o V . Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025
)MH CAE NY MVP Premier Plus Gold 2 HDHP Coverage for: Single/Family | Plan Type: HDHP

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
#95  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, www.mvphealthcare.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 1-877-742-4181 1o request a copy.

Important Questions m Why This Matters:

In-Network -$1,650 individual /$3,300 | Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins to pay.

What is the overall family If you have other family members on the policy, the overall family deductible must be met before the plan begins to
deductible? pay.
) Yes. Preventive care services are This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or
Are there services covered | o4 hotore you meet your coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before
ggzourgti);?:?meet el deductible. you meet your deductible. See a list of covered preventive services at
- https://www.healthcare.gov/coverage/preventive-care-benefits/.
No. You don’t have to meet deductibles for specific services.

Are there other
deductibles for specific

services?
In-Network -$6,900 individual /813,800 | The out-of-pocket limit is the most you could pay in a year for covered services.If you have other family members
family in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been
What is the out-of-pocket met.
limit for this plan?
Copayments for certain services, Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
What is not included in premiums, balance-billing charges, and
the out-of-pocket limit? healthcare this plan doesn't cover.

Yes. See www.mvphealthcare.com or | You pay the least if you use a provider in the Preferred Provider tier. You pay more if you use a provider in the In-

call 1-877-742-4181 for a list of network | Network tier. You will pay the most if you use an Out-of-Network provider, and you might receive a bill from a

providers. 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.

Will you pay less if you use
a network provider?

Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?
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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

Primary care visit to
treat an injury or
illness

Preferred Network Provider
(You will pay the least)

$5 copay/office visit Deductible
applies

What You Will Pay

In-Network
Provider
(You will pay more)
$5 copay/office visit Deductible
applies

Out-of-Network
Provider
(You will pay
the most)
Not covered

Limitations, Exceptions, & Other
Important Information

None

Imaging (CT/PET
scans, MRIs)

Deductible applies;
Facility - $0 copay/procedure
Deductible applies

Deductible applies;

Facility - $125
copay/procedure Deductible
applies

$25 copay/visit Deductible $25 copay/visit Deductible Not covered None
If you visit a health | Specialist visit applies applies
care provider’s office
or clinic -
No charge No charge Not covered You may have to pay for services that aren’t
Preventive preventive. Ask your provider if the services
care/screening/ you need are preventive. Then check what
immunization your plan will pay for.
Lab Office - $5/visit Deductible | Lab Office - $5/visit Deductible | Not covered Lab Office - None;
applies; applies; Lab Facility - None;
Lab Facility - $0/visit Deductible | Lab Facility - $25/visit Radiology Office - None;
applies; Deductible applies; Radiology Facility - None
Radiology Office - PCP: $5/visit | Radiology Office - PCP:
Diagnostic test Deductible applies & Spec: $5/visit Deductible applies &
(x-ray, blood work) | o5 isit Deductible applies; | Spec: $25/visit Deductible
Radiology Facility - $0/visit applies;
Deductible applies Radiology Facility - $25/visit
If you have a test Deductible applies
pp
Office - $125 copay/procedure | Office - $125 copay/procedure | Not covered None
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What You Will Pay |
Out-of-Network
Provider
(You will pay
the most)

Services You
May Need

Common Limitations, Exceptions, & Other

Important Information

In-Network
Provider
(You will pay more)

Preferred Network Provider
(You will pay the least)

Medical Event

Retail $5/prescription Deductible | Retail $5/prescription Not covered 30 day retail/90 day mail order; preventive
applies; Deductible applies; drugs deductible waived
Tier 1 Mail order $12.50/prescription | Mail order $12.50/prescription
(Generic drugs) Deductible applies Deductible applies
Retail $15/prescription Retail $15/prescription Not covered 30 day retail/90 day mail order; preventive
s Deductible applies; Deductible applies; drugs deductible waived
ier . - . -
If you need drugs to | (Preferred brand Mail orc.jer $37.§0/prescr|pt|on Mail orc'jer $37.§0/prescrlpt|on
treat your illness or | drugs) Deductible applies Deductible applies
condition
More information
about prescription Retail $25/prescription Retail $25/prescription Not covered 30 day retail/90 day mail order; preventive
drug coverage is . o . o . .
available at Tier3 Deductible applies; Deductible applies; drugs deductible waived
(Non-preferred Mail orc_ier $62.5_O/prescnphon Mail orc.ier $62.§0/prescr|pt|on
brand drugs) Deductible applies Deductible applies
Retail $25/prescription Retail $25/prescription Not covered 30 day supply retail available through
Deductible applies; Deductible applies; Specialty Pharmacy
Tier 4 Mail order $62.50/prescription | Mail order $62.50/prescription
Specialty drugs Deductible applies Deductible applies
i ' 1 Deductibl
Facility fee $0 copay/day Deductible applies $ 0|(-) copay/day Deductible Not covered None
(e.g., ambulatory applies
surgery center)
If you have
outpatient surgery $100 copay Deductible applies | $100 copay Deductible applies | Not covered None
Physician/surgeon
fees
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What You Will Pay

