Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/22 - 06/30/23
i nefits Pl ducti age ndents | Plan Type: |

$2,500 person/$5,000 famity. You must pay all costs up to the deductible amount before this plan begins to pay for covered
What is the overall Does not apply o certain services you use. Check your policy plan documents fo see when the deductible starts over, See

deductible? : Preventive care and prescription the chart starting on page 2 for how much you pay for covered services after you meet the
deductible.

Are there other - Yes. $500 person/$1,000 family

deductibles for specific | for prescription drug costs. There ch::! E;sitn;;at;é allaof1r g:e;hc;oss(;[ss_;or:l it?::e services up to the specific deductible amount before this
services? is no other specific deductibfe. P g pay :

Premiums, balance-billed charges,
and health care this plan does not | Even if you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

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

Do you need a referral to | Yes. Physical, speech, and This plan will pay some or all of the costs fo see a specialist for covered services but only if you
see a specialist? occupational therapy. have the plan's permission before you see the specialist,

* For more information about limitations and exceptions, see the plan or policy document at www.mcebp.com or call 406-258-4876 option 1. 10f3




Not covered without preauthorization
includes sleep apnea equipment ~
physical, speech, and occupational

o)y

pecialist visit 30% coinsurance 30% coinsurance

CEEn

| Diagnosfic test (x-ray, biood 30% coinsurance 30% coinsurance

WOk} 4

: 0% comsurance

15% coinsurance Wlth a $20 co- pay maximum — Retail 30
15% coinsurance with a $40 co-pay maximurmn — Retail 90
and Mail Order

Not covered without drug card. Mail-
order no deductible. Generic
mandatory. Opiates not covered
without preauthorization,

40% coinsurance with $150 co-pay maximum-— Retail 30
40% coinsurance with a $150 co-pay maximum— Retail 90
and Mail Order

| Facility fee (eg ambuiatory
surgery center)

30% coinsurance 30% coinsurance A second opinion may be required.

30%:cainsurance
30% coinsurance

30% coinsurance

30% comsurance

Not Govered wit

* For more information about limitations and exceptions, see the plan or policy document at www.mcebp.com o call 406-258-4876 option 1. 20f5



| Physician/surgeon fees 30% coinsurance

30% coinsurance

3

30% coinsurance Not covered without pre-certification.

Inpatient services

0% coinsurance
ffic |

:30% coinstirance:

| 'Child blr.th!dé\hvery professional

- 30% coinsurance
services

30% coinsurance

30% coinsurance

Not covered without pre-certiﬂcation.

' Nat covglijedm

NSur.

30% coinsurance

Not covered for sleep apnea without
preauthorization.

30% consuran

| Not covered without pre-certificatiol

' Nqﬁ quered

N-(.).t covered

Gt covered

| Not covered

J ‘N‘ot covered

Not covered

Excluded Services & Other Coverad Services:

Services Your Plan Generally Does NOT Cover (Check your policy o

Ian document for more information and a list of any ofher excluded services) |

e Bariatric Surgery e [nfertility Treatment

» Cosmetic Surgery e Long-term Care
» Dental Care (Adult)

* Routine Eye Care (Aduit)
* Routine Foot Care

* Non-emergency care when traveling outside US

e Private-duty Nursing

Other Covered Services {Limitations may apply to these ser

)

e Acupuncture

Hearing aids

Weight Loss Programs

* For more information about limitations and exceptions, see the plan or policy document at www.mcebp.com or call 406-258-4876 option 1.

3ofs




e Chiropractic Care U.S.

Yeur 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: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa, 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 availabie 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 fo your plan. For more information about your rights, this notice, or assistance,
confact: Address a written appeal to the Plan Administrator, 200 West Broadway, Missoula, MT 59802-4292. If you have any questions, cali us at 406-523-4876
option 1.

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 Standarde? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit fo help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espaiiol): Para obtener asistencia en Espafiol, llame al 406-523-4876.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 406-523-4876.
Chinese (A 30): a1 R JEARSCAIEERD, HIEIT 518 406-523-4876.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 406-523-4876.

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

* For more information about limitations and exceptions, see the plan or policy document at www.mcebp.com or call 406-258-4876 option 1. 40f5




About these Coverage Exampl

B The plan’s overall deductible $2,500
® Specialist coinsurance 30%
B Hospital (facility) coinsurance 30%
B QOther coinsurance 30%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Defivery Professional Services
Chifdbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and bfood work)
Specialist visit (anesthesia)

s ﬁii'gf

® The plan’s overal! deductible $2,500
M Specialist coinsurance 30%
® Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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)

® The plan’s overall deductible $2,500
™ Specialist coinsurance 30%
2 Hospital (facility) coinsurance 30%
B Other coinsurance 30%

This EXAMPLE event includes services like:
Emergency room care (including medicaf
supplies)

Diagnostic test (x-ray)

Durable medical equipment {crufches)
Rehabilitation services (physical therapy)

Deductbles T ] 53 Deductlbles* $2548  Deductibles 31,348
Copayments $0 Copayments $0 Copayments $0
Coinsurange Comsurang;e Coinsurance $578

The plan would be responsible for the other costs of these EXAMPLE covered services.

50f5





