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

&N v ELEVATE |
9 | Peak

COLORADOK
HEALTH ALLIANCE

° Denver Health Medical Plan Inc.. Coverage Period: 1/1/2024-12/31/2024
Peak Colorado Option Bronze Coverage for: Individual + Family | 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 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 1-855-823-8872. 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 1-855-823-8872 to request a copy.

Important Questions m Why This Matters:

Generally, you must pay all costs from providers up to the deductible amount before this plan

What is the overall $7,500 / individual or begins to pay. If you have other family members on the plan, each family member must meet their
deductible? $15,000 / family. 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. A

Are there services Yes. Preventive care services and : : . ; )

. copayment or coinsurance may apply. For example, this plan covers certain preventive services
FOVETEG| [BHRTRION MES. | [PrEVETIOE JRErmes) & Eree without cost sharing and before you meet your deductible. See a list of covered preventive
your deductible? before you meet your deductible. g y y '

services at https://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?

. e For network providers The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
:IiVnI:i:tfzttn?soulx’f’ ocket $9,450 individual / family members on this plan, they must meet their own out-of-pocket limits until the overall family out-
- B $18,900 family. of-pocket limit is met.

Premiums, balance-billed charges
and health care this plan doesn't | Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

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

Yes. See . This plan uses a provider network. You pay less when using a provider in the plan’s network. You
Will you pay less if you | www.denverhealthmedicalplan.org | pay more if you use an out-of-network provider, and you may receive a bill from a provider for the
use a network provider? | /find-doctor or call 1-855-823-8872 | difference of the provider's charge and what your plan pays (balance billing). Your network provider
for a list of network providers. may use an out-of-network provider for some services. Check with your provider before you get

Questions: Call 1-855-823-8872 or visit us at www.elevatehealthplans.org. See the 10f9
Glossary for underlined items. View the Glossary at www.elevatehealthplans.org
or call 1-855-823-8872 to request a copy.
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services.

Yes. Self-referral is allowed for
OBGYN and outpatient mental
health services.

This plan will pay some or all of the costs to see a specialist for covered services if you have a referral
before you see the specialist.

Do you need a referral to
see a specialist?

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

Common Services You May Need Network Provider OUt;:‘:)'yizzwk Limitations, Exceptions, & Other Important
Medical Event . : Information
(You will pay the least) (You will pay the
most)
Primary care visit to treat an 3 visits at 30
injury or illness then $50 copay after 100% coinsurance | [ none ]
deductible/visit
e 50% coinsurance after -
Ifyou visit a health  Specialstvii deductiblelis 100% consurance | | none ]
care provider’s office . .
or clinic " o 50% coinsurance after deductible 0/ ~ni Care must.be reqelved el Colunmt?ln.e
Other practitioner office visit for chiropractor 100% coinsurance | Chiropractic provider. Coverage is limited to 20
P visits annually.
rn:ﬁz/jrﬂggzgsre/screemnq/ No charge 100% coinsurance none
Diagnostic test (x-ray, blood 50% coinsurance after o ~
fvouhaeatest | "W deductibletest 100% coinsurance none
y Imaging (CT/PET scans, 50% coinsurance after 100% coi P thorizati ired
MRIs) deductible/test b coinsurance | Pre-authorization required.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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Common
Medical Event

Services You May Need

What You Will Pa

Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.denverhealthmedi
calplan.org/elevate-
current-members

Preventive drugs (Tier 1)

Generic drugs (Tier 2)

Preferred brand drugs (Tier 3)

Non-preferred brand/Preferred
Specialty drugs (Tier 4)

Specialty drugs (Tier 5)

No charge

Denver Health Pharmacy:
30 Day: $15 copay
90 Day: $30 copay

Non-Denver Health Pharmacy
30 Day: $30 copay

90 Day: $60 copay

Denver Health Pharmacy:

30 Day: $100 copay

90 Day: $200 copay

Non-Denver Health Pharmacy
30 Day: $200 copay

90 Day: $400 copay

Denver Health Pharmacy:

30 Day: $175 copay

90 Day: $350 copay

Non-Denver Health Pharmacy
30 Day: $350 copay

90 Day: $700 copay

Denver Health Pharmacy:

30 Day: $350 copay

90 Day: N/A

Non-Denver Health Pharmacy
30 Day: $700 copay

90 Day: N/A

100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance

Preventive Care medications are provided with no
cost-sharing, regardless of tier.

