Schedule of Benefits — HMO Premier SecurityHealth Plan,

Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays
(5743-BC5630-49505780-MH104-HH1-SNF1-PY)

Benefit Year: July 1 through June 30

Effective Date: 07/01/2025

Security Health Plan certifies that you and any covered dependents have coverage as described in your

Certificate and Schedule of Benefits as of the effective date shown on the letter you received with your

identification cards, subject to the terms, conditions, exclusions, limitations and all other provisions of the

group policy.

Promises kept, plain and simple®

This Schedule of Benefits shows your specific cost-sharing, as well as any additional benefits, limitations or
exclusions not shown in your Certificate. It also provides a very general summary of your benefits for certain
types of services; you will need to read it in conjunction with your Certificate for details about your
coverage. Benefits are calculated according to the benefit year shown above. NOTE: All services must be
received from in-network providers, except as otherwise described in the Certificate.

Deductible $2,000 per individual
This plan is intended to qualify as a high deductible $4,000 per family
health plan that may be paired with a health savings

account; however, you should check with your tax The individual deductible does not apply under a

advisor for guidance on your particular situation. family plan. One or more members of the family must
meet the family deductible before benefits will be
paid.

Annual out-of-pocket $3,000 per individual

(Deductible, coinsurance and copayments) $6,000 per family

Only the family limit above applies to a family plan.

Dependent wrap coverage Such coverage shall be provided at the in network
In addition to the benefits described in the level of benefits.

Certificate, dependents living outside of the service
area are provided benefits for covered services from | Usual, Customary and Reasonable (UCR) fees may
out-of-network providers. apply.

Ambulance services | SlejéCt to deductible

Anesthesia services Subject to deductible

Breast cancer (BRCA 1 and 2) gene screening Covered at 100%

~Requires prior authorization
(Limited to 1 test per lifetime, or, if appropriate as

determined by attending provider and meets
medically necessity criteria)

Care My Way ® Subject to deductible

Chiropractic services Subject to deductible
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Schedule of Benefits - HMO Premier

Group - PY Premier 2000 HMO HDHP Umbrella 0% No
(5743-BC5630-49505780-MH104-HH1-SNF1-PY

Benefit Year: July 1 through June 30

Effective Date: 07/01/2025

Dry f\ee&lihg

“[Subject to deductible

SecurityHealth Plan.

Promises kept, plain and simple®

Copays
)

(Limited to 20 visits per individual per calendar year)

Durable medical equipment and medical supplies
~Requires prior authorization

e Approved to be dispensed from a network
pharmacy

Emergency services

e Other emergency services

Habilitative therapy

Occupational therapy
~Requires prior authorization

Physical therapy
~Requires prior authorization

Speech therapy
~Requires prior authorization

Subject to deductible

Hearing examinations

Subject to deductible

Home health care
~Requires prior authorization

Subject to deductible

(Limited to 40 visits per individual per calendar year)

Hospice care

Subject to deductible

Hospital services

Inpatient hospital services

(Including semi-private or special care room,
operating room, ancillary services and supplies)
~Requires prior authorization

Inpatient/residential mental health and
substance use disorder services
~Requires prior authorization

Outpatient hospital and surgical services
(not including emergency room)
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Schedule of Benefits - HMO Premier
Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays

SecurityHealth Plan.

Promises kept, plain and simple®

(5743-BC5630-49505780-MH104-HH1-SNF1-PY)
Benefit Year: July 1 through June 30
Effective Date: 07/01/2025

e Other hospital services

Subject to deductible

Infusion therapy

Home infusion services
(when medically appropriate and provider
available)

Outpatient services

Maternity services

e Physician services

Mental health and substance use disorder services

e Transitional care

Subject to deductible

Nutritional counseling

Subject to deductible

Outpatient laboratory services

Subject to deductible

Outpatient radiology services

Subject to deductible

Physician services

e Other physician services in an office

Subject to deductible

(Preventive exams covered at 100%)

Subject to deductible

(Preventive exams covered at 100%)

Subject to deductible

(Preventive immunizations covered at 100%)
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Schedule of Benefits — HMO Premier

SecurityHealth Plan.

Promises kept, plain and simple®

Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays
(5743-BC5630-49505780-MH104-HH1-SNF1-PY)

Benefit Year: July 1 through June 30
Effective Date: 07/01/2025

‘Preventive care services
Please visit www.securityhealth.org/preventive or call
1-800-472-2363 for information on service frequency
recommendations and a list of preventive screening services.

