Appendix |

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

City Of Canton: Anthem Blue Access PPO $350

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Individual + Family | Plan Type: PPO

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, https://eoc.anthem.com/eocdps/aso. 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/sbe-glossary/ or call (844)

995-1752 to request a copy.

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

Are there other
deductibles for
specific services?
What is the out-of-

pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?

Will you pay less if
you use a network

provider?

$350/petrson or $700/ family for
In-Network Providers.
$350/petrson or $700/ family for
Non-Network Providers.

Yes. Preventive Care. For more
information see below.

$1,350/petson or $2,700/ family
for In-Network Providers.
$2,350/petson or $4,700/family
for Non-Network Providers.

Premiums, balance-billing
charges, health care this plan
doesn't cover, and Non-Network
Transplants.

Yes. See

www.anthem.com/find-
care/?Palphaprefix= AKH

or call (844) 995-1752 for a list of
network providers. Costs may
vary by site of service and how

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their 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.
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/.

You don't have to meet deductibles for specific 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.

OH/LG/Anthem Blue Access PPO $350/8NR6/01-24
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the provider bills.

Do you need a referral
to see a specialist?

No.

You can see the specialist you choose without a referral.

#A 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

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, &
Other Important Information

If you visit a
health care

Primary care visit to treat an
injury or illness

20% coinsurance

30% coinsurance

Virtual visits (Telehealth)
benefits available.

Specialist visit

20% coinsurance

30% coinsurance

Virtual visits (Telehealth)
benefits available.

You may have to pay for services

provider’s office , .
. . . . that aren't preventive. Ask your
or clinic Preventive care/screening/ o) atarent preventive. Ask you
mmunization No charge 30% coinsurance provider if the services needed
are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood . .
(x-ray 20% coinsurance 30% coinsurance none
If you have a test = work)
Imaging (CT/PET scans, MRIs) 20% coinsurance 30% coinsurance none

If you need drugs
to treat your
illness or
condition

Morte information

about prescription

drug coverage is
available at

www. [insert].

Typically Generic (Tier 1)

Not covered (retail and home

delivery)

Not covered (retail and home

delivery)

Typically Preferred Brand &
Non-Preferred Generic Drugs

(Tier 2)

Not covered (retail and home
delivery)

Not covered (retail and home

delivery)

Typically Non-Preferred Brand
and Generic drugs (Tier 3)

Not covered (retail and home

delivery)

Not covered (retail and home

delivery)

Typically Preferred Specialty
(brand and generic) (Tier 4)

Not covered (retail and home
delivery)

Not covered (retail and home

delivery)

Carved out to OptumRx

If you have Facility fee (e.g., ambulator . )
ou)tfpatient surgeg]f cen‘fer)g > Y 20% coinsurance 30% coinsurance none
surgery Physician/surgeon fees 20% coinsurance 30% coinsurance none
200/visit deductible does not . . )
Emergency room care $200/ —1 Covered as In-Network Copayment waived if admitted.
If you need apply
immediate Emergency medical .
medical attention  transportation 20% coinsurance Covered as In-Network none
transportation
Urgent care 20% coinsurance 20% coinsurance none
Facility fee (e.g., hospital room) 20% coinsurance 30% coinsurance none

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/aso.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Non-Network Provider

Limitations, Exceptions, &
Other Important Information

If you have a

(You will pay the least)

(You will

pay the most)

. Physician/sutgeon fees 20% coinsurance 30% coinsurance none
hospital stay
Tt e Office Visit Office Visit Office Visit
or o) Virtual visits (Telehealth)
mental health, Outpatient services 20% coinsurance 30% coinsurance benefits available
behavioral health, T Other Outpatient Other Outpatient varabie,

or substance

20% coinsurance

30% coinsurance

Other Outpatient
none

abuse services

Inpatient services

20% coinsurance

30% coinsurance

none

Office visits

20% coinsurance

30% coinsurance

Childbirth/delivery professional

Maternity care may include tests

If you are . 20% coinsurance 30% coinsurance ; ;
ey services and services described elsewhere
Ch1lf:1b1rth/ delivery facility 20% coinsurance 30% coinsurance in the SBC (i.e., ultrasound).
services - -
100 visits/benefit petiod for
Home health care 20% coinsurance 30% coinsurance Home Health and Private Duty
It d hel Nursing combined.
youneed nelp | R chabilitation services 20% coinsurance 30% coinsurance See Therany Services section
Lecoveglnf of Habilitation services 20% coinsurance 30% coinsurance by c cron.
ave oF1e . . . . 120 days/benefit period for
special health Skilled nursing care 20% coinsurance 30% coinsurance Tl i Semlens
needs . . . . *See Durable Medical
Durable medical equipment 20% coinsurance 30% coinsurance . .
T Equipment Section
Hospice services 20% coinsurance 20% coinsurance none
If your child Children’s eye exam Not covered Not covered Hone
needs dental or Children’s glasses Not covered Not covered
eye care Children’s dental check-up Not covered Not covered none

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 Children’s dental check-up e Cosmetic surgery e Dental care (Adult)
e Eye exams for a child e Glasses for a child e Infertility treatment
e Long-term care e Routine eye care (Adult) e Routine foot care

e  Weight loss programs

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/aso.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture e Bariatric surgery e Chiropractic care 30 visits/benefit period
e Hearing aids 1 item/heating-impaired ear e Most coverage provided outside the United e Private-duty nursing 100 visits/benefit period
every 4 years with a $3,000 maximum/ States. See www.bcbsglobalcore.com combined with Home Health

hearing-impaired ear

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: Ohio Department of Insurance, 50 W. Town Street, Third Floor - Suite 300, Columbus, Ohio 43215, (800) 686-1526, (614) 644-2673,
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, 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 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:

ATTN: Grievances and Appeals, P.O. Box 105568, Atlanta GA 30348-5568

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, www.cciio.cms.gov

Does this plan provide Minimum Essential Coverage? Yes.

