'ﬂ UnitedHealthcare

Benefit Summary

ASO NHP Access
Peoples First Properties, Inc. NHP Plan

This document is provided as a sample and does not reflect actual benefits. A customized Benefit Summary or Summary Plan Description (SPD) will be created
during implementation of the business.

United HealthCare Services, Inc. and Peoples First Properties, Inc. want to help you take control and make the most of your health care benefits. That's why we

provide convenient services to get your health care questions answered quickly and accurately:

. myuhc.com® - Take advantage of easy, time-saving online tools. You can check your eligibility, benefits, claims, claim payments, search for a doctor and hospital and
more.

. Customer Care telephone support — Need more help? Call a customer care professional using the toll-free number on the back of your ID card. Get answers to your
benefit questions or receive help looking for a doctor or hospital.

Your Costs
In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these costs.

Your cost if zou use Network Benefits

Annual Deductible

What is an annual deductible?

The annual deductible is the amount you pay for Covered Health Care Services per year before you are eligible to receive Benefits. It does not include any amount that exceeds
Allowed Amounts. The deductible may not apply to all Covered Health Care Services. You may have more than one type of deductible.

. Your co-pays do not count towards meeting the deductible unless otherwise described within the specific covered health care service.

. All individual deductible amounts will count towards meeting the family deductible, but an individual will not have to pay more than the individual deductible amount.
Medical Deductible - Individual $5,000 per year.

Medical Deducible - Family $10,000 per year.

Out-of-Pocket Limit

What is an out-of-pocket limit?

The Out-of-Pocket Limit is the maximum you pay per year. Once you reach the Out-of-Pocket Limit, Benefits are payable at 100% of Allowed Amounts during the rest of that year.
. Your co-pays, co-insurance, and deductibles (including pharmacy) count towards meeting the out-of-pocket limit.

. All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an individual will not have to pay more than the individual out-of-pocket

limit amount.
Out-of-Pocket Limit - Individual $6,350 per year.
Out-of-Pocket Limit - Family $12,700 per year.
Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.

Covered Health Care Services Your cost if you use Network Benefits Does a Medical

Deductible Aeelz?

Ambulance Services
Emergency Ambulance: 30% co-insurance Yes
Non-Emergency Ambulance: 30% co-insurance Yes

Cellular and Gene Therapy

Cellular or Gene Therapy services must be received from a Designated The amount you pay is based on where the covered health care service Deductible will be based
Provider. is provided. on where the covered
health care service is
provided.
Chiropractic Services
Limited to 25 combined visits combined with rehabilitation services per $55 co-pay per visit No
year.
Clinical Trials
The amount you pay is based on where the covered health care service Deductible will be based
is provided. on where the covered
health care service is
provided.

This Benefit Summary should only be used to highlight your Benefits. Do not use this document to understand your exact coverage, exclusions, and limitations. If this Benefit
Summary conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the
recipient’s agreement that it will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or
distribution without the express written permission of United HealthCare Services, Inc. is prohibited.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for

paying these costs.
Covered Health Care Services

Deductible Aeelz?

Congenital Heart Disease (CHD) Surgeries

Dental Services — Accident Only

Diabetes Services
Diabetes Self-Management and Training/Diabetic Eye Exams/Foot
Care:

Diabetes Self-Management Items:

Durable Medical Equipment (DME), Orthotics and Supplies
Limited to a single purchase of a type of DME or orthotic every three
years. Repair and/or replacement of DME or orthotics would apply to
this limit in the same manner as a purchase. This limit does not apply to
wound vacuums.

Emergency Health Care Services - Outpatient

Enteral Nutrition

Habilitative Services
Inpatient:

Inpatient services limited per year as follows:
Limit will be the same as, and combined with, those stated under Skilled
Nursing Facility/Inpatient Rehabilitation Services.

Outpatient:

Outpatient therapies:
Physical therapy.
Occupational therapy.
Speech therapy.

For the above outpatient therapies:
Limits will be the same as, and combined with, those stated under
Rehabilitation Services — Outpatient Therapy.

Visit limits do not apply to Autism Spectrum Disorder.

Home Health Care
Limited to 20 visits per year.

Hospice Care
Hospital — Inpatient Stay

Lab, X-Ray and Diagnostic - Outpatient

Lab Testing — Outpatient

Limited to 18 Presumptive Drug Tests per year.

