Summary of Benefits and Coverage: Whatthis Plan Covers & What You Pay for Covered Services Coverage Period:01/01/2018 - 12/31/2018

Coverage for: Individual + Family | Plan Type: HMO

t . UNIVERSITY OF CHICAGO HEALTH PLAN : Aetna SelectsM

The Summary of Benefits and Coverage (SBC) documentwill 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: Informationaboutthe cost ofthis plan (called the premium) will be provided separately. Thisis only
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.HealthReformPlanSBC.com,
www.uchp.uchicago.edu or by calling 1-855-824-3632. For general definiions of commonterms, such as allowed amount, balance hiling, coinsurance, copayment,

Important Questions
What is the overall

deductible, provider, or other underlined terms see the Glossary. You canview the Glossary at https:/Aww.healthcare.gov/sbc-glossary/or call 1-855-824-
3632to requesta copy.

Answers

UCHP Home Host UCHP

Why This Matters:
See the Common Medical Events chartbelow for your costsfor services this plan

deductible? Network: Individual $0 / Family $0. COVers.

Arethere services covered

before you meetyour No You will have to meet the deductible before the plan pays for any services.
deductible? '

Arethere otherdeductibles

for specific services? No. You don't have to meet deductibles for specific senvices.

What isthe out-of-pocket
limitforthisplan?

Home Host Network (UCHP): $1,500 Individual
/ $3,000 Family.

The out-of-pocketlimit is the most you could pay in a year for covered senvices. If you
have other family membersinthis plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limithas been met.

Whatis notincludedinthe
out-of-pocket limit?

Premiums, balance-billingcharges & health care
this plan doesn't cover.

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

Willyou pay lessif youusea
network provider?

Yes. See htip/www.aetha.com/dselcustomiuchp
for Pimary Care Providers (PCP) or call 1-855-
824-3632 for UCHP Network providers. Your
PCP will handle all referrals to a network
specialist

Thisplan uses a provider network limited to the University of Chicago Medical Center
providers covered under the UCHP health plan. Thereis no coverage outside of the
UCHP network.

Do you need a referral to see
a specialist?

Yes.

Thisplan will pay some or all of the costs to see a specialistfor covered senvices but
only ifyou have areferral before you see the specialist.
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“ All copaymentand coinsurance costs shownin this chart are after your deductible hasbeen met,if a deductible applies.

What You Will Pay

Common : Home HostNetwork Out-of-Network| | jmitations, Exceptions& Other Important
Medical Event Services You May Need Provider Provider Information
(You will pay the least) (You will pay

Primary care visit to treat aninjury or i None

ness $25 copayhisit Not covered
If you visita health Specialistvisit $45 copayhisit Not covered None
care provider's office You may have to pay for services that aren't
orclinic Preventive care/ screening/ billed as preventive. Ask your provider if the

immunization Mo Gl NoiEatar services needed are preventive. Thencheck

what your plan will pay for.

If you have a test Diagnostic test (x-ray, blood work) No charge Not covered None

Imaging (CT/PET scans, MRIs) No charge Not covered None
If you nee(_j drugsto Generic drugs Filled at DCAM: Membersfilling order at a retail pharmacy (i.e.
treat yourillness or $5 copay/30 day prescription CVS) willreceive two prescriptionfills at the
condition $10 copay/90 day prescription copaymentamount.
More information about Filled at Retail Pharmacy: Not covered For the third and subsequentfills, the member's
prescriptiondrug $10 copay/30 day prescription cost will be 50% of the medication cost.
coverageisavailable at
www.aetna.com/pharma Filled by CVS Caremark Mail
cy-insurance/individuals- Order:
families $20 copay/90 day prescription

Preferred brand drugs Filled at DCAM: Membersfilling order at a retail pharmacy (i.e.

$15 copay/30 day prescription CVS) willreceive two prescriptionfills at the
o copaymentamount.
$30 copay/90 day prescription
Not covered

Filled at Retail Pharmacy:
$30 copay/30 day prescription

Filled by CVS Caremark Mail
Order:
$60 copay/90 day prescription

For the third and subsequent fills, the member’s
cost will be 50% of the medication cost.
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“ All copaymentand coinsurance costs shown in this chart are after your deductible hasbeenmet,if a deductible applies.

