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

friday»'* Friday Bronze Plus ZCS X

health plans

Coverage Period: 01/01/2023-12/31/2023
Coverage for: Individual, Individual + Spouse, Family | Plan Type: EPO

of Nevada, inc.

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, visit
www.fridayhealthplans.com/member-hub/resources/nv/ or call 1-844-535-2000. 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 https://www.healthcare.gov/sbc-glossary or

call 1-844-535-2000 to request a copy.

Important Questions m Why This Matters:

What is the overall

deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.
ADTOSIMED CXTE: This plan covers some items and services even if you haven't yet met the deductible amount.
SO L e But a copayment or coinsurance may apply

deductible? :

Are there other

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

services?

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

Not Applicable.

This plan does not have an out-of-pocket limit on your expenses.

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

Not Applicable.

This plan does not have an out-of-pocket limit on your expenses.

Will you pay less if you
use a network provider?

Yes. Click here to see network
providers or call 1-844-535-2000
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.

You can see a network specialist for covered services without a referral.
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45 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other Important

Common Medical : Network Provider Out-of-Network
Services You May Need :
Event y (You will pay the least) Provider Information
ou will pay the most
Pnr_ngry care Ul Dz No Charge Not Covered Out-of-network not covered.
an injury or iliness
If you visit a health Specialist visit No Charge Not Covered None.
care provider’s office Preventive You may have to pay for services that are not
or clinic carelscreening/ No Charae Not Covered preventive. Ask your provider if the services needed
Care/sereening g are preventive. Then check what your plan will pay
immunization for
You may have to pay for services that aren’t
Diagnostic test (x-ray, No Charge Not Covered preventive. Ask your provider if the services qeeded
blood work) are preventive. Then check what your plan will pay for.
Out-of-network provider not covered.
If you have a test : ,
You may have to pay for services that aren’t
Imaging (CT/PET scans, No Charge Not Covered preventive. Ask your provider if the services qeeded
MRIs) are preventive. Then check what your plan will pay for.
Out-of-network provider not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.fridayhealthplans.com/member-hub/resources/nv/
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What You Will Pay

Common Medical Services You May Need Network Provider Out-of-Network Limitations, Exceptions, & Other Important
Event (You will pay the least) Provider Information
(You will pay the most)
Generic drugs (Tier 1) No Charge Not Covered Applies to formulary preferred generic only.
If you need drugs to
treat your iliness or
condition
More information
about prescription
drug coverage is Preferred brand drugs Charge Not Covered Applies to formulary preferred brand only.
avallaple at Click (rer?) Applies to formulary non-preferred brand, non
i ulary non- , non-
Hore g&gﬁﬁggd&bﬁnd No Charge Not Covered preferred generic and non-preferred specialty.
Applies to formulary specialty only. Some specialty
Spedialty drugs (Tier5) | No Charge Not Covered medications are available in other tiers. Not all
s specialty drugs are covered, and pre-authorization may
be required. See your policy documents for details.
Facilty fee (e.g Preauthor.izatlion may be required. If you do not get
ambulatory sﬁrg.;’ery No Charge Not Covered Qreauthonzatlpn, it may result in den!al of coverage.
center) *See your policy documents for details. Out-of-network
If you have outpatient provider not covered.
surgery Preauthorization may be required. If you do not get
. preauthorization, it may result in denial of coverage.
FINERESIEETTIEES | NBCTEEE e GaETEL *See your policy documents for details. Out-of-network
provider not covered.
Emerqency room care No Charge No Charge You pay th<_e same as In-network if it is an emergency
as defined in your plan.
If you need immediate You pay the same as In-network if it is an
medical attention Emergency medical emergency as defined in your plan. Balance billing
transportation N G Mo GrEnge is not allowed for out-of-network care.

* For more information about limitations and exceptions, see the plan or policy document at www.fridayhealthplans.com/member-hub/resources/nv/
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Common Medical
Event

Services You May Need

What You Will Pay

Out-of-Network
Provider

Limitations, Exceptions, & Other Important
Information

Urgent care

Network Provider
(You will pay the least)

No Charge

ou will pay the most
No Charge

None.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No Charge

Not Covered

Preauthorization is required. If you don't get
preauthorization, it may result in denial of coverage,
unless for emergency.

Physician/surgeon fees

No Charge

Not Covered

Preauthorization is required. If you don't get
preauthorization, it may result in denial of coverage,
unless for emergency.

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

Outpatient services

No Charge

Not Covered

All inpatient for Severe Mental lliness or Substance
Abuse require preauthorization.

