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Care Connect Bronze HMO

Coverage Period: 1/1/2017 — 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Important Questions

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—

pocket limit on my

expenses?
What is not included in

the out—of-pocket
limit?

Is there an overall
annual limit on what
the plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?
NMHC-PD0024-0816

$4,000 individual/$8,000 family
Doesn’t apply to preventive care

or services where a copay is
listed.

No. There are no other specific
deductibles.

Yes. For participating providers
$7,150 individual/$14,300
family

Premiums, balance-billed
charges, and health care this
plan doesn't cover.

No.

Yes. See www.mynmbhc.org or
call (855) 7MY-NMHC for a
list of participating providers.

No.

Yes.

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.mynmbhc.org or by calling (855) 7MY-NMHC.

You must pay all the costs up to the deductible amount before this plan begins to pay for
covered services you use. Check your policy or plan document to see when the deductible
starts over (usually, but not always, January 1st). See the chart starting on page 2 for how
much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting on page
2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health
care expenses.

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

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or all
of the costs of covered services. Be aware, your in-network doctor or hospital may use an
out-of-network provider for some services. Plans use the term in-network, preferred, or
participating for providers in their network. See the chart starting on page 2 for how this
plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan
document for additional information about excluded services.
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Questions: Call (855) 7TMY-NMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,

see the Glossary. You can view the Glossary at www.mynmbhec.org or call (855) 7TMY-NMHC to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Fah
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i i ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If

Your Cost If You You Use an

Common Use an
Medical Event

Services You May Need Out-of- Limitations & Exceptions

In-Network

Provider Network

Provider

Primary care visit to treat an injury or illness | 50% after deductible | Not Covered
none

Specialist visit 50% after deductible | Not Covered

If you visit a health Coverage is limited to 20 visit/calendar
. O i
care provider’s office Other practitioner office visit ?Or/oﬁif:er rcle(;liucubclle Not Covered year for each type of provider unless
or clinic et practitioner oftice vis O chiropractic an ot overe for rehabilitative or habilitative
acupuncture
purposes.

Preventive care/ screening/ immunization No Charge Not Covered none

Diagnostic test (x-ray, blood work) 50% after deductible | Not Covered none
If you have a test i in Pri

y Imaging (CT/PET scans, MRIs) 50% after deductible | Not Covered Fallurf': o obtz.un Prior Approval may
result in a denial of coverage.
If you need drugs to 50% after deductible
treat your illness or | Generic drugs for retail and mail Not Covered
condition order prescriptions Covers up to a 30-day retail supply; 90-
50% after deductible day mail order supply

Morte information Preferred brand drugs for retail and mail Not Covered
about prescription order prescriptions

Questions: Call (855) 7TMY-INMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhc.org or call (855) 7TMY-NMHC to request a copy. 20f9
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 1/1/2017 — 12/31/2017
Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Your Cost If You | Qur Cost i
Common : Use an You Use an e :
: Services You May Need Out-of- Limitations & Exceptions
Medical Event In-Network
: Network
Provider ,
Provider
drug coverage is 50% after deductible Cover t0 2 30-dav retail v+ 90
available at Non-preferred brand drugs for retail and mail Not Covered OVELS up to @ JUmday retall Supply; ZL-
. day mail order supply
www.mynmhc.org. order prescriptions
50% after deductible Covers up to a 30-day supply, retail.
Specialty drugs for retail and mail Not Covered Failure to obtain Prior Approval may
order prescriptions result in a denial of coverage.
If you have Facility fee (e.g., ambulatory surgery center) | 50% after deductible | Not Covered Failure to obtain Prior Approval may
outpatient surgery Physician/surgeon fees 50% after deductible | Not Covered result in 2 denial of coverage.
0
Emergency room services 50% after deductible 0% after Waived if admitted to hospital.
deductible
If you need 50% after
immediate medical = Emergency medical transportation 50% after deductible o
. deductible
attention 0% after none
o .
Urgent care 50% after deductible deductible
If you have a Facility fee (e.g., hospital room) 50% after deductible | Not Covered Failure to obtain Prior Approval may
hospital stay Physician/surgeon fee 50% after deductible | Not Covered result in a denial of coverage.
Mental/Behavioral health outpatient
If you have mental services P No Charge Not Covered
LGl e}, LS o] Mental/Behavioral health inpatient services | 50% after deductible | Not Covered Faﬂu@ to obtgm Lo LAprptavel. ey
health, or substance : : : result in a denial of coverage.
abuse needs Substance use disorder outpatient services | No Charge Not Covered
Substance use disorder inpatient services 50% after deductible | Not Covered
If vou are breenant Prenatal and postnatal care 50% after deductible | Not Covered none
J preg Delivery and all inpatient services 50% after deductible | Not Covered Home birth not covered.
If you n.eed help Home health care 50% after deductible | Not Covered Coverage is limited to 100 visits per
recovering or have plan year.
other special health | Rehabilitation services 50% after deductible | Not Covered Failure to obtain Prior Approval may

