Summary of Medical Benefits

Online Access, Inc.
Effective 12/1/22
HSA PPO Plan

This schedule Is provided as a convenlence only and Is not all-inclusive.

This Plan may have other requirements and provisions that may affect benefits that are not listed within this schedule. Itis
strongly recommended that you read the plan’s entire Summary Plan Description (SPD) to ensure a complete understanding of
the Plan provisions and coverages.

Note: If you recelve care from a non-network provider, even when referred, you may be billed for the difference between the
Plan’s approved amount and the provider's charge

Timely Claim Filing: to be eligible for reimbursement under the Plan, your provider must submit the claim within 80 days from the
date of service. Claims filed after that time may be denled.

Precortification Is required at least 2 weeks prior to all Inpatlent hospital admissions, most outpatlent procedures & high-
tech imaging. Certification Is required within 48 hours after an emergency admission/treatment.

Annual Deductible (applies to . .“$1,40
expenses below unless otherwise  §2.800 /
noted) ‘ R
Annual Coinsurance (applies to
expenses below unless otherwise -
noted- -

Ahndal Out-of-Pocket Maximum _
(includes covered expenses under the
Plan) "~
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Allergy Testing, Serum, and
Treatment .

Allergy Shots -
AmbUIangé"Séwice

Ambulatory Surgical Center

Anesthetics, Oxygen, Transfusions
Chemotherapy

Chiropractic Care

Limited-to 24 visits per calendar year
Diagnostic X-rays and Lab Services
(includes advanced radlological imaging)

Performed ln -and billed bya
physician's office

Performed in and billed by an outside
lab/facility

Pre-admiss:on Tesﬂng (performed prior
to a hospital conﬂnement)

Durable Medical Equipment

EmergencyIAcute Care
Hospltal ER Room

Acute Care Facility
Hemodialysis

Home Health Care
Hosplco Care
Precerhf‘catron required.

Hospital Services — Inpatient
Hospital Services - Outpatient
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In-Network

Infertrllty Treatment
(Includes services for the diagnosis of
infertalltyonly) T T PR T i . A A e A
Maternity Benefits — includes physician services for prenatal visits and routlne pre- and post-partum
care, childbirth and pregnancy-related condlt:ons

Plan pays so%

Inpatient hospltal services or birthing
center mcludlng labor and delivery

(requires precertlf ication)

Medical SUpplies (covered under
Durable Medical Equipment above)

Mental Health and SUbstance Abuse Treatment

Doctor s oﬁice vrsite or
Outpatientllntermediate Care

Inpatient Care (requires
pr'ecertiﬂcation)
Newborn Care Inpatlent

of ooverage_and lrmitatiens below
Precertification required.

Private Duty Nursing

Primary Care Physician - Office visit
for. Injury or sickness. (excludes

medical servroes and suppl:es)
Speclalist Physrcian - Office wsnt for

care, surgery and other medical
services and supplies)

Prosthetics
Radiation Therapy

Reconstructive Surgery
Precertification required.
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Routme Preventwe Care/Wellness Benefits

(Deductible does not apply In-Network)

Routme peﬂodic and screening
‘exams®

Women's Preventive Services
Wjel_l-babyﬂNe’II-chlld Care
Immumzatlons

Routme Patient Costs relating to
Approved Clinical Trials

Second Surgical Opinions -
voluntary

Second ProcedurelSurglcal Opinions -

(Deductible does not apply In-Network)

SRilled Nurslng Facillty

Limit of 90 days per calendar year
(combmed in- and out-of-network)

Precertiﬂcation required
Sterilization Procedures
Surgery

* Precertification required.
Hospital Inpatient

* Precertification required.
* Outpatient Facility
Precertification required.

