Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Three Affiliated Tribes (Comprehensive Benefit Plan) self-funded Coverage Period: 01/01/2023 - 12/31/2023

Coverage for: Individual + Family | Plan Type: PPO | Non-Grandfathered

SANF3RD

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, https://member.sanfordhealthplan.org/portal or by calling 1-
877-701-0792 | TTY/TDD: 711 (toll-free). 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 1-877-701-0792 to request a copy.

Important Questions

What is the overall
deductible?

‘ Answers
For Network Providers $0 Individual / $0 Family

For Out-Of-Network Providers $0 Individual / $0
Family

Doesn’t apply to preventive care or prescription
drugs. Copays and coinsurance do not apply to
the deductible.

Why This Matters:

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 plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Preventive care and primary care services
are covered before you meet your deductible.

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/.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the annual maximum
for this plan?

For Network Providers $3,000 Individual / $6,000
Family

For Qut-of-Network Providers $3,000 Individual /
$6,000 Family

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, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is notincluded in the
out-of-pocket maximum?

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

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

Do you need a referral to see
a specialist?

No.

You can see the specialist you choose without a referral.

Three Affiliated Tribes (MHN) | Self-Funded
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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.

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-Of-Network
Provider

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

injury or illness $20 copay / visit $20 copay / visit None.
Chiropractor visits include manual manipulation of
: o - o the spine and extremities and therapy and
If you visit a health Chiropractc visi $50 copay / visit $50 copay / visit diagnostic services. 30 visits, additional visits if
care provider’s office medically necessary with PA
or clinic Specialist visit $50 copay / visit $50 copay / visit None.
. _ You may have to pay for services that are not
!:’revenpve F:are/screenlnq/ No charge No charge preventive. Ask your provider if the services you
immunization need are preventive, then check what your plan
will pay for.
V?/frkr;OSt'CteSt P98 20% coinsurance 20% coinsurance None
If you have a test
Imaging (CT/PET scans, MRIs) | 20% coinsurance 20% coinsurance None
e @z adhs $0 ?ogpgyd for | $0 copay for Covers 30-day supply up to 90-day supply by
-Juday supply 1-90 day supply either retail or mail order pharmacy.
If you need drugs to ,
treat your illness or Tier 2— Preferred (Formulary) $20 copay for $20 copay for
condition brand drugs 1-30 day supply 1-30 day supply Substance abuse medications are covered at
More information about $40 copay for $40 copay for $0 copay
prescription druq 31'90 day Supp|y 31 '90 day Supply
coverage is available at
Sanfordhea'thp'an.com/ Tier3 — Non-preferred (Non' $50 M for $50 COpay for
pharmacy Formulary) brand drugs 1-30 day supply 1-30 day supply Refer to your Formulary to determine which
$100 copay for $100 copay for benefit applies to your medication.

31-90 day supply

31-90 day supply
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What You Will Pay

C?mmon Services You May Need Network Provider Out-Of-Network Limitations, Exceptlons,.& Other Important
Medical Event ) Information
Provider
FaC|||ty fee (e.g., ambU|at0ry $250 COOQay, . $h250200005)ay, . Prior authorization required
Ifyou have outpatient surgery center) then 20% coinsurance then 20% coinsurance
surgery
Physician/surgeon fees 20% coinsurance 20% coinsurance None
$200 copay / visit, $200 copay / visit,
Emergency room care then 20% coinsurance then 20% coinsurance
If you need |mmed|ate Emerqency medical 0% CoinsuUrance 20% coinsurance Emgrgency room copay waived if directly
medical attention transportation EE— admitted.
Urgent care $50 copay $50 copay
. : $250 copay, $250 copay,
Ifyou have a hospital PN 122 B (TEsl ] iear) then 20% coinsurance then 20% coinsurance Hoteaerz
stay
Physician/surgeon fees 20% coinsurance 20% coinsurance None
If you need mental , , o Prior authorization required.
health, behavioral Outpatient services No Charge ,,:Stﬁgr?zrgﬁowth Prior Prior authorization for all SUD Services must
health, or substance obtained through MHA Recovery at
abuse services (701) 421-8869. Intensive Outpatient Program for
Substance Use Disorder and partial Hospitalization
Program for Substance Use Disorder require Prior
authorization.
_ _ Prior authorization required.
Inpatient services No Charge with No Charge with Prior authorization for all SUD Services must
Prior Authorization Prior Authorization

be obtained through MHA Recovery at
(701) 421-8869.
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Common

