Summary of Benefits and Coverage: Wha this Flan Covers & What You Pay for Covered Services
PAINTING INDUSTRY INSURAMNCE FUND: ACTIVES AND RETIREES

Coverage Period: 01/01/2022-12/31/2022
Coverage for: Single or Family | Plan Type: PPO

1

Fund Office at (440) 260-0615. For general definitions of common terms, such as allowed amount, balanee billing, coinsurance, copayment, deductible, provider,
or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare govisbe-glossary/ or cali 1-440-280-0815 to request a copy.

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 mare information about your coverage, of to get a copy of the complete terms of coverage, contact the

Important Questions

Answers

ar In-Network Services:

Why This Matters:

Generally, you must pay all of the costs from providers up fo the deductible amount before this |

What is the overall 280/ Individual or $560/family plan begins to pay. If you have other family members on the plan, each family member must
deductible? or Qut-of-Network Services meet their own individual deductible until the total amount of deduciible expenses paid by all
1,0000ndividual or $2,000famity | family members meets the overall family deductible.
A tiwiii sdiatoin This plan covers some items and services even if you haven't yet met the deductible amount,
covered before you meet | Yes But a copayment or coinsurance may apply. For example, this plan covers certain preventive
your deductible? . senvices without cost-sharing and before you meet your deduciible. See a list of coverad
deductible preventive services at hitps./iwww.healthcare gowicover venti re-benefits/,
Are there other
deductibles for specific No. You don't have io meet deductibles for specific services.
services?
Feor network providers $1,400 — ; ;
What is the out-of-pocket | individual / §2 800 Esﬂg. fok o, The out-af- limit s the most you could pay in a year for covered services, If you have
limit for this plan? S nelwork _,__m ders 35 _w_a = | other family members in this plan, they have to meet their own out-of-pocket limits unil the

individual / $10,000 family

overall family oul-of-

What is net included in
the out-of-pocket limit?

Copayments for cerlain services,
prescription drugs, balance-bill
charges, and health care this plan
doesn'l cover.

Will you pay less if you

Yes. Call 1-833-227-93002 for a list

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 cut-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

see a specialist?

use a network provider? twork providers. = . " s
_ of pe Risie S 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
yo - Mo, You can see the specialist you choose without a referral.
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45 Al copayment and coinsurance costs shown in this chari are after your deductible has been mel, If 2 deductible applies

What You Will Pay

Limitations, Exc

Out-of-Network Provider Important Infermation

(fau will pay the mast)

Network Erovider
(You will pay the least)

Common Medical Event Seryvices You May Need

ﬂﬁﬁmﬁ ”.._._m_hm__“mz oiresian | g0 copayment fisit 40% coinsurance None
If ______"___.._ visit a health care |~ ., -Em_" . mm._._”_ copaymenl fisit 40% ooinsurance Mone
provider's office or " No charge for the first -
o .n_.m_.ﬁ_._.,_,_.m. Carg/sereaningl 5300, then 20% 40% coinsurance None
immunization | soinsursince |
M”_ iﬂnm"_n test (x-ray, blood | sne coinsurance 20% coinsurance None
If you have a test i T Ty
"____“M_mm_"__._ g (CTIPET scans, 20% coinsurance 40% coinsurance Wone
510 copayment retall; The deductible does nol apply. The Plan
Generic dngs $20 copayment mall order covers over the counter Prilosec, Clasilin,
Preferred brand drugs (per $30 copayment retall; mmw__ n_m:"______.___%ﬁ al _M m_umwm_.nm{.h_._m Em:{ |
formulary) $60 copayment mail order utilizes a atory Genernc Program. You
) %60 ' retal are respansible for the cosl difference of the
If you need drugs to HOM-praeITec rand Sigs . SOpENImeTh Feal generic versus the brand drug in addition to
treat your illness or (per formulary} $120 copayment mail order | the applicable co-pay if you choose a brand
condition drug over the generic equivalen!.
Mare information about
prescription drug Certain Specially drugs require participation
coverage is avaiable al In addition io the co-pays lisled above, injectable in the Plan's Specially Healthcare Advocacy
1-440-250-06815. Specialty drugs (brand and | drugs are covered wilh a 20% co-pay and mustbe | Program, which requires completion of an
generic) preauthorized. There is an annual cut-of-pocket application process and meeting medical
maximum on injectable prescription dregs of 35,000, | necessity and step-therapy criteria required |
lo receive coverage. If you do not parficipale
in this program, there will be no coverage
for Specialty drugs lor which this applies.
; Facility fee (2.g., ambulatory " R
H.h____a_“ have outpatient  surgery center) 20% coinsurance | 40% coinsurance None
ki Physician/surgeon fees 20% coinsurance | 40% coinsurance None ]
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What™You'Will Fay
Network Provider  Out-of-Network Provider
(You will pay the least) (You will pay the most)
$100 copayment; 20%