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view

the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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Common
Medical Event

Services You May Need

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

Facility fee (e.g., ambulatory

50% coinsurance after deductible

100% coinsurance

Pre-authorization required.

surae surgery center)
gery Physician/surgeon fees 50% coinsurance after deductible | 100% coinsurance | Pre-authorization required.
Y
Emergency room care 50% coinsurance after deductible 50% comsurance none
after deductible
If you need immediate = Emergency medical o . 50% coinsurance R
medical attention transportation 50% coinsurance after deductible after deductible none
. . 50% coinsurance
0, o
Urgent care 50% coinsurance after deductible after deductible none

If you have a hospital
stay

Facility fee (e.g., hospital
room)

50% coinsurance after deductible

100% coinsurance

Pre-authorization required.

Physician/surgeon fees

50% coinsurance after deductible

100% coinsurance

Pre-authorization required.

If you need mental
health, behavioral
health, or substance

Outpatient Services

No charge for office visits, other
outpatient services 50%
coinsurance after deductible

100% coinsurance

none

abuse services Inpatient Services 50% coinsurance after deductible | 100% coinsurance | Pre-authorization required.
3 visits at $0 Preventive/prenatal visits and one postnatal visit
Office visits 100% coinsurance | are a $0 copay. Cost sharing may apply for

If you are pregnant

then $50 copay after deductible

additional services.

Childbirth/delivery
professional/facility services

50% coinsurance after deductible

100% coinsurance

none

If you need help
recovering or have
other special health
needs

Home health care

50% coinsurance after deductible

100% coinsurance

Pre-authorization required.

Rehabilitation services

50% coinsurance after deductible

100% coinsurance

Coverage is limited to 30 visits annually per type
of therapy.

Habilitation services

50% coinsurance after deductible

100% coinsurance

Coverage is limited to 30 visits annually per type
of therapy.

Skilled nursing care

50% coinsurance after deductible

100% coinsurance

Pre-authorization required. Coverage is limited to
100 days per year.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view

the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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Common
Medical Event

Services You May Need

What You Will Pa

Out-of-Network
Provider
(You will pay the

Network Provider
(You will pay the least)

Limitations, Exceptions, & Other Important
Information

Durable medical equipment
Hospice services
Children’s eye exam

If your child needs Children’s glasses

50% coinsurance after deductible
50% coinsurance after deductible

No charge

No charge

100% coinsurance
100% coinsurance
100% coinsurance

100% coinsurance

Pre-authorization required.
Pre-authorization required.

none
Coverage is limited to one pair per 24-month
period per child age 18 and under.

dental or eye care . . :
Children’s dental check-up \(/)igilty dental coverage is fluoride varnish at PCP

100% coinsurance 100% coinsurance

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 Abortion (except in cases of rape, incest, orwhen e Long-term care ¢ Routine foot care
the life of the mother is endangered) e Non-emergency care when traveling outside the e Weight loss programs
o Cosmetic surgery u.s. e Dental care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery e Hearing aids e Private-duty nursing (when medically necessary)
e Chiropractic care Infertility treatment ¢ Routine eye care (child)
o Transgender hormone therapy and surgical e Acupuncture
procedures

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa, or the U.S. Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, 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 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,

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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contact: Elevate Health Plans at 1-855-823-8872 or www.denverhealthmedicalplan.org/elevate-current-members, or the Department of Labor's Employee Benefits
Security Administration at 1- 866-444-EBSA (3272) or www.dol.gov/agencies/ebsa.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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.

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

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view
the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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About these Coverage Examples:

&

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 pre-natal care and a

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

Mia’s Simple Fracture

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

a5 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

(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible: $7,500

B Specialist copayment: 50% coinsurance
after deductible

B Hospital (facility) coinsurance: 50%

coinsurance after deductible

M Other coinsurance: 100%

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)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $7,500
Copayments $0
Coinsurance $2,000
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $9,560

controlled condition)

M The plan’s overall deductible: $7,500
B Specialist copayment: 50% coinsurance

after deductible

M Hospital (facility) coinsurance: 50%

coinsurance after deductible

B Other coinsurance: 100%

Total Example Cost

In this example, Joe would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Joe would pay is

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)

$5,600

$1,700
$1,400
$0

$20
$3,120

up care)

M The plan’s overall deductible: $7,500

B Specialist copayment: 50% coinsurance

after deductible

M Hospital (facility) coinsurance: 50%

coinsurance after deductible
Bl Other coinsurance: 100%

This EXAMPLE event includes services like:

Emergency room care (including medical

supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Mia would pay is

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

$2,800

$2,800
$0
$0

$0
$2,800
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Language Access Services:

(Spanish) Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Denver Health Medical Plan, Inc. tiene derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 1-855-823-8872.