Common

Medical Event

Services You May Need

Non-preferred brand drugs

What You Will Pay

Home HostNetwork
Provider
You will pay the least
Filled at DCAM:
$30 copay/30 day prescription
$60 copay/90 day prescription

Out—of-Network

Provider

You will pay the most

Limitations, Exceptions & Other
ImportantInformation

Membersfilling order at a retail pharmacy
(i.e. CVS) willreceive two prescriptionfills at
the copaymentamount.

. _ Not covered For the third and subsequent fills, the
Filled at Retail Pharmacy: member’'s costwill be 50% of the medication
$45 copay/30 day prescription cost.
Filled by CVS Caremark Mail
Order:
$90 copay/90 day prescription
Drugs used for treatment of infertility,
Specialtydrugs $75 copaylprescriptionfor 30 |Not covered impotence and smoking deterrents have
day order plan limitations (i.e. drugs used for the
treatment of infertility are covered at 75% of
_ cost).
Ifyou have outpatient | Facilityfee (e.g., ambulatory surgery No charge Not covered None
surgery center)
Physician/surgeon fees No charge Not covered None
. . Emergencyroom care $125 copayhisit $125 copayhisit No coverage for non-emergencyuse.
Ifyou need immediate Emergency Room copay waived if admitted.
medical attention - - N f 5 i i
Emergencymedical transportation No charge No charge 0 coverage lor non-emergencytransport.
Urgent care $45 copaylvisit $45 copayhisit No coverage for non-urgentuse.
In network providers include University of
Chicago Hospitals, Ingalls Quick Care
(Crestwood) or CVS Minute Clinics.
If you have a hospital | Facilityfee (e.g., hospital room) $350 copay/stay Not covered None
stay Physician/surgeon fees No charge Not covered None
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What You Will Pay

Common Home HostNetwor Out-of-Networ ek -
. : ) Limitations, Exceptions & Other Important
Medical Event Services You May Need Erowder _Prowder Information
(You will pay the least) | (You will pay the most)
If you need mental Ry Office & other outpatient Not covered None
health, behavioral p senvices: $25 copayhisit
health, or substance _ _ None
abuse services Inpatient services $350 copay/stay Not covered
Office visits No charge Not covered
Childbirth/delivery professional senvices | No charge Not covered e :
If you are pregnant yp g Specialistoffice visit copay of $45 applies for
Childbirth/delivery facility services $350 copay/stay Not covered initalvisit only.
Home health care No charge Not covered None
. - 60 visits/calendar year for Physical,
Rehabilitation services No charge Not covered Occupational & Speech T herapycombined.
e Habilitation senices No charge Not covered Limited to treatment of Autism.
recovering or have Skilednurs Noch N . e
other special health lled nursing care 0 charge otcovere . _ _
needs L|m|ted_to.1 durable medical equmm_entfor
Durable medical equipment No charge Not covered same/similar purpose. Excludes repairs for
misuse/abuse.
Hospice senices No charge Not covered None
. Children'seye exam $45Nisit for one Not covered Dependents under the age of 18 years are
Ifyour child needs visitllifetime: otherwise provided one visitlifetime to a pediatric
dental oreye care Not covered ophthalmologistto determine the initial need for
vision correction.
Children'sglasses Not covered Not covered Not covered.
Children'sdental check-up Not covered Not covered Not covered.

Excluded Services & Other Covered Services:

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

» Acupuncture
« Chiropractic care
« Cosmetic surgery

* Dental care (Adult & Child)
* Glasses (Adult & Child)

» Hearing aids
» Long-term care

« Non-emergencycare when traveling outside the U.S.
* Private-duty nursing

* Routine eye care (Adult & Child)

» Routine foot care

* Weight loss programs

- - Except for required preventive
services.
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Other Covered Services (Limitationsmay apply to these services. Thisisn'tacomplete list. Please see your plan document.)

« Bariatric surgery * Infertility treatment - Limited to the diagnosis &
treatment of underlying medical condition, artificial
insemination & owulation induction. Advanced
reproductive technology: 4 oocyte retrievals/lifetime
with 2 additional for live birth.

Your Rights to Continue Coverage:

There are agenciesthat can help if you want to continue your coverage after it ends. The contactinformation for those agenciesis:
For more information on your rights to continue coverage, contactthe plan at 1-888-982-3862.
If your group health coverage is subjectto ERISA, you may also contactthe Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) orwww.dol.goviebsa/healthreform.
For non-federal governmental group health plans, you may also contactthe Department of Health and Human Senvices, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cCii0.cmMs.goV.
If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should
contacttheir State insurance regulator regarding their possible rights to continuation coverage under State law.