What You Will Pay

Limitations, Exceptions, & Other Important

. Services You May Need Network Provider Out-Of-Network .
Medical Event ) Information
Provider
If you are pregnant Office visits No charge No charge Cost sharing does not apply tg routine prenatal
and postnatal-care and certain preventive

ChlIdbwth/deIlvery professional 20% coinsurance 20% coinsurance services. Deperjdlng on the type of services,

services EE— copayment / coinsurance may apply.
If you are pregnant Childbirth/delivery facility services 20% coinsurance SO el s Maternlty care may include tests and services

- (i.e. ultrasound).
If you need help Home health care 20% coinsurance 20% coinsurance \‘/1v(|)t r\]/|Fs)|;\s additional visits if medically necessary
recovering or have Physical Therapy/Occupational P 0 i 30 visits, additional visits if medically necessary
other special health | Therapy 20% coinsurance AVDCESIETClIES with PA
e Speech Thera 20% coinsurance 20% coinsurance 45 visits, Prior authorization required
: , $250 copay / visit $250 copay / visit Prior authorization required.
Skilled nursing care . ’ ’
St then 20% coinsurance then 20% coinsurance Limited to 70 visits per calendar year.
Durable medical equipment 20% coinsurance 20% coinsurance Prior authorization required
$250 copay / visit, $250 copay / visit, Inpatient Services
Hospice services then 20% coinsurance theon 20?/0 coinsurance
20% coinsurance 20% coinsurance Outpatient Services

Children’s eye exam Not covered Not covered None
AT EHCEEE Children’s glasses Not covered Not covered None
dental or eye care

Children’s dental check-up Not covered Not covered 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 Pediatric dental & vision care ¢ Routine foot care
e Long-term care ¢ Routine dental services (adult) ¢ Weight loss programs

¢ Routine eye care (adult)

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

e Acupuncture-20 visits, additional if mdically necessary with PA e Hearing aids—20% coinsurance; 1 per e Travel vaccines

o Weight loss surgery—based on medical necessity with Tribal year, each ear for Members under age 18 o Orthotic Devices due to complications of Diabetes
Council Approval. and 1 every-other year over age 18 o Infertility diagnostic services—$250 copay; 20%

e Chiropractic Care coinsurance for hospital

Your Rights to Continue Coverage: 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. 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: Sanford Health Plan at 1-800-752-5863.

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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 1-800-892-0675 (toll-free).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-0675 (toll-free).

Chinese (A X): SNRFERXHVEED), BKIT XS 1-800-892-0675 (foll-free).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-892-0675 (toll-free).

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:

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 pre-natal care and a hospital

delivery)
B The plan’s overall deductible $0
B Specialist copayment $50
B 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)

Managing Joe’s type 2 Diabetes

(a year of routine care of a well-controlled

condition)
W The plan’s overall deductible $0
W Specialist copayment $50
W Hospital (facility) coinsurance 20%
W 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)

Mia’s Simple Fracture

(emergency room visit and follow up care)

W The plan’s overall deductible $0
W Specialist copayment $50
B 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 | $12,700  Total Example Cost | $5600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles* $0  Deductibles* $0
Copayments $0  Copayments $500  Copayments $600
Coinsurance $2,528 Coinsurance $1020  Coinsurance $440

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20  Limits or exclusions $0
The total Peg would pay is $2,588 The total Joe would pay is $1,540  The total Mia would pay is $1,040

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: Sanford Wellness at 1-877-305-5463.