Minimum FEssential 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 FEssential Coverage, you may not be eligible for the
premium tax credit.

Does this plan meet the Minimum Value Standards? Yes/No.
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:

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.

Peg is Having a Baby

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

hospital delivery)
B The plan’s overall deductible $350
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $350
Copayments $0
Coinsurance $1,000
What isn’t covered
Limits or exclusions $70
The total Peg would pay is $1,420

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $350
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
edncation)

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 $350

Copayments $0

Coinsurance $200
What isn’t covered

Limits or exclusions $4,300

The total Joe would pay is $4,850

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)

B The plan’s overall deductible $350
B Specialist coinsurance 20%
B 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 $350
Copayments $200
Coinsurance $400
What isn’t covered
Limits or exclusions $10
The total Mia would pay is $960

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Setvices:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté té merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (844) 995-1752

Ambharic (RMCF): NAHU ATE MIEFD-° M Pe NAPT NP RTL ACSF AT LUT AOLE N18 P TF ANF AAPF= AN, ATIFIC (844) 995
1752 £2anA:

. (844) 995-1752 oo Jusil cam fia I Zuaaill e e alialy Sl dadll g S losell o gemall Gl S el faa L Sl i g 2l S 1Y ;(:I_‘qul) Arabic

Armenian (huykpkl). Epl wju hwunwpnph htn juwyyws hupgtp niukp, nnip hpwyniup niukp wtdwp unwbtwg oqunipynit b
nbntlunnipint dkp (kqUny: Pupquwish hkn junubpnt hwdwp quiquhwpbp htnljwy hkpwhnuwhwdwpng (844) 995-1752:

Bassa (Bis) Wiidi): M dyi dyi-dié-dz bé bédé ba cée-d2 nia ke dyini, o md ni dyi-b2d2in-dz b4 rh ké gbo-kpa-kpa ké b kp5 dé t bidi-widiiin
b0 pidyi. B m ké wudu-ziin-nyd o gho wudu ke, da (844) 995-1752.

Bengali (FTAT): I 92 ¥ 0s RI@ A9 (@@ 05 AME, GRE ST S [REEEy SEEy 1879 3 937 A18TF ARSE AFd ==
AFSH (WSFAA WA FAT T T (844) 995-1752 -(e I FP)

Burmese ([§$e0): 0Jorgode0006:5¢ 00da005g) 20§0pE cedfgsndonpdypdon sagodsacoadypist sa0pe2p303 seec(nyieg cuioapeds
20§0000000072g¢ qudégt co¢opt §olaopdbiooigs cobB:s¢ oome[EEes ¢ (844) 995-1752 a3 ealacl

Chinese (F137) * AIRSEHASI AL 5EH - AR HEHEES REEG BN AN - AIFREEEE S5 - 5520 (844) 995-1752

Dinka (Dinka): Na nor) thi€éc né ke de vi thor€, ke vin non lor) bé yi kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu taaué ke piny. Te kor vin
ba jam wené ran ye thok geryic, ke vin cal (844) 995-1752.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (844) 995-1752.

220 gado 1) SasS 5 oledb!l 485 ao)lo 1y G g2 sdonly e o) sl g I e 4SS SHeo 32 5 (wyL3) Farsi
s Ao S e laS (844) 995-1752 oolas Loy o alis pryie S0 Loy 58338 ¢! 3 aaiS aidloyo glisyole glo) 40 sl 45

Page 6 of 10



Language Access Setvices:
French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour parler a un interprete, appelez le (844) 995-1752.

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (844) 995-1752.

Greek (EAMAnvind) Av eyete ooy anopleg oXeTnd e 10 Tody Eyyeayo, exete To duaiwpa va AdBete Bornbeta ot TAnpoyopies ot yAwoon oog dweedv. I'a va
WANOETE e UATIOLOV SLleppnVe, TNAepwNote oto (844) 995-1752.

Gujarati AL%2Udl): %) 1 £y w3 AU S1SULL UL S1U dl, S1EURL W ddR wUsl MINIM Hee 1A Hifed] Aaddisl dua
UESIR V. HIMNUL AULE dlid Sl HI2, 514 52 (844) 995-1752.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (844) 995-1752.

Hindi (f§E): 3R 31193 919 58 GEd0 & R 7 IS U §, dl ATTe! fo1:9[ew 37711 87797 3 A AR ATASRT UTed ddel bl HIOFR |
GETTRRY A 9T e & T, FIAAB4) 9951752 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus ngi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (844) 995-1752.

Igbo (Igbo): O bur u na 1 nwere ajyju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asusuy g1 na akwughi ugwo ¢ bula. Ka gi na gkowa
okwu kwuo okwu, kpoo (844) 995-1752.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (844) 995-1752.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (844) 995-1752.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per patlare con un interprete, chiami il numero (844) 995-1752

Japanese (A38): COTTEEL\THIENC TG SpBNE, BEEICEBELD S FCEH T TER T H 555 BHIB0E
T.OBFCEETCE (499951752 CHEREEEL.
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Language Access Setvices:
Khmer (1€4): 10gm S0 HiS]SHOAMIINS: ERTISUEsgUESwUSHOS DS IUNEMIE WES S e 15T
I N INANMYWERUSTY iE1uTi(844) 995-1752 y

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (844) 995-1752.