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 agenciesthat can help if you have a complaintagainstyour plan for a denial of a claim. T hiscomplaintis 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 submita claim,
appeal, or a grievance for any reason to your plan. Formore information about your rights, this notice, or assistance, contact:
Aetna directly by calling the toll free numberonyour Medical ID Card, or by calling our general toll free number at 1-855-824-3632.
If your group health coverage is subjectto ERISA, you may also contactthe Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) orwww.dol.goviebsa/healthreform.
For non-federal governmental group health plans, you may also contactthe Department of Health and Human Senvices, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.CCii0.cmMs.goV.
Additionally, a consumerassistance program can help you file your appeal. Contact informationis at:
http://www.aetna.com/individ uals-families-health-insurance/rights-resources/complaints-grievances-appealsfindex.html.

Doesthis plan provide MinimumEssential Coverage? Yes.

If you don't have Minimum Essential Coverage fora month, you'll have to make a paymentwhen you file your tax return unless you qualify for an exemption from the
requirementthat you have health coverage for that month.

Doesthisplan MeetMinimum Value Standard? Yes.

If your plan doesn't meetthe Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.
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Aboutthese Coverage Examples:

e

ah

Py Thisisnota costestimator. Treatments shown are just examples of how this plan mightcover medical care. Your actual costs will be
different depending onthe actual care you receive, the pricesyour providers charge,and many other factors. Focusonthe costsharing
amounts (deductibles, copayments and coinsurance) and excluded services underthe plan. Use this informationto compare the portion of

costs you mightpay 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

Managing Joe'stype 2 Diabetes
(a year of routine in-network care of a

Mia's Simple Fracture

(in-network emergency room visit and follow up

hospital delivery) well-controlled condition) care)

m Theplan'soveralldeductible $0 m Theplan'soveralldeductible $0 m Theplan's overalldeductible $0
B Specialistcopayment $45 ® PCP copayment $25 B Specialist copayment $45
m Hospital (facility) copayment $350 B Hospital (facility) copayment $350 ® Hospital (facility) copayment ER $125
m QOther copayment $0 m OthercopaymentRX $10 m Othercopayment $0
ThisEXAMPLE eventincludes services like: ThisEXAMPLE eventincludes services like: ThisEXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care) Primary care physician office visits of 3 per Emergencyroom care (including medical supplies)
Childbirth/Delivery Professional Services year (including disease education) Diagnostic test (x-ray)

Childbirth/Delivery FacilityServices Diagnostic tests (blood work) Durable medical equipment (crutches)

Diagnostic tests (ultrasounds and blood work) Prescriptiondrugs (4 — 90 day genericfills) Rehabilitation services (physical therapy)
Specialistvisit (anesthesia) Durable medical equipment(glucose meter) Specialistvisits (2 visits)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
Inthisexample,Peg would pay: Inthisexample, Joe would pay: Inthisexample, Miawould pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0
Copayments $395 Copayments $115 Copayments $215
Coinsurance $0 Coinsurance $0 Coinsurance $0

Whatisn't covered Whatisn't covered Whatisn't covered

Limitsor exclusions $0 Limits or exclusions $0 Limitsor exclusions $0

The total Peg would pay is $395 The total Joe would pay is $115 The total Miawould payis $215
Note: If your plan has a wellness program and you choose to participate, you may be able to reduce your costs.
The plan would be responsible for the other costs of these EXAMPLE covered senvices. 071200-080020-351708 6 of 6
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Assistive Technology
Persons using assistive technologymay not be able to fully access the followinginformation. For assistance, please call 1-888-982-3862.

Smartphoneor Tablet

Toview documentsfrom your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination

Aetna complieswith applicable Federal civil rights laws and does not discriminate, exclude or treat people differently based on their race, color, national origin, sex, age,
or disability.

Aetna provides free aids/senvices to people with disabilitiesand to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services, call the numberon your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030, Fresno, CA 93779)

1-800-648-7817,TTY: 711, Fax: 859-425-3379 (CA HMO customers: 1-860-262-7705)

Email: CRCoordinator@aetna.com

You canalso file a civil rights complaintwith the U.S. Department of Health and Human Senvices, Office for Civil Rights ComplaintPortal, available at
https://ocrportal.nhs.goviocr/portal/lobby.jsf, orat: U.S. Departmentof Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetnais the brand name used for products and services provided by one or more ofthe Aetna group of subsidiary companies, including Aetna Life Insurance Company, Coventry Health
Care plans andtheir affiliates (Aetna).
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TTY: 711
Language Assistance:

For language assistance in your language call 1-800-370-4526 at no cost.

