Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2027
FaIIon Health: Commumty Care Connector Low Gold Coverage for: Individual and Individual + Family | Plan Type: HMO

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, call 1-800-868-5200 or visit
www.fallonhealth.org/findphysician. 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 https://www.healthcare.gov/sbc-glossary or call 1-800-868-

5200 to request a copy.

Important Questions Why This Matters:

$2,000 person/$4,000 family.

What is the overall Doesn't apply to preventive

ible?
deductible? care
Are there services covered gﬁ%a%m aanrg
ngmtﬁ’,?:?meet your covered before you meet your
— deductible.
Are there other deductibles No

for specific services?

For covered services with in-
What is the out-of-pocket  network providers:
limit for this plan? $7,000/person or
$14,000/family.

, , . Premiums, balance-billing
gﬂfggg&;ﬁgﬁgd in the charges, and health care this

plan doesn't cover.

Generally you must pay all 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

Yes. See , : : . . . :
: . . will pay the most if you use an out-of-network provider, and you might receive a bill from a provider for
zvrI:Ie{v‘;g rﬁagr (I:IT; el:?you use m,fﬁgﬁr}hggghs%rglggggcgfﬁ the difference between the provider's charge and what your plan pays (balance billing). Be aware,
' list of network providers your network provider might use an out-of-network provider for some services (such as lab work).
Providers. Check with your provider before you get services.
Do you need a referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you have
see a specialist? ' a referral before you see the specialist.
(DT - OMB control number: 1545-0047/Expiration DATE: 05/03/2026)(DOL - OMB control number: 1210-0147/Expiration DATE: XH512

05/03/2026)(HHS - OMB control number: 0938-1146/Expiration DATE: 05/03/2026)
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A All copayment and coinsurance costs shown in this chart are either before or after your deductible has been met, if a deductible applies.

AT What You Will Pay Limitations, Exceptions, & Other Important

Medical Event Services You May Need Network Provider Out-of-Network Provider Information
(You will pay the least) ou will pay the most
Primary care visit to treat an  $35 co-pay/visit; Deductible _
injury or illness does not apply ot G e
ffyouvisitahealth  Speciaitvis 850 co-payivst; Deductble i goyereg Referal and preauthorzation required fo
care provider's office or PPYy :
clinic You may have to pay for services that aren't
Preventive care/ No charge; Deductible does Not covered preventive. Ask your provider if the services
screening/immunization not apply needed are preventive. Then check what
your plan will pay for.
: . Lab Services $60 co-pay after
ﬁw (x-ray, blood deductible, Non Lab Services 'Not covered None
$60 co-pay after deductible.
If you have a test Limited to one payment per day when
Imaging (CT/PET scans, $450 co-payitest after Not covered performed at the same facility for the same
MRIs) deductible diagnosis. Referral and preauthorization
required for certain covered services.
$30 co-pay/ prescription Retail covers up to a 30-day supply;
(retail and emergency); $60  $30 co-pay/ prescription Emergency services covers up to a 14-day
If you need drugs to Tier 1 co-pay/ prescription (mail (emergency only); Deductible 'supply; Mail order covers up to a 90 day
treat your illness or order); Deductible does not  does not apply supply. Preauthorization required for certain
condition apply covered prescription drugs.
More information about $60 co-pay/ prescription Retail covers up to a 30-day supply;
prescription drug (retail and emergency); $120  $60 co-pay/ prescription Emergency services covers up to a 14-day
coverage is available ~ Tier 2 co-pay/ prescription (mail (emergency only); Deductible supply; Mail order covers up to a 90 day
at order); Deductible does not  does not apply supply. Preauthorization required for certain
https://fallonhealth.org/ apply covered prescription drugs.
roviders/pharmacy/onl ; :
i%e-drug- p Y $100 co-pay/ prescription 100 copay/ » Eetan covers up to a 30-day su;t)ply,14 ;
formulary. asox . (retail and emergency); $300 -pay/ prescription mergency services covers up fo a 14-day
Itz Tier 3 / - 4 (emergency only) after supply; Mail order covers up to a 90 day
co-pay/ prescription (mal deductible supply. Preauthorization required for certain

order) after deductible covered prescription drugs.
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Common What You Will Pay Limitations, Exceptions, & Other Important