Korean (BH=0]): = ZA10f| CHoll O{LE ot Zo[ALO[2tE RS E2, Hoto A= H3H7t A8ot= Qo2 72 =5 Sl YES ®s A7t
UELICE SHALRt O|OF7| 52 T (844) 9951752 2 = 2[SHA| 2.

Lao (W999290): v dernavlognjonucentsmnd, waudSoldsuaorngoschs oy 2uucivwiznzegumloecses?.
cBolsSuusILEUWIZY, THlnmy (844) 995-1752,

Navajo (Diné): Dii naaltsoos bika’igii ahgo bina’idilkidgo na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigos.
Ata® halne’igii 1a” bich’i" hadeesdzih ninizingo ko’ hodiilnih (844) 995-1752.

Nepali (F9Tell): Ifa 4T HETSATAATL TUTLHT gl TAZE G A, ATF ATTHT T2 9705 FZET AT SATARIT FTH T G134 g U126 |
STATSET FT TAHT AT, FT FHeT TG (844) 995-1752

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo gqabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (844) 995-1752 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (844) 995-1752 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informaciji w
swoim jezyku. Aby porozmawiac¢ z ttumaczem, zadzwon pod numer (844) 995-1752.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (844) 995-1752.

Punjabi (UA=): A 33 for SR3ER T3 3 AE'S Je I8 37 3I3 o8 eI T wiuEt v feg Hee w3 Frearst Y3 a9 o witlas ger
I Bz TR 778 3B FI5 BE(844) 995-1752 ITTIII
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Language Access Setvices:
Romanian (Roména): Daci aveli intreban referitoare l1a acest document, aveli dreptul sd primifi ajutor Siinformati in imba dumneavoastrd in mod
gratuit. Pentrua vi adresa unui interpret, contactati telefonic (844) 995-1752.

Russian (Pycckmii): ecall v BaC €CTh KAKHE-AHOO BOMPOCH B OTHOIINEHHH AAHHOTO AOKVMEHTA, BRI HMEETE IIPABO HA OECIAATHOE MOATIEHHE TOMOIIH H

HHOPMAIIHHE HA BaIlleM A3hKe. YTOOH CBA3ATHCA C TCTHRIM MEPEBOATHKOM, TO3BOHHATE IO Tea  (844) 995-1752.

Samoan (Samoa): Afai e iai ni ou fesili e uiga 1 lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia
talanoa i se tagata faaliliu, vili (844) 995-1752.

Serbian (Stpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomoc¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (844) 995-1752.

Spanish (Espafol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (844) 995-1752.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (844) 995-1752.

o 1
ol

Thai (Wa): wnvihudidiaulag tisduanasatiudd vinufidnivagldsuanuhamdauazdayalunenzasvinulae lifiarlaans 1aaing
(844) 995-1752 \NaWAALAURIN

Ukrainian (YkpaiHchKa): gKIIIO ¥ BAC BHHHKAIOTH 3aIHMTAHHA 3 IPHBOAY ITHOTO AOKYMEHT4, BH MAETE MPABO OE3KOIITOBHO OTPHMATH AOIOMOIY H

HGpOPMAINIC BAIIO PLaHOK MOBOH0. [Il00 OTPHMATH IOCAVTH Iepekiaadda, 3aTercpOHYHTE 32 HOMEPOM: (844) 995-1752.

-s S JE 4 (844) 995-1752 e

Vietnamese (Tleng Vlet) Néu quy vi co bat ky thic mac nio vé tai lidu nay, quy vl co quyen nhdn sy trQ giup va thong tin bang ngo6n ngll cla quy vl hoan
toan mién phi. Dé trao d6i véi mot thong dich vién, hiy goi (844) 995-1752.

¥ [TUN Y 7D |7 [DX RO USN 'R UYRDINDYR OUT (UKD 1¥ 00U T 'R XD, 0IVAIEKT DUT AU IR R0 R 2R (e a) (Yiddish)
. (844) 995-1752 VDN WYUTWIA'X [N

Yoruba (Yoruba): Ti o ba ni eyikeyii ibere nipa ikosile i, o ni eto lati gha irinwo ati iwifun ni édé re lofee. Bd wa 6gbﬁfcj kan sQro, pe (844) 995-1752.
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Language Access Setvices:
It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/oct/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/oct/office/file/index.html.
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Summary of Benefits
Anthem Dental Essential Choice

City of Canton
Anthem Dental Complete Network

Anthem.

Appendix |

WELCOME TO YOUR DENTAL PLAN!

Regular dental checkups can help find early warning signs of certain health problems, which means you can get the care you need to
get healthy. So, don't skimp on your dental care, good oral care can mean better overall health!

Powerful and easily accessible member tools.

« Ask a Hygienist: Dental members can simply email their dental questions
to a team of licensed dental professionals who in turn respond in
about 24 hours.

« Dental Health Risk Assessment: We want our dental members to better
understand their oral health and their risk factors for tooth decay, gum

disease and oral cancer. This easy to use online tool can help them do this.

« Dental Care Cost Estimator: In order to help our dental member better
understand the cost of their dental care, we offer access to a user-friendly,
web-based tool that provides estimates on common dental procedures and
treatments when using a network dentist.

« More Capabilities: With our latest mobile application,
members can find a network dentist as well as view their
claims. Our application is available for both Android and
Apple phones.

