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

EPO - Premium Network: UPMC Health Plan

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual, Individual + Spouse, Family | Plan Type:EPO

(. 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
#5 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 1-888-876-2756 or see
www.upmchealthplan.com. 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 www.healthcare.gov/sbc-glossary or call 1-888-876-2756 to request a copy.

Important Questions

What is the overall
deductible?

Answers

Plan Year deductible
Participating Provider: $100 Individual/ $200 Family

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
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.

Are there services
covered before you meet
your deductible?

Yes. Deductible does not apply to Preventive care,
Primary Care provider office visit, Specialist office
visit, Emergency Department.

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
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

Participating Provider: $6,600 Individual/ $13,200
Family

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 limit
until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan does
not 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 www.upmchealthplan.com or call 1-888-
876-2756 for a list of in-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?

No.

You can see the specialist you choose without a referral.
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“ 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

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

Primary Care visit to treat an

(You will pay the least)
$20 copayment per visit.

(You will pay the most)

injury or iliness. Deductible does not apply. NIIEEEE: None.
e $25 copayment per visit.
Specialist visit . Not covered None.
If you visit a health care Deductible does not apply.
provider’s office or clinic Please see your Schedule of Benefits for
Preventive No cost. Deductible does not N q dhetalls. Y,OU may have ;\0 If 20 el sery(;cesllc
care/screeningfimmunization | apply ot covere that aren t preventive. Ask your provider i
care/Screening ' the services needed are preventive. Then
check what your plan will pay for.
Diagnostic test (x-ray, blood Certain Diagnostic Services may have
ﬁri()— Y. No cost Not covered additional cost sharing. Please see your
If you have a test Schedule of Benefits for details.
IR (SIS e No cost Not covered None.
MRIs)
$5 copayment per
prescription. Deductible does
Generic drugs not apply. (Retail) $0 o Not covered P!ease see your Prescription Medication
If you need drugs to treat your copayment per prescription. Rider for details.
illness or condition Deductible does not apply.
More information about (Mail Order)
prescription drug coverage is $20 copayment per
available ath o) prescription. Deductible does
www.upmchealthplan.com - o el
Preferred brand drugs not apply. (Retail) $15 Not covered Please see your Prescription Medication

copayment per prescription.
Deductible does not apply.

(Mail Order)

Rider for details.
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What You Will Pa

Participating Provider Non-Participating Provider
(You will pay the least) (You will pay the most)

$35 copayment per
prescription. Deductible does

not apply. (Retail) $30

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

Please see your Prescription Medication

Non-preferred brand drugs - Not covered ; :
copayment per prescription. Rider for details.
Deductible does not apply.
(Mail Order)
$30 copayment per - .
Specialty drugs prescription. Deductible does | Not covered Please see your Prescription Medication
E— Rider for details.
not apply.
Facility fee (e.g., ambulatory No cost Not covered None.
If you have outpatient surgery | Surgery center)
Physician/surgeon fees No cost Not covered None.

Emergency room care

$125 copayment per visit.

$125 copayment per visit.

Copayment waived if admitted.

Deductible does not apply. Deductible does not apply.
If you need lmmedlate Emerqency medical No cost No cost None.
medical attention transportation
$20 copayment per visit.
Urgent care Deductible does not apply. Not covered None.
Facility fee (e.g., hospital Preauthorization may be required. If
y -, NOsp No cost Not covered preauthorization is not obtained, benefits
If you have a hospital stay room) could be denied.
Physician/surgeon fees No cost Not covered None.
Office visit and outpatient therapy. Other
If you need mental health, No cost. Deductible does not services (including intensive outpatient
behavioral health, or Outpatient services A E— Not covered and partial hospitalization) may have

apply.

substance abuse services additional cost sharing. Please see your

Schedule of Benefits for details.
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Common
Medical Event

Services You May Need

What You Will Pa

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

Preauthorization may be required. If

Inpatient services No cost Not covered preauthorization is not obtained, benefits
could be denied.
Office visits $20 @w S Not covered Depending on the type of services, other
Deductible does not apply. .
cost shares may apply. Maternity care
If vou are preanant Childbirth/delivery No cost Not covered may include tests and services described
y preg professional services elsewhere in the SBC (i.e., ultrasound).
o : " Office visit cost share applies to first visit
Chllc.iblrth/dellvery facility No cost Not covered only.
services
Home health care No cost Not covered None.
Rehabilitation services No cost. Deductible does not Not covered Physical, Speech anq Occupational
apply. Therapy - Combined:
Covered up to 60 visits per Benefit Period
. . No cost. Deductible does not for all three therapies combined. Visit
If you need help recovering or | Habilitation services apply. Not covered limits do not apply for mental or
have other special health behavioral health services.
IEEEE Preauthorization may be required. If
Skilled nursing care No cost Not covered preauthorization is not obtained, benefits
could be denied.
Durable medical equipment | No cost Not covered None.
Hospice services No cost Not covered None.
Children’s eye exam Not covered Not covered None.
LT Elile Be6E CEmEl e Children’s glasses Not covered Not covered None.
eye care
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.)