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE-covered services.
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Non-discrimination notice

SANFDRD

HEALTH PLAN

Sanford Health Plan:

o Qualified sign language interpreters

o Qualified interpreters
o Information written in other languages

Sanford Health Plan does not discriminate against any future, current, or past Member on the basis of race; ethnicity; color; national origin;
disability; sex; gender; sexual orientation; gender identity; religion; spiritual beliefs; medical condition, including a current or past history of
mental health and substance use disorders; sources of payment for care; or age, in its coverage, treatment, or benefit decisions.

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

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

If you need these services, contact Sanford Health Plan at (800) 752-5863 | TTY: 711.

If you believe that Sanford Health Plan has failed to provide these services or discriminated in any way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with the Civil Rights Coordinator at 300 Cherapa Place #201, Sioux Falls, SD 57103,
call (800) 325-9402 | TTY: 711, fax (605) 328-6812, or e-mail compliancehotline@sanfordhealth.org. You can file a grievance in person or by

mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the US Department of Health and Human Services, Office for Civil Rights electronically through
the Office for Civil Rights Complaint Portal, available at https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: US Department of

Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
(800) 368-1019, TTY/TDD (800) 537-7697. Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Free help in other languages

For help in any language other than English, please call 1-800-752-5863 | TTY: 711.

If you have any questions, for example, about your benefits, a document, or how Sanford Health Plan pays for your care, please call us.

Spanish: Si usted, o alguien a quien usted esta ayudando, tiene preguntas
acerca de Sanford Health Plan, tiene derecho a obtener ayuda e informacion

en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-
927-2969.

Hmong: Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Sanford
Health Plan, koj muaj cai kom lawv muab cov ntshiab lus ghia uas tau muab sau ua
koj hom lus pub dawb rau koj. Yog koj xav nrog ib tug neeg txhais lus tham, hu rau
1-844-923-3519.

Cusbhite: Isin yookan namni biraa isin deeggartan Sanford Health Plan irratti gaaffii
yo gabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin odeeffannoo
argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf,
lakkoofsa bilbilaa 1-844-927-2968 tiin bilbilaa.

Vietnamese: Néu quy vi, hay nguei ma quy vi dang gitp d&, ¢ cau hoi vé
Sanford Health Plan, quy vi s& cd quyén duwgc gitip va co thém thong tin bang ngon
ngtr ciia minh hoan toan mién phi. D& noi chuyén véi mét thong dich vién, xin goi
1-844-927-2973.

Chinese (Mandarin): 3R #&, SHEEFAEBRA, FAEAMSanford
Health Plan AEMIEE, SHE#EFREUEHEESIIEBGAR

. BMER—IFEZFELSBE FHE 1-844-923-3524,

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Sanford Health Plan
haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache

zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-
844-923-3517 an.



mailto:compliancehotline@sanfordhealth.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Russian: Ecrv y Bac unu nuua, KOTopomy Bbl NOMOraeTe, UMETCS BONPOCHI MO
nosogy Sanford Health Plan, To Bbl nMeeTe npaBo Ha becnnaTtHoe nonyyexne
NOMOLLY 1 MHGOPMaLIK Ha BalleM f3bike. [ins pasrosopa ¢ nepeBoAYNKOM
no3BoHuTe no TenedgoHy 1-844-927-2967.

Laotian: ©)9uiow, o S ©LY & 190N 93 99081 | [ 8, L HINIVT JON L
Sanford Health Plan, vianw Sown
£ 3l SUNILFOBC | | BLCITS 1) VS IOTIVN

2 ¢ DWIFNIZBYN IV L BNFIB. MIVISD LT LLIBWIZ, LT LA
1-800-752-5863. Arabic:
Jag <l « Sanford Health Plan i e bils e (fitas Jos Ty Jas i
1-844-923-3511 v laal e e Jindh 6 5 3 K a6 glanl gl
Josde$ g Jlasad
Karen:
oAP:§BadadigPadpRolgiociofioniangdfored sdcdi.oia): §hamd a8 2:oniglodiof
012025 b eniErgebuoddSeomeiotayiond§) Sanford Health Plan
@ﬁcgl.qcrzs?‘i%uf‘ia?):m35:m;ﬁcoxn‘icr}:$5:610')(73‘;.mﬁa}ﬁ:}gﬁ@mmﬁcﬁéﬁ:ﬂm@ﬁéuf
Q8508152358 00 100l asS g i fosbotnon BoigiodiofieosaiBe b cnoncdBop S
qoodghcdued: 1-844-923-3522 oraph.