Your dental benefits at a glance

Dentists in your plan network.

e You'll save money when you visit a dentist in your plan
network because Anthem and the dentist have agreed
on pricing for covered services. Dentists who are not in
your plan network have not agreed to pricing, and may

you for the difference between what Anthem pays

them and what the dentist usually charges.

e To find a dentist by name or location, go to
anthem.com or call dental customer service at the
number listed on the back of your ID card.

Ready to use your dental benefits?
e Choose a dentist from the network
e Make an appointment

e Show the office staff your member ID card
e Pay any deductible or copay that is part of your plan

Need to contact us?
See the back of your ID card for who to call, write or email.

The following benefit summary outlines how your dental plan works and provides you with a quick reference of your dental plan benefits. For complete

coverage details, please refer to your policy.

Annual Benefit Maximum Calendar Year

- Per insured person
D&P applies to Annual Maximum
Annual Maximum Carryover / Carry in

$1,500 $1,500
Yes Yes
No/No No/No

Orthodontic Lifetime Benefit Maximum

Individual Lifetime Deductible Orthodontics
- Per eligible insured person

$100 Per Individual
$1,500

$100 Per Individual
$1,500

Annual Deductible (Does not apply to Orthodontic Services)
- Per insured person/Family maximum Calendar Year
Deductible Waived for Diagnostic/Preventive Services

$25/2X Individual
Yes

$25/2X Individual
Yes

Out-of-Network Reimbursement:

90th percentile

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company. Independent licensee of the Blue Cross and Blue Shield
Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are
registered marks of the Blue Cross and Blue Shield Association.



Diagnostic and Preventive Services
- Periodic oral exam

- Teeth cleaning (prophylaxis)

- Bitewing X-rays:

- Full-mouth or Panoramic X-rays:
- Fluoride application:

- Sealants

2 per 12 months

2 per 12 months; w/o periodontal maintenance
2 sets per 12 months

1 per 36 months

1 per 12 months through age 18

1 per 60 months; through age 18

100% Coinsurance

Anthem &

100% Coinsurance

No Waiting Period

Basic Services
- Consultation (second opinion)
- Amalgam (silver-colored) Filling
- Composite (tooth-colored) Filling

1 per 12 months

1 per tooth per 24 months

1 per tooth per 24 months
posterior (back) fillings covered as composites

- Brush Biopsy (cancer test) Covered, 1 per 12 months; all ages

- Space Maintainers 1 per lifetime through age 14; posterior teeth

80% Coinsurance

80% Coinsurance

No Waiting Period

Endodontics (Non-Surgical)

- Root Canal 1 per tooth per lifetime

80% Coinsurance

80% Coinsurance

No Waiting Period

Endodontics (Surgical)

- Apicoectomy and apexification 1 per tooth per lifetime

80% Coinsurance

80% Coinsurance

No Waiting Period

Periodontics (Non-Surgical)
- Periodontal Maintenance 2 per 12 months; w/o teeth cleaning

- Scaling and root planing 1 per quadrant per 24 months

80% Coinsurance

80% Coinsurance

No Waiting Period

Periodontics (Surgical) 1 per quadrant per 36 months
- Periodontal Surgery (osseous, gingivectomy, graft procedures)

80% Coinsurance

80% Coinsurance

No Waiting Period

Oral Surgery (Simple)

- Simple Extractions 1 per tooth per lifetime

80% Coinsurance

80% Coinsurance

No Waiting Period

Oral Surgery (Complex)

- Surgical Extractions 1 per tooth per lifetime

80% Coinsurance

80% Coinsurance

No Waiting Period

Major (Restorative) Services
- Crowns, onlays, veneers 1 per tooth per 60 months

- Cosmetic teeth whitening Not Covered

50% Coinsurance

50% Coinsurance

No Waiting Period

Temporomandibular Joint Disorder (TMJ)
- X-rays, splints, and surgical procedures Not Covered

including arthroscopy and orthotic devices

Not Covered

Not Covered

N/A

Prosthodontics
- Dentures and bridges
- Dental Implants

1 per tooth per 60 months
Not Covered

50% Coinsurance

50% Coinsurance

No Waiting Period

Prosthodontic Repairs/Adjustments
- Crown, denture, bridge repairs
- Denture and bridge adjustments:

1 per 12 months; 6 months after placement
2 per 12 months; 6 months after placement

50% Coinsurance

50% Coinsurance

No Waiting Period

Orthodontic Services
-Dependent Children Only*

50% Coinsurance

50% Coinsurance

No Waiting Periods

*Child orthodontic runs through age 18. This means that the child must have been banded prior to their 19th birthday in order to receive coverage.

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company. Independent licensee of the Blue Cross and Blue Shield
Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are
registered marks of the Blue Cross and Blue Shield Association.
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Anthem & @

Anthem Whole Health Connection - Dental®

e For members with certain health conditions, additional dental benefits are available without a deductible or waiting periods.
Eligible services are paid at 100% and won't reduce your coverage year annual maximum (if applicable)

Accidental Dental Injury Benefit

e Provides members 100% coverage for accidental injuries to teeth up to the coverage year annual maximum
(if applicable). No deductibles, member coinsurance, or waiting periods apply

Extension of Benefits
e Following termination of coverage, members are provided up to 60 days to complete treatment started prior to their
termination of coverage under the plan and eligible services will be covered

International Emergency Dental Program

e Provides emergency dental benefits while working or traveling abroad from licensed, English-speaking dentists.
Eligible covered services will be paid 100% with no deductibles, member coinsurance, or waiting periods and won't
reduce the member coverage year annual maximum (if applicable)

Services provided before or after the term of this coverage - Services received before your effective date or after your coverage ends, unless
otherwise specified in the dental plan certificate

Orthodontics (unless included as part of your dental plan benefits) including orthodontic braces, appliances and all related services

Cosmetic dentistry (unless included as part of your dental plan benefits) provided by dentists solely for the purpose of improving the appearance of the
tooth when tooth structure and function are satisfactory and no pathologic conditions (cavities) exist

Drugs and medications including intravenous conscious sedation, IV sedation and general anesthesia when performed with nonsurgical dental care

Analgesia, analgesic agents, and anxiolysis nitrous oxide, therapeutic drug injections, medicines or drugs for nonsurgical or surgical dental care
except that intravenous conscious sedation is eligible as a separate benefit when performed in conjunction with complex surgical services.