Vincent's Heating & Plumbing
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In-Network

Therapy Serwces

Cardiac Rehabllltatlon Therapy
Oeeupetrenel Therapy
Phyeicel_ Therapy

Speech Therapy
Excludes habllitatlve therapy treatment to help keep. learn or improve skills and functlonlng (versus

Therapy llmlted to comblned maximum visits of 60 per plan year for:
Occupatlonal physical speech (comblned |n- and out—of-network)

Performed in and billed by Physician’s
office

Performed at outpatient faclllty or
tnpatient

R -.i-;-Speclalty,Medlcatlene R
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Online Access, Inc.

Coverage Period: 12/01/2022 - 11/30/2023
Coverage for: All Coverage Types | Plan Type: PPO HSA

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, please contact your employer's Human
Resources Department. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined tes see the Glossary. You can view the Glossary in

In-Network:

your Summary Ian Descn'ﬁon provided by your employer.

Generally, you must pay all of the costs from providers up to the deductible amount before this
What is the overall $1,400/Individual or $2,800/family | plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? Out-of-Network: their own individual deductible until the total amount of deductible expenses paid by all family
$2,800 individual l$5,600 famlly members meets the overall famlly deductible.

. . . This plan covers some items and services even if you haven't yet met the deductible amount. But

ior::r:ﬁ::?onr’;c;:u mok l:ri E’%——m g?:dpblmf.?g a copayment or coinsurance may apply. For example, this plan covers certain preventive services
oti dednctble? it dsdiitie without cost-sharing and before you meet your deductible. See a list of covered preventive

your cecuctiple: y your cequctive. services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other Y ll of the costs for th ices up to the specific deductibl before thi
deductibles for specific | No. ou mus.t pay allo costs for these services up to the specific deductible amount before this
services? plan begins to pay for these services.

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

For network providers $2,400
individual / $4,800 family; for out-
of-network providers $4,800
individual / $9,600 family

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.

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

premiums, balance-billing
charges, health care this plan
doesn't cover and out-of-network
services.

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

Will you pay less if you
| usea network provider?

i

Yes. See www.cofinity.net or call
1-800-831-1166 for a list of
network providers .~

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.

Do you need a referral to
| see a specialist?

! No.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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ﬂ All copayment and coinsurance costs shown in this charl are after your deductible has been met, if a deductible applies
| : 1 . WhatYouWillayeh R |

. Services You May Need

Network Provider

| Out-of-Network Prowder i

L|m|tat| ons;; Exceptlo S

it Medlcal Event RO T e . (Youiwill pay thelleast) '; . (You will:payithelmost) At nforma
Primary care visit to treat an 0 e .
e injury or ilness 20% coinsurance 40% coinsurance None
If you visit a health Specialist visit 20% coinsurance 40% coinsurance None
care provider’s ofﬁce You may have to pay for services that aren’t
or clinic Preventive care/screening/ preventive. Ask your provider if the services
immunization Na chiayge Naicrvexage you need are preventive. Then check what
i your plan will pay for.
: Diagnostic test (i, biod 20% coinsurance 40% coinsurance
If you have a test work) None
e 5 | Imaging (CT/PET scans, MRIs) | 20% coinsurance 40% coinsurance
i) $10 cogay/prescnphon
If you need drugsto | Generic drugs (Tier 1) retail, $20 copay/ No coverage
treat your iliness or prescription mail order .
E dgl%n $40 copaylprescription Coverg up to a 30-day supply (retali_
More information about | Preferred brand drugs (Tier 2) | retail, $80 copay/ No coverage subscqutt_lon), 31-90 day supply (mail order
prescription drug prescription mail order prescription).
coverage is available at | Non-preferred brand drugs
_.www.ehimrx.com o (Tier 3) No coverage No coverage
o | Spegialty drugs (Tier 4) No coverage No coverage
If you have outpatient :t?r(;ttlyyfsgn(tzrg)] amtuReiney 20% coinsurance 40% coinsurance Preauthorization is required.
sician/surgeon fees b coinsurance o coinsurance reauthorization is required.
| SR Physician/surgeon fe 20% coinsuranc 40% coinsurar Preauthorization is required
Emergency room care 20% coinsurance 20% coinsurance

If you need immediate

Emergency medical

20% coinsurance

40% coinsurance

For emergency room care, must be a medical
emergency, see your Summary Plan

medical attention | transportation i .

