SANF3RD

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Three Affiliated Tribes (Substance Use Disorder and Transplant Benefit Plan) — self-funded

Coverage Period: 01/01/2023 — 12/31/2023
Coverage for: Individual | Plan Type: PPO | Non-Grandfathered

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

Answers

What is the overall
deductible?

For Network Providers $0 Individual / $0 Family

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

Doesn't apply to 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. Primary Care Services related to the
treatment of Mental and Behavioral Health,
Substance Use Disorder and Transplant
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 primary care services without cost sharing and before you meet your
deductible.

Are there other deductibles

for specific services? No. You don't have to meet deductibles for specific services.
For Network Providers $3,000 Individual / $6,000 s . .
Whatis the annual maximum | Family The out-of-pocket limit is the most you could pay in a year for covered services. If

for this plan?

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

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) | MH/SUD/Transplant
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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.

What You Will Pay

Network Provider Out-Of-Network
Provider

Limitations, Exceptions, & Other
Important Information

Common
Medical Event

Services You May Need

If you visit a health
care provider’s office
or clinic

Primary Care Visits related to the

treatment of Mental and Behavioral

Health, Substance Use Disorder and
Transplant services

$20 copay / visit

Not covered

None

Specialist Visits related to the treatment
of Mental and Behavioral Health,
Substance Use Disorder and Transplant
services

$50 copay / visit

Not covered

None

If you have a test

Diagnostic Tests (x-ray, blood work)
related to the treatment of Mental and
Behavioral Health, Substance Use
Disorder and Transplant services

20% coinsurance

Not covered

None

Imaging (CT/PET scans, MRIs) related
to the treatment of Mental and Behavioral
Health, Substance Use Disorder and
Transplant services

20% coinsurance

Not covered

None

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
sanfordhealthplan.com/
pharmacy

Tier 1 — Generic Drugs related to the
treatment of Mental and Behavioral
Health, Substance Use Disorder and
Transplant services

$0 copay for
1-90 day supply

Not covered

Tier 2— Preferred (Formulary) Brand
Drugs related to the treatment of Mental
and Behavioral Health, Substance Use
Disorder and Transplant services

$20 copay for
1-30 day supply
$40 copay for
31-90 day supply

Not covered

Tier 3 — Non-Preferred (Non-
Formulary) Brand Drugs related to the
treatment of Mental and Behavioral
Health, Substance Use Disorder and
Transplant services

$50 copay for
1-30 day supply
$100 copay for

31-90 day supply

Not covered

Covers 30-day supply up to 90-day supply
by either retail or mail order pharmacy.

Substance abuse medications are covered
at $0 copay

Refer to your Formulary to determine which
benefit applies to your medication.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-Of-Network
Provider

Limitations, Exceptions, & Other
Important Information

Facility Fee (e.q., ambulatory surgery

center) related to the treatment of Mental | $250 copay, Not covered Certain outpatient services may require

and Behavioral Health, Substance Use then 20% coinsurance authorization. Prior authorization required
If you have outpatient Disorder and Transplant services
surgery Physician/Surgeon Fees related to the

treatment of Mental and Behavioral W i

Health, Substance Use Disorder and 20% coinsurance Not covered None

Transplant services

$200 copay / visit,

Emergency Room Care then 20% coinsurance Not covered
Ifym.' need |mn?ed|ate Emergency Medical Transportation 20% coinsurance Not covered Emelrgency room copay walved if directly
medical attention e admitted.

Urgent Care $50 copay Not covered

Facility Fee (e.qg., hospital room) related Pri g : ;

rior authorization required for all SUD Servi

to the treatment of Mental and Behavioral | $250 copay, Not covered thrgual; I\/CI)H : Roe c :\;]eu e:t (07031 )84%1 _ggwces

Health, Substance Use Disorder and then 20% coinsurance g ry '
Ifyou have a hospital Transplant services
stay Physician/Surgeon Fees related to the

treatment of Mental and Behavioral Health, 20% coinsurance Not covered None

Substance Use Disorder and Transplant
services
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-Of-Network
Provider

Limitations, Exceptions, & Other
Important Information

Qutpatient Services related to the
treatment of Mental and Behavioral Health,

Prior authorization required:

Prior authorization for all SUD must be
obtained through MHA Recovery at
(701) 421-8869. Intensive Outpatient

Substance Use Disorder and Transplant 1 Chiiee 1o L Program for Substance Use Disorder
services and Partial Hospitalization Program for
Substance Use Disorder require Prior
If you need mental aF’u’Fhorlzar;tlop. . —
health, behavioral | |npatient Services related to the treatment . o rior authorization required:
health, or substance | of Mental and Behavioral Health, Substance No Charge with Prior No Charge with Prior Prior authorization for all SUD must be
abuse services Use Disorder and Transplant services Authorization Authorization obtained through MHA Recovery at (701) 421-
8869.
ttleoartnn?erl;tli?:\}lr;n?a?; é%i;ea%g;m calth Prior authorization required for all SUD Services
’ 0 H
Substance Use Disorder and Transplant 20% coinsurance Not covered through MHA Recovery at (701) 421-8869.
services
Rehabilitation Services related to the
treatment of Mental and Behavioral 0/ mni - .
i you need help Health, Substance Use Disorder and 20% coinsurance Not covered Limited to 20 visits per calendar year.
recovering or have Transplant services
ggz;'sspemal el Habilitation Services related to the
treatment of Mental and Behavioral 0/ ~ni . .
e e v 20% coinsurance Not covered Limited to 20 visits per calendar year.
Transplant services
tsrglﬁq(iml?mn?a?;iéegéﬁg\t?otrg? $250 copay / visit No ; Prior authorization required for all SUD Services
copay , ot covere i
Health, Substance Use Disorder and then 20% coinsurance through MHA Recovery at (701) 421-8869.
Transplant services
Durable Medical Equipment related to . _— , ,
the treatment of Mental and Behavioral 20% coinsurance R Prior authorization required for all SUD Services

Health, Substance Use Disorder and
Transplant services

through MHA Recovery at (701) 421-8869.
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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 Take-home drugs o Artificial Organs o Transplants and transplant evaluations that do not
e Transportation meet the United Network for Organ Sharing (UNOS)
criteria

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Some Transplant Services may require Tribal e Residential Care is covered if Medically Necessary e Long-Term residential facilities are covered with
Council Approval prior to treatment. and with use of treatment centers that are certification
preapproved

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? No.
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? No.
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-freg).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-0675 (toll-free).

Chinese (A XX): SN RFEH XD, BIRIT XS 1-800-892-0675 (toll-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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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.hhs.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: Né&u quy vi, hay nguoi ma quy vi dang gilp d&, co cau hdi vé
Sanford Health Plan, quy vi s& co quyén duorc gilip va cd thém thdng tin bang ngdn
ngtr ciia minh hoan toan mién phi. D& ni chuyén véi mét thong dich vién, xin goi
1-844-927-2973.

Chinese (Mandarin): 3R #&, SHEEAEBMA, FAEIM Sanford
Health Plan A ERIMERE, EHEFRELIEHEBESIIERFNEGRR

. BMER—(CIHEZFEESRE BHE 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 Ihrer Sprache

zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-
844-923-3517 an.
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Russian: Ecrv y Bac un n1ua, KoTOpoMy Bbl OMOTaeTe, MMEIoTCst BONPOCh Mo biste razgovarali sa prevodiocem, nazovite

nosogy Sanford Health Plan, To Bbl nMeeTe npaBo Ha becnnaTtHoe nonyyexne 1-800-752-5863.

NOMOLLM 1 MHGOpPMaLK Ha BaLeM si3bike. [1ns pa3roBopa ¢ NepeBoavMKOM Cambodian, Mon-Khmer, Uitu- 831 HISSYS AMSH; Ml UHRANCWES SWH SN 200 o H o
No3BOHMTE o TenedoHy 1-844-927-2967. Sanford Health Plan 11, H R 820 71 6511 ousSWwS g gy

