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

Northern Kentucky University: HDHP D1500 Plan

Coverage Period: 01/01/2019-12/31/2019
Coverage for: Individual +Family | Plan Type: HDHP

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, email benefits@nku.edu by calling
859- 572-5200. 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 www.dol.gov/ebsa/healthreform and www.cciio.cms.gov or call 859-572-5200 to request acopy.

Important Questions Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

PAR providers: $1,500 single/$3,000 family.
Non-PAR providers: $3,000 single/$6,000
family.

Yes. Preventive care is covered.

No.

Medical Out-of-Pocket: Network Providers

$3,000 Individual / $6,000 Family Non Network

Providers $6,000 single/$12,000 family.

Premiums, Balance-billing charges, Health
care this plan doesn’t cover, Penalties, Non-
network Transplant, Non-Network Prescription
Drugs, Non-network Specialty Drugs.

Yes. See www. www.humana.com/directories
or call 1-866-4ASSIST (427-7478) for a list of
network providers

No.

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, the overall
family deductible must be met.

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.

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

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, the overall family out-of-pocket limit must be
met.

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

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.

You can see the specialist you choose without a referral.
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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

Limitations, Exceptions, & Other Important
Information

Common .
Medical Event Services You May Need

Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

30% after deductible Group uses Doctor on Demand for telemedicine
Primary care visit to treat an 10% after deductible visits. Doctor on Demand takes the copayment
injury or illness _— from the member and then submits the claims
- through Humana.
If you visit a health 30% after deductibl
care provider's office | Specialist visit 10% after deductible o ater ceductive None
or clinic : :
30% after deductible You may have to pay for services that aren’t
Preventive care/screening/ No charae preventive. Ask your provider if the services you
immunization g need are preventive. Then check what your plan
will pay for.
: : - 0 : —
V[\)Il(?rgk;lostlc test (x-ray, blood 10% after deductible 30% after deductible ggsg rsrrrlzzje may vary based on where service is
If you have a test 30% after deductible - Cost share may vary based on where serviceis
. 0 , performed.
BT {ETFE Seeti, W) Lbsh ety plaeiias - Preauthorization may be required - if not
obtained, penalty will be 50%
30 day supply (retail)
If you need drugs to 10% after deductible 30% after deductible+ the 90 day supply (mail order)
et v Almess o . ) (Retail) difference between the Preauthorization may be required for step therapy
condi)t/ion Generic and brand-name drugs 10% after deductible default rate and the Non- and certain prescription drugs. If not obtained,
More information about (Mail Order) PAR pharmacy charge/Rx | penalty will be 100%.
prescription drug Preventive medications 10% after deductible
coverage is available at
Www.Humana.com Preauthorization may be required - if not
, , : obtained, penalty will be 100% for certain
Specialty drugs (pharmacy) 10% after deductible 30% after deductible prescription drugs. Specialty drugs have to be
obtained from Humana.
Facility fee (e.g., ambulatory . 30% after deductible Preauthorization may be required - if not
If you have outpatient | surgery center) 10% atter deductible obtained, penalty will be 50%
surgery 10% after deductible 30% after deductible

Physician/surgeon fees None
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What You Will Pay

Common Limitations, Exceptions, & Other Important

Medical Event Services You May Need Network Provider Out-of-Network Provider Information
(You will pay the least) | (You will pay the most)
Emergency room care 10% after deductible 10% after PAR deductible |
If you need immediate = Emergency medical 10% after deductible 10% after PAR deductible None
medical attention transportation
Uraent care 10% after deductible 30% after deductible None
5 . 5 ) — T
P ——— Facility fee (e.q., hospital room) 10% after deductible 30% after deductible ng;lrj]?é)rg:rtllglrt]yrcv?ﬁ/é)s g(e)?/:jlred if not
stay Physician/surgeon fees 10% after deductible 30% after deductible None
E g/acl)tjhnggﬂawﬁjr:gl Outpatient services 10% after deductible 30% after deductible o
, 0, i 0, i
health, or substance Inpatient services 10% after deductible 30% after deductible None
abuse services
it vl 10% after deductible 30% after deductible Ware
, Childbirth/delivery professional | 10% after deductible 30% after deductible Depending on the type of services, a coinsurance
you are pregnant services or deductible may apply.
Childbirth/delivery facility 10% after deductible 30% after deductible Maternity care may include tests and services
services described elsewhere in the SBC (i.e. ultrasound).
10% after deductible 30% after deductible - 100 visits per calendar year
Home health care - Preauthorization may be required - if not
obtained, penalty will be 50%
10% after deductible 30% after deductible - 45 visits per year
Rehabilitation services - Preauthorization may be required - if
i d hel not obtained, penalty will be 50%
» yo?/ r:?r? rehp v 10% after deductible 30% after deductible - 45 visits per year
iﬁo € g_ol h a I‘tah Habilitation services - Preauthorization may be required - if
2ee%rsspeCIa ca not obtained, penalty will be 50%
10% after deductible 30% after deductible - 60 days per calendar year
Skilled nursing care - Preauthorization may be required - if not
obtained, penalty will be 50%.
10% after deductible 30% after deductible - Excludes vehicle modifications, home

Durable medical equipment

modifications, exercise, and bathroomequipment.
- Preauthorization may be required - if not
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What You Will Pay

Common . . . Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider :
Medical Event : ) Information
(You will pay the least) | (You will pay the most)

obtained, penalty will be 50%
Hospice services 10% after deductible 30% after deductible e
if vour child needs Children’s eye exam Not covered Not covered None
deyn tgl or :a e care Children’s glasses Not covered Not covered None
y Children’s dental check-up Not covered Not covered None

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 Bariatric Surgery o Infertility Treatment e Routine eye care (Adult), unless for an eye exam
e Cosmetic Surgery e Private Duty Nursing ¢ Routine Foot Care
e Dental Care e Long Term Care e Weight Loss Programs
¢ Non-emergency care when traveling outside the
U.S.

