HMO Premier Copay Plan $2,000/54,000

Includes personal care account

Summary of Benefits
Jan. 1-Dec. 31, 2022 Plan pays for services
Plan year at HMO Premier - Open

Access providers
Individual $2,000
Family $4,000
Coinsurance (amount paid by the plan after deductible)

70%
Maximum out-of-pocket (MOOP) limits (amount paid by member, including deductible,

copays and coinsurance per plan year for medical and pharmacy expenses combined)
Individual $7,900
Family $15,800
Lifetime maximum benefit

Preventive services (Routine expenses are those not incurred as a result

Unlimited

of a diagnosis of a specific bodily injury or sickness.)

Routine child care (to age 18) 100%
Routine adult physical exam (18 years and above) 100%
Routine immunizations 100%
Routine Pap smear/mammogram 100%
Routine lab test/X-rays associated with routine physical exam 100%
Routine endoscopic services (including colonoscopy) 100%
Oral contraceptives and contraceptive supplies and devices! 100%
Breastfeeding supplies and devices? 100%
Lung cancer screening 100%
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Jan. 1-Dec. 31, 2022 Plan pays for services
Plan year at HMO Premier - Open

Access providers

Physician services
Office visits (including tests, lab/X-rays; excluding advanced imaging)

* Primary care physician 100% after $35 copay
* Specialist 100% after $60 copay
Allergy injections 100% after $5 copay per injection
Allergy testing and serum 70% after deductible
Emergency room physician services (in-network benefits paid if medical emergency) 70% after deductible
Inpatient 70% after deductible
Surgery performed in the physician’s office 70% after deductible
Advanced imaging (PET, MRI, MRA, CAT, SPECT)? 100% after $300 copay
Hospital services

Inpatient care? 70% after deductible
Outpatient surgery - facility 70% after deductible
Ambulatory surgical center - outpatient surgery 70% after deductible
Outpatient endoscopic services 70% after deductible
Outpatient nonsurgical (including tests, lab/X-rays) 70% after deductible
Outpatient advanced imaging (PET, MRI, MRA, CAT, SPECT)? 100% after $300 copay
Hospital emergency services (in-network benefits paid if medical emergency) 100% after $350 deductible
Urgent care center 100% after $75 copay
Inpatient services? 70% after deductible
Inpatient professional services? 70% after deductible
Outpatient therapy session 100% after $35 copay
Outpatient services at a residential treatment facility 100% after $35 copay
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Jan. 1-Dec. 31, 2022
Plan year

Additional medical services

Plan pays for services
at HMO Premier — Open
Access providers

Physical (PT), speech (ST), occupational (OT), hearing, cognitive therapy
(60 total visits per plan year for all modalities combined)3*
Chiropractic (30 visits per plan year)*

Home health care (100 visits per plan year)**

Durable medical equipment?

Skilled nursing facility (60 days per plan year)**

Ambulance (in-network benefits paid if medical emergency)
Transplant services®®

Fertility counseling and treatment (up to $10,000 lifetime limit)
Morbid obesity treatment (including limited covered surgical
procedures) (up to $10,000 lifetime limit)*

Hearing aids (covered up to $1,400 per ear every 3 plan years)

Acupuncture (up to 12 visits per plan year)*

Nutrition/dietitian counseling for:
* Diabetes and obesity

« Eating disorders, cancer, celiac disease, rheumatoid arthritis and inflammatory
bowel disease

100% after $60 copay
100% after $60 copay
70% after deductible
70% after deductible
70% after deductible
70% after deductible
70% after deductible
70% after deductible

70% after deductible
70% after deductible
70% after deductible

100%

100% after office visit copay

H u m G n Cl ® Administered by Humana Insurance Company

GCHLD8HEN 0921

Page 3



Jan. 1-Dec. 31, 2022 Plan pays for services
Plan year at HMO Premier - Open

Access providers

Hospice services?
Inpatient/outpatient 70% after deductible

Prescription drugs (amount paid by member)

No cost when filled at a
Humana-owned pharmacy
Preventive Rx medicines® (when filled at any other
in-network pharmacy,
subject to Rx4 cost share)

Tobacco-cessation medicines

(including over the counter medicines when prescribed by a physician) No cost

Other medicines (Rx4)’

. Level 1 $10 copay

* Level 2 $40 copay

* Level 3 $70 copay

* Level 4 25% coinsurance
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Payments

Plan benefits are paid based on maximum allowable fees, as defined in your Summary Plan Description. In-network
providers agree to accept maximum allowable fees, as listed in negotiated payment schedules, as payment in full.