Common Services You . _ In-Network Out-of-Network Limitations, Exceptions, & Other Important
Medical Event May Need A .Network O Provider Prov!der Information
(You will pay the least) . (You will pay
(You will pay more)
the most)
$75 copay/visit Deductible $75 copaylvisit $75 copay/visit None
Emergency room applies Deductible applies Deductible applies
care
T e $75 copayl/trip Deductible $75 copay/trip $75 copay/trip None
e ediatenedcal Emergency medical |gpplies Deductible applies Deductible applies
attention transportation
$25 copay/visit Deductible $25 copaylvisit $25 copay/visit None
Urgent care applies Deductible applies Deductible applies
$400 copay/continuous $400 copay/continuous  |Not covered Per continuous confinement
Facility fee (e.g. confinement Deductible applies  confinement Deductible
hospital room) applies
If you have a hospital
stay $100 copay Deductible applies |$100 copay Deductible | Not covered None
Physician/surgeon applies
fees
$5 copay/visit Deductible applies | $5 copay/visit Not covered None
Deductible applies
Outpatient services
If you need mental
health, behavioral
health, or substance $400 copay/stay Deductible $400 copay/stay Not covered Including residential treatment
abuse services : . .
applies Deductible applies
Inpatient services
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Common
Medical Event

Services You
May Need

What You Will Pay

Preferred Network Provider
(You will pay the least)

In-Network
Provider
(You will pay more)

Out-of-Network

Provider

(You will pay

Limitations, Exceptions, & Other Important
Information

the most)
No charge No charge Not covered Cost sharing does not apply to certain preventive
Office visits services. Depending on the type of services, a
copay, coinsurance, and/or deductible may apply.
: : : Maternity care may include tests and services
Childbirth/delivery $100 copay/delivery Deductible | $100 copay/delivery Not covered described elsewhere in the SBC (i.e. ultrasound).
fessional applies Deductible applies
If you are pregnant | Proiessiona
services
$400 copay/stay Deductible $400 copay/stay Not covered
Childbirth/delivery applies Deductible applies
facility services
$25 copay/visit Deductible $25 copay/visit Not covered 60 visits per year
Home health care applies Deductible applies

If you need help
recovering or have
other special health
needs

OP ReHab: $25 copay/visit

OP ReHab: $25

OP ReHab: Not

OP ReHab: 54 visits per condition/year combined

Deductible applies copay/visit Deductible  |covered therapies
Rehabilitation IP ReHab: $400 copay/visit applies IP ReHab: Not IP ReHab: 60 days per Plan Year Combined
SGL‘.“eS./ . Deductible applies IP ReHab: $400 covered Therapies
Habilitation services - )
copay/visit Deductible
applies
$400 copay/stay Deductible $400 copay/stay Not covered 200 days per plan year
Skilled nursing care | @pplies Deductible applies
50% coinsurance Deductible 50% coinsurance Not covered Standard equipment covered
Durable medical  |applies Deductible applies
equipment
$400 copay/stay Deductible $400 copay/stay Not covered 210 days per plan year, 5 visits for family

Hospice services

applies

Deductible applies

bereavement counseling
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What You Will Pay

Common Services You S « Provid In-Network Outl;of-b{ztwork Limitations, Exceptions, & Other Important
Medical Event May Need rererred. e o Provider rovicer Information
(You will pay the least) . (You will pay
(You will pay more)
, , the most) ,
$25 copay/exam Deductible $25 copay/exam Not covered One exam per 12-month period
Children’s eye exam applies Deductible applies
50% coinsurance Deductible 50% coinsurance Not covered One Prescribed Standard Lenses and Frames in a
If your child needs Children's glasses | aPplies Deductible applies 12-Month Period
dental or eye care
Not covered Not covered Not covered None
Children’s dental
check-up

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.)

+ Children's Dental Check-up * Routine Foot Care
+ Cosmetic Surgery

+ Dental Care (Adult)

* Long-Term Care

* Non-Emergency care when traveling outside the U.S

+ Private-Duty Nursing

* Routine Eye Care (Adult)

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

* Acupuncture * Hearing Aids
* Bariatric Surgery * Infertility Treatment
+ Chiropractic Care + Weight Loss Programs
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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:

MVP Health Care

P.O. Box 2207

Schenectady, NY 12301

Toll Free: 1-888-687-6277
www.mvphealthcare.com
members@mvphealthcare.com

You can also contact the NYS Department of Insurance at 1-800-342-3736 or dfs.ny.gov, or the Community Health Advocates at 1-888-614-5400 or
communityhealthadvocates.org, or NY State of Health at 1-855-355- 5777 or nystateofhealth.ny.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, contact:

MVP Health Care

Attn: Member Appeals

P.0.Box 2207

Schenectady, NY 12301

Toll Free:1-877-742-4181

www.mvphealthcare.com

members@mvphealthcare.com

You can also contact the NYS Department of Insurance at 1-800-342-3736 or dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the
Community Health Advocates at 1-888-614-5400 or communityhealthadvocates.org.