; e - Urgent care 20% coinsurance 40% coinsurance Description (SPD) for more details. . .
If you have a hospital | Facility fee (e.g., hospital room) | 20% coinsurance 40% coinsurance Preauthorization is required.

stay Physician/surgeon fees 20% coinsurance 40% coinsurance None

P
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' Medlcal Event

Ifyou need mental

At et v e s v

Outpanent services

Network Prowder

j’_(Youlwm pay the Ieast)_

What You Wil Pay' S 7
St oo mltatlons, Exce tlons &Other im ortant ‘
! Qut-of- Network Provider; ; p

__(Youwill paythemost) |

Informatlon

20% coinsurance 40% coinsurance
:gg :fgz‘g:t::ce For inpatient, precertification required.
Sl e Inpatient services 20% coinsurance 40% coinsurance
: Office visits No charge 40% coinsurance
Childbirth/delivery professional —— —_ e : .
If you are pregnant e 20% coinsurance 40% coinsurance :_é&nigm_zamms required for delivery
) g:rl‘llciif;r:hldelwery fackty 20% coinsurance 40% coinsurance
| Home health care 20% coinsurance 40% coinsurance Preauthorization is required.
| Rehabilitation services 20% coinsurance 40% coinsurance Check with plan for limitations that may apply
i gssed nt;? type of therapy. Limited to combined
If you need help —_— . visits/calendar year. Includes physical
recovering or have ik SEhonSeRnes No coverage No coverage therapy, speech therapy, and occupational
other special health therapy.
needs : : : s Preauthorization is required. Limited to 90
Skilled nursing care 20% coinsurance 40% coinsurance days per calendar year.
Durable medical equipment 20% coinsurance 40% coinsurance None
i : Hospice services No charge No charge Preauthorization is required.
if vour éhil e | Children’s eye exam No coverage No coverage Coverage not part of medical plan
d evnt;al Bep Children’s glasses No coverage No coverage Coverage not part of medical plan
; Y ) Children’s dental check-up No coverage No coverage Coverage not part of medical plan

Excluded Services & Other Covered Services:

purposes)
Bariatric Surgery
Cosmetic Surgery
Dental Care

e Acupuncture (if prescribed for rehabilitation e

| Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Hearing Aids

Long Term Care
Non-emergency care when fraveling outside the
us.

Weight Loss Programs
Routine Foot Care
Routine eye care
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About these Coverage Examples:

ey 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.

N ———:

| PegisHavingaBaby
I

nonths of in-network pre-natal care andia

. Managing Joe’s type 2 :Diébetéé t

| Nospital )
@ The plan’s overall deductible $1,400
Specialist copayment 20%
Hospital (facility) coinsurance 20%
Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services

. (ayear ofroutine in-netwo eoflawell
. contolledico
® The plan’s overall deductible $1,400
@ Specialist copayment 20%
@ Hospital (facility) coinsurance 20%
@ Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

® The plan’s overall deductible $1,400
@ Specialist copayment 20%
& Hospital (facility) coinsurance 20%
& Qther coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)

Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

TotalExampleCost | $12800  TotalExampleCost | $7400  Total ExampleCost | $1,900

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: -

5 Cost Sharing Cost Sharing i Cost Sharing

Deductibles | $1,400  Deductibles® | $1400  Deductibles” L $1400
Copayments $0 Copayments . $360  Copayments 3 $0
Coinsurance | $1,000 Coinsurance $310 Coinsurance $120

: What isn’t covered What isn’t covered Lk What isn’t covered
Limits or exclusions | $150 Limits or exclusions $80 Limits or exclusions f $0
The total Peg would pay is $2,550 ,  The total Joe would pay is $2,50 The total Mia would pay is 1 $1,520

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able fo
reduce your costs. For more information about the wellness program, please contact: [insert].
*Note: This plan has other deductibles for specific services included in this coverage example. See

"Are there other deductibles for specific services?" row above.

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