Waiting periods for endodontic, periodontic and oral surgery services may differ from other Basic Services or Major Services under the same dental
plan.
Missing tooth clause of 24 months applies for the replacement of congenitally missing teeth or teeth lost prior to the coverage effective date for this plan

This is not a contract; it is a partial listing of benefits and services. All covered services are subject to the conditions, limitations, exclusions, terms and provisions of your
employee benefits booklet. In the event of a discrepancy between the information in this summary and the employee booklet, the employee booklet will prevail.

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company. Independent licensee of the Blue Cross and Blue Shield Association. ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.
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Appendix |

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

CITY OF CANTON

Coverage Period: 02/01/2024 - 1/31/2025
Coverage for: Individual/Family Plan Type:_Prescription Plan

www.aultcare.com.

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, contact
AultCare at 1-800-344-8858 / www.aultcare.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 by calling AultCare at 1-800-344-8858 to request a copy, or online at

What is the overall
deductible?

Important Questions m Why This Matters:

$0

Generally, you must pay all of the costs from providers up to the calendar year deductible
amount before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of deductible
expenses paid by all family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Prescription drugs are
covered — there is no deductible on
this plan.

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 for specific
services?

No.

You don't have to meet deductibles for specific services.

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

For network providers
(medical/prescription drugs):
$1,350 Individual /$2,700 Family;
Once met, additional Out-of-Pocket

(Prescription Drug copayments only):
$5,000 Individual / $10,000 Family

The out-of-pocket limit is the most you could pay in a calendar 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.

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

Premiums, cost differences
between generic and brand drugs
when you or your physician
request a brand drug be dispensed
when a generic is available,
Prescription medication coupon,
discount, or other manufacturer

assistance programs for

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

(DT - OMB control number: 1545-0047/Expiration Date: 12/31/2019)
(DOL - OMB control number: 1210-0147/Expiration date: 5/31/2022) (HHS - OMB control number: 0938-1146/Expiration date: 10/31/2022)

Non-GF, Embedded Deductible & OOP, Integrated MOOP Page 1 of 7



Important Questions Why This Matters:

Specialty or other qualified
medications, and health care this
plan doesn’t cover.

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

Yes. For a list of network
Will you pay less if you providers: see
use a network provider? www.aultcare.com or call 1-800-

Sannitios services (such as lab work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?

[* For more information about limitations and exceptions, see the plan or policy document at www.aultcare.com.] Page 2 of 7




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

What You Will Pay Limitations, Exceptions, & Other

Common Medical Event Services You May Need Netvs.lork Provider Out-of-Network Provider Important Information
(You will pay the least) | (You will pay the most)

.P rimary care Sl D BN Not covered Not covered
If you visit a health care injury or illness
provider’s office or Specialist visit Not covered Not covered
clinic ; ;
.P reveqtlvg care/screening/ Not covered Not covered
immunization
Diagnostic test (x-ray, blood Not covered Not covered
If you have a test work).
Imaging (CT/PET scans, N
ot covered Not covered
MRIs)
Deductible does not apply to prescription
Retail 1-30 day supply: $5 copayment drugs. Once the network
Generic drugs Retail 31-90 day supply: $15 copayment medical/prescription out-of-pocket limit is
Mail Order: $10 copayment reached, the additional Prescription Drug
Out-of-Pocket will apply. Copayments will
If you need drugs to . i track toward the additional Prescription Drug
treat your iliness or Reta!l SNty b SAD R Out-of-Pocket limit of $5,000 Individual /
condition Preferred brand drugs Retail 31-90 day supply: $60 copayment $10,000 Family. Once the additional
More information about Mail Order: $40 copayment prescription drug out-of-pocket limit is
prescription drug reached, the copayment is $0.
coverage is available at
www.aultcare.com You may obtain up to a 90-day supply of
prescription drugs at the retail pharmacy or
This plan follows the through the mail order program.
Commercial Formulary. Retail 1-30 day supply: $35 copayment
Non-preferred brand drugs | Retail 31-90 day supply: $105 copayment Specialty Medications must be obtained from
Mail Order: $70 copayment AultCare’s Preferred Specialty pharmacies.
If a prescription drug is purchased without
using your card, this Plan will pay up to the
allowed amount.

[* For more information about limitations and exceptions, see the plan or policy document at www.aultcare.com.] Page 3 of 7




Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

Certain preventive medications may be
covered at 100%, with no cost to you.

Certain classes of medications require
Preauthorization or Step Therapy.

For a complete list of these medications and
programs, visit the AultCare website at
www.aultcare.com.

