SCHEDULE OF BENEFITS

Individual Connected Care Comprehensive Health Insurance Policy

Policy Number: [123456] Policy Effective Date: [January 1, 2020]
Policyowner: [John Doe] Policy Anniversary Date: [January 1 of each Year]
Issue Age: [35] Initial Premium: [$]

Type of Coverage: [Family] Mode of Payment: [Monthly]

Benefit Period: Calendar Year Premium Due Date: [The first day of each month]

Benefit Plan: Gold PPO — Standard Indian Health Services Plan

This Benefit Plan is only available for an Indian, as defined by Section 4 of the Indian Health Care Improvement Act, who
is determined by Us to be eligible to enroll in this Benefit Plan, and, therefore, is not required to pay any cost sharing on
any Covered Beneéfit for which services are furnished directly by an Indian Health Service, an Indian Tribe, a Tribal
Organization, or an Urban Indian Organization (each as defined in 25 U.S.C. 1603).

INDIAN HEALTH OUT-OF-
BENEFIT INFORMATION SERVICES IN-NETWORK NETWORK
Maximum Lifetime Benefit Unlimited Unlimited Unlimited
e Per Covered Person
Deductible
e Individual Deductible (per Covered Person None $750 $2,250
per Calendar Year)
e Family Deductible (per family per None $1,500 $4,500
Calendar Year)
Annual Out-of-Pocket Maximum
¢ Individual Annual Out-of-Pocket Maximum N/A $5,750 $17,250
(per Covered Person per Calendar Year)
e Family Annual Out-of-Pocket Maximum N/A $11,500 $34,500
(per family per Calendar Year)
Coinsurance 0% 30% 50%
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SCHEDULE OF BENEFITS (continued)

Individual Connected Care Comprehensive Health Insurance Policy

COVERED BENEFITS

This Policy will pay Covered Medical Expenses incurred for Covered Benefits provided in Section 5, Covered Benefits: (1)
based on the Allowable Fee; and (2) unless otherwise indicated below, subject to the Deductible, Coinsurance, and
Annual Out-of-Pocket Maximum amounts shown under the Benefit Information section of this Schedule of Benefits. If a

Copayment applies to a Covered Benefit, it will be indicated below in this Covered Benefits section.

COVERED BENEFIT

YOUR COST
INDIAN HEALTH
SERVICES

YOUR COST
IN-NETWORK

YOUR COST
OUT-OF NETWORK

All Covered Benefits shown in Section 5,
unless otherwise specified below in this
Schedule of Benefits

0%, No Deductible

30% after Deductible

50% after Deductible

Autism Spectrum Disorders
¢ Inpatient/other Outpatient Facility
Services
e Office Visit

0%, No Deductible

30% after Deductible

$35 Copay per visit

50% after Deductible

50% after Deductible

Chemical Dependency
¢ Inpatient/other Outpatient Facility
Services
o Office Visit

0%, No Deductible

30% after Deductible

$35 Copay per visit

50% after Deductible

50% after Deductible

Chiropractic Services
e Maximum Number of Office Visits
per Calendar Year — 20 visits

0%, No Deductible, No
Copay

$40 Copay per visit

50% after Deductible

Convalescent Home Services
e Maximum Number of Days per
Calendar Year — 60 days

0%, No Deductible

30% after Deductible

50% after Deductible

Durable Medical Equipment
¢ Rental (up to the purchase price),

Purchase and Repair and
Replacement of Durable Medical
Equipment

Preauthorization is recommended for

original purchase or replacement of

Durable Medical Equipment over $500.

0%, No Deductible

30% after Deductible

50% after Deductible
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SCHEDULE OF BENEFITS (continued)

Individual Connected Care Comprehensive Health Insurance Policy

YOUR COST

YOUR COST YOUR COST
COVERED BENEFIT N RvICES IN-NETWORK OUT-OF NETWORK

Emergency Room Services 0%, No Deductible 30% after Deductible 30% after Deductible

Home Health Care Services 0%, No Deductible 30% after Deductible 50% after Deductible
e Maximum Number of Home
Visits per Calendar Year — 180
visits/year

