinsurance 20%

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 $250

Copayments $800

Coinsurance $0

What isn't covered
Limits or excluded services $60
The total Peg would pay is $1,110

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

controlled condition)

B The plan’s overall deductible $250
W Specialist copayment $55

$600
20%

B Hospital (facility) copayment
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 $1,500

Coinsurance $0

What isn't covered
Limits or excluded services $20
The total Joe would pay is $1,520

up care)
B The plan’s overall deductible $250
W Specialist copayment $55
W Hospital (facility) copayment $600
B Other coinsurance 20%

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 $250

Copayments $800

Coinsurance $50

What isn't covered
Limits or excluded services $0
The total Mia would pay is $1,100
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r%a Sutter Health Plan

Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plan can have somebody help you read
it. You may also be able to get this written in your language. For no-cost help, please call
Sutter Health Plan Customer Service at 855-315-5800 (TTY 855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plan puede proporcionarle a
alguien que lo ayude a leerlo. También puede obtener este documento en su idioma. Llame al
Servicio de Atencion al Cliente de Sutter Health Plan al 855-315-5800 (TTY 855-830-3500).
(Spanish)

%%%IE D RGBS R NS 2 WIS A BERRE Sutter Health Plan 7] DLZHEN &8 B E]
FH o B RE ] DUES DISHE S RN E N - AFEREER) - 552(E Sutter Health Plan
%}EH&?%%K TEEESERE © 855-315-5800 (TTY 855-830-3500) > (Chinese)

dqt\ueguacum_egdlu_u\ Sutter Health Plan "-LCJU‘-(LLE“JJ Lﬁé \)J\wJ_PJ\J\ 9130 z;\)dd)}aq,;da °?°? QLCJ\,
setVload) spsigdte bl g Jsoxdl, s b o 5Ebalag xodid Ce Ol 3Add s asd
e sl brcl( 855-315-5800 <alssg Sutter Health Plan shJsgdsd s Jpéd

(Arabic) .)855-830-3500 JTTY[

HULEIN E. Gupny tip uw Jupnuy: Gptb ny, Sutter Health Plan-p uipnn £ wmpudwnpty dkyht,
ny Joqhh Qtq Jupnuy wyli: dnip Jyupnpuibiwp bl unwbuy wyl gpuid Qtip jhqyny: Wy awn
ogqunipyul hwdwp quabquhwptp Sutter Health Plan-h <wwunpnitiph uvyquuwpydwb pudhtc
855-315-5800 (TTY 855-830-3500) htinwijunuwhwdwpny: (Armenian)

NS ISHAIMGHSINGIS? 10 STSINGIS Sutter Health Plan MG EIASWHMISO
S9 GESAUINIUNMENGS SN SRS MNNSI NI UNIURITHARRTEN e uUs St
INWSSASIY UEuhsimMmSimAuunHSSNS Sutter Health Plan sneiu2 855-315-5800

(TTY 855-830-3500)7 (Cambodian)

Ol [ OT 62,5 SiS (63,8 51 Wlsis Sutter Health Plan «islgs o S Suslgse 1) Cllas cpl 4slsics LT fage 4isS
OLie Oleds b laka) «0&l) yguo 4SS cdlys Sly .3yl 3929 ek Ob) 4 Cllae ol €Ly OBl (iad Ll gse
(Farsi) .u$ (oles 855-315-5800 (TTY 855-830-3500) il o)leis 32,k 31 Sutter Health Plan

FAGcAYUT: FAT 3T 3 UG Hha/d 82 ATG 8T, af HLX god oIl (Sutter Health Plan) 38
ool H fhdl & MY RIAT Al ohdl gl 3T 39 379 HAT & ) for@ar gwardr g1

fa1:q[esh T & foIU, AT Sutter Health Plan 3Tgsh FaT T 855-315-5800
(TTY 855-830-3500) WX el Y| (Hindi)