Limited to 18 Definitive Drug Tests per year.

Services provided at a freestanding lab, freestanding diagnostic center
or in a physician’s office:

Services provided at a hospital-based lab or an outpatient hospital-
based diagnostic center:

X-Ray and Other Diagnostic Testing - Outpatient

Services provided at a freestanding lab, freestanding diagnostic center
or in a physician’s office:

Services provided at a hospital-based lab or an outpatient hospital-
based diagnostic center:

Major Diagnostic and Imaging - Outpatient

Services provided at a freestanding diagnostic center or in a physician’s
office:

Services provided at an outpatient hospital-based diagnostic center:

Your cost if you use Network Benefits

Benefits will be the same as stated under Hospital - Inpatient Stay.

30% co-insurance

The amount you pay is based on where the covered health care service
is provided.

The amount you pay is based on where the covered health care service
is provided under Durable Medical Equipment (DME), Orthotics and
Supplies and in the Outpatient Prescription Drug Rider.

30% co-insurance

$300 co-pay per visit
Notification is required if confined in an Out-of-Network Hospital.

30% co-insurance

The amount you pay is based on where the covered health care service
is provided.

$55 co-pay per visit

30% co-insurance

30% co-insurance

30% co-insurance

You pay nothing

30% co-insurance

30% co-insurance

30% co-insurance

30% co-insurance

30% co-insurance

Does a Medical

Deductible will be the
same as stated under
Hospital - Inpatient Stay.

Yes

Deductible will be based
on where the covered
health care service is
provided.

Yes

No

Yes

Deductible will be based
on where the covered
health care service is
provided.

No

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

This Benefit Summary should only be used to highlight your Benefits. Do not use this document to understand your exact coverage, exclusions, and limitations. If this Benefit
Summary conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the
recipient’s agreement that it will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or
distribution without the express written permission of United HealthCare Services, Inc. is prohibited.

Page 2 of 5




Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.

Covered Health Care Services Your cost if you use Network Benefits Does a Medical

Deductible Aeelz?

Mental Health Care and Substance — Related and Addictive Disorders Services

Inpatient: 30% co-insurance Yes
Outpatient: $30 co-pay per visit No
Partial Hospitalization/Intensive Outpatient Treatment: 30% co-insurance Yes
Ostomy Supplies
. 30% co-insurance Yes
Pharmaceutical Products - Outpatient
This includes medications administered in an outpatient setting, in the Outpatient: 30% co-insurance Yes
Physician’s Office or in a Covered Person’s home. Office/Home: 20% co-insurance No
Office/Home $200 out of pocket maximum per month applies
Physician Fees for Surgical and Medical Services

30% co-insurance Yes
Physician’s Office Services — Sickness and Injury
Primary Care Physician Office Visit: $30 co-pay per visit No
Specialist Office Visit: $55 co-pay per visit No

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician’s office.

Pregnancy — Maternity Services

The amount you pay is based on where the covered health care service Deductible will be based
is provided except that an Annual Deductible will not apply for a newborn on where the covered
child whose length of stay in the Hospital is the same as the mother's health care service is
length of stay. provided.

Preventive Care Services

Physician Office Services, Lab, X-Ray or other preventive tests. You pay nothing No

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA), with no cost-sharing to you. These services are based on your
age, gender and other health factors. UnitedHealthcare also covers other routine services that may require a co-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each type of prosthetic device every 30% co-insurance Yes

three years. Repair and/or replacement of a prosthetic device would

apply to this limit in the same manner as a purchase.

Reconstructive Procedures

The amount you pay is based on where the covered health care service Deductible will be based
is provided. on where the covered
health care service is
provided.
Rehabilitation Services — Outpatient Therapy
Limited to 25 combined visits combined with chiropractic services per $55 co-pay per visit No

year

Scopic Procedures — Outpatient Diagnostic and Therapeutic
Diagnostic/therapeutic scopic procedures include, but are not limited to colonoscopy, sigmoidoscopy and endoscopy.