Laotian: rjavion, o ; “oww & viaw 93 95080 | | 8, L'OIMIVT JON U HRSHANG CH8 U WHISH AT A YR ETS UDUME W SR AL NY 18693
Sanford Health Plan, viavw 3on 35121 Bantu: Nimba wewe canke umuntu uriko urafasha afise ibibazo

vyerekeye Sanford Health Plan, utegerezwa kugira uburenganzira bwo

£ 2HOBUNIVFOBCY | § BCCITS 1) VSIOTIVY , L
y o kuronka ubufasha n'amakuru arambuye mu rurimi gwawe ataco utanze

£l LWITIZENIIY L BNFFL. MV LT LVIWWIT, o) o canke kurihira.
1-800-752-5863. Arabic: Hamagara 1-800-752-5863 uhamagara umusobanuzi.
Jiag s « Sanford Health Plan cia sa Wil cudens i Ju fy Jag i Swahili: Kama wewe, au mtu unaye mpa usaidizi ana maswali kuhusu
18449233511 o il jna e Jlindh S8 U5 2 i DR g el Sanford Health Plan, Una haki ya kupata habari hii na msaada kwa lugha yako
Jude$ o Jauad bila gharama. Kuzungumza na mkalimani, piga nambari hii: 1-844-927-2970.
Karen: Japanese: CA AR, FLEIEEHRDEFDEYDHETH, Sanford
o) B5md 55852 ogfoiofioni g R5ored 5 o §5 mdas1a85 Bostoloiof Health Plan ICDWCT CEMMN S SWVELZL., CHEDEETY
cm:ns.lgﬁmﬁmﬁ:?cﬁ%uﬁoglsgmgﬁcﬁq“ﬁgn&ﬁ Sanford Health Plan 71_:_ I‘ %% H'T: [’J ~ '%#E%)\q:— L/ T: L) _9,_ %) - t 75§_C° % iﬂ"o *-I'ﬁ

St ihgiBm850sScoriandS o mbubnbsmndugiedendiing  [IMMY FHA, BREBFESNDHIHE. 1-844-923-3521
§BcoroeoioSmboonpmubardeots Sepb 85 gorbogs migmsiotutencogmmnbm FTHEBEFCZSLN,
13581535200 drof b corgnBrgimboaron o giofofensoiBeb e boybes Tagalog: Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa
noodgHodols 1-844-923-3522 ool 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-

Ambharic:
800-752-5863.
KCNPT @LI® KCAP et ana-: aa Sanford Health Plan . A oh TR HH HIAE TEd
20 FHP NGE (EIEP RCAIG 08 0TPTTE av (P hATFu-s: MANHCATL, DG \aoy7CE Nepali: T U ST N olo,dr N

< §78"9S, Sanford Health Plan iR UHeE B Y T HIGHIYTHT
g 7 Yoo W1 A1 PRI U3 3R ® 115 W (320R)
o ;W 1-844-927-2061 HTBH T T ;B |

£.Lm-t= 1-800-752-5863

Korean: Bt 2f {3l &= #3171 & 10 = 0{F ALE O] Sanford Health

Plan Ofl -3 2 20| ICHH ot 2est TS0 HEE 759 Norwegian: Hvis du, eller noen du hjelper, har spgrsmal om Sanford Health Plan,
012 H|E BHeI0| 2 = U= Hel7t Ad&Lch 2Z A har du rett til & fa hjelp og informasjon pa ditt sprak uten kostnad. For & snakke med
E ALt oH7|57] QISHME 1-844-923-35232 2. en tolk, ring 1-800-752-5863.

French: Si vous, ou quelqu'un que vous étes en train d'aider, a des questions a Help understanding your health insurance is free.

propos de Sanford Health Plan, vous avez le droit d'obtenir de ['aide et Iinformation If you would like something in another format (for example, a larger font size of a
dans votre langue a aucun co(it. Pour parler a un interprete, appelez 1-844-923- file for use with assistive technology,

3516. like a screen reader), please call us at: (800) 752-5863 (toll-free) | TTY: 711
Serbo-Croatian: Ukoliko Vi ili neko kome Vi pomazete ima pitanje o Sanford Health North Dakota Medicaid Expansion:

Plan, imate pravo da besplatno dobijete pomoc i informacije na Vasem jeziku. Da Please call (855) 305-5060 (toll-free) | TTY: 711
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