Questions: Call (855) 7TMY-INMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,

see the Glossary. You can view the Glossary at www.mynmbhc.org or call (855) 7TMY-NMHC to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO
Your Cost If You | 2ur Cost i
Common : Use an You Use an e :
: Services You May Need Out-of- Limitations & Exceptions
Medical Event In-Network
: Network
Provider ,
Provider
needs Habilitation services 50% after deductible | Not Covered result in a denial of coverage.
Skilled nursing care 50% after deductible | Not Covered Coverage is limited to 60 days/visits
per plan year.
Durable medical equipment 50% after deductible | Not Covered Failure to obtain Prior Approval may
Hospice service No Charge Not Covered result in a denial of coverage.
5 . T
Bre e N ez 50% of billed Coverage is limited to one exam per
charges calendar year.
o . T .
I£ yous child needs Glasses No Charge 50% of billed Coverage is limited to one pair of
charges lenses and frames per calendar year.
dental or eye care o
Pediatric dental coverage can be
Dental check-up Not Covered Not Covered purchased separately as a stand-alone
policy.

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded
services.)
e Cosmetic surgery e Dental Care (Adult and Child) e Hearing aids (Adult)
e Home Birth e Long Term Care e Non-emergency care when traveling outside
he U.S
e Private-duty nursing e Routine Eye Care (Adult) e
e Weight Loss Programs (Unless for Medically
necessary treatment for morbid obesity)

Questions: Call (855) 7TMY-INMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhc.org or call (855) 7TMY-NMHC to request a copy. 4 of 9
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)
e Acupuncture (Max 20 visits/year) e Bariatric surgery e Chiropractic care (Max 20 visits/year)
e Infertility Treatment e Routine Foot Care (diabetics only)

e Termination of pregnancy

Your Rights to Continue Coverage:
Federal and State laws may provide protections that allow you to keep this health insurance coverage as long as you pay your premium. There are
exceptions, however, such as if:

¢  You commit fraud
e The insurer stops offering services in the State

®  You move outside the coverage area

For more information on your rights to continue coverage, contact the insurer at (855) 7TMY-NMHC. You may also contact the Office of the
Superintendent of Insurance (OSI) at (855) 4ASK-OSI; by fax at (505) 827-4734; or Completed on-line with an OSI Complaint Form available at
http:/ /www.osl.state.nm.us.

Your Complaint and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a complaint,
sometimes called a grievance. For questions about your rights, this notice, or assistance, you can contact New Mexico Health Connections at (855)
7TMY-NMHC. In addition to speaking to one of our Customer Care Representatives by phone, you can also express your Concerns by walk-in interview
or arranged appointment at the address below.

New Mexico Health Connections
2440 Louisiana Blvd. NE, Suite 601
Albuquerque, NM 87110

You may also submit your Concerns in writing to the above noted address. You may also contact the NM OSI by mail to the Office of the
Superintendent of Insurance, P.O. Box 1689, Santa Fe, New Mexico 87504-1689; or Email to mhcb.gtievance@state.nm.us. You may fax to the OSI,
ATTN: Superintendent at (505) 827-4734; or Complete an on-line Complaint Form available at http://www.osi.state.nm.us.

Questions: Call (855) 7TMY-NMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhec.org or call (855) 7TMY-NMHC to request a copy. 50f9
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Does This Coverage Provide Minimal Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does This Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits to a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

English If you, or someone you’re helping, has questions about Be Well NM, you have the right to get help and information in your language at no cost. To talk to an interpreter,
call 1-855-769-6642.

Spanish Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Be Well NM, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno.
Para hablar con un intérprete, llame al 1-855-769-6642.

Navajo Dii kwe’é atah nilinigii Be Well NM haada yit’ éego bina’iditkidgo éi doodago haida bika anilyeedigii t'dadoo le’é yina’iditkidgo beehaz’aanii hél6 dii t'aa hazaadk’ehji haka
a’doowotgo bee haz’ a doo baah ilinigdd. Ata’ halne’igii koji’ bich’i’ hodiilnih 1-855-769-6642

Vietnamese N&u quy vi, hay nguwdi ma quy vi dang gitp d&, cé cau hdi vé Be Well NM, quy vi s& cé quyén duoc gilip va ¢ thém théng tin bang ngdn ngit ctia minh mién phi. Dé
noi chuyén véi mot thong dich vién, xin goi 1-855-769-6642.

German Falls Sie oder jemand, dem Sie helfen, Fragen zum Be Well NM 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 1-855-769-6642 an.

Chinese IR, BE2EEERBNEE, AENRIEAEENAETE BeWel NMAEARE, GEHEFGRELEHN
EIHIFBABE 1-855-769-6642,

I]ﬁ%*u nﬂn_.\o /A nﬁ' 1—L§]] ;E Eﬁ?ﬁ@égﬁ

nllll

Arabica)se > Jlss il SaS Lk S L e K1 Be Well NMe 280 (e 6642-769-855-1 can sie S b Caina (51 3, 250 450513 43358 z 92 )y 253 () 43 ile Dl 5 (SaS ily jo 3 Ladi,

fifo
1
z0

A

rr

Korean 2Hof 7|5t L= 757t S0 /U= 04 AZ O] Be Well NM Off 23 AM ZE0| AUCHH #5t= 228t =81 WEE 7[5te| 1012 H|E REaiol A
27 UA&LICH TZHAH S QAL 07|57 | IS = 1-855-769-6642 2 T35 AR
Tagalog Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Be Well NM, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng

walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-855-769-6642.