o Cosmetic surgery e Infertility treatment ¢ Routine Eye Care (Adult)
e Dental care (Adult) e Long-term care o Weight loss programs
e Hearing aids o 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 document.)
o Acupuncture only covered for specific diagnosis o Chiropractic care covered with limitations ¢ Routine foot care only covered for specific diagnoses
e Bariatric surgery subject to medical review e Private-duty nursing subject to medical review

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: 1-877-
881-6388 for the state insurance department, or the insurer at 1-888-876-2756. Other options to continue coverage are 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: your plan at 1-888-
876-2756 Additionally, a consumer assistance program can help you file your appeal. Contact 1-877-881-6388.

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:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-876-2756.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-876-2756.
Chinese (H130): AR FFEZE P SCAYAEE), 1BIRFTX A 515 1-888-876-2756.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-876-2756.

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:

“
‘

Peg is Having a Baby

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

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

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.

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

hospital delivery)

M The plan’s overall deductible $100
M Specialist copayment $25
W Hospital (facility) $0
B Other coinsurance 0%

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)

condition)
M The plan’s overall deductible $100
M Specialist copayment $25
W Hospital (facility) $0
B Other coinsurance 0%

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)

M The plan’s overall deductible $100
M Specialist copayment $25
W Hospital (facility) $0
M Other coinsurance 0%

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 | $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 $100 Deductibles $100 Deductibles $100
Copayments $9 Copayments $900 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $40 Limits or exclusions $400
The total Peg would pay is $169 The total Joe would pay is $1,040 The total Mia would pay is $700
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 6 of 7
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Discrimination is Against the Law

UPMC Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin (including limited English
proficiency and primary language), age, disability, or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender
identity, and sex stereotypes. UPMC Health Plan does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

UPMC Health Plan:

e Provides people with disabilities reasonable modifications and free and timely appropriate auxiliary aids and services to communicate effectively with us, such as:
— Qualified interpreters
— Written information in other formats (large print, Braille, other formats).

e Provides free and timely language assistance services to people whose primary language is not English, which may include:
— Qualified interpreters
— Information written in other languages.

e [fyou need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact UPMC Health Plan Member Services at 1-
844-220-4785. Help is available Monday to Friday 8 a.m. to 6 p.m.

If you believe that UPMC Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a complaint/ grievance with:

Complaints/Grievances/Appeals

Attn: Chief Risk, Compliance & Ethics Officer
PO Box 2939

Pittsburgh, PA 15230-2939

Phone: 1-844-220-4785

TTY: 711

Fax: 412-454-7920

Email: HealthPlanCompliance(@upmc.edu

You can file a complaint/grievance in person or by mail, fax, or email. If you need help filing a complaint/ grievance, UPMC Health Plan Member Services 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.hhs.gov/ocr/smartscreen/main.jsf, or by mail or phone at:

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

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
This notice is available at UPMC Health Plan’s website: https://www.upmchealthplan.com/members/

UPMC Health Plan is the marketing name used to refer to the following companies, which are licensed to issue individual and group health insurance products, or which
provide third party administration services for group health plans: UPMC Health Network Inc., UPMC Health Options Inc., UPMC Health Coverage Inc., UPMC Health
Plan Inc., UPMC Health Benefits Inc., UPMC for You Inc., Community Care Behavioral Health Organization, and/or UPMC Benefit Management Services Inc.


mailto:HealthPlanCompliance@upmc.edu
http://www.hhs.gov/ocr/office/file/index.html.
https://www.upmchealthplan.com/members/

Translation Services

ATTENTION: If you speak a language other than English, free language assistance services are available to you. Appropriate auxiliary
aids and services to provide information in accessible formats are also available free of charge. Call 1-855-869-7228 (TTY: 711) or
speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. También estan disponibles de forma
gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en formatos accesibles. Llame al 1-855-869-7228
(TTY: 711) o hable con su proveedor.

Chinese; Mandarin
FEE: WRERP L, BAVE R A EIRMES RS . AL %R OLE S MB) TRMARS, Dok CIRAEER. Bl
1-855-869-7228 (W AH . 711) sl WiEm RS IRELR .