Medical Event Services You May Need Netvyork Provider Out-of-Network Provider Information
(You will pay the least) (You will pay the most)
Facility fee (e.g., ambulatory  $750 co-pay/surgery after Not covered Referral and preauthorization required for
If you have outpatient ~ Surgery center) deductible certain covered services.
surgery . , Referral and preauthorization required for
Physician/surgeon fees Deductible Not covered certain covered services.
$200 co-pay/visit; Deductible ' $200 co-pay/visit; Deductible oo ,
Emergency room care does not apply does not apply Copayment waived if admitted.
If you need immediate  Emergency medical : : R
medical attention transportation Deductible Deductible None
$50 co-pay/visit; Deductible  $50 co-pay/visit; Deductible ~
Llaer cas does not apply does not apply e
Facility fee (e.g., hospital $750 co-pay/admission after Not covered Referral and preauthorization required for
If you have a hospital room) deductible certain covered services.
stay . . Referral and preauthorization required for
Physician/surgeon fees Deductible Not covered certain covered services.
If you need mental $35 co-paylvisit; : ot -
: , , ylvisit; Deductible Referral and preauthorization required for
Rglm: 3? 's‘f.“é's?{aa,lce Outpatient services does not apply Not covered certain covered services.
abuse services $750 co-pay/admission after Referral and preauthorization may be
. : -pay/admissi
TN SIS deductible Not covered required for certain covered services.
Cost sharing does not apply to preventive
o No charge; Deductible does services. Maternity care may include tests
Office visits not apply Not covered and services described elsewhere in the
SBC (i.e., ultrasound).
Childbirth/delivery See childbirth/delivery facility See childbirth/delivery facility I : . .
If you are pregnant professional services services. services. w23 Ry DEhER) el SEmes
Referral and preauthorization may be
Childbirth/delivery facility $750 co-pay/admission after Not covered required for certain covered services.

Inpatient amount is inclusive of
Childbirth/delivery professional services

services deductible
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important

Information

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children's eye exam
Children's glasses

Children's dental check-up

Deductible

$50 co-pay/visit in an office;
Deductible does not apply

$50 co-pay/visit in an office;
Deductible does not apply

$750 co-pay/admission after
deductible

20% coinsurance after
deductible

Deductible

No charge; Deductible does
not apply

No charge; Deductible does
not apply

No charge; Deductible does
not apply

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Referral and preauthorization required for
certain covered services.

Short-term physical and occupational
therapy limited to 60 visits combined per
year. Speech therapy limited to 30 visits per
year. Additional visits are covered when
medically necessary. Referral and
preauthorization required for certain covered
services.

Short-term physical and occupational
therapy limited to 60 visits combined per
year. Speech therapy limited to 30 visits per
year. Additional visits are covered when
medically necessary. Referral and
preauthorization required for certain covered
services.

Up to 100 days per year. Referral and
preauthorization required for certain covered
services.

Referral and preauthorization required for
certain covered services.

Referral and preauthorization required for
certain covered services.

Routine eye exams are limited to once per
calendar year.

One designated set, once per calendar year.

Dental check ups are limited to two per 12
month period.
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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.)
«  Acupuncture  Hearing Aids (over the age of 21) *  Private-Duty Nursing

«  Cosmetic Surgery « Long-Term Care * Routine Foot Care except when medically
necessary for members with systemic circulatory
disease (Such as diabetes)

« Dental Care (Adult) . {\rl]onl-JEénergency Care When Traveling Outside
eU.S.
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
*  Abortion Services «  Chiropractic Care * Routine Eye Care (Adult)
+  Bariatric Surgery + Infertility Treatment +  Weight Loss Programs

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. For more information, contact the insurer at
1-800-868-5200. You may also contact your state insurance department at Massachusetts Division of Insurance Consumer Service Section 1-877-563-4467. The
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the Department of Health and Human Services,
Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or 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 Fallon Health at 1-800-868-5200. Or you can contact your state insurance department at Massachusetts Division of Insurance at 1-877-563-4467,
or the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa. Contact Health Care for All, One Federal St.,
Boston, MA 02110, 1-617-350-7279, www.massconsumerassistance.org. Group members may also contact the Department of Labor's Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsa.

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? 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 1-800-868-5200.