Tests for an existing condition or illness are not preventive care
and are subject to your plan's deductible, coinsurance and/or
copays.
e Preventive exams

(comprehensive physical examination)
Well-baby care
Well-child care
Well-adolescent care
Well-adult care
Interpersonal and domestic violence screening
Nutritional screening
Screening and counseling for sexually
transmitted infections

Abdominal aortic aneurysm (ultrasound)
screening
(age 65 through 75)

O 0O 0O O O O O

Cervical cancer screenings
(age 21 through 65)

Colonoscopy screening
(age 45 and older)

Colonoscopy screening for personal or family
history of polyps or colorectal cancer

Sigmoidoscopy screening
(age 45 and older)

Sigmoidoscopy screening for personal or family
history of polyps or colorectal cancer

INS-00153

Scan this code with
your smartphone

Covered at 100%

Covered at 100%

(Limited to 1 visit per lifetime)
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Schedule of Benefits — HMO Premier
Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays
(5743-BC5630-49505780-MH104-HH1-SNF1-PY)

SecurityHealth Plan.

Promises kept, plain and simple®

Benefit Year: July 1 through June 30
Effective Date: 07/01/2025

ene

o Other colorectal cancer screenings
~Fecal occult blood testing
(age 45 and older)

Gynecological examination
(breast exam and pelvic exam)

Hearing screening
(under age 22)

Immunizations and vaccinations
(including those needed for travel)

Laboratory screening services

For a complete list of screening laboratory services and
frequency recommendations please refer to Security Health
Plan's Preventive Service Guidelines at
www.securityhealth.org/preventive or contact us at
1-800-472-2363.

o Cholesterol screening
(age 40 through 75)

o Diabetes Type 2 screening
(age 35 through 70 with BMI 25+)

o Hemoglobin (A1C)
(diabetics)

o Lead screening
(age 1 through 6)

Mammogram to screen for breast cancer
(includes 2D and 3D imaging)

e Osteoporosis screening (bone density)
o Routine osteoporosis screening
(age 65 and older)
o Osteoporosis screening for personal or family
history or at increased risk
(under age 65)

o Prostate specific antigen test (PSA)
(age 55 through 69)

INS-00153
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Schedule of Benefits - HMO Premier

Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays
(5743-BC5630-49505780-MH104-HH1-SNF1-PY)

Benefit Year: July 1 through June 30
Effective Date: 07/01/2025

o Pediatric/adolescent vision screening
(until end of the month member turns 19)

o Vision impairment screening
(age 1 through 5)

SecurityHealth Plan.

Promises kept, plain and simple®

Rehabilitative therapy

Occupational therapy
~Requires prior authorization

Physical therapy
~Requires prior authorization

Speech therapy
~Requires prior authorization

Subject to deductible

Skilled nursing facility
~Requires prior authorization

Subject to deductible

(Limited to 30 days per individual per confinement)

Surgical services

Subject to deductible

Temporomandibular joint disorders or TMJ non-
surgical treatment
~Requires prior authorization

Subject to deductible

(Limited to 4 physical/occupational visits for diagnosis
of TMJ per year)

Transplant services
~Requires prior authorization

Subject to deductible

Urgent care services

e Other urgent care services

Subject to deductible

Vision examinations
(age 19 and older)

Subject to deductible

INS-00153
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Schedule of Benefits - HMO Premier

SecurityHealth Plan.

Promises kept, plain and simple®

Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays

(5743-BC5630-49505780-MH104-HH1-SNF1-PY)
Benefit Year: July 1 through June 30
Effective Date: 07/01/2025

100% coverage for preventive prescription drugs
(not subject to deductible). Please refer to the
Preventive Medication List for a list of covered
products.

Up to 30 days worth of prescription drugs
constitutes a 1-month supply. For most
maintenance prescription drugs you may receive
up to a 90-day supply and if applicable, 3
copayments and/or coinsurance and/or deductible
will be assessed.

Pharmacy mail service may supply maintenance
prescription drugs in a 90-day supply and if
applicable, 2 copayments and/or coinsurance
and/or deductible will be assessed.

100% coverage for smoking cessation products,

limited to 180 days per year.

e The use of a specialty pharmacy may be required

for select prescription drugs, as indicated in the

Formulary Guide.

Prescription drugs may require prior authorization.

Please refer to our website at

www.securityhealth.org/prescription-tools for the

most up-to-date prescription drug lists.

Eligible subscribers will receive a quarterly

over-the-counter (OTC) credit.

o Please refer to www.securityhealth.org/OTC

or call 1-877-216-8533 for benefit information
and list of products.

ISubject to deductible.

After deductible, the following copayments and/or
coinsurance apply to covered prescription drugs until
the maximum out-of-pocket is met.

$10 copayment per tier 1 prescription or refill.
$30 copayment per tier 2 prescription or refill.
$60 copayment per tier 3 prescription or refill.

25% coinsurance per tier 4 prescription or refill
(specialty prescription drugs).

Deductible, copayments and coinsurance may apply
to the max out of pocket amounts.