TSEEM CEEB: Koj puas tuaj yeem nyeem ghov no tau? Yog tias tsis tau, Sutter Health Plan
tuaj yeem kom ib tus neeg pab koj nyeem nws. Tsis tas li ntawd, tej zaum koj kuj tseem tuaj
yeem tau txais ghov no sau ua koj hom lus thiab. Yog xav tau kev pab dawb, thov hu rau
Sutter Health Plan Lub Chaw Pab Cuam Qhua ntawm 855-315-5800 (TTY 855-830-3500).
(Hmong)
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FHE, CHb5DUFENHDEITN? MODOAHELOVEEXE. v R — ANWVR T I VR
DEBTZOTBEALRy 75 FHLET. $/1o. CNEHAETENTCELIZELTEE
T, BRITOHAR— e THHGE L E. EiE 855-315-5800 (TTY 855-830-3500) .
Py R— NIRRT Ty HARw— H—EACTELEL 23 0, (Japanese)

T At O|A S 812d == ASLI T 2124 =+ Ql= B2, Sutter Health Plan =
A3t} gloy & ULLICH E3t 0| L4 S RHAIO)
AH&3t= 210 . HE 2 80| =25 ZoA[HH

Sutter Healt 15-5800 (TTY 855-830-3500).
(Korean)

0
Y,
Q
>
k1
=
x
o |
| >
=2
r>|
ot
mjn
Of
=
>
to
al
ot
')
O
@
w

SRLI8E mwmmoamaaowmow H20L3, Sutter Health Plan svmo‘lmauqoemmem
200905, LENIND, BIVEYPI0erIILINL L2 VT LWITIZEWILIS. WINGBINIVNI
qoecme?oeo»mflame, NIQVNVMIEIBDOINIVYINEIZDY

Sutter Health Plan (3c3 855-315-5800 (TTY 855-830-3500). (Laotian)

HIZYIs: ot 3 for & UZ Hae J2 A &dl, 3 Hed 388 usTs (Sutter Health Plan) fTrd uzs
mmmaaﬂa@él Bﬁﬁﬂamgwmém Aae J1 faa B1a13 @H??EET

fIaUT Idd Hed J8E UBTE € IMdd AT § 855-315-5800 (TTY 855-830-3500) '3 1% (|
(Punjabi)

BAXHO. Bbl MoxxeTe aTo npoumnTath? Ecnu HeT, Sutter Health Plan moxxeT npegoctaButs Bam
TOro, KTO CMOXET MOMOYb BaM Mpo4mMTaTh 3T0. Bbl Tak)ke MOXKETE MNONYyUNTb 3TOT JOKYMEHT B
NMCbMeEHHOM GopMe Ha CBOEM A3bike. [na 6ecnnaTtHOM NOMOLLM NO3BOHUTE B OTAEN
ob6cnyxueaHus knnentos Sutter Health Plan no tenepony 855-315-5800 (TTY 855-830-3500).
(Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plan ng
taong makakatulong sa iyo na basahin ito. Maaari mo ring hilingin na ipasulat ito sa iyong
wika. Para sa walang bayad na tulong, mangyaring tumawag sa Sutter Health Plan Customer
Service sa 855-315-5800 (TTY 855-830-3500). (Tagalog)

wNneme): Aruaudandntaanvalil drunnauaiuliasn Sutter Health Plan anwnsnliauuidaeru
1 v dy o o dy dp o= v ¥ 1 A
duld wenanil Audsansnsnaesuileidunimvesnulaanson uinAuFanIsANdaalag

TadfA 144 ngounsiasia Sutter Health Plan Customer Service 1611 855-315-5800

(TTY 855-830-3500) (Thai)

QUAN TRONG: Quy vij c6 thé doc théng tin nay khong? Néu khoéng, Sutter Health Plan c6 thé
yéu cau ai dé doc gitp cho quy vi. Quy vi ciing c6 thé nhan dwoc théng tin nay dudi dang van
ban bang ngdn ngir cia quy vi. D& dwoc hd tro' mién phi, vui long goi cho ban Dich Vu Khach
Hang cla Sutter Health Plan theo s6 855-315-5800 (TTY 855-830-3500). (Vietnamese)
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