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Y Coverage for:

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan

| Plan Type:
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Out-of-Network

Common : : . Limitations, Exceptions, & Other Important
. Services You May Need In-Network Provider Provider -
Medical Event ; : Information
(You will pay the least) (You will pay the
most)
$15 copay/office visit Not covered None
Primary care visit to treat an
injury or illness
$15 copaylvisit Not covered None
If you visita health  Specialist visit
care provider’s office
or clinic No charge Not covered You may have to pay for services that aren't preventive.
Ask your provider if the services you need are
Preventive care/screening/ preventive. Then check what your plan will pay for.
immunization
Lab Office - No charge; Not covered Lab Office - None;
Lab Facility - No charge; Lab Facility - None;
Radiology Office - $15/visit; Radiology Office - None;
Radiology Facility - $15/visit Radiology Facility - None
Diagnostic test
(x-ray, blood work)
If you have a test
Office - $15 copay/procedure; Not covered None
Facility - $15 copay/procedure
Imaging
(CTIPET scans, MRIs)
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What You Will Pay

Common : : Out-of-Network Limitations, Exceptions, & Other Important
; Services You May Need In-Network Provider Provider -
Medical Event ; ' Information
(You will pay the least) (You will pay the
most)
No charge Not covered None
Facility fee
(e.g., hospital room)
If you have a hospital
stay No charge Not covered None
Physician/surgeon fees
$15 copaylvisit Not covered None

Outpatient services

If you need mental
health, behavioral

health, or substance No charge Not covered None
abuse services

Inpatient services
No charge Not covered Cost sharing does not apply to certain preventive
Office visits services. Depending on the type of services, a copay,
coinsurance, and/or deductible may apply. Maternity
care may include tests and services described
No charge Not covered _ _
Childbirth/delivery elsewhere in the SBC (i.e. ultrasound).
professional services
If you are pregnant
No charge Not covered

Childbirth/delivery facility
Services
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What You Will Pa

Common Out-of-Network Limitations, Exceptions, & Other Important

Services You May Need In-Network Provider Provider

(You will pay the least) (You will pay the Information

Medical Event

Home health care

If

re

(0] (P
needs
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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:

MVP Health Care

P.O. Box 2207

Schenectady, NY 12301

Toll Free: 1-888-687-6277
www.mvphealthcare.com
members@mvphealthcare.com

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:

Does this plan provide Minimum Essential Coverage?
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE, and
certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards?
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.

To see examples of how this plan might cover costs for a sample medical situation, see the next
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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)

B The plan’s overall deductible
]

The plan would be responsible for the other costs of these EXAMPLE covered services. 8 of 8



Non-Discrimination Notice OMVP

For MVP Commercial Plans HEALTH CARE

MVP Health Care’ complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex (including sexual orientation and gender identity). MVP Health Care does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex (including sexual orientation and gender identity).
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