Amharic:

KCOPT DRI° RCAP et a0 aa Sanford Health Plan
20 ™90 WGP (EIEP KCBFS avlB e TTH oot AdTFu~ hAATCATL OC ATPLICE
e Larx 1-800-752-5863

Korean: Bt<f T3t EE = 75t 7F &1 4= 0{E ALEf O] Sanford Health
Plan 0f| 2+l M 2 Z 0| /CHH FHot= et =20 HE & 75t
o2 H|S R£H0| b = U= HEIZ J}&LIc a7

S AR R 7|57 KBHAME 1-844-923-35232 2.,

French: Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a
propos de Sanford Health Plan, vous avez le droit d'obtenir de I'aide et Iinformation
dans votre langue a aucun colt. Pour parler a un interprete, appelez 1-844-923-
3516.

Serbo-Croatian: Ukoliko Vi ili neko kome Vi pomazete ima pitanje o Sanford Health
Plan, imate pravo da besplatno dobijete pomoc i informacije na Vasem jeziku. Da

biste razgovarali sa prevodiocem, nazovite
1-800-752-5863.
Cambodian, Mon-Khmer, Uthy” 831 HISHUS AMSHy & L WHyHANE: SWB oS oM o Hy A

Sanford Health Plan 11, H R B o0 71 6511 pUsSWSH g 6y

RS UM O H 8 0 WEISH Ao f 980108 UMW SR Al §Y 18093

35121 Bantu: Nimba wewe canke umuntu uriko urafasha afise ibibazo

vyerekeye Sanford Health Plan, utegerezwa kugira uburenganzira bwo

kuronka ubufasha n'amakuru arambuye mu rurimi gwawe ataco utanze

canke kurihira.

Hamagara 1-800-752-5863 uhamagara umusobanuzi.

Swahili: Kama wewe, au mtu unaye mpa usaidizi ana maswali kuhusu

Sanford Health Plan, Una haki ya kupata habari hii na msaada kwa lugha yako

bila gharama. Kuzungumza na mkalimani, piga nambari hii: 1-844-927-2970.
Japanese: CAR AR, FEEEFHRDODEDOEY DAEFTIH. Sanford
Health Plan [CDW T ZERIMNCESWELZL, CHENDEETY
R—FrEZH=Y, BREAFLEZYTEHIENTEET, HE
[ImY FEA, BREBFESNDIGE. 1-844-923-3521
FTHERCESL,

Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa
Sanford Health Plan, may karapatan ka na makakuha ng tulong at impormasyon sa
iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-
800-752-5863.

Nepali: Tfe TUTE ST (S 3Mmb 3maf> FRtem o | arwgas aed
<> G168, Sanford Health Plan IR UYEE & H ST HIGHTSHT

g 7 Yob YA 91 THPRI UG 3MfGpR ® 15 WY (2R
PRI TS ;W 1-844-927-2961 MM T ;B |

Norwegian: Hvis du, eller noen du hjelper, har spgrsmal om Sanford Health Plan,
har du rett til & fa hjelp og informasjon pa ditt sprak uten kostnad. For & snakke med
en tolk, ring 1-800-752-5863.

Help understanding your health insurance is free.
If you would like something in another format (for example, a larger font size of a
file for use with assistive technology,
like a screen reader), please call us at: (800) 752-5863 (toll-free) | TTY: 711

North Dakota Medicaid Expansion:
Please call (855) 305-5060 (toll-free) | TTY: 711
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