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? '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.

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:

P

Peg is Having a Baby

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

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

B The plan’s overall deductible $1.650
B Specialist  Copay ’$25
W Hospital (facility)  Copay $400
B Other Copay $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 $1,650
Copayments $500
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,210

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

B The plan’s overall deductible $1.650
W Specialist  Copay '$25
W Hospital (facility) Copay $400
W Other Copay $5

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 $1,650
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions $90
The total Joe would pay is $1,940

b 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)

B The plan’s overall deductible $1.650
W Specialist Copay ’$25
M Hospital (facility) Copay $400
B Other Copay $75

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 $1,650

Copayments $200

Coinsurance $20

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,870
8of 8



"(02ZT-299-008-T ‘AL L) 0T08-9¥6-F¥8-T U IUOUOJ3]3] "9sa8ed
ed ‘910s9yn(3 saous)sise 93 2WigIays uoldizodsip au ey nfuad ‘dibys 1ul)y 2SN :SIAMNA

(ueiueq)y) dibys

(022T-299-008-T ‘AL L) 0T08-9¥6-¥8-T 3103y DY ADIIMQ 1DLAOX3JDL 53101010 “SUNdl1rooLN
SUxnoomyA 53103dULLN 101A0M01dg 500 LO3gDIQ ULO “DMIALYY3 310V AY (HXOZOdL

(M2349) pXiAlyy3

(0221-299-008-T ‘AL 1) 0T08-9¥6-¥¥8-T €S Semewn] ‘peAeq 3uejem Sueu exim es 3uojny
3u ofs|gJas e3w 3u jjwewnd 3uey lJeeew ‘3ojede] 3u ey elljesesdeu Suny YMYNNYA

(ourdni4-Sojede) ) SojeSel

O.nowuw._wm-._u._uw-.n AONN._.”-wa-oow-._” ALL)
m.\:\n | \_\..J jree wﬂ prgl M\_\PL« .lbu) .\qu) T gm0 \.3,. - &3\\\3 AS—uLDV ﬁﬂnﬂ

"(02ZT-299-008-T ‘S1V) 0T08-9t6-t¥8-T o] zo]oddy Juswaiinie.d
sosodoud Juos snoAanbiisindul) apie,p S901AI9S SIP ‘sieduel) zajled SNoAIS :NOILNILLY
(youaa4) siedueuy

T-8¥¥-6¥9-80T0 ("¢ vz = € rs™" 1-800-992-12¢0)
Ty it ST e (o (e A0 T ipmyee ey o e e e K

(drqesy) ey

(02¢1-299-008-T ALL) 0T08-9t6-8-T Jownu pod uomzpez
‘fomoxAzal Aoowod [ureydzag z 2e1sAZ10%s zsozow ‘nysjod od ZSIMOW 19z :YDYMN

(ysnod) msiod

| ( 022T-299-008 =S :ALL) OTO8-9¥6-FF8-5 ledid |o|t) |l Blok S
IbEEs [OklEk [kl6 Fl9bks] O kBl @b [ad ‘Uilb lojkle Uk tldsd {4l
(neSuag) |Le3|b

(0221-299-008-T:AL 1) 0T08-9¥6-118-T°
NUGUALAING! NLE Nel LALA NeLe® 1406l GNLUNL GNL Nl AGLNL Lk adLilada Gl GLL NGENG LIGQ

(USIPPIA) NeLe

(02¢T-299-008-T ‘AL L) 0T08-9%6-b¥8-T OJowinu | asewely) injess eonsindul)
BZUB)SISSE P 1ZIAJSS IIgIuodsip ouos ‘oueljell,) els eyejied endul) e 0Sed Ul :INOIZNI L LY
(ueney) ouerey

lolsiy =Sia (02¢1-299-008-T°ALL) 0T08-9t6-7¥8-T
Sz Flvledly Elo=ig o=

(ueasoy) o= ig

"(02ZT-299-008-T:AL 1) 0T08-9¥6-t18-T 919y

'no nod siyesd gluodsip 1% 8ue) nod pa S1A9S UaS ‘UaASIAY |04y o1ed M IS INOASNY.LY