Albanian -
Amharic -

Arabic -

Armenian -
Bahasa Indonesia -
Bantu-Kirundi -
Bengali-Bangala -
Bisayan-Visayan -
Burmese -
(Catalan -
Chamorro -
Cherokee -
Chinese -
Choctaw -
Cushite -

Dutch -

French -

French Creole -
(German -

Greek -

Gujarati -

Pér asistencé né gjuhén shgipe telefononi falas né 1-800-370-4526.
AZIZ AT 0 ATICE (11-800-370-4526 N12 SL@-A:

1-800-370-4526 ol i) e Juat¥1 pla 5l o(A el Lol sac Lol

LEqh gnigupkpué wewljgnipjui (huykpkh) quigh 1-800-370-4526 mnwbg qm]:

Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-800-370-4526 tanpa dikenakan biaya.

Niba urondera uwugufasha mu Kirunds, twakure kun i nomero 1-800-370-4526 ku busa

AT SFT RO FF AR 1-800-370-4526-B( F Fa|

Alang sa pag-abag sa pinulongan sa (Binisayang Sinugboanon) tawag sa 1-800-370-4526 nga walay bayad.
egmSoydospecdod ([gSeromameom:)gé omomeom:sacyzapdaupg$ 1-800-370-4526 0 Gl &fol
Per rebre assisténcia en (catala), truqui al numero gratuit 1-800-370-4526.

Para ayuda gi fino' (Chamoru), agang 1-800-370-4526 sin gastu.
OO SOUhADA JhadSPY OLT (CWY) OBW61S 1-800-370-4526 O°OT L Al'ewd JEG.LPA hERO.

A SR ESmA , T 1-800-370-4526 , E|EME.

(Chahta) anumpa ya apela a chi | paya hinla 1-800-370-4526.

Gargaarsa afaan Oromiffa hitkuu argachuuf lakkokkofsa bilbilaa 1-800-370-4526 irratti bilisaan bilbilaa.

Bel voor tolk- en vertaaldiensten in het Nederlands gratis naar 1-800-370-4526.

Pour une assistance linguistique en francais appeler le 1-800-370-4526 sans frais.

Pou jwenn asistans nan lang Kreyol Ayisyen, rele nimewo 1-800-370-4526 gratis.

Benstigen Sie Hilfe oder Informationen in deutscher Sprache? Rufen Sie uns kostenlos unter der Nummer 1-800-370-4526 an.
Tt yhwooue] BorBeie ot Bl sahéote to 1-800-370-4526 ywpic yotwoy,

degUcllHi SN USIA HI2 516 UL WA IR 1-800-370-4526 UR 514 521,



Hawaiian - No ke kokua ma ka *Glelo Hawai‘i. e kahea aku 1 ka helu kelepona 1-800-370-4526. Kaki “ole ‘ia k&ia kdkua nei.

Hindi - gy & srar WEraar & #fU, 1-800-370-4526 WY HEd el S|

Hmong - Yog xav tau kev pab txhais lus Hmoob hu dawb tau rau 1-800-370-4526.

Ibo - Maka enyemaka asusu na Igbo kpoo 1-800-370-4526 na akwughi ugwo o bula

llocano - Para iti tulong ti pagsasao iti pagsasao tawagan ti 1-800-370-4526 nga awan ti bayadanyo.

ltalian - Per nicevere assistenza linguistica in staliano, puo cliamare gratmtamente 1-800-370-4526.

Japanese - HAZETENE CHFLE0HE. 1-800-370-4526 F TEEITABR( &0,

Karen - corefcenodomchodSedl 058 o 1-800-370-4526 axos358:of conoSonSgrns

Korean - SIZ0{Z Q10 XY Bt 4 oM T8 ESE S 2l 1-800-370-4526H 0 2 Fobsl FAA|Q.
Kru-Bassa - Be ' m’ke gbo-kpa-kpa dye pidyi dé Basoo-wudulin weke, da 1-800-370-4526

Kurdish - LRSS (52 g ) 338 A4 1.800-370-4526 o Juadi b i old Ol ) As a5 6l

Laotian - gamaunegnauaoaugos e lunauadwasnano, neguatuwa 1-800-370-4526 toudmoantn.
Marathi - rersTaT (FTET) TETIATETST 1-800-370-4526 HIATHIGIH UG LTI TR olehT.

