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

BMO Financial Group: Consumer Choice Plan - UHC

Coverage Period: 01/01/2021 — 12/31/2021
Coverage for: All Coverage Levels | Plan Type: HDHP

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
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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, visit www.bmousbenefits.com or call 1-888-
927-7700. 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 http://www.healthcare.gov/sbc-glossary/ or call 1-888-927-7700 to request a copy.

Important Questions

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?

Do you need a referral to
see a specialist?

For in-network providers
$1,750/Individual or $3,500/family;
for out-of-network providers
$3,500 individual/ $7,000 family

Yes. Preventive care is covered
before you meet your deductible.

No.

For in-network providers

$3,425 individual / $6,850 family;
for out-of-network providers
$6,850 individual / $13,700 family

Premiums, balance-billing
charges, health care this plan
doesn’t cover, prescription drugs
this plan doesn’t cover, and
precertification penalties.

Yes. See
http://bmo.welcometouhc.com/ho
me or call 1-800-896-0067 for a
list of network providers.

No.

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 policy, the overall family deductible
must be met before the plan begins to pay.

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, the overall family out-of-pocket limits must be 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.

You can see the specialist you choose without a referral.

(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)
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Common
Medical Event Services You May Need

Primary care visit to treat an
injury or illness

Specialist visit

If you visit a health
care provider’s office
or clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available

at www.express-
scripts.com/bmofinanci

algroup or by calling
member services at
1-877-795-2926.

If you have
outpatient surgery

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic

Formulary

Nonformulary

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Network Provider
(You will pay the least)

20% coinsurance

20% coinsurance

No charge, deductible does
not apply

20% coinsurance

20% coinsurance

$10 copay/prescription-retail
$20 copay/prescription-mail
(31-90)

25% coinsurance/ prescription
min $20, max $50-retail

25% coinsurance/ prescription
min $40, max $100-mail
(31-90 day)

35% coinsurance/ prescription
min $40, max $70-retail

35% coinsurance/ prescription
min $80, max $140-mail
(31-90 day)

Based on category (generic,
Formulary, Nonformulary)

20% coinsurance

20% coinsurance

(You will pay the most)

40% coinsurance

40% coinsurance

40% coinsurance, deductible

Virtual visits may be available, please refer to
your plan policy for more details.

None

You may have to pay for services that aren’t
Preventive. Ask your provider if the services

does not apply

40% coinsurance

40% coinsurance

Same as in-network, retail
pricing applies. Mail order not
covered.

Not covered.

40% coinsurance

40% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at www.bmousbenefits.com.

you need are preventive. Then check what
your plan will pay for.

Preauthorization may be required; call the
number on back of your ID card for details.

Retail prescriptions limited to a 30-day supply
or 90-day maintenance drug available at most
retail pharmacies at 3 times the monthly retail
copay/coinsurance amount. Mail order
available for 31-90 day supply. Subject to
deductible (some exclusions apply).

Infertility medications lifetime limit of $40,000.

The Dispense as Written (DAW1&2) program
requires you to use a generic equivalent drug
when available. If you choose to purchase a
brand drug when a generic equivalent is
available, you pay the generic copayment
plus the difference in cost between the brand
and the generic. Extra cost will not apply
toward deductible or out-of-pocket maximum.
Required to be filled through Express Script’s
specialty mail order pharmacy, Accredo
Health Group, Inc.

Preauthorization may be required; call the
number on back of your ID card for details.
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Common What You Will Pay Limitations, Exceptions, & Other Important

Medical Event Information

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

20% coinsurance and $100 40% coinsurance and $100

Copay waived if admitted. In-network benefits

If you need
immediate medical
attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

* For more information about limitations and exceptions, see the plan or policy document at www.bmousbenefits.com.

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

Childbirth/delivery facility
services

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

copay
20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

Not covered
Not covered

copay
40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

Not covered
Not covered

apply if considered an emergency.
Preauthorization required. Penalty of $400 for
failure to precertify admission.

None

Preauthorization required. Penalty of $400 for
failure to precertify.

Preauthorization may be required; call the number
on back of your ID card for details. Penalty of
$400 for failure to precertify inpatient services.
Virtual visits may be available.