(210840 Youaiy) uaksiAy 10haay

SlyR=
8lo T =& E~ IRk Bl o °

1R &% =~ Fe

(022T1-299-008-T :UVeLaUSL) 0T08-9¥6-t18-T oL1HOgE "eTogadau NIAUIA
SI9HLBLLD9G I9HUALOOT Weg oL ‘oxI9el WoNdIAd eH a1ndogod 198 Uud3 :JHYIWMHG
(ueissny) unnsdAd

o (0CCT-¢99-008-T:ALl) 0T08-9¥6-¥¥8-T
BRYEEE o N3 2 826 BRI 03T « 20 chih sk B o8 s 1l - R
(esauiy)) anvam&m

(022T1-299-008-T AL L) 0T08-9t6-F¥8-T |© oWe|7 ednsndul]
BIDUSISISE 9P S01IN1RIS SOIDIAJSS UQIDIsodsip ns e oual ‘joyedss ejgey IS INQIDNI LY
(ystueds) joueds3

SaJINI3S 493a4daaju) 9SenSueT-13Inp

a1e) y3eaH dAWTZ0ZG  (TZ0Z/L0) TZOOdYOIAW

Juip)dwod p ajly 03

MOH :S1yb1 111D Us\ ‘sjpaddy 9 Ssjuipjdwo)
3u1109)9s pue suonengaa/nos-syy
3unisiaAg a)gejieae ale suiojuiejdwod

(169/-2€5-008-T:dLL1/ALL)

6T0T-89€-008-1 auoyd

TOZOZ DA NOLONIHSYM

4605 INOOY ©5d19d HHH

MS 3IAY IDNIANI4IANI 00T
SA4S NYWNHB HLTVIH 40 Ld3dsn e
noS'syy-jersodido  :duluo

A SIYB1Y 1M1 10§ 2240
S9DIAIDS UBWINH pue Y3jeaH jouawpiedaqg sn
9U3 y1mjureldwod S1ySL JIAID e 3]1j 0S|e UBD NOA

wod*aJedyyjesaydaw

©103)eUIpI00dSIYSUNIAD  :jlew

AN ‘Ape1oausyds 1994315 91e31S 679 :uosiad u|

(0721-299-008-T:0QL/ALL)

6008-9t6-¥¥8-T  :duoyd

TTTC-SO0ECT AN AQYLOINTHIS

1S31V1S§29

J4VYO HLTVIH dAIN

JOLVNIQYOO0D SLHOIE TIAID
NOSTIM-SITIVHO YNOT3 ‘NLLY e

:AQ AN Y3M 32UBASLIS B 3)1j UBD NOA ‘X85

10 ‘A31)1qesip ‘@8e ‘uI81i0 |rUOlIBU 40102 ‘BBl JO
asnedaq Aj3uaiayyip NoA pajealy Sey Jo SIS
95943 NOA UaAIZ 10U Sey dAN 1ey3 aAa119q NoA |
jJurejdwo) o

9JuUenslio e a)i4 0] MOH

(0721-299-008-T ALL)
6008-9¥6-#8-T 12 UOS|I\\-Sa]JeyD BUO|T
1oejuod hmwu_>_®m °Soy] poau SO\C_

S9JINJIOS 9SOY | POON NOA }|

saden3ue] Jay1o Ul Us13im UO[IBUIOU|
sia1.4diayul palend e
:se yons ‘ysiduglou siadendue) Aewnd
asoym a)doad 03 sa21A195 93eNn3ue) 9a.
(S}ewJo}1ey3o
‘S1eWJ0} 21U0JID3]9 9]qISSadde ‘OlIpne ‘Juld
93Je)) S1eW IO} J2YI0 Ul UOITBUIOJUI USJILIAN *
sio3a.disyul 98endue) ugdis pajiiend .
'SB 2NS ‘SN Y3Im A]2A13094)8 91BD1UNWWOD 0}
sapl|Igesip yiimajdoad 03 Sa21AI9S pUB SpIe 3314

S9PINOId 3JeD Y3|edH dAN IeYM

“(Ay13uaplapuad pue uoeIUSIIO |eNX3S uIpnjdul) Xas 10 A1jIgesip ‘98e ‘UIS1I0 |euoIeU 40]02 ‘@J.l JO 3SNEIS( AjjUsIayIp Wayl
124110 9)doad apn|oXa 10U S90P 248D YI|BSH dAIN “(A113USpI Jopua3 pue uoi3eIusLio [enxas 3uipnioul) xas 1o ‘Ajigesip ‘98e ‘uigLio
JeuoieU 40|02 ‘92el JO SISeq Y3 U0 91eUIWLIDSID J0U SO0P pue SME] SIYSL [IAID |elapad a1gedijdde yuim saidwod ai1ed yyesH dAN

JdANE
Y 4

sueld je1nJawwo) AN 104

SD110N UOIBUILWIIDSI-UON