Inpatient services

No Charge

Not Covered

All inpatient for Severe Mental lliness or Substance
Abuse require preauthorization.

If you are pregnant

Office visits

No Charge

Not Covered

Cost sharing does not apply for preventive services.
Depending on the type of services, a coinsurance may
apply. Maternity care may include tests and services
described elsewhere in the SBC (i.e., ultrasound).

Childbirth/delivery
professional services

No Charge

Not Covered

Cost sharing does not apply for preventive services.
Depending on the type of services, a coinsurance may
apply. Maternity care may include tests and services
described elsewhere in the SBC (i.e., ultrasound).

Childbirth/delivery facility
services

No Charge

Not Covered

Cost sharing does not apply for preventive services.
Depending on the type of services, a coinsurance may
apply. Maternity care may include tests and services
described elsewhere in the SBC (i.e., ultrasound).

If you need help
recovering or have
other special health
needs

Home health care

No Charge

Not Covered

Unlimited benefit except for One (1) medical social
service consultation per course of treatment; One (1)
nutrition consultation by a certified registered dietitian;
and health aide services are furnished only when
receiving nursing services or therapy.

Rehabilitation services

No Charge

Not Covered

120 combined days/visits per Plan Year. Includes
inpatient/outpatient and physical therapy, speech
therapy, and occupational therapy.

Habilitation services

No Charge

Not Covered

120 days/visits per Plan Year. Includes physical
therapy, speech therapy, and occupational therapy.

Skilled nursing care

No Charge

Not Covered

100 days/year. Preauthorization is required.

* For more information about limitations and exceptions, see the plan or policy document at www.fridayhealthplans.com/member-hub/resources/nv/
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What You Will Pay

Limitations, Exceptions, & Other Important
Information

Common Medical . Network Provider Out-of-Network
Services You May Need
Event : S (You will pay the least) Provider
ou will pay the most

Durable medical Purchases are limited to a single purchase of a type of
, No Charge Not Covered DME, including repair and replacement, every three (3)
equipment years.
5 days per episode. Limits apply to respite services
(combined maximum benefit of five (5) Inpatient days
efescafons No Charge Not Covered gr five (5) Outpatien_t visits per Member per ninety (90)
ays of Home Hospice Care) and to bereavement
services (maximum benefit of five (5) group therapy
Sessions).
Children’s eye exam No Charge Not Covered Coverage limited to one exam/year.
Covers one (1) pair of lenses/year when a prescription
If your child needs Children’s glasses No Charge Not Covered change is determined Medically Necessary; One (1)
dental or eye care pair of frames.
Children’s dental check- Not Covered Not Covered Pediatric dental coverage can ble purchased
up separately as a stand-alone policy.

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 Acupuncture e Long Term Care ¢ Routine Eye Care (Adult)
e Basic or Routine Dental Care (Adult) ¢ Non-emergency care when traveling outside ¢ Routine Foot Care

e Cosmetic Surgery the U.S. e Weight Loss Programs

. e Orthodontia (Adult)

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

e Accidental Dental e Hearing Aids e Private-duty nursing
e Bariatric Surgery e Infertility Treatment (up to diagnosis) e Prosthetic devices
e Chiropractic Care (20 Visits/year) e Nutritional Counseling

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:
Nevada Division of Insurance, 1818 E. College Pkwy., Suite 103, Carson City, NV 89706, (775) 687-0700, (888) 872-3234. Other coverage options may be available to
you, t0o, 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

* For more information about limitations and exceptions, see the plan or policy document at www.fridayhealthplans.com/member-hub/resources/nv/ Page 5 of 9
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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
Nevada Division of Insurance, 3300 W. Sahara Ave., Suite 275, Las Vegas, Nevada 89102, 1-888-872-3234 or Nevada Health Link, Attn: Appeals, 2310 S. Carson St.,
Suite 2, Carson City, NV 89701, 1-800-547-2927 or TTY 711.

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 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, llame al 1-844-535-2000.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-535-2000.
Chinese (1 30): INRFEhCHIEEN, 1E L ITIXA 514 1-844-535-2000.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-535-2000.

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

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.
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About these Coverage Examples:

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.

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of awell-
controlled condition)

B The plan’s overall deductible $0
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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)

B The plan’s overall deductible $0
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $0
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 | $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $0

Total Example Cost | $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $0

Total Example Cost ‘ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider

without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Multi-Language Insert
Multi-language Interpreter Services

Spanish: Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Friday Health Plans, tiene derecho a obtener ayuda e informacion en su idioma sin costo
alguno. Para hablar con un intérprete, llame al 1-844-535-2000.

