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

: Hanover College 2024-1379-61

Coverage Period: 08/01/2024 - 07/31/2025
Coverage for: Student/Family | Plan Type: PPO

M 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

T 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, visit www.uhcsr.com/hanover or call
1-800-505-4160. For general definitions of common terms, such as allowed amount, balance billing, coinsurance (coins), copayment (copay), deductible (ded),
provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-800-505-4160 to request a

Important Questions Why This Matters:

copy.

What is the overall Preferred Providers $250 / (Person)
deductible? Out-of-Network Provider $600 / (Person)
Are there services covered Yes. Preventive care, Pediatric Dental,
before you meet your Pediatric Vision and categories that specify
deductible? ded does not apply.

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

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment 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 |Yes. Pediatric Dental $500. There are no other You must pay all of the costs for these services up to the specific deductible amount

for specific services? specific deductibles.

Preferred Providers $7,500 / (Person)
Preferred Providers $13,700 / (Family)
Out-of-Network Provider $15,000 / (Person)
What is not included in the Premiums, balance-billing charges, and health
out—of-pocket limit? care this plan doesn'’t cover.

What is the out—of-pocket
limit for this plan?

Will you pay less if you use Yes. See www.uhcsr.com/hanover or call 1-
a network provider? 800-505-4160 for a list of network providers.

Do you need a referral to

o No.
see a specialist?

before this plan begins to pay for these services.

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

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.

You can see the specialist you choose without a referral.
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AA Al copayment and_coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event Services You May Need

Preferred Provider
(You will pay the

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an injury or illness

Specialist visit
If you visit a health care

provider’s office or
clinic

Preventive care/screening/immunization

Diagnostic test (x-ray, blood work)

If you have a test
you have a tes imaging (CT/PET scans, MRIs)

Tier 1 - Your Lowest-Cost Option
If you need drugs to
treat your illness or
condition Tier 2 - Your Midrange-Cost Option
More information about
prescription drug
coverage is available at
www.uhcsr.com/pdl

Tier 3 - Your Highest-Cost Option

Tier 4 - Additional High-Cost Option

If you have outpatient Facility fee (e.g., ambulatory surgery center)
surgery Physician/surgeon fees

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/hanover

least)
20% Coins
$25 Copay/per visit
ded does not apply
20% Coins
$25 Copay/per visit
ded does not apply

No Charge

20% Coins

20% Coins

$25 Copay per
prescription Tier 1
ded does not apply

$60 Copay per
prescription Tier 2
ded does not apply

$75 Copay per
prescription Tier 3
ded does not apply

Not Covered

20% Coins
20% Coins

the most)

20% Coins

20% Coins

Not Covered

50% Coins
50% Coins

Not Covered

Not Covered

Not Covered

Not Covered

50% Coins
50% Coins

May not apply when related to surgery or
Physiotherapy.

Includes preventive services specified in
the health care reform law or benefits
provided as mandated by state law.

You may have to pay for services that
aren't preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

none
none

Preferred Providers: up to a 31 day supply
per prescription

Preferred Providers: Mail Order Network
Pharmacy or Preferred 90 Day Retail
Network Pharmacy at 2.5 times the retail
Copay up to a 90-day supply

You may need to obtain certain specialty
drugs from a pharmacy designated by us.
You may need to obtain prior authorization
for certain prescription drugs.

You may pay more if prior authorization is
not obtained.

none
none
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What You Will Pay
Limitations, Exceptions, & Other

Common Medical Event Services You May Need Preferred Provider Out-of-Network

(You will pay the | Provider (You will pay
least) the most)