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

e Acupuncture, unless it is prescribed by a e Chiropractic Care - spinal manipulations are e Hearing Aids (children under 18)
physician for rehabilitation purposes covered(45 visits per calendar year)
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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: Department of Labor's, Employee Benefits Security Administration at 1-866-444-EBSA (3272). 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: 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 to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 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 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).

Chinese (FX): INRFEF XL, HKFT XN S531-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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
e different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
M 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 Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

M The plan’s overall deductible $1,500 M The plan’s overall deductible $1,500 M The plan’s overall deductible $1,500
W Specialist coinsurance 10% W Specialist coinsurance 10% W Specialist coinsurance 10%
M Hospital (facility) coinsurance 10% W Hospital (facility) coinsurance 10% W Hospital (facility) coinsurance 10%
M Other 10% M Other 10% M Other 10%
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
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
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 $1,500 Deductibles $1,500 Deductibles $1,500

Copayments $0 Copayments $0 Copayments $0

Coinsurance $1,300 Coinsurance $600 Coinsurance $200

What isn't covered What isn’t covered What isn't covered
Limits or exclusions $60 Limits or exclusions $1,100 Limits or exclusions $0
The total Peg would pay is $2,860 The total Joe would pay is $3,200 The total Mia would pay is $1,700

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability, or sex. Humana Inc. and its subsidiaries do not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Humana Inc. and its subsidiaries provide:
e Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation, and written information in other
formats to people with disabilities when such auxiliary aids and services are necessary to ensure an equal opportunity to participate.
e Free language services to people whose primary language is not English when those services are necessary to provide meaningful access,
such as translated documents or oral interpretation.

If you need these services, call 1-877-320-1235, or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

You can also file a civil rights complaint with the U.S. 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:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html


http://www.hhs.gov/ocr/office/file/index.html

Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language
assistance services, free of charge, are available to you.Call

1-877-320-1235(TTY: 711).

Espaiol (Spanish): ATENCION: si habla espafiol, tiene a su
disposicién servicios gratuitos de asistencia linguistica. Llame al

1-877-320-1235(TTY: 711).

B8P (Chinese): & : REFERAZERP X , B UGERSESEYR
%, FHE 1-877-320-1235 (TTY: 711)

Tiéng Viét (Vietnamese): CHU Y: N&u ban néi Tiéng Viét, c6

cac dich vu hd trg ngdén ngii mién phi danh cho ban. Goi sé

1-877-320- 1235(TTY 711).
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Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng
Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-320-1235

(TTY: 711).

Pycckui (Russian): BHUIMAHWE: Ecnv Bbl roBopute Ha
PYCCKOM 513blke, TO BaM AOCTYNHbI 6ecnnaTHble ycnyru
nepesoaa. 3BoHUTe 1-877-320-1235(Tenetann: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol
Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele

1-877-320-1235(TTY: 711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz
skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer

1-877-320-1235(TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués,
encontram-se disponiveis servigos linguisticos, grdtis. Ligue para

1-877-320-1235(TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia
Uitaliano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-877-320-1235(TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-877-320-1235(TTY: 711).

7A3E (Japanese):
i3 @E HAZBZFENZEE, BHOSEXEEZCFAVELE T
£9. 1-877-320-1235 (TTY: 711) % <. PR Sk e,
= (Farsi):

59z 8180 IO Ul s Sl g aes Sve peadl e JUO v 52 JSIo
36K ool (TTY: 711) 1-877-320-12351 .53l Sp pol)d I 1y
Diné Bizaad (Navajo): D77 baa ak0 ninizin: D7l saad bee
ylni[ti'lgo Diné Bizaad, saad bee 1k1'1n7da’lwo’'d66’, t'11 jiik’eh,

41 n1 hOl=, koj8’ hOdmnih 1-877-320-1235 (TTY: 711).
4y 2l (Arabic):

‘AJC}EB: 131 o wzd 134, UJ&& dlo Foplw U‘aw\toﬁ ldd'@&sé o9l



Frangais (French): ATTENTION : Si vous parlez frangais, des JAddez=\O. 100 13 1-877-320-1235 (A Alicd lap gllsat )711
services d’aide linguistique vous sont proposés gratuitement.

Appelez le 1-877-320-1235(ATS : 711).