If the member receives the brand name prescription
drug where a generic is available, the member must
pay the applicable copayment/coinsurance plus the
ancillary charge. The ancillary charge is the cost
difference between the brand name prescription
drug and the generic prescription drug. The ancillary
charge will not count towards the prescription out-of-
pocket limit.

the policy and any previous amendments.

:Depéndent children are coveréd from birth through‘ the end “(\)f‘the m’on‘th they attain the age o"f 26.

In addition, a child who meets the criteria above and is a full-time student as defined in this policy has an
extension past age 26, if the child was called to federal active duty in the National Guard or in reserve
component of the U.S. Armed Forces while the child was under age 27 and attending, on a full-time basis, an
institution of higher learning. Such extension ends on the date described in the full-time student definition in
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Schedule of Benefits - HMO Premier *
Group - PY Premier 2000 HMO HDHP Umbrella 0% No Copays SecurltyHealth P lan"

(5743-BC5630-49505780-MH104-HH1-SNF1-PY) Promises kept, plain and simple.®
Benefit Year: July 1 through June 30
Effective Date: 07/01/2025

kYour provnder should start the prlor authorization process by'vnsntmg‘www'secuntyheal‘th org/provsders or
contact our Provider Assistance Line at 1-800-548-1224.

You can also call our Customer Service Department at 1-800-472-2363 to find out what medical services
require prior authorization.

For a complete list of medical and pharmacy services requiring prior authorizations visit
www.securityhealth.org/authorization or scan the QR code with your smartphone.

Scan this code with your
smartphone

Notice of Nondlscrlmmatlon

Securtty Health Plan of Wlsconsm lnc complles w:th apphcable federal CIVI| nghts laws and does not
discriminate, exclude or treat people differently on the basis of race, color, national origin, religion,
pregnancy and related conditions, sex, (including sexual orientation, gender identity, sex stereotypes, sex
characteristics and intersex traits), age, disability, health status, marital status, arrest or conviction record or
military participation in the administration of the plan, including enroliment and benefit determinations.

ATTENTION: If you speak a language other than English, lang‘uage assistance services free of charge, ‘are n
available to you. Call 1-800-472-2363 (TTY 711).

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al
1-800-472-2363 (TTY 711).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-800-472-2363 (TTY 711).

If you require materials in large print, please call 1-800-472-2363 (TTY 711).

INS-00153 Page 8 of 8
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are after your

| copayment an

oinsurance costs shown in this char

, aoasoz
| Medical Event

deductible has been met, if a deductible applies:

Not covered

Please refer to your policy

plan

more %m%o io:jmzo:.

‘ ,:mm%a_m& Qméazw ;.E%H%moxssmﬂ <oS,

plan n will pay for..

=

0% covered

coinsurance Not

zoﬂ_ogmﬁmg_

Please refer to your policy plan documents for
more specific information.

Sm:

gmoﬂ to amaco:c_m“

$10 copayment Not covered

Not 8<maa

Non-preferred brand drugs

(Tier3) Not covered

~included in the provider network (more than

Provider means pharmacy for purposes of this
section. Most pharmacies nationwide are

50,000 pharmacies). You may need to obtain
certain drugs, including certain specialty drugs,
from a pharmacy designated by us. Certain
drugs may have prior authorization

' requirements. You may be required to use a
_ lower-cost drug(s) prior to coverage being

available for certain prescribed drugs.

Facility fee (e.g., ambulatory

0% coinsurance
mcama\ omamc 0% coinsura

~Not covered

zg 8<m$a _

None

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

20f6



gj0¢ DICUT/EsUAINTES MAM Je Juswinoop Adljod Jo UE[d ay) 98s ‘suofdeoxs pue SUOHe}iWi| JNoge UOHBWIOjUI 8J0W J04,

D

~ palenca joN

.co;mc:ot_ o_tom% slow é M
sjuswinoop ueld Aoijod InoA oy Jajel asesld
"JUBWaULU0D

Jad fenpiaipul lad skep g 0} pajwi |

BUON

BUON

"Jeah

lepusied Jad fenpiaipul Jad S)ISIA O 0} peWI
‘(punoseqn

'9'1) DS 8y} Ul d18UMas|e paqLosep Se0IAIeS
pue s}sa} spnjoul Aew aied Auisiepy 'Adde few
%@ S90IAI8S JO maa 8y} uo mc_ncm%a

P3IsA0 yoz

‘uonewJoyul oyoads siow
lo} sjuswinoop UE|d Aoljod InoA 0y Jojal ases|d

QUON

(shel-x ‘sqe| se yons)

JN 8y ul pswliopsd saoinles Joj Adde Aew
Dulieys 1807 "iapiaoid pejeljye ue Aq papiaoid 80UBINSUI0 %0 80UBINSUI0D %0 aled jusbin
usym Ajuo saoines aled Jusbin 1o} ajqeked
.. S}jsusq ‘eale 89IAI8S U Ul 8J,n0A UByp