Services provided at a freestanding center or in a physician’s office: 30% co-insurance Yes
Services provided at an outpatient hospital-based center: 30% co-insurance Yes
Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. 30% co-insurance Yes
Surgery — Outpatient

Services provided at an ambulatory surgical center or in a physician’s 30% co-insurance Yes
office:

Services provided at an outpatient hospital-based surgical center: 30% co-insurance Yes
Therapeutic Treatments — Outpatient

Therapeutic treatments include, but are not limited to dialysis, 30% co-insurance Yes

intravenous chemotherapy, intravenous infusion, medical education
services and radiation oncology.
Transplantation Services

Network Benefits must be received from a Designated Provider. The amount you pay is based on where the covered health care service Deductible will be based
is provided. on where the covered
health care service is
provided.
Urgent Care Center Services
$60 co-pay per visit No
Urinary Catheters
30% co-insurance Yes

This Benefit Summary should only be used to highlight your Benefits. Do not use this document to understand your exact coverage, exclusions, and limitations. If this Benefit
Summary conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the
recipient’s agreement that it will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or
distribution without the express written permission of United HealthCare Services, Inc. is prohibited.
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Your Costs
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.

Covered Health Care Services Your cost if you use Network Benefits Does a Medical
Deductible Aeelz?

Virtual Visits

Benefits are available only when services are delivered through a You pay nothing No

Designated Virtual Network Provider. You can find a Designated Virtual
Visit Network Provider by contacting us at myuhc.com® or the
telephone number on your ID card. Access to Virtual Visits and
prescription services may not be available in all states or for all groups.

Exclusions and Limitations
This is a partial list of services that your plan generally does not cover. It does not include all of the services that are not covered. It is important that you
review Section 2: Exclusions and Limitations in your Summary Plan Description for an exact description of the services and supplies that are covered, those
which are excluded or limited, and other terms and conditions of coverage.
. Acupuncture
Bariatric Surgery
Cosmetic Surgery
Dental Care (Adult/Child)
Glasses
Infertility Treatment
Long-Term Care
Non-emergency care when traveling outside the U.S.
Private-Duty Nursing
Routine Vision Exams (Adult/Child)
Routine Foot Care
Temporomandibular Joint Services
Weight Loss Programs
Wigs

For Internal Use Only:
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This Benefit Summary should only be used to highlight your Benefits. Do not use this document to understand your exact coverage, exclusions, and limitations. If this Benefit
Summary conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the
recipient’s agreement that it will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or
distribution without the express written permission of United HealthCare Services, Inc. is prohibited.
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http://www.myuhc.com/

UnitedHealthcare Insurance Cumparrﬂdues not treat members differently
because of sax, age, race, color, disability or national origim.

If you think you were treated unfaify because of your sex, age, race, color,
disability or national orgin, you can send a complaint fo Civil Rights Coordinator.

Online: UHC Civil Rightsffuhc.com

Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grevance. PLOL
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 ke sent to you within 20 days. If you disagree with the decision, you
hawe 15 days to ask us to look at it again.

If you meed help with r complaint, please call the toll-free phone number listed
Dnyuurch.ardF.} T "‘r'?‘ﬁ. Monday through Friday, 8 am. to 8 p.m.

You can also file a complaint with the U5, Dept. of Health and Human Serices.

Online: htps:Vocmortal hihs. gowlocrporalflobby jsf

Complaint forms are available at hitpo s

Phone: Toll-free 1-800-368-1018, 800-537-7607 (TDD)

Mail: U5, Dept of Health and Human Sendices. 200 Independence Avenue, SW
Rioom 508F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in
others languages or large print. Or, you can ask for an interpreter. To ask for help,
pleass c;ﬁme foll-free phone number listed on your ID card, TTY 711, Monday
through Friday, B a.m. to & pm

ATTEMTION: If you speak English, language assistance services, free of
charge, are ervailable to vou.
Please call the toll-free phons mumber histed on your wentification card.

ATENCION: 51 hatla espaiiol {Spanish), hay servicios de asistencia de
1diomas, sin CAargo, asu dlspn::u:m.n Llame al mumerco de telefono gratusto que
aparece en 5 tarjeta de identificacion.

TS MIRTRTY (Chinese) ' HESHSERRESSMHE - 28
Bl inERTiEmeE -

MM LU Y- Wéu qui vi néi tidnz Vigt [(Vietnamese), qui v 58 dupe cung cip
dich v tro grip vE ngén nelr meen phi. Vi léng gol s6 dign thoa: midn phi o
mdt sa the hid vifm oo qud v

Wl g (Korean)E AHS5HA = ZF HO| £ ¥ MH|AE 2
M

Bpa 4= glELn Fste] MBS Floo 7| E 28 58 N l
GIETPINE=3

I’-qu—b

PAALALA: Kung nagsacahita ka ng Tagalog (Tagalog), may makukuha kang
mga hbreng serbisyo ng tulong sa wika Palotawagan ang toll-free na mumero ng
telepono na naza ivong wdentification card.