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

Northern Kentucky University :HDHP D2500 Plan

Coverage Period: 01/01/2019-12/31/2019
Coverage for: Individual +Family | Plan Type: HDHP

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, email benefits@nku.edu or by
calling 859-572-5200. 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 www.dol.gov/ebsa/healthreform and www.cciio.cms.gov or call 859-572-5200 to request a copy.

Important Questions Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

PAR providers: $2,500 single/$5,000 family.
Non-PAR providers: $6,000 single/$12,000
family.

Yes. Preventive care is covered.

No.

Medical Out-of-Pocket: Network Providers

$3,425 Individual / $6,850 Family Non Network

Providers $10,000 single/$20,000 family.

Premiums, Balance-billing charges, Health
care this plan doesn’t cover, Penalties, Non-
network Transplant, Non-Network Prescription
Drugs, Non-network Specialty Drugs.

Yes. See www. www.humana.com/directories
or call 1-866-4ASSIST (427-7478) for a list of
network providers

No.

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, the overall
family deductible must be met.

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.

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

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, the overall family out-of-pocket limit must be
met.

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

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.

You can see the specialist you choose without a referral.
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M 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

Limitations, Exceptions, & Other Important
Information

Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

30% after deductible Group uses Doctor on Demand for telemedicine
Primary care visit to treat an 10% after deductible visits. Doctor on Demand takes the cost share
injury or iliness B from the member and then submits the claims
- through Humana.
If you visit a health % af bl
care provider’s office | Specialist visit 10% after deductible 30% atter geductible None
or clinic
30% after deductible You may have to pay for services that aren’t
Preventive care/screening/ No charae preventive. Ask your provider if the services you
immunization g need are preventive. Then check what your plan
will pay for.
Diagnostic test (x-ray, blood 10% after deductible 30% after deductible Cost share may vary based on where service is
work) - performed.
If you have a test 30% after deductible - Cost share may vary based on where serviceis
, 0 : performed.
e (SIHAET S, () | Aohben ST e lidlale - Preauthorization may be required - if not
obtained, penalty will be 50%
30 day supply (retail)
If you need drugs to 10% after deductible 30% after deductible+ the 90 day supply (mail order)
treat vour illness or , ] (Retail) difference between the Preauthorization may be required for step therapy
condi)t/ion Generic and brand-name drugs 10% after deductible default rate and the Non- and certain prescription drugs. If not obtained,
More information about (Mail Order) PAR pharmacy charge/Rx | penalty will be 100%.
prescription drug Preventive medications- 10%
coverage is available at
www.Humana.com Preauthorization may be required - if not
: , : obtained, penalty will be 100% for certain
Specialty drugs (pharmacy) 10% after deductible 30% after deductible prescription drugs. Specialty drugs have to be
obtained through Humana.
Facility fee (e.g., ambulatory 0 : 30% after deductible Preauthorization may be required - if not
If you have outpatient | surgery center) 10% after deductible obtained, penalty will be 50%
surgery 10% after deductible 30% after deductible

Physician/surgeon fees None
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What You Will Pay

Common Services You Mav Need : : Limitations, Exceptions, & Other Important
etfesl By y Netvyork Provider Out-of-Network Provider Information
You will pay the least You will pay the most
Emergency room care 10% after deductible 10% after PAR deductible None
If you need immediate | Emergency medical 10% after deductible 10% after PAR deductible None
medical attention transportation
Urgent care 10% after deductible 30% after deductible None
. , 10% after deductible 30% after deductible Preauthorization may be required - if not
If you have a hospital PV 12 (285 eifele o) obtained, penalty will be 50%
sta . 0 i 0 i
y Physician/surgeon fees 10% atter deductible 30% atter deductible None
gé{?ﬁhnggﬂgﬁ) r:'g::l Outpatient services 10% aiter geductible 30% atter geductible None
health, or substance . . 10% after deductible 30% after deductible
R RGeS Inpatient services None
O vt 10% after deductible 30% after deductible Voire
Childbirth/delivery professional | 10% after deductible 30% after deductible Depending on the type of services, a coinsurance
Ve AR g services or deductible may apply
Childbirth/delivery facility 10% after deductible 30% after deductible Maternity care may include tests and services
services described elsewhere in the SBC (i.e. ultrasound).
10% after deductible 30% after deductible - 100 visits per calendar year
Home health care - Preauthorization may be required - if not
obtained, penalty will be 50%
10% after deductible 30% after deductible -_45 visits per year
Rehabilitation services - Preauthorization may be required - if
ifvou need hel not obtained, penalty will be 50%
you ne P 10% after deductible 30% after deductible - 45 visits per year
recovering or have I , A : :
- Habilitation services - Preauthorization may be required - if
other special health . . 0
T not obtained, penalty will be 50%
10% after deductible 30% after deductible - 60 days per calendar year
Skilled nursing care - Preauthorization may be required - if not
obtained, penalty will be 50%.
10% after deductible 30% after deductible - Excludes vehicle modifications, home

Durable medical equipment

modifications, exercise, and bathroomequipment.
- Preauthorization may be required - if not
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What You Will Pay
Services You May Need Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Common Limitations, Exceptions, & Other Important

Information

Medical Event

obtained, penalty will be 50%
Hospice services 10% after deductible 30% after deductible None
. Children’s eye exam Not covered Not covered None
If your child needs : :
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None

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 Bariatric Surgery o Infertility Treatment e Routine eye care (Adult), unless for an eye exam
e Cosmetic Surgery e Private Duty Nursing ¢ Routine Foot Care
e Dental Care e Long Term Care e Weight Loss Programs
o Non-emergency care when traveling outside the
U.S.