“(skesy ,mnm_ se :o:a NE au) u
pawJopad saoinss Joj Aldde Aew BULEUS 1507




oa.s%o:

g&a& méa .323&_3

Services You May Need . zago., Provider (You Out-of- zﬁ&o_.x 33&2
... ,, iill pay the least) {You will pay the most)
Please aﬁmﬂ to <oS 8:2 gm: Qoocamsa ,ﬂoﬁ
- more specific information.
o_mmmmw are ge Qm §oﬁ 8<mag please. _.ma_‘

Children's eye exam 0% coinsurance Not covered

Notcovered 20 covered

This policy does not include nmemso dental
services as required under the federal Patient
Protection and Affordable Care Act. This
coverage is available in the insurance market
Children's dental check-up Not covered Not covered and can be purchased as a standalone product.
Please contact your insurance carrier or the
Federally Facilitated Exchange if you wish to
purchase pediatric dental coverage or a stand-
alone dental services product.

Excluded Services & Other Covered Services: ; ;
Services Your Plan Generally Does NOT Cover (Check your policy o plan document for more information and a list of any other excluded services.

o Abortion (except in cases of _Lmum_ incest, or when . .
the life of the mother is endangered) » Dental care » Private-duty nursing
e Acupuncture (if prescribed by a physician for " ,
rehabilitation purposes) Infertility :mmﬁamz,, e Routine foot care ,,
- mm:mq_o surgery * ro:m @3 care e Weight loss programs _ o )
« Cosmetic surgery . ﬂom emergency care when :m<m:3@ outside the
° oj_av_,mo:o oma o Imm_,sm m_am ,,,,,,,,,,,,,,,,,

*For more information about limitations and exceptions, see the plan or policy document at www.securityhealth.org 40f6
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>wo§ 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. v_mmmm note these coverage examples are based on self-only coverage.

 PegisHavingaBaby @ [  Managing Joe's type 2 Diabetes | . Mia mma_% Fracture
6 aoasw of in-network va-:mﬁ_ oma m;a a (@ year of routine in-network care oﬁ a émz., ,, A ?:mgo% wamam;& room <_wn and *ozos« %
I The plan's overall deductible $2,000 [ The plan's overall deductible $2,000 B The plan's overall deductible $2,000
B Specialist copayment $0 @ Specialist copayment $0 W@ Specialist copayment $0
I8 Hospital (facility) coinsurance 0% B Hospital (facility) coinsurance 0% B Hospital (facility) coinsurance 0%
B Other coinsurance 0% B Other coinsurance 0% [l Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700  Total Example Cost $5600 Total Example Cost . $2,800
_In this example, Peg would pay: ~Inthis example, Joe would pay: - In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles - | $2000 Deductibles %2000 Deducfibles  $2000
Copayments - $50  Copayments $700 Copayments , %0
Coinsurance - $0  Coinsurance ] $0 Coinsurance B %0
What isn't covered What isn’t covered What isn't covered ;
Limits or Exclusions $0  Limits or Exclusions 30 Limits or Exclusions , $0
The total Peg would pay  $2050 Thetotal Joewouldpayis | $2700 Thetotal Miawould payis - $2,000

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

Gofb
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Language Access Services:

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-472-2363 (TTY: 711).

Spanish:
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingUistica. Liame al 1-800-472-2363 (TTY: 711).

Hmong:
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-472-2363 (TTY: 711},

Chinese:

FE A EEREREG - Eel DR EER SRR . ARl

1 1-800-472-2363 (TTY: 711}

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstieistungen zur Verfugung. Rufnummer: 1-800-472-2363 (TTY: 711).

Russian:
BHUMAHWE - Ecnv Bbi rOBOPHTE Ha PYCCKOM A3bIKe, TO Bam JOCTyNHL! BecnnatHbie yenyri nepesoga. 3soHute 1-800-472-2363 {tenetaiin: 711},

Vietnamese:
CHU Y- Néu ban ndi Tiéng Viét, co cac dich vu hd tro ngdn nglr mién phi danh cho ban. Goi s6 1-800-472-2363 (TTY: 711).

Pennsylvania Dutch:
Wann du [Deitsch {Pennsylvania German / Dutchj] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli
Nummer uff: Call 1-800-472-2363 (TTY: 711).

French:
ATTENTION - Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-472-2363 (ATS 1 711).

Polish:
UWAGA- Jezeli mowisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon pod numer 1-800-472-2363 (TTY: 711).

Hindi o . .
RFTTR = A% ATT gat aled g af siad (T ga | 9790 Agrar f970 37A9e g1 1-800-472-2363 (TTY: 711) 97 & H71

Albanian:
KUJDES: N&se fiitni shqip, peér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi né 1-800-472-2363 (TTY: 711).
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