For services rendered by out-of-network providers, the member is responsible for charges exceeding a maximum allowable
fee selected by your employer. For services from other out-of-network providers as well as emergency, ambulance and/or
urgent services received while out of the service area that are covered at in-network provider benefit levels, the member
may be responsible for charges that exceed maximum allowable fees.

Humana’s medical plans are self-insured, which means that certain state-mandated benefits may not be covered. To be
covered, services must be medically necessary and specified as covered. Certain services require prior authorization.

Please see your Summary Plan Description for more information on medical necessity and other specific plan
benefit limitations.

1Brand-name contraceptives are covered at 100% before deductible only when no generic alternative is available in that class or category.

“Breastfeeding supplies and devices must be purchased or rented from an in-network DME provider or qualified healthcare practitioner to be covered at
100% before deductible. Humana does not cover breast pumps or supplies purchased at a retail store.

*Humana sometimes requires preauthorization for some services and procedures your physician or other provider may recommend for you. Humana does
this solely to determine whether the service or procedure qualifies payment under your benefit plan. You and your healthcare provider decide whether
you should have such services or procedures. Humana’s preauthorization determination relates solely to payment by Humana. To find a list of services
and supplies that require preauthorization for coverage, please visit our website at Humana.com/members/tools or call Customer Care. Failure to obtain
necessary preauthorization when required may result in a reduction of otherwise payable benefits. Your healthcare practitioner should call Customer Care
to obtain preauthorization.

“Services received before or after the deductible is met will apply to the member’s day/visit limit as specified by the given benefit.
>The National Transplant Network includes in-network providers for transplant services. All other providers will be considered out-of-network providers.

®Preventive Rx includes generic and preferred brand-name medicines (without a generic equivalent) for diabetes and diabetic supplies, heart (blood pressure
and cholesterol) and blood agents/thinners.

’If the cost of the drug is less than the required copay, the member will be responsible for the full cost of the prescription.
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Important!
At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are
ways to get help.

+ You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.

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

« California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Espafiol (Spanish): Llame al nimero arriba indicado para recibir servicios gratuitos de asistencia linguistica.
R (Chinese): BT LEMNEERIEA RS RELZ SRR
Tiéng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc cac dich vu ho trg ngdn nglt mién phi.
¢h30] (Korean): = 10 X MH|AS 2O2{H |9 Ho = MISHIAIL .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pycckuii (Russian): [03BoOHMTE N0 HOMEPY, YKa3aHHOMY BblLUe, YTO6bI MOAYYMTL 6ecnaaTHble
ycnyru nepesoga.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis ed pou lang ki gratis.
Francais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzystac z bezptatnej pomocy jezykowej, prosze zadzwoni¢ pod wyzej podany numer.
Portugués (Portuguese): Ligue para o numero acima indicado para receber servicos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
BAGE (Japanese): EHOEEZEY —LXATELDGEIE. LEOBSETHEFEEEL,
s 3\8 (Farsi)
A0Sy el 398 oylen b o Baly Oygay Sl OMLgud c8liys gl

Diné Bizaad (Navajo): Wdédahi béésh bee hani’i bee wolta’igii bich’{" hédiilnih éi bee t'aa jiik’eh saad
bee aka’anida’dawo’déé nika’adoowot.
4w sl (Arabic)

laly dacluall Ll Olaas e Joaxl oMl ol @83l Jlasdl 2oyl
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