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

e Acupuncture, unless it is prescribed by a e Chiropractic Care — spinal manipulations are e Hearing Aids (children under 18)
physician for rehabilitation purposes covered(45 visits per calendar year)
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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: Department of Labor's, Employee Benefits Security Administration at 1-866-444-EBSA (3272). 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: 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 to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 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 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).
Chinese (FX): INRFEF XL, HKFT XN S531-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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:

e

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

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.

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

H The plan’s overall deductible $2,500
W Specialist coinsurance 10%
W Hospital (facility) coinsurance 10%
W Other 10%

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)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $2,500

Copayments $0

Coinsurance $1,300

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,860

controlled condition)

M The plan’s overall deductible
M Specialist coinsurance

M Hospital (facility) coinsurance
B Other

Total Example Cost

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Joe would pay is

$2,500

10%
10%

10%

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)

$7,400

$2,500
$0
$600

$1,100
$4,200

up care)
The plan’s overall deductible $2,500
B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
W Other 10%

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability, or sex. Humana Inc. and its subsidiaries do not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Humana Inc. and its subsidiaries provide:
e Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation, and written information in other
formats to people with disabilities when such auxiliary aids and services are necessary to ensure an equal opportunity to participate.
e Free language services to people whose primary language is not English when those services are necessary to provide meaningful access,
such as translated documents or oral interpretation.

If you need these services, call 1-877-320-1235, or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

You can also file a civil rights complaint with the U.S. 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:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html


http://www.hhs.gov/ocr/office/file/index.html

Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language
assistance services, free of charge, are available to you.Call
1-877-320-1235(TTY: 711).

Espaiol (Spanish): ATENCION: si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia linguistica. Llame al
1-877-320-1235(TTY: 711).

EHBEPX (Chinese): X : NRAFEALEPY , BAUGEEEESEYR
#%. FHE 1-877-320-1235 (TTY: 711)

Tiéng Viét (Vietnamese): CHU Y: N&u ban néi Tiéng Viét, c6
céc dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s
1-877-320-1235(TTY: 711).

£=0{ (Korean): F2I: 8t=01E AL stAl= B2, A XY MHIAE REE
o|&stA = AU&LICH. 1-877-320-1235 (TTY:711) He= Tl
ESSNE-

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng
Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-320-1235

(TTY: 711).

Pycckuii (Russian):BHVUVMAHWE:EcnuBbiros
opMTeHapyccCKOMSA3blke, TO BaMfj
ocTynHb OecnnaTHbeycnyrumep
eBoaga.3BOHMUT e 1-877-320-1235(tenetann: 711).
Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol
Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele
1-877-320-1235(TTY: 711).

Francais (French): ATTENTION : Si vous parlez frangais, des
services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-877-320-1235(ATS : 711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz
skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-877-320-1235(TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués,
encontram-se disponiveis servicos linguisticos, gratis. Ligue para
1-877-320-1235(TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia
Uitaliano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-877-320-1235(TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur

Verfligung. Rufnummer: 1-877-320-1235(TTY: 711).
HAEE (Japanese):

EEFE (HARBZEFEINZES EHOSEXEZCAAVLLEL
¥7, 1-877-320-1235 (TTY:711) % <. zb%ii lCTIEBLEEL,

i)y (Farsi):
M0 4 e 9 53 30068 cpeadlde s pcs Sded 9 dl s juloy ua Sy gz
Kuiss cal o (TTY: 711) 1-877-320-123501 . 15 55 dlag pal vl
Diné Bizaad (Navajo): D7l baa ak0 ninizin: Dl saad bee
yini[ti'go Diné Bizaad, saad bee 1k1'ln7da’lwo’d66’, t'11 jiik’eh,

41 n1 hOl=, koj8" hOd7nih 1-877-320-1235 (TTY: 711).

e b (Arabic):

cw9ld UJ'@@B Wpuelg 28 Faple dlo ‘UJ&B 138 wzad due |3 :‘GJCjJ'aZS
D711 ;s Juas ol e 1-877-320-123503¢ lopd Jdel0 S



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

Northern Kentucky University: HMO Plan

Coverage Period: 01/01/2019- 12/31/2019
Coverage for: Individual +Family | Plan Type: HMO

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, email benefits@nku.edu or by calling
859-572-5200. 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 www.dol.gov/ebsa/healthreform and www.cciio.cms.gov or call 859-572-5200 request a copy.

Important Questions Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket

Network Providers $2,000 Individual / $4,000
Family. Non Network Provider Not applicable.

Yes. Preventive care Certain Office Visits,
Emergency Room Care, Urgent Care,
Prescription Drugs and Certain therapies are
covered before you meet your deductible but a
copayment or coinsurance may apply.

No

Network Providers $4,500 Individual / $9,000

limit for this plan?

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

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

Family. Non Network Provider Not applicable

Premiums, Balance-billing charges, Health care
this plan doesn’t cover, Penalties, Non-network
Transplant, Non-Network Prescription Drugs,
Non-network Specialty Drugs.