Facility fee (e.g., ambulatory

. Not covered Not covered
If you have outpatient surgery center)
surgery .
Physician/surgeon fees Not covered Not covered
Emergency room care Not covered Not covered
If you need |m.med|ate Emerqency medical Not covered Not covered
medical attention transportation
Urgent care Not covered Not covered
. FEEIGED (G ol Not covered Not covered
If you have a hospital room)
stay Physician/surgeon fees Not covered Not covered
PN GEDE me 18 Outpatient services Not covered Not covered
health, behavioral
health, or substance . .
A Inpatient services Not covered Not covered
Office visits Not covered Not covered
Childbirth/delivery
If you are pregnant orofessional services Not covered Not covered
Childbirth/delivery facility Not covered Not covered

services

[* For more information about limitations and exceptions, see the plan or policy document at www.aultcare.com.]
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Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

Excluded Services & Other Covered Services:

Home health care Not covered Not covered

Rehabilitation services Not covered Not covered
If you nc.eed help Habilitation services Not covered Not covered
recovering or have
Ol EpErEl el Skilled nursing care Not covered Not covered
needs

Durable medical equipment Not covered Not covered

Hospice services Not covered Not covered

Children’s eye exam Not covered Not covered
LTI Gl EEE Children’s glasses Not covered Not covered
dental or eye care

Children’s dental check-up Not covered Not covered

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 Chiropractic Care

o Abortion (except in cases of rape, incest, or
when the life of the mother is endangered,
as allowed under applicable law)

Cosmetic Surgery

Dental Care

Habilitation Services

Hearing Aids (up to $3,000 per

every 4 years

Infertility Treatment
Long Term Care

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

Private Duty Nursing

Routine Eye Care

Routine Foot Care

Weight Loss Programs

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

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: for group health coverage subject to ERISA, contact Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA(3272) or
www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance coverage through the Health

[* For more information about limitations and exceptions, see the plan or policy document at www.aultcare.com.]
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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 AultCare at 1-800-344-8858 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA(3272) or
www.dol.gov/ebsa/healthreform.

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? 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.

Language Access Services:
[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 330-363-6360 / 1-800-344-8858]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 330-363-6360 / 1-800-344-8858.]
[Chinese (A X): INRF/EH XHIEER), 1HLITIXA 55 330-363-6360 / 1-800-344-8858.]
[ Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 330-363-6360 / 1-800-344-8858.]

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control

number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-
1850.

[* For more information about limitations and exceptions, see the plan or policy document at www.aultcare.com.] Page 6 of 7




About these Coverage Examples:

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.

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)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $0
B Specialist coinsurance n/a
B Hospital (facility) coinsurance n/a
B Other coinsurance n/a

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)

B The plan’s overall deductible $0
B Specialist coinsurance n/a
B Hospital (facility) coinsurance n/a
B Other coinsurance n/a

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)

care)
B The plan’s overall deductible $0
B Specialist coinsurance n/a
B Hospital (facility) coinsurance n/a
B Other coinsurance n/a

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 \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments (2 Generic RX) $10
Coinsurance $0

What isn’t covered
Limits or exclusions $12,690
The total Peg would pay is $12,700

Total Example Cost | $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments (31 Generic, 13 Brand
RX) $365
Coinsurance $0

What isn’t covered
Limits or exclusions $5,235
The total Joe would pay is $5,600

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copayments (1 Generic RX) $5
Coinsurance $0

What isn’t covered
Limits or exclusions $2,795
The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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AultCare/Aultra Notice Tag Lines for the State of Ohio
English
This Notice has Important Information. This notice has important information about your application or coverage through AultCare
/Aultra. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with
costs. You have the right to get this information and help in your language at no cost. Call Local: 330.363.6360 Outside Stark County:
1.800.344.8858 TTY Local: 711 Outside Stark County: 711

Spanish

Espafiol

Este Aviso contiene informacidn importante. Este aviso contiene informacion importante acerca de su solicitud o cobertura a través
AultCare/Aultra. Preste atencion a las fechas clave gue contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacion y ayuda en
su idioma sin costo alguno. Llame al Local : 330.363.6360 Fuera del condado de Stark : 1.800.344.8858 TTY Local : 711 Fuera del
condado de Stark : 711

Chinese

Rz

ZISL%DEE%E’\JEH,% ABMA RN ITES AultCare/Aultra fREEAT] XA FLRIBIBZHAZ - FES BN ER
HEE - olse R EEH B ZARETE - DURB R ERE EJZ%%;JEHW& BEENREMTHNEEESEIRHENER
o FERSEEEE AN : 330.363.6360 HriE TR ARSI : 1.800.344.8858 TTY #F Aih : 711 HriBsai&sh - 711 -

German

Deutsche

Diese Benachrichtigung enthdlt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen bezuglich Ihres Antrags
auf Krankenversicherungsschutz durch AultCare/Aultra. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten
bis zu bestimmten Stichtagen handeln miissen, um lhren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben
das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Rufen Sie an unter Local: 330.363.6360 AuRerhalb von
Stark County : 1.800.344.8858 TTY —Linie Local: 711 AuRerhalb von Stark County : 711

Arabic
sl
AultCare/Aultra el 28 58 YA e ohaaill e J poaall dlilla o goady dage e slaa iV 138 o Aala Claglas Jlad¥) 138 (5 ng
sle opanll & Gall ell Callsill ads i dacluall ol Lsaall clivhas e Bleall Aima gl 5 8 ol sl JAIY £Ua3 8 jlad¥) 13a 8 Aaled) &)l 5l e sl
ANHE B dakilic IR 711 IaITTY 1aal 1.800.344.8858: <l jliv dakilia 7 & 330.363.6360~ Juail Al (51 (53 (pa linly saeLisall y Cila slaall

Pennsylvania Dutch

Deitsch

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit
AultCare/Aultra. Geb Acht fer wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an beschtimmde
Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un Hilf
in deinre eegne Schprooch griege, un die Hilf koschtet nix Local: 330.363.6360 AufRerhalb von Stark County : 1.800.344.8858 TTY —
Linie Local: 711 AuRerhalb von Stark County : 711.