(Vietnamese) Néu quy vi, hay ngudi ma quy vi dang gitip d&, cé cau hdi vé Denver Health Medical Plan, Inc. quy vi s& cé quyén duoc gilp va cé thém thong tin bang ngdn
nglt cla minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi 1-855-823-8872.

(Chinese) AN SLAE B IETEE B N\ F2Denver Health Medical Plan, Inc. J5 1) REREAE A HEF | fo 2 DUE RO REEAS BB BhRGA B AR IR — (T BRE B B AR5 E0E 1
855-823-8872.

(Korean) 2+t 2|6l L= Aol 10 U= HE AF2H0|Denver Health Medical Plan, Inc. 0l 2ol Al 2 &0] JUCHH A ots 28t S 2 E Aole ooz
HE SE8I0l €= = A= Aot USLICE D H S AL 0HD15HD| 2o A =1-855-823-88722 M3t Al 2.

(Russian) Ecam y Bac nam anua, KOToOpomy Bbl MOMoOraeTe, MMetoTcA Bonpock! no nosoay Denver Health Medical Plan, Inc. To Bbl UMeeTe npaBo Ha 6ecniaTHoe NosyyeHme
nomouwm 1 nHpopmauunm Ha Ballem a3bike. A pa3roBopa c nepeBoa4YMKOM No3BOHUTe no TenedoHy 1-855-823-8872.

(Amharic) ACHPT MRIPACOHLLTLLA-T1AN: dDenver Health Medical Plan, Inc. TeEMATU- LA 9°79° h& P NLIRP AC8F G avlB P91t avIl+ AATu-: hhlTCaol
IC AaP DG 1-855-823-8872 &.L.M+(x::

(Arabic)&luali Denver Health Medical Plan, Inc. ooS el o i 5503 papadiosssc i il o s seads
Jlail 4 1-855-823-8872.

(German) Falls Sie oder jemand, dem Sie helfen, Fragen zum Denver Health Medical Plan, Inc. haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-855-823-8872 an.

(French) Si vous, ou quelgqu'un que vous étes en train d’aider, a des questions a propos de Denver Health Medical Plan, Inc. vous avez le droit d'obtenir de I'aide et
I'information dans votre langue a aucun co(t. Pour parler a un interpréte, appelez 1-855-823-8872.

(Nepali) & TT9TE 2T ST 277% >Teleman 1T e, S1 &S 75 e 515, Denver Health Medical Plan, Inc,
TN T o W ST AT 3w ST ST TR 913 AT § | T (F2X9e) ST g0 T 1855823 8872 =1

i TRE |
]
(Tagalog) Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Denver Health Medical Plan, Inc. may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-855-823-8872.

(Japanese) Z A AER., FRIXBELEDOEH DEIY D JF T Denver Health Medical Plan, Inc.
WIZOWTZHEMNZSWE LD, ZHEOSETHR— 20720, HHREAFLEDVTHZENTEET, B0 /A, EREBESNLIHE

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view the Glossary at
www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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. 1-855-823-8872 £ CTEHEH -,

(Cushite) Isin yookan namni biraa isin deeggartan Denver Health Medical Plan, Inc. irratti gaaffii yo gabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin odeeffannoo

argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa 1-855-823-8872 tiin bilbilaa.

A%M,(Persian) DenverHealthMedical Plan, Inc. 2 pldcd )JI%LOQ))JJLLAA.}J)HJA})';O"JLU'J"\A.}||.LL)LLQQJJMMSMIUJ§MJJH H*_\QO&;AA#\&L)AA|HM¢|\§JJ&L,,I:\:\GMS4AS Lq..id.‘t]||}}&SA%&,,HJJ|MJ)JJJJJJJ}4
alad] ialys 8872-823-855-1 idluy

(Kru) I bale we, tole mut u ye hola, a gwee mbarga inyu Denver Health Medical Plan, Inc. U gwee Kunde | kosna mahola ni biniiguene i hop wong nni nsaa wogui wo. | Nyu
ipot ni mut a nla koblene we hop, sebel 1-855-823-8872.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view the Glossary at
www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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