Hospital Services - Facility and 0%, No Deductible 30% after Deductible 50% after Deductible
Professional

e Inpatient Facility

e Outpatient Facility

¢ Observation Room/Bed

Laboratory Services 0%, No Deductible 30% after Deductible 50% after Deductible

Mental Health Services 0%, No Deductible
¢ Inpatient/other Outpatient 30% after Deductible 50% after Deductible
Facility Services

e Office Visit $35 Copay per visit 50% after Deductible

Physician Medical Services 0%, No Deductible, No
e Physician Office Visits (Non- Copay $35 Copay per visit 50% after Deductible
Specialist)

e Physician Specialist Visits $40 Copay per visit 50% after Deductible

(The Copay applies to office visits for all
Covered Benefits except for Preventive
Health Care Services.)
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SCHEDULE OF BENEFITS (continued)

Individual Connected Care Comprehensive Health Insurance Policy

COVERED BENEFIT

YOUR COST
INDIAN HEALTH
SERVICES

YOUR COST
IN-NETWORK

YOUR COST
OUT-OF NETWORK

Prescription Drugs Benefit
e Retail Pharmacy Prescriptions
(31-day supply)
e Preferred Generic Drugs (Tier 1)
e Non-Preferred Generic & Preferred
Brand Drugs (Tier 2)
¢ Non-Preferred Brand Drugs (Tier 3)
e Specialty Drugs (Tier 4)

¢ Mail Order Maintenance (90-day supply)
e Preferred Generic Drugs (Tier 1)
e Non-Preferred Generic & Preferred
Brand Drugs (Tier 2)
e Non-Preferred Brand Drugs (Tier 3)
e Specialty Drugs (Tier 4)
(31-Day Supply Only)

You must pay an Ancillary Charge in addition to the
Deductible and/or Copayment, as applicable, if You
choose a Brand-Name drug when a Generic drug is
available.

0%, No Deductible, No
Copay

0%, No Deductible, No
Copay

10% per drug
25% per drug

35% per drug
45% per drug

10% per drug
25% per drug

35% per drug
45% per drug

50% after Deductible
50% after Deductible

50% after Deductible
50% after Deductible

50% after Deductible
50% after Deductible

50% after Deductible
Not Available

Preventive Health Care Services

100% Covered,
Deductible and Annual
Out-of-Pocket
Maximum do not apply

100% Covered,
Deductible and Annual
Out-of-Pocket Maximum
do not apply

50% after Deductible
(Out of network-Well
Child Care visits
covered at 100%
before deductible;
Mammograms
covered at a minimum
payment of $70
before deductible)

Prostheses Benefit (Non-Dental)

e Rental (up to the purchase price)
Purchase, Repair, Replacement of
Prosthetics

e Preauthorization is recommended for the
original purchase or replacement of
prosthetics over $500.

0%, No Deductible

30% after Deductible

50% after Deductible

Therapeutic Services — Outpatient

0%, No Deductible

$40 Copay per visit

50% after Deductible

Transplant Services

0%, No Deductible

30% after Deductible

50% after Deductible
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SCHEDULE OF BENEFITS (continued)

Individual Connected Care Comprehensive Health Insurance Policy

COVERED BENEFIT

YOUR COST
INDIAN HEALTH
SERVICES

YOUR COST
IN-NETWORK

YOUR COST
OUT-OF NETWORK

Vision Care Benefit — Pediatric
Vision Care Services

This Vision Care Benefit only applies
to Covered Dependent Children under
age 19.

e Vision Care Services
¢ Vision Examination

Frequency of Services: One Vision
Examination per Covered Dependent
Child per Calendar Year

None, 100% Covered

None, 100% Covered

25%

e Vision Care Materials
e Lenses
e Single Vision
e Bifocal
e Trifocal
e Lenticular

*Coverage includes lenses in
polycarbonate, plastic or glass, scratch
resistant or UV coatings also covered.

Frequency of Services: One set of
lenses per Covered Dependent Child
per Calendar Year

None, 100% Covered*
None, 100% Covered*
None, 100% Covered*
None, 100% Covered*

None, 100% Covered*
None, 100% Covered*
None, 100% Covered*
None, 100% Covered*

25%
25%
25%
25%

e Vision Care Materials
e Frames

Frequency of Services: One frame per
Covered Dependent Child per
Calendar Year. Frame selection will
be from a Pediatric Exchange
Collection.