Lirmitations, Exceptions; & Uther
Important Information

Common Medical Event

Services You May Need

$100 copayment; 20%

coinsurance for other
_ Emergency room care coinsurance for other services, plus charges in | $100 copayment is waived if admitted
| If you need immediate SEMvices excess of allowed
medical attention . |_amount. _
! — _
m 20% coinsurance 40% coinsurance
| $35 copayment 40% coinsurance None
Facility fee (e.q., hospital : : N A
If you have a hospital En:._uu__ (8.9 hosp 20% coinsurance 40% coinsurance aﬂmﬂcmmﬁ b bl s
stay )
Physician/surgeon fees 20% coinsurance 40% coinsurance | Lirnited to 1 visitiday.
Hmu_uun___._”..ﬂﬂmﬂwn:qﬂ_ Cutpabent services 20% coinsurance 40% coinsurance None
health, or substance . , , : o
ST Inpatient services | 20% coinsurance 40% coinsurance None
Office visits | 20% coinsurance 40% coinsurance Matemity benefits are for you and your legal
Childbirth/defivery " ; spouse only; no other Dependents are
i you are pregnant professional senvices Ak comsyrance A% g eligible for matemity benefits. Matemity care
Childbirth/delivery facility i ) may include tests and services described
services 20r% coinsurance 40% goinsurance | elsewhere in the SBC (ie. ulirasound.)
Home health care 20% coinsurance 40% coinsurance | None
_ T . ] i 24 visits per year combined for Physical
“qmn_..ﬁ” mﬁwn_ ...___._M_._u | Behabiltation services 20% coinsurance 40% coinsurance Therapy and Occupational Therapy.
ath E.uunmi h Hh: | Habilitalion services 20% coinsurance 40% coinsurance 24 vigits per year for Speech Therapy.
S | Skilled nursing care 20% coinsurance 40% coinsurance 100 days per year. |
| Durable medi coinsurance 40% coinsurance None
Hospice senicas 20% coinsurance 40% coinsurance | Mone
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WHETYS Wil B3y == . -
TR 2 T Limitations, E ns, & Wther

GCommaon Medical Event 5 ces You May Need : . ..w_.q_ﬂ_._mnm—. ; Sty ot Bcaions &
._..u.._u_u il ﬂ_n.._.u__ ._;._._u ._m L._““_ T {1

Permitted once per calendar year. $75

Chidren's eye exam Na charge for children age 18 and under maximum for those age 19 and over
. Charges over the following amounts for every 2 year .
penod: _
$275 for Single Vision RX Lenses and Frames; One LASIK eye surgery covered per lifetime
Children's glasses 3325 for Bi-Focal RX Lenses and Frames; for adulls age 19 and over with maximum
If your child needs $345 for Tri-Focal RX Lenses and Frames; benefil of $750
dental or eye care $365 for Lenticular Lenses and Frames,

| 5240 for Contacl Lenses . _
Maximum benefit of $1,000 per insured (no

Balance due after Flan annual maxamum for children age 15 and

Children's dental check-up Mo charge. pays 80% of ficed under); Limited o two
schedule examinations and cleanings per parficipant
per calendar year.