Vietnamese: Niu quy vi, hay nguli ma quy vi dang gitp di, c6 cu hii vi Friday Health Plans, quy vi s c6 quyin duic giup va c6 thém thong tin bing ngén ngl cla minh miln phi. Bl
n6i chuyin vii mit thdng dich vién, xin gli 1-844-535-2000.

Chinese: 1A%, sEIEACF I A, AIBIIA Friday Health Plans /7 (9 [Rlie, 84T HERI o0 B LUAEIY REGEAS 203 B ANGAUE. AR i — (7 00 5% H0m
1-844-535-2000.

5, an

oul

Korean: 7+oF 713} Boi= #3817} & aL 9= o W AFgho] Friday Health Plans o] 234 2o b # &k 183 =3 AR E 73519 Qo] 2 H|-& F-uf
9lo] Ao 2= g =
BA = T M1

Russian: Eciv y Bac nnm nuua, KOTOpOMY Bbl MOMOraeTe, MMETCS Bonpock! no nosogy Friday Health Plans, To Bbl umeeTe npaBo Ha 6ecnnaTHoOe nonyyeHne noMoLL 1
UH(hopMaLMK Ha BalleM a3bike. [1ns pa3roBopa ¢ nepeBoauMKoM No3soHuTe no TenedoHy 1-844-535-2000.

Ambharic: ACOP: @RI ACOL 271011 CINAN: A Friday Health Plans 70& haFu-: 24 9°79° hef (RTRP hC/FG ool 8 0017 T T et AdTu- DAOTCATL OC AP0k 1-844-
535-2000 L@

Arabic: (3= <Ll Friday Health Plans as sie g Gaasill 280530 (¢ 50 (e lialy &y 5 5 juall cila slaall g saebsal) e J gomall 8 2000-535-844-1 (a soais il sae b i (521l clial S )
- il

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Friday Health Plans haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um
mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-844-535-2000 an.

French: Si vous, ou quelqu'un que vous étes en train d'aider, a des questions a propos de Friday Health Plans, vous avez le droit d'obtenir de I'aide et I'information dans votre
langue & aucun co(t. Pour parler a un interprete, appelez 1-844-535-2000.

Napali: IS TUTS ITHAT ST 3T HTdGeTeh! HIA TG, aT Hiells AGEd I1c) FlJaleIa Friday Health Plans SR TRIg1 Be] #el ATl ATJHTITAT fol:Q[eleh FerIam
AT ATAFR 137 HTUPR & | ST (3o7eTIREX) HIT &F T IATIR 1-844-535-2000 AT BleT AR |

Tagalog: Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Friday Health Plans, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika
ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-844-535-2000.

THR—F 22T

Japanese: = K AKE. Z 2 IE BEREOG DY) O L. FridayHealthPlans I2 D W T ZHEHMA TS WE L7265, SHEDSET
7238,

CHHREATLZEZND T2 2L TEET, BRE2h2) $8A, MR E B3 N 556, 1-844-535-2000 % T B Hiak <
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Cushite: Isin yookan namni biraa isin deeggartan Friday Health Plans irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin odeeffannoo argachuu fi
deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa 1-844-535-2000 tiin bilbilaa.

Persian: « Friday Health Plans (5w, Jsh 4215 258 gl 4p e dal 5SS aS a1 o) G 28l 43502 2000-535-844-1 255 53 Jlsws ¢ 28500 S gl 4 Lads 48 S Ly clad £

Kru: | bale we, tole mut u ye hola, a gwee mbarga inyu Friday Health Plans, U gwee Kunde | kosna mahola ni biniiguene i hop wong nni nsaa wogui wo. | Nyu ipot ni mut a nla
koblene we hop, sebel 1-844-535-2000.

Ibo: [ birl g, ma o bl onye | na eyere-aka, nwere ajijl gbasara Friday Health Plans, | nwere ohere iwenta nye maka na Imima na asisl gl na akwu gl Igwi. | chird | kwirl onye-ntapla
okwu, kpl 1-844-535-2000.

Yoruba: Bi iwl, tabi Inikini ti o n ranliwi, ba ni ibeere nipa Friday Health Plans, o ni [0 lati ri iranwi ati ifitoniléti gba ni éde ri laisanwé. Lati ba ongbufl kan sirl, pé sori 1-844-535-
2000.
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