None, 100% Covered

None, 100% Covered

25%

e Contact Lenses

e Necessary Professional Fees
and Materials

None, 100% Covered***

None, 100% Covered***

25%

e Elective Professional
Fees** and Materials

None, 100% Covered***

None, 100% Covered***

25%

**15% discount applies to the Provider’s usual and customary professional fees for contact lens evaluation and fitting.

***The following service limitations apply to In-Network benefits for Contact Lenses: (1) Standard (one pair annually) = 1
contact lens per eye (total 2 lenses); (2) Monthly (six-month supply) = 6 lenses per eye (total 12 lenses); (3) Bi-weekly (3
month supply) = 6 lenses per eye (total 12 lenses); and (4) Dailies (one month supply) = 30 lenses per eye (total 60 lenses).
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SPANISH: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-855-447-2900.
CHINESE: % : MREEAKEDX, EALUGBERESEIRE, HFHE 1-855447-2900.

SERBO-CROATION: U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjestenju su sadrzane vazne informacije o Vasoj prijavi
ili osiguranju preko MHC. Pogledajte nalaze li se u ovom obavjestenju nekiklju¢ni datumi. Mozda ¢ete morati poduzeti odredenje radnje u datom

roku kako biste i dalje zadrzali svoje osiguranje ili pomo¢ pri pla¢anju.Imate pravo da ove informacije, kao i pomo¢, dobijete besplatno na svom
jeziku. Nazovite 1-855-447-2900.

KOREAN: F2|: ot=0{ & AEStA= B2, A0 X[ MH[AE BEE 0|85 = USLICH -xxx-xxx-xxxx (TTY: [-XxxX-XXX~

xxxx)H O 2 Hosl FHA| L. 1-855-447-2900

VIETNAMESE: CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vy hd trg ngén ngit mién phi danh cho ban. Goi sb 1-855-447-2900.

ARABIC:g) sill e Caad JalgF (e Adarill e J peaall clilla (a geady doga Sl slaa S]] 138 (5 5n0, als Cilaslan Jladfll 138 (550 S3I Gumi cuS 13) 1dbgele
-1 03y aldl Olralb el 431935 Dgalll Boe bl lods 16 <Aa1855-447-2900-1 :(Sly uall il 03)) 855-447-2900.(

GERMAN: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-
855-447-2900.

TAGALOG: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-855-447-2900.

RUSSIAN: BHUMAHUE: Eciu BbI TOBOpUTE Ha PyCCKOM SI3BIKE, TO BaM JOCTYIIHBI OeCIUIaTHBIE YCIyTH IepeBona. 3BoHuTe 1-855-447-2900.
FRENCH: ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-447-2900.

ITALIAN: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
1-855-447-2900.

JAPANESE: FEHIH : BAEZESND5E. BHOSEIEE ARV ETEY, 18554472900 (TTY:1-855-447-2900) F
T. BBEICTITERLIEZSLY,

THAL Bou: drnameanin lnsanaunsaldusnmstismdenenmunlens Tus 1-855-447-2900 (TTY: 1-855-447-2900).

ROMANIAN: ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la 1-855-447-2900.
SUDANIC-FULFULDE: Anndinoore nde’e e woodi habaru kimminiidum. TAnndinoore nde’e e woodi habaru kimminiidum dow dereewol tefal
maadamaada malla ko yaali dow laawol MHC. Maanda nyalaade lewru nder anndinoorende’e. Teema a gideteedo ngada goddum bako godde
nyalaade ngam ko yaali njamu maada malla walla dow njobdi. Hakke maada annda habaru ngu’u ewalliinde nder wolde maada naa maa a yobii.

Noddu 1-855-447-2900.

UKRAINIAN: YBAT'A! SIkI1io BE pO3MOBIISIETE YKPATHCHKOIO MOBOIO, BU MOXKETE 3BEPHYTUCS 10 OE3KOLITOBHOI CIIY>KOM MOBHOI IiITPHMKH.
Teneponyiite 3a HoMepom 1-855-447-2900 (teneraiin: 1-855-447-2900).

NEPALL: €27 RGN TUTSel AUTel STeefgees 81l TUTSehT T el HTST HETIcll HATER fof:Q[eeh THT ST T | Bl 614 1-855-447-
2900 (Refears: 1-855-447-2900)

SERBO-CROATIAN: OBAVJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne su vam besplatno. Nazovite 1-855-
447-2900 (TTY- Telefon za osobe sa ostecenim govorom ili sluhom: 1-855-447-2900).

BANTU: ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona 1-855-447-2900 (TTY: 1-
855-447-2900).

FARSI: L.zl s 0l lad 6l 08l ygam (b5 @Dlgeed el 2 5558 0yl 0L 0,51 14551-855-447-2900 (TTY: 1-855-447-2900).15 ol
NORWEGIAN: MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-855-447-2900.

PENNSYLVANIA DUTCH: Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr
helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-855-447-2900.
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