Important Information

May be limited to use of emergency room

20% Coins 20% Coins and supplies
Emergency room care $150 Copay/per visit |$150 Copay/per visit The Copav will be waived if admitted to
i di diat ded does not apply  |ded does not apply the H_Mospital
you need immediate :
medical attention Emergency medical transportation 20% Coins 20% Coins none
20% Coins 20% Coins
Urgent care $50 Copay/per visit  |$50 Copay/per visit May be limited to facility fees.
ded does not apply  |ded does not apply
If you have a hospital  Facility fee (e.g., hospital room) 20% Coins 50% Coins none
stay Physician/surgeon fees 20% Coins 50% Coins none
Office Visits: 20%
If you need mental Coins e
health, behavioral Outpatient services $25 Copay/per visit 8{22‘: \ggf,}sbzo?n/; Coins none
health, or substance ded does not apply s
abuse services Other: 20% Coins
Inpatient services 20% Coins 50% Coins none
20% Coins Cost-sharing does not apply for preventive
Office visits $25 Copay/per visit 20% Coins services when provided by a preferred
ded does not apply provider. Depending on the type of
o 5 T services, a copayment, coinsurance, or
I . . . . . deductible may apply. Maternity care may
Childbirth/delivery professional services 20% Coins 50% Coins el (el d celess alaesil
elsewhere in the SBC (i.e., ultrasound).
Childbirth/delivery facility services 20% Coins 50% Coins none
Home health care 20% Coins 50% Coins none
If you need help Rehabilitation services 20% Coins 50% Coins none
recovering or have Habilitation services 20% Coins 50% Coins none
other special health  Skilled nursing care 20% Coins 50% Coins none
needs Durable medical equipment 20% Coins 20% Coins none
Hospice services 20% Coins 50% Coins none

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/hanover Page 3 of 7



Common Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

If your child needs
dental or eye care

least)

the most)

. 0 ine: y . . . .

Children’s eye exam $20 Copay per exam; 50% Coins; ded does not |See your Qlar) s.Pedlatrlc*Vls,lon Benefit

ded does not apply  apply Details. Age limits apply.

Lens: $40 Copay;

ded does not apply

Frames: Tiered 0 i , SR ,
Children's glasses Copavs from no SOA; Coins; ded does not gc:?aﬁgu;\ %itlzeglatlncylsmn Benefit

charge to 40% based PRy A9 PRIy

on retail cost. ded

does not apply
Children’s dental check-up 50% Coins 50% Coins See your plan's Pediatric Dental Benefit

Details. Age limits apply.*

*For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/hanover
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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.)

e Acupuncture e Bariatric surgery e Cosmetic surgery except as specifically provided
in the policy
e Dental care (Adult) except as specifically e Hearing aids o Infertility treatment

provided in the policy
e |long-term care e Routine eye care (Adult) e Routine foot care

e Weight loss programs

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

e Chiropractic care e Non-emergency care when traveling outside the e  Private-duty nursing
u.sS.
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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: UnitedHealthcare Student Resources at 1-800-505-4160 and Indiana Department of Insurance at 1-800-622-4461 or visit http://www.in.gov/idoi/. 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 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: Indiana Department of Insurance at 1-800-622-4461 or visit http://www.in.gov/idoi/.

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 Minimum Value Standards? Not Applicable.
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 1-866-260-2723.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-260-2723.
Chinese (H137): AnRFREZE P SCAYEE), 1BIRFTEAS 515 1-866-260-2723.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-260-2723.

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

M 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
T 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.

Peg is Having a Baby

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

M The plan’s overall deductible $250
W Specialist copayment $25
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $250

Copayments $30

Coinsurance $2,500
What isn'’t covered

Limits or exclusions $60

The total Peg would pay is $2,840

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

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

M The plan’s overall deductible $250
W Specialist copayment $25
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $250
Copayments $1,000
Coinsurance $300
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,570

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

B The plan’s overall deductible $250
W Specialist copayment $25
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $250
Copayments $400
Coinsurance $400
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,050

Page 7 of 7



NON-DISCRIMINATION NOTICE

UnitedHealthcare Student Resources does not treat members differently because of sex, age, race, color, disability or
national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send
a complaint to:

Civil Rights Coordinator
United HealthCare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130
UHC Civil Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to you
within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID
card, Monday through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at: https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

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

We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free
member phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.

NDLAP-FO-001 (11-23)


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

LANGUAGE ASSISTANCE PROGRAM

We provide free services to help you comimunicate with
us, such as, letters in other languages or large print, Or,
you can azk for free language services such as
speaking with an interpreter. To azk for help, pleaze call
toll-free 1-866-260-2723, Monday through Friday,

8 am. to 8 p.m. ET.