Yes. See www. www.humana.com/directories
or call 1-866-4ASSIST (427-7478) for a list of
network providers

No.

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.

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.

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

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.

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

No out of network coverage except in an emergency.

You can see the network specialist you choose without a referral.

ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

least)

Group uses Doctor on Demand for telemedicine

Primary care visit to treat an igg %%’gggs not Not covered visits. Doctor on Demand takes the copayment
injury or illness ool from the member and then submits the claims
pply through Humana.
If you visit a health $55 copay/visit
care provider’'s office | Specialist visit deductible does not Not covered None
or clinic apply
You may have to pay for services that aren’t
Preventive care/screening/ preventive. Ask your provider if the services you
immunization M ErErgE M EEEEE need are preventive. Then check what your plan will
pay for.
Dmgnospg test (x-ray, blood Cost share may vary based on where service is
work) Clinic
. Not covered performed.
i h test -Inpatient No charge
youhave a tes -Outpatient 20% after deductible
0 . -
imaging (CT/PET scans, MRIs) 20% after deductible Not covered Cost share may vary pasgd on where service is
does not apply performed. Preauthorization may apply
$10 copay
. (Retail)
Level 1 Low cost generic drugs $25 copa
(Mail Order) .
30 day supply (retail
If you need drugs to $35 copay Not Covered %0 daz sugglz Email ())rder)
trea;[j_y_our lliness or Level 2 Brand-name drugs é%?tg'(l)) cona gﬁtglgv ered - Preauthorization may be required for step therapy
sendliia 07 LODaY , and certain prescription drugs. If not obtained,
. . (Mail Order) (Mail Order) oenalty will be 100%.
o m_for_mat(ljon about ?sgt%ﬁy - Pharmacy Out-of-Pocket Network Providers
otz gt i, Level 3 Highest cost drugs $4,500 Individual / $9,000Family. Non Network
coverage is avallable at $137.50 copay Provider Not applicable
www.humana.com (Mail Order) '
25% coinsurance up to
Level 4 - Highest cost drugs a max of $300 per Not covered
script
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Common
Medical Event

Services You May Need

Network Provider
(You will pay the

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Specialty drugs if:
-Obtained at the Humana

Applies to Level's 1, 2, 3
and 4.

(You will pay the most)

Specialty Drugs need to be purchased at a
Humana Pharmacy to be covered.

_ Not covered
pharmacy and office
administered by provider Medical benefits apply
-Paid under medical benefits
. Facility fee (e.g., ambulatory 0 . Preauthorization may be required - if not obtained,
guyrog rhave outpatient ¢ on centen 20% after deductible | Not covered penalty will be 50%
gery Physician/surgeon fees 20% after deductible Not covered None
$250 copay/visit $250 copay/visit deductible
Emergency room care deductible does not does not apply Copay waived if admitted
apply
If you need immediate | Emergency medical 0 . 20% after deductible
medical attention transportation ABDENET Gl MOl
$75 copay/visit
Urgent care deductible does not Not covered None
apply
. . . Preauthorization may be required - if not obtained
. 0 )
If you have a hospital Facility fee (e.g., hospital room) ' 20% after deductible Not covered oenalty will be 50%
stay Physician/surgeon fees 20% after deductible Not covered None
$25 PCP copay/visit
If you need mental Outpatient gggll;_ctlble does net Not covered None
health, behavioral
health, or substance
AER SIS Inpatient services 20% after deductible Not covered None
$55 specialist
Office visits copay/visit deductible | Not covered None.
If you are pregnant 1058 [ULE
Chﬂdbwth/dehvery professional 20% after deductible Not covered Dependmg on the type of services, a coinsurance or
services —_— deductible may apply.
Childbirth/delivery facility 20% after deductible Not covered None

30f6




Common

Services You May Need

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important

Medical Event (You will pay the (You will pay the most) Information
services ]
- 100 visits per year.
Home health care 20% after deductible Not covered - Preauthorization may be required - if not obtained,
penalty will be 50%
Rehabilitation services $25 copay/visit
UELUGITIE LoE ) - 30 combined visits per year
- Physical and Occupational apply o pery . . .
theraies Not covered - Preauthorization may be required - if not obtained,
e £ $55 copayivisit penalty will be 50%
- All other therapies deductible does not
apply
If you need help Habilitation services $25 copay/visit
recovering or have deductible does not - 30 combined Visits per vear
other special health - Physical and Occupational apply o pery . . .
— theraies Not covered - w may be required - if not obtained,
e o $55 copay/visit penalty will be 50%
- All other therapies deductible does not
apply
-60 visits per year.
Skilled nursing care 20% after deductible Not covered - Preauthorization may be required - if not obtained,
penalty will be 50%
- Excludes vehicle modifications, home
Durable medical equipment 20% after deductible Not covered modlflcatlor)s, Exercise, and ba.throor.n equmgnt.
- Preauthorization may be required - if not obtained,
penalty will be 50%
Hospice services No charge Not covered None
if vour child needs Children’s eye exam Not covered Not covered None
deyntal of eve care Children’s glasses Not covered Not covered None
y 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 Acupuncture, unless it is prescribed by a e Infertility e Private Duty Nursing

physician for rehabilitation purposes e Long Term Care e Routine eye care (Adult), unless for an eye exam
e Bariatric Surgery e Non-emergency care when traveling outside the e  Routine Foot Care
e Cosmetic Surgery U.S. e Weight Loss Programs

e Dental Care

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

e Chiropractic Care — spinal manipulations are e Hearing Aids ( children under 18)
covered(30 visits per year)