Russian

pyccKuii

Hacrosimee yBegomiaeHre cogepKUT BaxkHVIO nHMDoOpPMaIKIo. DTO VBEIOMIIEHUE COAEPKUT BasKHYIO HH(GOPMALIUIO O BallleM 3asBICHUH
WK CTPaXxOBOM IOKphITHH 4yepe3 CTpaxoBasi komnanus AultCare/Aultra. I[locMoTpuTe Ha KIFOYEBBIC JaThl B HACTOSIIIEM
YBEAOMIICHHUU. BaM, BO3MOXHO, HOTpe6yeTC$[ MPUHATH MEPBI K ONTPEACIICHHBIM NPEACTIBHBIM CPOKAM JIJIsI COXPAHCHUSA CTPaAXOBOT'O
MOKPBITHS MJIM TIOMOIIN € bacxonaMu. Bel mMeeTe npaBo Ha OecrulaTHOE MOTVYeHHE 3TOH HHMODMAIMK U TIOMOIIb Ha BallleM SI3bIKE.
3Bonute 1o Tenepony Mecthblii: 330.363.6360 Bue Crapka County : 1.800.344.8858 TTY aunust Mectusiii: 711 Bue Crapka
County : 711.

French

Francais

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par I'intermédiaire de
Compagnie d'Assurance AultCare/Aultra. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures
par certains délais pour maintenir votre couverture de santé ou d'aide avec les colts. Vous avez le droit d'obtenir cette information et de
’aide dans votre langue a aucun colit. Appelez Locale: 330.363.6360 En dehors du comté de Stark : 1.800.344.8858 ligne ATS Local :
711 En dehors du comté de Stark : 711

Vietnamese

Viét Nam

Thona béo nav cuna CaD théna tin gquan trong. Thang béo nay cé thong tin quan trong ban vé don nop hodc hop ddng bao hiém qua chuong
trinh Cong ty Bao hlem AultCare/Aultra. Xin xem ngay then chét trong thong béo nay. Quy vi c0 thé phai thuc hién theo thong béo
dung trong thoi han dé duy tri bao hiém sirc khoe hodc dugc trg trip thém vé chi phi. Quy vi co guyén dugc biét thong tin nay va duoc trg
gilp bang ngdn ngit cua minh mién phi. Xin goi s6 Dia phwong: 330.363.6360 Bén ngoai cia Stark County : 1.800.344.8858 TTY
dwong day Dia phwong: 711 Bén ng oai cia Stark County : 711.
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Cushite-Oromo

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa yookan karaa AultCare/Aultra tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa qaba. Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan deeggaramuuf yookan
tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala

ta’een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni qabaattu. Lakkoofsa bilbilaa Local: 330.363.6360 Outside
of Stark County: 1.800.344.8858 TTY Line Local: 711 Outside of Stark County: 711 tii bilbilaa.

Korean

St= 0

= SAM0l= 528t HEIH S0 JELCH S 0l SX|M = k| A1 0) #4510 2| 1 AultCare/Aultra 29 DIAA S &
Sot AHE|X| Off 2ot 2 S Zeotl UG LILH = SXMOA #0] = IRSS HOMAQ, ote pote] Ay
HHE|X| S A= gA[StA L Bl &5 Hgot7| oA Yot D ANA| XS Hojop & A/t ls 5 AgLLE ot
O[22t YO L Z5 Fote] A0 2 H| 8 £HEI0| @5 o= A= M| /F AS L TH X[H 1 330.363.6360 2Et3 7H2E| 2f 2 F
1.800.344.8858 TTY 2}Q K| : 711 AE3 FI2E| 9| 2|5 : 711 2 MG AL

Italian

Italiano

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso AultCare/Aultra. Cerca le date chiave in questo
awviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o
sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua linaua aratuitamente. Chiama Locale: 330.363.6360 Al di
fuori di Stark County : 1.800.344.8858 TTY linea Locale: 711 Al di fuori di Stark County : 711.

Japanese
p =hH
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Dutch

Nederlands

Deze mededeling heeft belangrijke informatie. Deze mededeling heeft belangrijke informatie over uw aanvraag of dekking via AultCare
/Aultra. Kijk naar belangrijke datums in deze mededeling. Het kan nodig zijn om actie te ondernemen binnen bepaalde termijnen om uw
zoraverzekerina te behouden of hulp met kosten te kriiaen. U heeft het recht op deze informatie en hulp in uw taal zonder kosten. Bel
Local : 330.363.6360 Buiten Stark County : 1.800.344.8858 TTY Line Local : 711 Buiten Stark County : 711.