Cost sharing does not apply for preventive
services. Depending on the type of services, a

coinsurance or deductible may apply.
Preauthorization required. Penalty of $400 for
failure to precertify extended lengths of stay for
mother or newborn over 48 hours for vaginal
delivery or 96 hours for cesarean section.

Up to 120 visits per calendar year.
Preauthorization required. Penalty of $400 for
failure to precertify.

Up to 60 combined visits for physical,
occupational, and speech therapies.
Preauthorization required. Penalty of $400 for
failure to precertify.

Up to 60 days per confinement per calendar year.
Preauthorization required. Penalty of $400 for
failure to precertify.

Preauthorization may be required. Penalty of
$400 for failure to precertify.

Preauthorization required. Penalty of $400 for
failure to precertify.

Visual Acuity Screening only, no charge if
preventive.

None

None
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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.)

e Cosmetic Surgery e Long Term Care ¢ Weight loss programs

e Dental Care (Adult) (certain exceptions apply) e Routine foot care (certain exceptions apply)

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

e Acupuncture (20 visits per calendar year) e Hearing Aids o Non-emergency care when

e Bariatric Surgery o Infertility treatment (fertility preservation when Medically Necessary) traveling outside the U.S.

e Chiropractic Care (20 visits per calendar year) e Most coverage provided outside the United States. See e Private-duty nursing
http://bmo.welcometouhc.com/home o Routine eye care (Adult)

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: Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health
and Human Services 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 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:
UnitedHealthcare Customer Service at 1-800-896-0067 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal. Visit https://www.cms.gov/CCIIO/Resources/Consumer-
Assistance-Grants/ for a list of state consumer assistance programs.

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 1-888-927-7700.]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-927-7700.]

[Chinese (H 30): AN SR 2R SCA DD, 1R ITIXN5151-888-927-7700.]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-927-7700.]

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.

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

* For more information about limitations and exceptions, see the plan or policy document at www.bmousbenefits.com.
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About these Coverage Examples:

u
.

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

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.

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

hospital delivery)

M The plan’s overall deductible $1750
W Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B 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 $1,750

Copayments $0

Coinsurance $1,675

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,485

controlled condition)

M The plan’s overall deductible $1750
B Specialist coinsurance 20%
® Hospital (facility) coinsurance 20%
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 $1,750

Copayments $100

Coinsurance $900

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,770

care)
M The plan’s overall deductible $1750
B Specialist copayment 20%
® 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 $1,750
Copayments $10
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,960
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HEALTH PLAN NOTICE OF NONDISCRIMINATION

BMO Financial Corp. (BMO) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. BMO does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

BMO:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact Dennis Salentine at 1-262-827-2855.

If you believe that BMO 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 file a grievance with: Dennis Salentine, Director of U.S. Benefits, 395 N Executive Drive, Brookfield, W1 53005, 1-262-827-2855, fax 866-932-6312,
dennis.salentine@bmo.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Dennis Salentine, Director of U.S.
Benefits, 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.

You have the right to get help and information in your language at no cost. To request an interpreter, call 1-262-827-2855.
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This letter is also available in other formats like large print. To request the document in another format, please call 1-262-827-2855.

Language \ Translated Taglines

(Tagalog - Filipino)

Espafiol ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linglistica. Llame al 1-26262-827-2855.

(Spanish)

Polski UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-262-827-2855.

(Polish)

L AR MREERERPX, BALAERSESIRMRGE. FBEL-262-827-2855.

(Chinese)

st=01 FO:St=2HE MESIAN= R, AN XI& MEIAE 222 0|E0HA &= AU SLICH-262-827-2855.

(Korean)

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa

1-262-827-2855.

(Vietnamese)

Lo Aasalar 1)) cw SEaad 3,80 dal Il dcladselualld gl 3 a8 3dlgaell o Ja 3123, 21-262-827-2855.
(Arabic)
Pycckuit BHUMAHMUE: Echu Bbl rOBOPUTE HA PYCCKOM A3bIKe, TO BaM AOCTYMHbI 6ecnnatHble ycnyru nepesoga. 3soHuTe 1-262-827-2855.
(Russian)
sl YUsil: Al dN oAl cledcll &, Al [A:Yes etnl Asta A dAHRL HE GUAsY 8. Slot $A 1-262-827-2855.
(Guijarati)
a‘j‘ a) JS - O Al (e Sife ladd (S 230 (S ) S G sieon Sile sl G 81l A 1-262-827-2855.
rdu
Tieng Viét CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-262-827-2855.

