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

Maryland-National Capital Park and Planning Commission: Indemnity

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Individual/individual + Family | Plan Type: IND

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, go online at www.cigna.com/sp. 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 https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions [Answers | WhyThis Matters:

What is the overall $0
deductible?

Are there services covered

before you meet your No.
deductible?

Are there other deductibles

e —_— No.
for specific services?
What is the out-of-pocket _ .
limit for this plan? $0/individual or $0/family
Penalties for failure to obtain pre-authorization for services,
premiums, balance-billing charges, and health care this plan
doesn’t cover.

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?

Not Applicable.

Primary care visit to treat an
injury or iliness
Specialist visit No charge/visit

If you visit a health care No charge/visit

provider's office or clinic

See the Common Medical Events chart below for your costs for
services this plan covers.

You will have to meet the deductible before the plan pays for any
services.

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.

This plan does not use a provider network. You can receive
covered services from any provider.

You can see the specialist you choose without a referral.

Common Limitations, Exceptions, & Other
Medical Event ST VTR e U ET LA Important Information ‘

None

None
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Common . . Limitations, Exceptions, & Other
Medical Event Services You May Need What You Will Pay Important Information

Preventive care/ screening/

You may have to pay for services that
aren't preventive. Ask your provider if

. P No charge the services needed are preventive.
immunization )
Then check what your plan will pay
for.
\Il?/:?rgk;lostlc test (x-ray, blood No charge None
T RIE DRI Imaging (CT/PET scans, No ch N
MRIs) o charge one

What You Will Pa o .
Common Services You Mav Need in-Notwork Provid Out-of-Network Provid Limitations, Exceptions, & Other
Medical Event y f-NEWOTK ® ToVider UEOIFINEIWOTK FrOVIGer Important Information
You will pay the least You will pay the most
If you need drugs to treat = Generic drugs (Tier 1) Not covered Not covered
il o, .
your illness or condition g)referred brand drugs (Tier Not covered Mgt s . f a
: . ontact your employer for non-Cigna
More information about Non-preferred brand drugs i
prescription drug coverage | (Tier 3) Not covered Not covered coverage that may be available.
i ilable at
miizn: som Specialty drugs (Tier 4) Not covered Not covered
Common . . Limitations, Exceptions, & Other
Medical Event ST WD EEE B Important Information

Facility fee (e.g.,

Isfuyr;l; rt;(ave outpatient ambulatory surgery center) No charge None
Physician/surgeon fees No charge None
Emergency room care No charge/visit None

If you need immediate Emergency medical N

. . . o charge None

medical attention transportation
Urgent care No charge/visit None
Facility fee (e.g., hospital

If you have a hospital stay room)y s N g N
Physician/surgeon fees No charge None

If you need mental health,

behavioral health, or

No charge/office visit

Outpatient services

Includes medical services for MH/SA

No charge/all other services

diagnoses.
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Common . . Limitations, Exceptions, & Other
Medical Event SETIEED LTl e el B ) Important Information ‘

substance abuse services Inpatient services No charge Idr?cludes medical services for MH/SA
iagnoses.
Office visits No charge Primary Care or Specialist benefit
Childbirth/delivery levels apply for initial visit to confirm
professional services pregnancy.
Cost sharing does not apply for
preventive services.
If you are pregnant Depending on the type of services, a
Childbirth/delivery facility No charde copayment, coinsurance or deductible
services g may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).

Home health care No charge 16 hour maximum per day
Coverage is limited to annual max of:
60 days for Physical, Speech &
Occupational therapies.

No charge

Rehabilitation services No charge/visit

Limits are not applicable to mental

health conditions for Physical, Speech

and Occupational therapies.

Services are covered when Medically
If you need help Necessary to treat a mental health
recovering or have other condition (e.g. autism) or a congenital
special health needs abnormality.

Habilitation services No charge/visit

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.
Coverage is limited to 60 days annual
max.

Durable medical equipment | No charge None

No charge/inpatient services
No charge/outpatient services

Skilled nursing care No charge

Hospice services None

Page 3 of 6


https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#medically-necessary
https://www.healthcare.gov/sbc-glossary/#medically-necessary
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services

Common . . Limitations, Exceptions, & Other
Medical Event SETIEED LTl e el B ) Important Information ‘

. Children's eye exam Not covered None

If your child needs dental : ,
of eve care Children's glasses Not covered None
y Children's dental check-up | 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 Cosmetic surgery o Infertility treatment e Private-duty nursing

e Dental care (Adult) e Long-term care ¢ Routine eye care (Adult)
e Dental care (Children) ¢ Non-emergency care when traveling outside the ¢ Routine foot care

e Eye care (Children) u.sS. o Weight loss programs

e Prescription drugs

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 e Hearing aids (2 devices per 36 months)
e Bariatric surgery