BEEN
I BIZIF.
ShFET,

Ukrainian

YKpaiHCbKUH

Ie moBiTOMJICHHSI MiCTUTh BaXJIMBY iH(popMaIltiro. Ile moBioMIIEHHS MICTUTh BaXXIUBY iH(opMarliro mpo Barre 3BepHEeHHS 11010
CTpaxyBalbHOTO TOKPHUTTS uepe3 CTpaxoBa kommnanisi AultCare/Aultra. 3sepHiTh yBary Ha KIFOYOBI JaTH, BKa3aHi y IbOMY
MOBIIOMJICHHI. [CHY€ IMOBIpHICTh TOTO, 1110 Bam Tpeba Oy/e 3MiHCHUTH MEeBHI KPOKU Y KOHKPETHI KiHIIEBI CTPOKH JIs TOTO, 100 30epertu
Bame MmeamuHe cTpaxyBaHHS a00 oTpuMaTH (iHAHCOBY AonoMory. Y Bac € mpaBo Ha orpuMaHH i€l iHbopMarii Ta 1onoMoru
0e3koIuTOBHO Ha Bamiii pinniit MoBi. J[3BoHIT 32 HOMepoM Tenedony Micuesmii : 330.363.6360 ITo3a Crapka County :

1.800.344.8858 TTY uminist Micuesuii : 711 I[To3a Crapka County : 711.

Romanian

Romana

Prezenta notificare contine informatii importante. Aceastd notificare contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin Compania de Asigurari AultCare/Aultra. Cautati datele cheie din aceastd notificare. Este posibil sa fie
nevoie s actionati pand la anumite termene limita pentru a v mentine acoperirea asigurarii de sanatate sau asistenta privitoare la costuri.
Aveti dreptul de a obtine gratuit aceste informatii si ajutor in limba dumneavoastra. Sunati la Locale : 330.363.6360 In afara Stark Judet
:1.800.344.8858 TTY linie Locale : 711 In afara Stark Judet : 711.

Non-Discrimination Notice:
AultCare/Aultra complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. AultCare/Aultra does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex. AultCare/Aultra provides free aids and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters and written information in other formats (large print, audio, accessible electronic formats, other
formats). AultCare/Aultra provides free language services to people whose primary language is not English, such as: Qualified interpreters
and information written in other languages.

If you need these services, or if you believe that AultCare/Aultra has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can contact or file a grievance with the: AultCare/Aultra Civil Rights
Coordinator, 2600 6™ St. S.W. Canton, OH 44710, 330-363-7456, CivilRightsCoordinator@aultcare.com. You can file a grievance in
person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights staff is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Appendix |
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ViSiONn care

Employee Benefits Vision Renewal Effective Date: 02/01/2023

City of Canton

Plan Summary

VSP

Network

Non-Network

Copayments Exam .Up to a $45
$10 copay then Routine covered reimbursement
100%/Retinal no more than a $39 copay

Materials $25 copay

Frequency Exam 12 Months

Lenses 12 Months
Frames 24 Months
Contacts Lenses 12 Months

(In lieu of frames & lenses)

Benefits after copay Eye Exam covered after copay Up to $30
Single Vision Lenses covered after copay Up to $30
Bifocal Lenses covered after copay Up to $50
Trifocal Lenses covered after copay Up to $65
Lenticular Lenses covered after copay Up to $100
Frames $130 allowance; 20% off balance Up to $70
Contacts, medically necessary covered/$60 copay max Up to $210
Contacts $130 allowance Up to $105
(In'lieu of frames & lenses)




2025 Sample Plans

City of Canton

PPO With Co-Pays

High Deductible Health Plan (HDHP) w/HSA

Inpatient Care

Deductible/Coinsurance

Deductible/Coinsurance

Deductible/Coinsurance

Services & Fees In-Network Out of Network In-Network Out of Network
Deductible Single/Family $700/$1,400 $1,000/$2,000 $1,600/$3,200 $3,200/$6,400
Co-Insurance 20% 30% 10% 30%
Out of Pocket Max Single/Family $6,350/$12,700 $12,700/$25,400 $3000 / $6000 $6,000 / $12,000
Office Visits
Primary or Urgent Care $20
. . o Subject to Subject to Subject to
Gynecological Visits 330 Deductible/Coinsurance | Deductible/Coinsurance Deductible/Coinsurance
Specialist S30
: Subject to Subject to
Preventive Care 100% Deductible/Coinsurance ez Deductible/Coinsurance
Urgent Care $75 Subject to Subject to Subject to
9 Deductible/Coinsurance | Deductible/Coinsurance Deductible/Coinsurance
Subject to Subject to
Emergency Room Copay $250 Copay $250 Copay Deductible/Coinsurance | Deductible/Coinsurance
Subject to Subject to Subject to Subject to

Deductible/Coinsurance

Outpatient Surgery

Subject to
Deductible/Coinsurance

Subject to
Deductible/Coinsurance

Subject to
Deductible/Coinsurance

Subject to
Deductible/Coinsurance

Outpatient X-ray, Other Diagnostic

Subject to
Deductible/Coinsurance

Subject to
Deductible/Coinsurance

Subject to
Deductible/Coinsurance

Subject to
Deductible/Coinsurance

Durable Medical

Deductible/Coinsurance

Deductible/Coinsurance

Deductible/Coinsurance

Lab $20 Subject to Subject to Subject to
Deductible/Coinsurance | Deductible/Coinsurance Deductible/Coinsurance
Subject to Subject to Subject to Subject to

Deductible/Coinsurance

Pharmacy Retail
Generic Drugs

$5

Brand Drugs (Preferred)
Brand Drugs (Non-Preferred)
Specialty Drugs (Preferred)

Pharmacy 90-Day

Generic Drugs

Brand Drugs (Preferred)
Brand Drugs (Non-Preferred)
Specialty Drugs (Preferred)

$20

$35

10% up to $250

$10

$40

$70

N/A

Not Covered

2025 Rates

Subject to

Deductible/Coinsurance Not Covered

Single
Employee +1
Family

Medical, RX, Dental & Vision Rates 3-Tier

PPO With Co-Pays

High Deductible Health Plan (HDHP) w/HSA

$55.00
$85.00
$110.00

$16.75
$26.75
$34.75
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