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

+ Acupunciure o [nferdility Treatment » HRoufine Fool Cara
« Bariatric Surgery = [ong-term Care o Weight Loss Programs

= Cosmetic Surgery -
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

s Chiropractic care (12 visits per year) s Hearing Aids (32 000/year, every 3 years) » Private-duty nursing
= [ental cane {Adult) » Non-emergency care when traveling outside  « Rouling eye care (Adull)
.S

Your Rights to Continue Coverage: These are agencies that can help If you want 1o conlinue your coverage afler il ends. The confact informaton for lhose
agencies is: Department of Labor's Employee Benefits Security Administration at 1-566-444-EB5A (3272) or www.dol gov/ebsafhealthrelorm. Other coverage oplions
may be availabée to you, {00, including buying individual insurance coverage through the Heallh Insurance Markelplace. For more information aboul the Markeiplace,
visit www.HealthCare.gov or call 1-800-318- 2536,

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a daim. This complaint is called a grievance or
appeal. For more information about your nights, look at the expianation of banafits you will receive jor that medical claim. Your plan documents also provide complete infermation on
how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your nights, this notice, or assistance, contact: 1-440-280-0615 or the
Department of Laber's Employee Benefits Securily Administration at 1-866-444-EBSA (3272) or www dol goviebsahealthrelorm
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Does this plan provide Minimum Essential Coverage? Yes
Minimam Essential Coverage generally includes plans, health insurance availabla through the Marketplace or other individual market poficies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum . , you may not be elfigible 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, Hame al 1-440-280-0615.

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-440-260-0815

[Chinese (FP30): MMM BE DL ATERD, W IT A S 1T 1-440-260-0615.

[Navajo (Dine): Dinek'ehgo shika af'ohwol ninisingo, kwiijigo holne' 1-440-260-0615.

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:

Pe m 5 Im..::a d m_,m_”_:

® The plan's overall deductible $280
B Specialist copayment 520
B Hospital (facility) coinsurance 20%
| Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal carg)
Childbirth/Delivery Professional Services
ﬁ:_En___.__._H_.m___._mE Facility Servicas

_______n.._mm__._m Jog' m.:__um m Biabetes

ot ralitn e =g

LTl._ 't _u.u

B The plan's cverall deductible 280
B Specialist copayment $20
B Hospital {facility) coinsurance 20%
B QOther coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits {ncluding
disease educalion)

Deagnastic tests (bioad wark)

nostic tests (uifrascunds and blood work) Prescription drigs
Specialist visit (anesthesia) Durable medical equipment (glucose meler)
Total Example Cost m..m. 700 wam..mwm_:_u_m Cost | §5,600
In this example, Peg would pay: —, In this example, Joe would pay:
~ Cost Shanng B Cost Shanng .
Deductibles $280 Deductibles $280
ﬁuﬁm_._._m:_ : 30 Copaymenits 3500
Q_Eazm $1,100 Coinsurance $100
o What isn't covered What isn 't covered
Limits or exclusions $60 Limits or exclusions $20
The total Peg would pay is $1440  The total Joe would pay is | $900

This is not a cost estimator. Treatments shown are just examples of how ihis 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 olher faclors. Focus on Ihe cost-shanng amounis
{deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of cosls you might
pay under different health plans. Please note thesa coverage examples are based on self-only nn_.._mqmmm

Mia's Simple Fracture

B The plan's overall deductible 200
| Specialist copayment $20
B Hospital (facility) coinsurance 20%
@ QOther coinsurance Yo

This EXAMPLE event includes services like:
Emergency room care (incding medcal
supplies)

Diagnostic fest (x-ray)

Durable medical equipment (crulches)
Rehabilitation services (physical therapy)

Total Example Cost | $2.800
In this example, Mia would pay:
Cosf Sharing

Deduclibles - $280

menls 200
Coinsurance fn_:

What isnl covered

Limils or exchisions i
The total Mia would pay is B30

The: plan would be responsible for the other cosls of these EXAMPLE covered senices
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