Nepali
WIGYT: T qUTg 9Tell HTS SIee® H quIge] AT 1R HNih erdl Yaley Suaey 871 Tgadid Blareyal SHHR] [RaM TR
mm?muﬂﬁﬁfﬂ%muml 1-855-869-7228 (TTY: 711) AT BI- TR a1 SATDH] RG] B3I TRAeN |

Russian

BHMUMAHWE: Ecnu Bbl roBOpUTE Ha pycckuid, BaM JOCTYNHbl 6ecnnarHble ycryri a3blkoBoi noaaep k. CooTBeTCTBYOLWNE
BCNoMoraTenbHble CpeAcTBa U ycnyri No NpeaocTasneHno MHopmMaLun B 4OCTYNHbIX hopMaTax Takke NpefocTaBnsaTCa
BecnnatHo. MNo3BoHUTE no TenedgoHy 1-855-869-7228 (TTY: 711) unu obpatutech K CBOEMY NOCTABLLYUKY YCIYT.

Arabic
o Juail Ulaa el Jpeagh (e ooty e glaall il dplia Siladd g Baobosn Jilsg 55 LS Ailanal) &y galll Baolosal) ad oll 8 G iy pel) Al Zatah i€ 1Y 4
daxdll adte J) Zuaad g (711) 1-855-869-7228 a2 ",

Viethamese

LU'U Y: Néu ban néi tiéng Viét, chung t6i cung cap mién phi cac dich vy hé tro' ngén nglr. Cac hé tro' dich vy phu hop Gé cung cap
thong tin theo cac dinh dang de tiép can cung duoc cung cap mién phi. Vui long goi theo s6 1-855-869-7228 (Ngudi khuyét tat: 711)
hoac trao ddi véi ngudi cung cap dich vu cia ban.

Ukrainian

YBAIA: AKwo BU po3MOBNAETE YKpaiHCbKa MoBa, BaM AOCTYMHI 6e3KOLUTOBHI MOBHI nocnyri. BignosigHi AonomixHi 3acobu Ta nocnyru
ANA HagaHHA iHbopMalii y 4oCcTynHUX dhopmaTtax TakoxX AOCTynHi 6e3koluToBHO. 3aTtenedoHyinTe 3a Homepom 1-855-869-7228

(TTY: 711) abo 3BepHITbCA 40 CBOro nocravanbHuKa».

Portuguese

ATENCAO: Se vocé fala inserir idioma, servicos gratuitos de assisténcia linguistica estéo disponiveis para vocé. Auxilios e servicos
auxiliares apropriados para fornecer informacdes em formatos acessiveis também estédo disponiveis gratuitamente. Ligue para
1-855-869-7228 (TTY: 711) ou fale com seu provedor.



French

ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et services
auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le
1-855-869-7228 (TTY : 711) ou parlez a votre fournisseur.

Korean
ZOl: 0HR0|§ ALBSIAIE ZS 22 010 XY MH|AE 0|34 & YSLICL 0|8 7Hs3t YAo= P8 HIshe MEo 2x
717+ ¥ M| A 222 K|S ELICH 1-855-869-7228 (TTY: 711) Bl 2 T3St LE MH|A K|S EA| 0| E2I5HAUA| 2.

Pennsylvania Dutch
ACHTUNG: Wann du Pennsylvanisch Deitsch schwetzscht, sin Hilfsdienst fer die Sprooch fer dich gratis verfligbar. Passende
Hilfsmittel un Dienscht, fer Informatione in zugéngliche Formate ze gebbe, sin aa gratis verfugbar. Ruf 1-855-869-7228 (TTY: 711) oder

schwetz mit dein Anbieter.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel
und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie
1-855-869-7228 (TTY: 711) an oder sprechen Sie mit Ihrem Provider.

Igbo

NLEBARA ANYA : O buru na i na-asu asusu Igbo, enwere oru enyemaka asusu n'efu maka gi. A na-enyekwa ihe enyemaka na oru ndi kwesiri ekwesi iji
nye ihe omuma n'udi ndi di mfe inweta n'efu. Kpoo 1-855-869-7228 (TTY: 711) ma o bu gwa ndi na-ahu maka ahuike gi okwu.

Hindi
T &: Tfe; 3T FESY aterd &, At 3Tues fort fo¥:Qees HTuT Terara Hard Suerey gl & | Geldl IRyl 3 ATAdR! UeTd dhiel & ol SUIh Terdd
TTe AR Famd oY fo¥:Q[eeh ST €| 1-855-869-7228 (TTY: 711) UR hiel & IT HUel UeTdT & aTd &

Italian
ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e
servizi ausiliari adeguati per fornire informazioni in formati accessibili. Chiama 1>1-855-869-7228 (TTY: 711) o parla con il tuo fornitore.
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