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: Department of Labor's, Employee Benefits Security Administration at 1-866-444-EBSA (3272). 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: 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 to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 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 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).
Chinese (H32): A RFEE P SCHY#ERE), B FT XN 5181-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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 Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

M The plan’s overall deductible $2,000 The plan’s overall deductible $2,000 The plan’s overall deductible $2,000
W Specialist copayment $55 W Specialist copayment $55 W Specialist copayment $55
W Hospital (facility)coinsurance 20% W Hospital (facility)coinsurance 20% W Hospital (facility)coinsurance 20%
W Other 20% W Other 20% W Other 20%
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
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
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 $2,000 Deductibles $0 Deductibles $700

Copayments $90 Copayments $1,900 Copayments $800

Coinsurance $2,300 Coinsurance $0 Coinsurance $200

What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $1,100 Limits or exclusions $0
The total Peg would pay is $4,450 The total Joe would pay is $3,000 The total Mia would pay is $1,700

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability, or sex. Humana Inc. and its subsidiaries do not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Humana Inc. and its subsidiaries provide:
e Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation, and written information in other
formats to people with disabilities when such auxiliary aids and services are necessary to ensure an equal opportunity to participate.
e Free language services to people whose primary language is not English when those services are necessary to provide meaningful access,
such as translated documents or oral interpretation.

If you need these services, call 1-877-320-1235, or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

You can also file a civil rights complaint with the U.S. 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:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html



Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language
assistance services, free of charge, are available to you. Call
1-877-320-1235 (TTY: 711).

Espanol (Spanish): ATENCION: si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia linglistica. Llame al
1-877-320-1235 (TTY: 711).

ERPX (Chinese): ‘T8 MR EFERERP LOIURBEFESED
AR¥5 - 5EEE 1-877-320-1235 (TTY: 711)°

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6
cac dich vu hé trg ngdn nglr mién phi danh cho ban. Goi s
1-877-320-1235 (TTY: 711).

£=10] (Korean): 2| : 3t=0{E ALESIAl= ,
0|23I4A 4 UALICH. 1-877-320-1235 (TTY: 7
FHANL.

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng
Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-320-1235

(TTY: 711).

Pycckuia (Russian): BHVIMAHWE: Echm Bbl roBopuTe Ha
PYCCKOM fA3bIKe, TO BaM AOCTYMHbI 6ecnnaTHble yCayri
nepesoga. 3soHuTe 1-877-320-1235 (Tenetawvin: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol
Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele
1-877-320-1235 (TTY: 711).

Francais (French): ATTENTION : Si vous parlez frangais, des
services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-877-320-1235 (ATS:711).

o
7O:‘_I_

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz
skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-877-320-1235 (TTY: 711).
Portugués (Portuguese): ATENCAO: Se fala portugués,
encontram-se disponiveis servicos linguisticos, grdtis. Ligue para
1-877-320-1235 (TTY: 711).
Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia
litaliano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-877-320-1235 (TTY: 711).
Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-877-320-1235 (TTY: 711).
B#:E (Japanese):
ARFE BAEZEINGISE. BEHOSEXRESARAVEET
&9, 1-877-320-1235 (TTY :711) £T. BBFEEICTITEB T,
s«yé (Farsi):
OBl Oysay Sl OMagud S e 5SS oyl by 4y 5] e o3
Ay elad (TTY: 711) 1-877-320-1235 1 .l 0 ealyd Lo ¢l y
Diné Bizaad (Navajo): Dii baa aké ninizin: Dii saad bee
yanitti‘go Diné Bizaad, saad bee akd’anida’awo’déé’, t'aa jiik'eh,
éi na holg, kojj’ hddiilnih 1-877-320-1235 (TTY: 711).
4=l (Arabic):
28lo8 gl Bucluall Uloas 418 dolll 4S3I Gased eSS 13] 1db gl
(711 1Sl s puall il B ) 1-877-320-1235 @3y Joil .oy loally el



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019-12/31/2019
Northern Kentucky University:NPOS Plan_ Coverage for: Individual +Family | Plan Type: NPOS

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
A5 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, email benefits@nku.edu or by

calling 859-572-5200. 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 www.dol.gov/ebsa/healthreform and www.cciio.cms.gov or call 859-572-5200 to request a copy

Important Questions Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible
Network Providers: $1,000 Individual / $2,000 | amount before this plan begins to pay. If you have other family members on

What is the overall deductible? Family for Non-Network Providers: $3,000 the plan, each family member must meet their own individual deductible until
Individual / $6,000 Family the total amount of deductible expenses paid by all family members meets the
overall family deductible.
Yes. Preventive care Certain Office Visits, This plan covers some items and services even if you haven't yet met the
Emergency Room Care, Urgent Care, deductible amount. But a copayment or coinsurance may apply. For example,

Are there services covered before

you meet your deductible? Prescription Drugs and Certain therapies are this plan covers certain preventive services without cost-sharing and before

covered before you meet your deductible, buta | you meet your deductible. See a list of covered preventive services at
copayment or coinsurance may apply. https://www.healthcare.gov/coverage/preventive-care-benefits.