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

A

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
care)

® The plan's overall deductible. $2,000
M Specialist copayment $50
B Hospital (facility) copayment $750
M 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 $2,000
Copayments $800
Coinsurance $0
What isn't covered
Limits or exclusions $0
The total Peg would pay is $2,800

B The plan's overall deductible. $2,000
M Specialist copayment $50
B Hospital (facility) copayment $750
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 $2,000
Copayments $1,700
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Joe would pay is $3,700

B The plan's overall deductible. $2,000
M Specialist copayment $50
B Hospital (facility) copayment $750
I 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 $1,700
Copayments $600
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Mia would pay is $2,300

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Notice of availability of language assistance services and auxiliary aids and services

You can get this document for free in other formats, such as large
print, braille, or audio. Call 1-800-868-5200 (TRS 711) Monday,
Tuesday, Thursday, Friday, 8 a.m.—6 p.m., Wednesday, 9 a.m.—
6 p.m. The call is free.

If you, or someone you’re helping, has questions about Fallon Health, you have the right to get help and
information in your language at no cost. To talk to an interpreter, call 1-800-868-5200.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Fallon Health, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-800-868-
5200.

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Fallon Health, vocé tem o direito de
obter ajuda e informagédo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-800-868-
5200.

MRE, BRIEEERBEMER, ﬁmﬂzﬁfmmamﬁ Fallon Health AEAIMEIRE, EEEFIRE LGN
FEEBRALR, A (EEE, FHIBESE [TLHEBEAZT 1-800-868-5200.

Si oumenm oswa yon moun w ap ede gen kesyon konsénan Fallon Health, se dwa w pou resevwa asistans ak
enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon entéprét, rele nan 1-800-
868-5200.

Néu quy vi, hay nguwoi ma quy Vi mm:m gidp d&, co cau hoi vé Fallon Health, quy vi sé cé quyén dwoc gilp va
c6 thém théng tin bang ngdén nglr ctia minh mién phi. D& néi chuyén véi mét théng dich vién, xin goi 1-800-
868-5200.

Ecnn y Bac unu nuua, KOTOpoMy Bbl MOMoraeTe, UMetoTcsa Bonpockl no nosogy Fallon Health, To Bbl meeTe
npaBo Ha 6ecnnaTHoe nosiydyeHme noMoLLm 1 nHopmauumn Ha BalleM s3bike. [1ns pasroBopa ¢ nepeBogunKkom
nossoHuTe no TenedgoHy 1-800-868-5200.

e sleall 5 sacbusadl e Jgeaall 8 @)l clali (Fallon Health oo sy diud saclus jadd ol 5f ebal (IS )
.1-800-868-5200 « duail aa yie pe Gaaill 43S 40 (550 (e izl 4 ) g puall
[UHSUITLA USINMYSAISUHASNRISSW gsainiH 8 Fallon Health 1U,

HAYSN1051010 0N SWwSKNT00YS 10imSRMMN HgH IS SHU O |
UITECGSUNWNMYWHMIMEU Y 1-800-868-5200

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Fallon Health, vous avez le
droit d'obtenir de I'aide et I'information dans votre langue a aucun co(t. Pour parler a un interpréte, appelez 1-
800-868-5200.

Se tu o qualcuno che stai aiutando avete domande su Fallon Health, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-800-868-5200.

grof 25t L= Aottt 51 Ues 0E ALZ 0l Fallon HealthOll 2toll A 2 &0l o_QE #ot= Jdefst =35
B E Hote HHZ HIE £ERI0 22 == U= At ASLICH DEH SHAL2E 0BD16HI] fIHM = 1
800-868-5200= & 3tot&) Al L.



Edv eocig | katroiog TTou BonBdrTe £xeTe epwTrOEIS YUpw aTro To Fallon Health, £xete 10 dikaiwpa va AdBeTe
BonBeia kal TTAnpo@opicg aTn YAwooa oag Xwpig Xxpéwon.lNa va pIAfoeTe o€ évav dieppnvéa, KaAéoTte 1-800-
868-5200.

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnos$nie Fallon Health, masz prawo do uzyskania
bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawiac¢ z ttumaczem, zadzwon pod numer 1-
800-868-5200.

3R 3TYeR!, IT 3T9eh AR HAGG fohU ST Tg fohdll <AfaFd I, Fallon Health & IR # HIs 9T &, dl
39l 3Tl ST & HFT & Ferdal AR ST 9o Sl & ARR g1 T & a1 il &
foT, 1-800-868-5200 WX Hicl |

%l AHa, WA AN B HEE 53| @ O], Aal Fallon Health Q2 S1& Yl 8lat, Al dAHal HgAML
AL el Hee wal Hlel Rnaclsll SR B. geual A cld $all HIZ, 1-800-868-5200
U sld $3.
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