Italiano ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-262-
(Italian) 827-2855.

L &I & e T & S § T seh forw o & ATOT 9g1dT 9aTu 39esd g1 1-262-827-2855.

(Hindi)

Francais ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-262-827-2855.
(French)

ANVIKd [MPOZOXH: Av whdte eMAnvikd, ot didfeon cog Ppiokovior vanpesieg YAMGGIKNG VTOGTNPIENG, Ol OTOlEC TOPEXOVTUL OWPEDY.

(Greek) KaXéote 1-262-827-2855.

Deutsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-262-
(German) 827-2855.
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Language \ Translated Statements

(Tagalog — Filipino)

Espafiol BMO cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad,
(Spanish) discapacidad o sexo
Polski BMO postepuje zgodnie z obowigzujacymi federalnymi prawami obywatelskimi i nie dopuszcza sie dyskryminacji ze wzgledu na rase,
(Polish) kolor skéry, pochodzenie, wiek, niepetnosprawnosé badz pteé.
iiﬂ’i) BMO E<rE AR RAEEFEHRE, TRER. B, REMK. Fin, BE I MEREA,

inese
gt=0f BMOZ2(=) 2t A ZRAHE ==06tH S, LIFRM, S4 201 A8, B0 £= dE8 S 0|=E ANHEGHAI #=LILCH
(Korean)
Tagalog Sumusunod ang BMO sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi, kulay, bansang

pinagmulan, edad, kapansanan o kasarian.

S ALY 5 o) o ada sl Jaa¥) sl sl sl (5 el il e Saan Vs Ler J sanall 4301 508 diaddl (§ 8all (i) BMO a3k

(Vietnamese)

Lol

(Arabic) |
Pycc|(y|p'| BMO COGJ'II'O[],BET npunmeHnmoe d)e,u,epaanoe 3dKOHO4aTeNbCTBO B obnactm rpaxKgaHCKUX nNpas U HE AONYCKaeT AUCKPUMUHaUKUK No
(Russian) NpU3HaKam pacbl, LBeTa KOXMW, HaUMOHaNbHOW NPUHAAJIEXKHOCTM, BO3pacTa, MHBAMAHOCTU UM Noa.

S BMO o] Uscll dHcllll otolRs w(AslR stauel WA Yol & Al oq, 20, Al @, GHR, wAsclcll Aeall ([@dteil
(Gujarati) VUR Acellal AvelHl Alddl ool

Y S i b s e e s ¢ K edui S ) o U S Jaend (S cpil 8 S 35 5 ped Bl 5 3O JUBMO
(Urdu) LS G Olial ol
Tiéng Viét BMO tuan tha luat dan quyén hién hanh cua Lién bang va khdng phan biét doi xir dua trén chung toc, mau da, nguon goc quoc gia, do

tudi, khuyét tat, hoac giéi tinh.

Italiano BMO é conforme a tutte le leggi federali vigenti in materia di diritti civili e non pone in essere discriminazioni sulla base di razza,
(Italian) colore, origine nazionale, eta, disabilita o sesso.

& BMO T g1 T T AT SATEHRTT FIA T ITAT HLAT g A S, O, TR G, A0, Eaetizrar, a1 &6 & sreme 9w Jw9ma
(Hindi) Tel HedT gl

Francais BMO respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur
(French) de peau, l'origine nationale, I'age, le sexe ou un handicap.

AnvIKd H BMO coppop@®@vetat pe Toug 16X00VTEG OLOGTOVILUKOVS VOLOLE Y10, TO, ATOUIKG dikanmuota, kol dgv tpofaivel og dlakpicelg ue Pdon
(Greek) TN PULAN, TO YPOUM, TNV EOVIKN KOTAY®YN, TNV NAKia, TNV avamnpio 1 TO GUAO.

Deutsch BMO erfillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von Rasse, Hautfarbe,
(German) Herkunft, Alter, Behinderung oder Geschlecht ab.
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