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: Cigna at 1-800-Cigna24, Department
of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 on how 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: Cigna Customer service at 1-800-
Cigna24.
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Does this plan provide Minimum Essential Coverage? Yes.
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? 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 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (P X): MMRFBEF XML , BIKITXAS55 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

T0 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

A

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

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

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

m The plan's overall deductible $0
m Specialist coinsurance 0%
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn't covered
Limits or exclusions $30
The total Peg would pay is $30

m The plan's overall deductible $0
m Specialist coinsurance 0%
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease eaucation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn't covered
Limits or exclusions $4,300
The total Joe would pay is $4,300

care)
m The plan's overall deductible $0
m Specialist coinsurance 0%
m Hospital (facility) coinsurance 0%
m Other coinsurance 0%

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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn't covered
Limits or exclusions $10
The total Mia would pay is $10

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

Plan Name: MedComp Indemnity Ben Ver: 37 Plan ID: 40197177
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Discrimination is against the law

Cigna Healthcare® complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age,
disability, sex, ancestry, religion, marital status, gender, sexual orientation,
gender identity or sexual stereotypes.

Cigna Healthcare does not exclude people or treat them less favorably
differently because of race, color, national origin, age, disability, sex,
ancestry, religion, marital status, gender, sexual orientation, gender
identity or sexual stereotypes.

Cigna Healthcare:

¢ Provides people with disabilities reasonable modifications and free
appropriate auxiliary aids to communicate effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio, accessible
electronic formats, other formats)

* Provides free language assistance services to people whose primary
language is not English in a timely manner, such as:

— Qualified interpreters

— Information written in other languages
If you need reasonable modifications, appropriate auxiliary aids and services
or language assistance services, contact the Civil Rights Coordinator.

Nal
‘\"'

cigna

healthcare

If you believe that Cigna Healthcare has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age,
disability, sex, ancestry, religion, marital status, gender, sexual orientation,
gender identity or sexual stereotypes, you can file a grievance with the

Civil Rights Coordinator

P.O. Box 188016, Chattanooga, TN 37422,

877.822.6561 (TTY: Dial 711)

ACAGrievance@CignaHealthcare.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the 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, DC 20201

1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-
complaint/complaint-process/index.html

(igna Healthcare products andservices are provided exclusively by or through operatingsubsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company, Evernorth Behavioral Health, Inc., Evernorth
(are Solutions, Inc. and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona, Inc. Cigna HealthCare of California, Inc. Cigna HealthCare of Colorado, Inc. Cigna HealthCare of Connecticut, Inc. Cigna HealthCareof
Florida, Inc. Cigna HealthCareof Georgia, Inc. Cigna HealthCare of lllinois, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc., Cigna HealthCare of New Jersey, Inc., Cigna HealthCare of South Carolina, Inc.,
(igna HealthCareof Tennessee, Inc., and Cigna HealthCare of Texas, Inc. ATTENTION: If you speak languages other than English, languageassistance service, freeof charge are available to you. For current Cigna Healthcarecustomers, call the number onthe back of your
ID card. Otherwise, call 1.800.244.6224(TTY: Dial 711). ATENCION: Si usted habla un idioma que no sea inglés, tiene a su disposicién servicios gratuitos de asistencia lingistica. Si es un cliente actual de Cigna
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Proficiency of Language Assistance Services

English — ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call 1- 800-244-6224 (TTY: Dial 711) or speak to your provider.

Spanish — ATENCION: Si habla espafiol, los servicios de asistencia lingiiistica gratuitos estan disponibles para usted. También estan disponibles de forma gratuita
ayudas y servicios auxiliares adecuados para proporcionar informacién en formatos accesibles. Llame al 1-800-244-6224 (TTY: Marque 711) o hable con su proveedor.

Chinese — & WIREIIPIC, FATHRME R HE SRIIRS . &SRB B MRS AT Attt DU ToRrs i UrfE 8. 15Tk4T 1-800-244-6224 (TTY

s PAT 711 SR IIRSRALEICR.

Vietnamese — XIN LUU Y: Néu ban néi tiéng Viet, dich vu h& tro' ngén ngir mi&n phi c6 san cho ban. Cac thiét bi va dich vu hé tro phi hop dé cung cap thong tin

& dinh dang co thé tiép can cling c6 san mién phi. Goi s6 1-800-244-6224 (TTY: Goi 711) hodc noi chuyén v&i nha cung cap cua ban).