Englizh
Lanpuage assistance services are avalable to you fiee of charge.
Pleasze call 1-866-260-2723.
Albamian
Shérbumet e ndibmés né gubén amizre offohen falas, Ju hotenu
telefonom né mumnm 1-866-260-2723
Amharie
PEE hodd AweieR T nrs £75 s hahe of, 1-866-260-2723
BE o
Arabic ) o o

J1-B66-260-2723 A A o ool Gloady gl Bacloaall cias S A
Armemdan
g donnylh b win]dun (Gguljub ogimpquh
L pEmL ik Pagnmad Sup quigubnanty
1-866-260-2T23 haniwmm];
Banm- Eirundi
Uronswa ku bunfu serivisy mfative ku nom =0 kugufasha,
Utegeremwa guhamagara 1-866-260-2723
Bizayan- Vizayan (Cebuano)
Mazarit mimo ans mga serbisvo sa tzbang =3 lengruwahe nga
walay bayad Pabhug tawag =a 1-866-260-2723.
Bengali- Bangala
(T : BT Te] TEEET A (S (e TEe
T FE 1-B66-2680-2T723-TF = Tl
Burme:ze

- E lr -

R L 33{?333 Diﬂﬂm:l'g,l:ﬂ. 339-[_! 33@.’?
ma@aﬁ‘,gﬁzﬂl GCﬂ%:%IﬂE?ﬂ 00 1-866-260-2723
%EC@QL‘;‘III

Cambodian- Mon-Khuner

dpnies 1-566-260-2723.

i El [
Cherolee

St0h.Sc ] 09 b5 .1 O09LTET h RGHFITaOL1AT
hLEGGHS D4l T, Food Dh @bWES 1-866-260-2723.
Chine:ze

oL EWSHESEREE - BNE 18652602723 -

Choctawr

Chahta zrumapa 1h | hoknmet tohshol vt peh pilla bo
chi apela hinla I paya 1-B66-260-2723.

Cushite- Oromo

Tajazpllrwwan gargaarsa afaann kanfalttn malee suf jua.
Maaloo karaa lakkoofsa bilkalaa 1-866-260-2723 balbali.
Dutech

Taalbijstandsdiensten myn grats voor n beschokbazr. Geheve
1-856-260-2723 op te bellen.

SR.LAP 64 (6-18)

French

Des semices d'ande hngmstique vous sont proposes gratntement.
Appelez le 1-866-260-2723

French Creole- Haitian Creols

(zen sév1s ad pou lang b dispomib gratis pou ou Eele
1-856-260-2723,

Crerman

Sprachliche Hilfsdienstlershmgen stehen Thnen kostenlos mur
Verfiigung. Bitte mafen Sie an unter: 1-866-260-2723,

Creek

Ch wmpemies yhooooas Bonbaw: oo Sonberoe Sopedy.
Ealéote o 1-366-260-2723,

Cujarati

Gl M3 E el AR H2 Hges Gueol & gu s3la

1-866-260-2723 U2 Slet 53,

Hawaman

Eakuz memuah ms k3un Slelo 1 loa’a 12, E kelepona 1 ka helu
1-856-260-2723.

Hindi

39 & TolT ST FEen Har eoe I §1 fEa
1-866-260-2723 9T el FAI

Hmong

Muzj cov kev pab tohais hus pub dawb ran ke, Thew bu ran
1-856-260-2723.

Iho

Envemaka na-zhazm asusw, bun'efin, din g1 Epoo
1-856-260-2723.

Ilseano

Adda awran bavadna a serbisio para i1 language assistance.
Pansnzzasim ta tawagam 1 1-866-260-2723.

Indonesian

Layanan bantuan bahasa bebas biaya tersediz untuk Anda.
Harap lnbung 1-366-260-2723.

Italian

Sono dispombih seriin di assistenza lngmshea grabmt.
Chamare 1l mmmero 1-866-260-2723.

Japanese

B OoSREERY—-EAE IRV EETET.
1-866-260-2723 £ TIHREE < &L

Karen

usdrmwerRpXRr * De-erRMEDRoh0) viwed b tyORb. (cDvD)
MwDRI

OHo;plRgl;usd;b. 1-866-260-2723 wuhx>|
Korean

Yoy XY Hul AR P22 ol@ 54 5 Vet
1-866-260-2723 Ho & e gidiAle.
Eru- Bazza
Bot ba hola m kobel mahop ngm nsaa wozn wo ba vé ha 1 mym
yor. Sebel 1 nsinga m 1-866-260-2723,
Kurdizh Sorani