BEHHMAHHE: GecnnaTHee VOIVTH NEpeEoEa J0CTVIHEL 118 THopef, e
POIHCH S3EE SEaFeTos pyockon (Russian). [ToseporaTe oo GecmIaTmosy
HOMepY Ted=forz, YRIZIHHOMY B3 Rameil mreuTmdsncannoamcdi capre.

A a1 0 1 ) el land 48 (A ralc) dpoal C1a T i 15

H_F,_-Jw_i_,-.. _..l'.__'.'l._'.-l _,J.L..l._li.,.,u Jn’._l a'f |

ATANSYON: 51w pale Kreydl ayvisyen (Haitian Creale), ou kapab benefisyve
38918 ki gratis pou ede w nan lang pa w. Tanpn rele nimewo @ratis ki zou kat
idantifikasyon w.

ATTEMNTION : 5i vous parlez framgais (Fremch), des services d aide
lingmstique vous sont proposés gratutement. Veniller appeler l= numeéro d=
téléphone granoit figurant sur votre carte d' identification.

TWAGA: Jezeh mbwizz po poklku (Pelish), wdostepniliémy darmoe vstugi
thimacza. Prosimy zadzwonié pod bezplany nomer telefom podany na karcie
identyfikacyine.

ATENCAD: Se voct fala portugués (Portugeese), contate © servigo de
assisténeia de idiomas gratnte. Ligoe gratumamente para o nimero enconttado
no seu cartiio de wdentficacio.

ATTEMEZIONE: in caso la ingua parlata sia Uitaliane (Italian), sono disponibil
servizn di essistenza linguistica grateiti. Per frvore chiamate i aumero di
telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Dentsch ((Germian) sprechen, st=hen lhnen kostenlos
sprachliche Hilfsdiensileistungen zur Verfugung. Bitte rufen Sie die
aebhihrenfredie Bufonmmer aof der Rickseits [hres Mglisdsausoreises an.

FEEIA . HES(Japane=e) TS LS RS, B8O EEFEIEY—E 2
TofELE r;ufi P, T er ey F R I A By

s gLt on 0B g laas ..a-*—,-'—"—-“—*'—'-'(l'lﬂl:lw-.‘--—_a-—_;.i' *-’-_r-
Ll _,J_._.'__i_...u__._._l_,f.j_,_,-\ﬁ‘_‘_ls_!'_,_,u. Lo Lolill sy

I o T T (Hindi) TG 8, SO HTAT
TuR g F UgdH 9 o FEEE T :Immaham
CEEBR TOOM: Yor koj hais Lus Hmooh (Hmong). muaj kev pab tchais hos pob

dawh ran koj. Thov bu rau s xov toof b debs daad uas teev muos) nyob ra
oz kod daim voaj cim qhia tes Khesj.

Samunigan: 1560 815/ 8 uNWwm e

Epmen UN S S WA AT STWE S A S IY
BN S AINUIH A _
PSR EREASIY

iBgutn=s Hgmgnmﬂr}mnrurbgﬁﬂ

PAKDAAR: Mo sanitactn 1i Docano (Nocano), t serbisyo para 1 baddang n
lengguahe nga awanan bayadna. ket sidadaan para kenyam Madawat nga
avvagan iti toll-free a numero i telepone nga nakaliste ayan it identification card
m

Dif Bas ARONINIZIN: Dine (Navaje) bizasd bee vaniti' go, sead bea
aka'anida’awe'igii, t'aa jiik'eh, bee na'ahooty’. T'2a shoodi mnaahtsoos nntfizi bee
nédhozinigii hine'ded” ¥dd jiik ehgoe béésh bee hane'i biled igii bee hodiilng.
Q0 Haddin asd ku hadasho Seomaall (Semali), adeegyads taagesrada

lugadda, oo bilaash ah, ayaad hel kartan. Fadlan wac lambarka telefonka khadla
talaashka ee ku yaalla kaarkaaga agoonsiga

This Benefit Summary should only be used to highlight your Benefits. Do not use this document to understand your exact coverage, exclusions, and limitations. If this Benefit
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