Korean — 59: gt=7o] & A& 8lA = A9, 5 1o A AR 27k Al gg Ut A 7 @4 o= R E AlFstr] 93 2443 wx 7]7] Bl H 2 B8R
AT Yt 1-800-244-6224 (TTY: 711 = A3}y 2 A3}sIA AL Al Aol Al F2l 514 Al Q..

Tagalog — PAUNAWA: Kung ikaw ay nagsasalita ng Tagalog, ang mga libreng serbisyo ng tulong sa wika ay magagamit para sa iyo. Ang mga angkop na pantulong

na kagamitan at serbisyo upang magbigay ng impormasyon sa mga naa-access na format ay magagamit din ng libre. Tumawag sa 1-800-244-6224 (TTY: Tumawag
sa 711) o makipag-usap sa iyong tagapagbigay.
Russian - BHUMAHWE: Ecnu Bbl roBOpUTE Ha pyCcCcKOM, AOCTYNHbI BecnnaTHble yCrnyru a36IkoBon nomowu. Takke 6ecnnaTHO NpeJocTaBnsanTCs COOTBETCTBYOLLME
BCMoMoraTternbHble CpeacTBa U YCryr Ans npeaoctaBneHnst MHgopmauum B AOCTYMNHbIX chopmaTtax. [o3soHuTe no tenedoHy 1-800-244-6224 (TTY: Habepute 711)
nnmn obpaTuTech K BalleMy nposanaepy.

oalall Laaal) adie ) Gaad a8l Juadl Ulae @l 5 clgal] J samnsll AL Clac Lse Wl 5 555 WS dlanal) 2 gl 330 Lsall ilands &l 8 555 iy jal) Caaas <€ 13) 40 - Arabic

1-800-244-6224 (TTY: 711 k) &by

French Creole — ATANSYON: Si ou pale Kreydl Ayisyen, sévis asistans lang gratis yo disponib pou ou. Ekipman ak sévis adisyonél ki apwopriye pou bay
enfdmasyon nan foma ki aksesib yo disponib tou gratis. Rele 1-800-244- 6224 (TTY: Rele 711) oswa pale ak founisé ou a.

French — ATTENTION : Si vows parlez frangais, des services d’assistance linguistique gratuits sont disponibles pour vous. Des aides et des services auxiliaires
appropriés pour fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-800-244-6224 (TTY : composez le
711) ou parlez a votre fournisseur.

Portuguese — ATENCAO: Se vocé fala portugués, servicos gratuitos de assisténcia linguistica estdo disponiveis para vocé. Auxilios e servicos apropriados para
fornecer informagdes em formatos acessiveis também estido disponiveis gratuitamente. Ligue para 1-800-244-6224 (TTY: disque 711) ou fale com seu prestador
de servigos.

Polish — UWAGA: Jesli méwisz po polsku, dostepne sg bezptatne ustugi pomocy jezykowej. Odpowiednie pomoce i ustugi wspierajgce w celu dostarczenia
informacji w dostepnych formatach sg réwniez dostepne bezptatnie. Zadzwon pod numer 1-800-244-6224 (TTY: wybierz 711) lub skontaktuj sie ze swoim dostawcag
ustug.

Japanese - [1E: AAGELZFET 51T, BEOSHEIEY—EARMMATEET, 77 8 AR THEREZ RIS 2 72D 0@ O e il o0 — 2 b #)
THIATE£7, 1-800-244-6224 (TTY: 711 12X A ¥)L) ([ZET D0, IEZICEE L T E 30,

Italian — ATTENZIONE: Se parli italiano, sono disponibili per te servizi gratuiti di assistenza linguistica. Sono disponibili gratuitamente anche ausili e servizi
appropriati per fornire informazioni in formati accessibili. Chiama il numero 1-800-244-6224 (TTY: comporre il 711) o parla con il tuo fornitore.

German — Achtung: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfigung. Geeignete Hilfsmittel und Dienste, um
Informationen in barrierefreien Formaten bereitzustellen, sind ebenfalls kostenlos verfiigbar. Rufen Sie 1-800-244-6224 an (TTY: Wahlen Sie 711) oder sprechen
Sie mit Ihrem Anbieter.

Mag O aS e duaia Wl gl b)) SS OB Glead Gl o giad 52 gl clia SS Slaxd sl ((pinas - Persian (Farsi)
LS Guna 38 o)) 1-800-244-62240 kel b xiia (e yind 53 080 Csa 4 eyt BB Gl cle Dl Al (TTY: 20,8015 711 ooled) b L a8 il o a4y S
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