Marshallese - Nan bk jipad ilo Kajin Majol, kallok 1-800-370-4526 ilo ejjelok wonan.

Pﬁ"&ﬂﬁggﬁgan”: Ohng palien sawas en soun kawewe ni omw lokaia Ponape koahl 1-800-370-4526 ni sohte isais.
Won-Khmer, AIBNUASWMAND MANZHl AJBGIRTNSSIIMSNG 1-800-370-4526 HiNHHARHG AT

Navajo - T'aa shi shizaad k'ehji bee shika a'doowol ninizingo Diné k'ehji koji' t'aa jitk'e hdlne' 1-800-370-4526
Nepali - (F¥TTelT) AT ATR[eTF ATST TEAAT TT3eAhT =TT 1-800-370-4526 AT HIdA IR |

Nilotic-Dinka - Tén kuoony & thok & Thuonjén col 1-800-370-4526 kecin aydc.

Norwegian - For sprakassistanse pa norsk, ring 1-800-370-4526 kostnadsfritt.

Panjabi - At g ITETE ATTEST BEL 1-800-370-4526 3 HES 98 4|

Pennsylvania Dutch - Fer Helfe in Destsch, mef: 1-800-370-4526 aa. Es Aaruf koschtet mix.

Persian - B 2 80 o) Al A e sl 1-800-370-4526 o e L ooyl Gl Ty sl 5 o)
Polish - Aby uzyskac pomoc w jezyku polskim, zadzwon bezplatmie pod numer 1-800-370-4526.



Portuguese -
Romanian -
Russian -

Samoan -

Serbo-Croatian -

Spanish -

Sudanic-Fulfude -

Swahili -
Synac -
Tagalog -
Telugu -
Thai -
Tongan -
Trukese -
Turkish -
Ukrainian -
Urdu -
Vielnamese -
Yiddish -

Yoruba -

Para obter assisténcia linguistica em portugues higue para o 1-800-370-4526 gratmtamente.
Pentru asistentd linpvistic in romaneste telefonat la numarul granwt 1-800-570-4526
TITOOEI IOAYUITE IOMOIIE PYCCKOA3EYEOIO MEPEBOAUNEA, IOIBOHNTE 10 becraaTHOMY HoMepy 1-800-370-4526.

Mo fesoasoani tau gagana | le Gagana Samoa vala'au le 1-800-370-4526 e aunoa ma se totogi.

Za jeziénu pomo¢ na hrvatskom jeziku pozovite besplatan broj 1-800-370-4526.
Para obtener asistencia lingtiistica en espaniol, llame sin cargo al 1-800-370-4526.

Fii yo on hebu balal & ko yowitii e haala Pular noddee & oo numero doo 1-800-370-4526. Njodi woo fawaaki on.

Ulshitaji usaidizi katika lugha ya Kiswahili piga simu kwa 1-800-370-4526 bila malipo.

Mo mrd N Paaie_ohird sle  woin ord Mn dord b, ma_1-800-370-4526 ama .
Para sa tulong sa wika na nasa Tagalog, tawagan ang 1-800-370-4526 nang walang bayad.

2908 B0H0BEE D0 DB S3800¢8 1-800-370-4526 50 ES 30003, (Seaih)

dwunnuhomdanadmaidu mw lng Tns 1:800-370-4526 v lsisien L idw

Kapau “oku fiema'n ha tokoni ‘1 he lea faka-Tonga telefoni 1-800-370-4526 "o “ika1 ha t5tdng1.

Ren amnmisin chiakd ren (Kapasen Chuuk) kopwe kékkéen 1-800-370-4526 nge esapw kamé ngonuk.

(Dal) cagrisa dil yardim sqin. Hicbar ticret 6demeden 1-800-370-4326.

[Tlob oTprmuaTi AOTIOMOIT MEPEKASAATA TEPAIHCEEOL MOBH, 3aTeAechOHYIITe 3a DeaxomrrosrEmM HomMepon 1-800-370-4526.
Ayacudibieat! sons de 1800370450 eSSy

Dé'dudc ha'trd ngon ngu bang (ngon ngu), hay goi mién phi'dén so1-800-370-4526.

JIRYDK |19 "D 1-800-370-4526 VDN WT'X 'K 70 IXIDY XD

Fun iranlowo nipa édé (Yoruba) pe 1-800-370-4526 la1 san owo kankan rara.
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