Questions: Call (855) 7TMY-NMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhec.org or call (855) 7TMY-NMHC to request a copy. 6 of 9
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Japanese ZAR ARk, FIEBEEHDEDEY NDATEH, BeWell NMIZTDWTZERA S SWELzL, CHEDERBTYHR—bEZT1=Y., BEHREAFLIZY
TEHCENTEFET, HEEIMIMNYFELRA, BREBIESINDIZES. 1-855-769-6642 FTHEFFELL =LY,

French Si vous, ou quelgu’un que vous étes en train d’aider, a des questions a propos de Be Well NM, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a
aucun co(t. Pour parler a un interpréte, appelez 1-855-769-6642.

Italian Se tu o qualcuno che stai aiutando avete domande su Be Well NM, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un
interprete, puoi chiamare 1-855-769-6642.

Russian Ecan y Bac nam nanua, KOTopomy Bbl MOMOraeTe, UMetoTca Bonpockl no nosoay Be Well NM, To Bbl nmeeTe npaBo Ha 6ecnaaTtHoe Noay4yeHne NOMOLLM U MHOPMALLMK Ha
Ballem fA3blKe. 1A pa3roBopa ¢ nepeBoAYMKOM No3BoHUTE No TenedoHy 1-855-769-6642.

Hindi TfS 3T, TT 3T GRT TERIAT HhT S I§ HhH ! SFddd b Be Well NM & TR T T €, AT 3AT0DH TR STt 11T & God T TeTIaT 1R Gl Ut 3 1 B R 3|
SHHY! 5 HTIYT Y &1 DA & AT, 1-855-769-6642 TR HITS B |

Persian-Farsi
25 0 Jls eal S ek (S b ladi &I Be Well NM¢ 2,80 (slai 6642-769-855-1 i S b Cumia (), 8L 43T A 38 s 50 ) A gl 4 cle Ml 5SS iy Ha B e,

Vo

Thai nnAaL nSoaufinaumMahowdaiiamnuiAundu Be Well NM anufiaunsiiasldsuanudismdsuazdoyalumuwosna ldlas Lifieh Tode wansduaiu Tns 1-855-769-6642

To see excamples of how this plan might cover costs for a sample medical situation, see the next page.

Questions: Call (855) 7TMY-NMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhec.org or call (855) 7TMY-NMHC to request a copy. 70f9
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Coverage Examples Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

About these Coverage Having a baby Managing type 2 diabetes
Exam p les: (normal delivery) (routine maintenance of
' a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: $7,540 Amount owed to providers: $5,400
medical care in given situations. Use these B Plan pays $3,390 H Plan pays $1,320
examples to see, in general, how much financial B Patient pays $4,150 B Patient pays $4,080
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
& This i Hospital charges (baby) $900 Office Visits and Procedures $700
L ts = t Anesthesia $900 Education $300
e ; a cos Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radic.)logy : $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 _
under this plan. The actual Total $7,540 | Patient pays.
care you receive will be Deductibles $4,000
different from these Copays $0
examples, and the cost of Patient pays: Coinsurance $0
that care will also be Deductibles $4,000 Limits or exclusions $80
different. Copays $0 | Total $4,080
Coinsurance $0
See the next page for - .
. . . Limits or exclusions $150
important information about
these examples. Total $4,150
|

Questions: Call (855) 7TMY-INMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhc.org or call (855) 7TMY-NMHC to request a copy. 8of 9
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Care Connect Bronze HMO Coverage Period: 1/1/2017 — 12/31/2017

Coverage Examples

Coverage for: Individual, Individual + Spouse, Family| Plan Type: HMO

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.
The patient’s condition was not an
excluded or preexisting condition.

All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example Can | use Coverage Examples
show? to compare plans?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Does the Coverage Example
predict my own care needs? Are there other costs | should

No. Treatments shown are just examples. consider when comparing

The care you would receive for this plans?
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Yes. An important cost is the premium
you pay. Generally, the lower your
remium, the more you’ll pay in out-of-

pocket costs, such as copayments,

Does the Coverage Exam ple deductibles, and coinsurance. You
predict my future expenses? should also consider contributions to
accounts such as health savings accounts
No. Coverage Examples are not cost (HSAs), flexible spending arrangements
estimators. You can’t use the examples to (FSAs) of health reimbursement accounts
estimate costs for an actual condition. They (HRAS) that help you pay out-of-pocket
are for comparative purposes only. Your expenses.

own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call (855) 7TMY-NMHC or visit us at www.mynmbhc.org. If you aren’t clear about any of the underlined terms used in this form,
see the Glossary. You can view the Glossary at www.mynmbhec.org or call (855) 7TMY-NMHC to request a copy. 90f9
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