BAfsgPanadss 8 S it B R i e oS f S R

1-B06-260-2T23 = el

lafl



Laotian
JJLEH']UUH}G’HJ!-J']E‘?LEEEJF?‘;IU}EHTIUHU ) ::Lﬂ?mml:u
1-856-260-2723.
Maratha
STHTAT Agoral JiawT Aol Seed Iawed M.
TS 1-866-260-2723 T hFHiTEaT 99 FT.
Marshallese
Ewomsared bok jerbal mn jipaf in kajm ilo ejjelok windan Jou
im kallok 1-866-260-2723,
Alcronesian- Pohnpetan
Mhie sawas en mahsen ong koo, soh 1sepe. Melau eker
1-856-260-2723.
Navajo
5azd bee aka'e'eveed bee aka'midawo'igll taa juk'eh bee mchy'
bee na'ahoott’. T'aa shogdi kohpy' 1-866-260-2723 hodnlmb,
Nepah
ST FEET WEEE WA STee B Fu
1-866-260-2723 AT T TRH|
FMilotic-Drnle
K3k & kuny ajueer & thok 215 finé vin abac t8 cin wéu veke
thugsic. Tin cal 1-866-260-2723,
Norwegian
Tha kan £ pratis sprikhjelp. Ring 1-866-260-2723.
Pennzylvania Dutch
Schprooch rewesetze Hilf kanmscht du frer hawere. Ruf'
1-856-260-2723.
Perzian-Farzi

s gt libl 13, atal gl g€ el ol Clas

% gy s 1-866-260-2723

Pohsh

Mozesz skorzystac z bezplatne] pomocy jezykowe). Zadzwon
pod minser 1-866-260-2723.

Portuguese

OMerecemos servigo grahuto de assisténcia de wdoma. Ligue
para 1-866-260-2713.

Punjabi .

FH FTET AT T IJ9 B HeS guEsn O faewr asa
1-866-260-2723 I B a1

Eomanian

Vi zepunla dlsp-utz:tue m mod gehut, servicl de traducere. Va
mizim 53 suman la 1-866-260-2723.
Ruszian

Mzzmmoeere yomyTa

oo TenedoEy 1-866-260-2723.
Samoan- Fa'azamea

O loo mauz fesoasoam mo Fagans mo oe ma & 18 totoma.
Faamolemole telefom le 1-866-260-2723.

Serbo- Croatian

Mozete besplatno konsot usluge prevodioca. Molimo nazoate
1-856-260-2723.

Somali

Adeegvada tazgeerada lngadda oo balaash ah avaa la hel karaa.
Fadlan wac 1-866-260-2723.

Ed™ DeCIIIETHD. JB0EETS
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Spanizh
Hay seracios de asistencia de idwomas, sin cargo. a su
disposicion. Llame al 1-B66-260-2723.
Sudanic- Fulfulds
E woodi wallunde dow wolde cazlm ngam maeada. Noodu
1-866-260-2723.
Swaluh
Hudumz =2 msaada wa lugha minapatikana kwa aph vako bure.
Tafadhal piga i 1-866-260-2723,
Syrmiac- AssyTian

wosdiis o osdl stds et cheeditem cetisls rehidms el

1-866-260-2T23 riies M | Gis

Tagalos
Ang mea serbisve ng tulong sa wika av available para sa vo ng
walang bavad. Mangsyvanng timawag sa 1-866-260-2723.

Telu
un{; ﬁﬁ&u&gﬁ}éﬁhﬁ By afdore eraciemenet &y o,
Eheply B2 1-886-260-2723 2 =ef Bpiod.

Thai
fEnsanutomdads e hilaoiaulidandnd s
ousatla TusalnsAwiimunman
1-866-260-2733
Tongan- Fakatonga
"0l “1 21 pE "3 e sEves ki he lea” ke tokom kiate koe pea “oku
‘a3 ma’an ‘o “ka ha fotong. Kataki ‘o tika he
1-8586-260-2723.
Trukese I{Chuulmae}
En me1 tongem angel anmisin emon chon chiakku, ese kamo.
Fose mochen kopwre kokkon 1-866-260-2723.
Turkizh
[hl yardim ismetlen size foretsiz olarsak sumubmektador Litfen
1-856-260-2723 mmerayl aravime.
Ukramian
[locmyTe mepexnaTy EATOTECE BaM Deskomrmoase. J3s0=Ts 33
somepo |-366-260-2723.
Urdu
i et i Clas e M S -_.'—*.r
eSS g 1-B66-260-2T23 A pasl g
Vietnamese
chhtuhﬂu'u'ngm nEir, II‘.'IJEDPhJ.. danh cho quy v1. Xim v
long goa 1-866-260-2723.
Gddizh
FO .7HEDH TE 12 TR 80 T PN [FI51 OO0 7 JR1ew
A-866-260-2723 o2

Yoruba

Ise iranlowg édé ti 6 je ofe, wa fim ¢. Pe 1-866-260-2723.
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