Are thgre other e . No. You don't have to meet deductibles for specific services.
deductibles for specific services?
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

Network Providers $4,000 Individual / $8,000
Family; for Qut-of-Network Providers: $12,000

What is the out-of-pocket limit for

this plan? Individual / $24,000 Family their own out-of-pocket limits until the overall family out-of-pocket limit has
been met.
Premiums, Balance-billing charges, Health care
What is not included in this plan doesn't cover, Penalties, Non-network | Even though you pay these expenses, they don’t count toward the out—of—
the out-of-pocket limit? Transplant, Non-Network Prescription Drugs, pocket limit.

Non-network Specialty Drugs.

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.

Yes. See www. www.humana.com/directories
or call 1-866-4ASSIST (427-7478) for a list of
network providers

Will you pay less if you use a
network provider?

Do you need a referral to see a

specialist? No. You can see the specialist you choose without a referral.
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H All 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
Information

Common :
Medical Event Services You May Need

Primary care visit to treat an
injury or iliness

If you visit a health

care provider’s office

or clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information about

prescription drug

coverage is available at

WWwW.humana.com

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

-Inpatient
-Outpatient

Imaging (CT/PET scans, MRIs)

Level 1 - Lowest cost generic
and brand-name drugs

Level 2 - Higher cost generic
and brand-name drugs:

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

$25 copay/visit deductible

does not apply

$40 copay/visit deductible

does not apply

No charge

No charge

20% after deductible

20% after deductible

$10 copay
(Retail)

$25 copay
(Mail Order)
$35 copay
(Retail)
$87.50 copay
(Mail Order)

50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible

PAR copay + 50% + the
difference between the
default rate and the Non-

PAR pharmacy
charge/script

Group uses Doctor on Demand for telemedicine
visits. Doctor on Demand takes the copayment
from the member and then submits the claims
through Humana.

None

You may have to pay for services that aren’t
preventive. Ask your provider if the services you
need are preventive. Then check what your plan
will pay for.

Cost share may vary based on where service is
performed.

- Cost share may vary based on where serviceis
performed.

- Preauthorization may be required - if not
obtained, penalty will be 50%.

- 30 day supply (retail)

- 90 day supply (mail order)

- Preauthorization may be required - if

not obtained, penalty will be 100% for
certain prescription drugs.

- Pharmacy Out of Pocket limit applies to alllevels
$4,000 single/$8,000 family; Non PAR providers:
Not applicable.
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Common :
Medical Event Services You May Need

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

If you are pregnant

Level 3 - Generic and brand-
name drugs with higher cost
than Level 2:

Level 4 - Highest cost drugs

Specialty drugs if:

-Obtained at the Humana
pharmacy and office
administered by provider
-Paid under medical benefits

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees
Outpatient services
Inpatient services

Office visits

Childbirth/delivery professional

What You Will Pay

Network Provider Out-of-Network Provider
You will pay the least You will pay the most

$55 copay
(Retail)

$137.50 copay
(Mail Order)

25% up to a max of $300
per script

Appliesto Level's 1, 2,3
and 4.

Specialty drugs have to be
purchased at a Humana
pharmacy to be covered.
Medical benefits apply

20% after deductible

20% after deductible

$200 copay/visit
deductible does not apply

20% after deductible

$40 copay/visit deductible
does not apply

20% after deductible

20% after deductible

$25 copay/visit deductible
does not apply

20% after deductible

$40 specialist copay/visit;
deductible does not apply
20% after deductible

Applies to Level's 1, 2, 3 and
4,

Specialty drugs have to be
obtained from Humana.

Medical benefits apply
50% after deductible

50% after deductible

$200 copay/visit deductible
does not apply

Limitations, Exceptions, & Other Important

Information

Preauthorization may be required - if not obtained,
penalty will be 50%
None

Copay waived if admitted

20% after PAR deductible | None
50% after deductible None
50% after deductible Preauthorization may be required - if not obtained,
- penalty will be 50%
50% after deductible None
50% after deductible None
50% after deductible None
50% after deductible None
50% after deductible Depending on the type of services, a coinsurance
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Common :
Medical Event Services You May Need

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

- Physical and Occupational
therapies

- All other therapies (including

Speech Therapy)

Habilitation services

- Physical and Occupational
therapies

- All other therapies (including

Speech Therapy)

Skilled nursing care

Durable medical equipment

Hospice services
Children’s eye exam

Children’s glasses
Children’s dental check-up

What You Will Pay

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

20% after deductible

20% after deductible

$25 copay/visit deductible

does not apply

20% after deductible

$25 copay/visit deductible

does not apply

20% after deductible

20% after deductible

20% after deductible

No charge

Not covered
Not covered
Not covered

50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible

No charge

Not covered
Not covered
Not covered

Limitations, Exceptions, & Other Important

Information

or deductible may apply.

Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound).
- 100 visits per year

Preauthorization may be required - if not obtained,
penalty will be 50%

- 60 combined visits per year
- Preauthorization may be required - if not
obtained, penalty will be 50%

- 60 combined visits per year
- Preauthorization may be required - if not
obtained, penalty will be 50%

- 60 days per year

- Preauthorization may be required - if not
obtained, penalty will be 50%

- Excludes vehicle modifications, home
modifications, exercise, and bathroomequipment.
- Preauthorization may be required - if not
obtained, penalty will be 50%

None

None
None
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 Acupuncture, unless it is prescribed bya e Infertility e Routine eye care (Adult), unless for an eye exam
physician for rehabilitation purposes e Private Duty Nursing ¢ Routine Foot Care

e Bariatric Surgery e Long Term Care e Weight Loss Programs

e Cosmetic Surgery e Non-emergency care when traveling outside the

e Dental Care u.S.

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

e Acupuncture e Chiropractic Care — spinal manipulations are e Hearing Aids (children under 18)
covered(60 visits per year)

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: Department of Labor's, Employee Benefits Security Administration at 1-866-444-EBSA (3272). 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: 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 to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 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 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).
Chinese (P X): INRFEEPhXHER), BHKIT XA S5151-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).
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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.

Managing Joe’s type 2 Diabetes

Mia’s Simple Fracture
(in-network emergency room visit and follow

Peg is Having a Baby

(a year of routine in-network care of a well-

(9 months of in-network pre-natal care and a controlled condition) up care)
hospital delivery)
M The plan’s overall deductible $1,000 M The plan’s overall deductible $1,000 M The plan’s overall deductible $1,000
W Specialist copayment $40 W Specialist copayment $40 W Specialist copayment $40
B Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% B Hospital (facility) coinsurance 20%
B Other 20% W Other 20% B Other 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)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $1,000
Copayments $90
Coinsurance $2,300
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,450

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)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,800

Coinsurance $0

What isn’t covered
Limits or exclusions $1,100
The total Joe would pay is $2,900

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $900
Copayments $500
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,600
7 of 7
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Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability, or sex. Humana Inc. and its subsidiaries do not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Humana Inc. and its subsidiaries provide:
e Free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation, and written information in other
formats to people with disabilities when such auxiliary aids and services are necessary to ensure an equal opportunity to participate.
e Free language services to people whose primary language is not English when those services are necessary to provide meaningful access,
such as translated documents or oral interpretation.

If you need these services, call 1-877-320-1235, or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

You can also file a civil rights complaint with the U.S. 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:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html


http://www.hhs.gov/ocr/office/file/index.html

Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language
assistance services, free of charge, are available to you.Call
1-877-320-1235(TTY: 711).

Espaiol (Spanish): ATENCION: si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia linguistica. Llame al
1-877-320-1235(TTY: 711).

EHEPX (Chinese): X : NRAFEALEPY , BAUGEEEESEYR
#%. FHE 1-877-320-1235 (TTY: 711)

Tiéng Viét (Vietnamese): CHU Y: N&u ban néi Tiéng Viét, c6
céc dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s
1-877-320-1235(TTY: 711).

£=0{ (Korean): F2I: 8t=01E AL stAl= B2, A XY MHIAE REE
o|&stA = AU&LICH. 1-877-320-1235 (TTY:711) He= Tl
ESSNE-

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng
Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-320-1235

(TTY: 711).

Pycckuii (Russian):BHVUVMAHWE:EcnuBbiros
opMTeHapyccCKOMSA3blke, TO BaMfj
ocTynHb OecnnaTHbeycnyrumep
eBoaga.3BOHMUT e 1-877-320-1235(tenetann: 711).
Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol
Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele
1-877-320-1235(TTY: 711).

Francais (French): ATTENTION : Si vous parlez frangais, des
services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-877-320-1235(ATS : 711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz
skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-877-320-1235(TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués,
encontram-se disponiveis servi¢os linguisticos, gratis. Ligue para
1-877-320-1235(TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia
Uitaliano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-877-320-1235(TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur

Verfligung. Rufnummer: 1-877-320-1235(TTY: 711).
HAEE (Japanese):

EEFE (HARBZEFEINZES EHOSEXEZCAAVLLEL
¥7, 1-877-320-1235 (TTY:711) % <. zb%ii lCTIEBLEEL,

i)y (Farsi):
M0 4 e 9 53 30068 cpeadlde s pcs Sded 9 dl s juloy ua Sy gz
Kuiss cal o (TTY: 711) 1-877-320-123501 . 15 55 dlag pal vl
Diné Bizaad (Navajo): D7l baa ak0 ninizin: Dl saad bee
yini[ti'go Diné Bizaad, saad bee 1k1'ln7da’lwo’d66’, t'11 jiik’eh,

41 n1 hOl=, koj8" hOd7nih 1-877-320-1235 (TTY: 711).

e b (Arabic):

cw9ld UJ'@@B Wpuelg 28 Faple dlo ‘UJ&B 138 wzad due |3 :‘GJCjJ'aZS
D711 ;s Juas ol e 1-877-320-123503¢ lopd Jdel0 S
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