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Why choose an individual plan?

Are you self-employed, between jobs or We offer Health Maintenance Organization
retiring early? Does your current employer (HMO) and Exclusive Provider Organization
not offer health care coverage? The individual ~ (EPO) individual plans. These plans are based

mandate of the Affordable Care Act (ACA) on metallic levels - Gold, Silver and Bronze.
states that everyone must have health All include prescription drug coverage and
insurance coverage or pay a penalty. Individual ~— access to a large network of contracted
health plans provide individuals and families providers. Adult dental and vision coverage
with health care coverage they can shop for is optional and available for an additional
and compare. monthly premium.

Lel’'s take a look'at our plans.




Metal Level Plans

Monthly premium $ $$ $$$
Cost per visit/ $$$$
prescription 3% 3
Plan pays 60% 70% 80%
You pay 40% 30% 20%
Want to balance Want to manage
. monthly premium monthly premium
Best if you... Rarglly l'llse . costs with out-of- costs and reduce
medical Services.  ,qcket health out-of-pocket
expenses. health expenses.
KEY
Lowest Low Moderate
$ $$$

We offer three types of plan designs:

+ Health Maintenance Organization (HMO)
+ Exclusive Provider Organization (EPO)
+ Health Savings Account (HSA-EPO)

Let's take a closer look. What are the differences between HMO, EPO and HSA plans?

HPN Individual HMO

Easier on the wallet, HMO plans are designed to save members money on out-of-pocket
costs. With this option, members are required to choose a primary care provider (PCP) and
stay within a network of providers to receive coverage under the plan, except for emergency
services and urgent care.

HMO members can see a specialist, but their PCP must give them a referral to the specialist
in order to get benefit coverage.

Choose a Health Plan of Nevada PCP. For a complete list of providers, visit myHPNonline.com.
Make sure to include your PCP on your enrollment form. If you don't select a PCP, we will
match you with a doctor in your area. You can change your PCP at any time.

Your PCP will take care of most of your health care needs. Visit your PCP for routine care,
yearly checkups and other general health concerns. Each member covered under your
plan can select their own PCP, or you may all choose the same one. You may also pick a
pediatrician for your child. Females over the age of 14 may select an OB/GYN in addition
toa PCP.




SHL Individual EPO

An EPO offers the best of both worlds - lower premium than a Preferred Provider
Organization (PPO) and more freedom than an HMO. EPO members can only use contracted
providers, urgent care centers and hospitals. There are no out-of-network benefits, except
for emergency services and urgent care.

The tradeoffs for no out-of-network benefits:

+ Lower premium than a PPO
- Larger provider network than an HMO
- See a specialist without a referral

Although you aren't required to select a primary care provider (PCP), we encourage
members to choose one. Your PCP becomes the leader of your health care team and is
available for routine care, yearly checkups, and other general health concerns.

SHL Individual HSA-EPO

Weigh the risks of a consumer-directed high deductible EPO plan. The appeal of this plan is
lower premiums compared to other plans.

This a great option for a healthy individual who only wants coverage in case you need it.
Someone who has no pre-existing medical conditions, who rarely sees a doctor, and doesn't
take prescription drugs regularly.

In exchange for often times lower premiums, insurance doesn't kick in until you have
met your deductible. For many people, the low monthly premium is worth having a high
deductible.

With this option, you must stay within a network of providers to receive coverage under the
plan, except for emergency services and urgent care.

This plan is paired with a Health Savings Account (HSA), which can save you money on a
tax-deferred basis for health care costs. It also includes prescription coverage in the core,
making it easier for you to reach your deductible.

All of our plans are on a calendar year schedule. Calendar year deductibles reset every
January 1 and end December 31.

Health Plan of Nevada Individual off Exchange plans are available in Clark, Nye and Washoe
counties, only.

Sierra Health and Life Individual plans are available in Clark County only and no longer
available statewide. Additionally, all enrollees in SHL Individual plans must physically reside in
Clark County.



$3,000 of EME'
per Member

$3,000 of EME
per Member

2018 HMO PLANS

$2,500 of EME
per Member

$4,500 of EME
per Member

$3,000 of EME
per Member

$6,000 of EME
per Family

20% of EME

$7,350 of EME

$6,000 of EME
per Family

30% of EME

$7,350 of EME

$5,000 of EME
per Family

30% of EME

$7,350 of EME

$9,000 of EME
per Family

30% of EME

$7,350 of EME

$6,000 of EME
per Family

30% of EME

$7,350 of EME

per Member per Member per Member per Member per Member
$14,700 of EME $14,700 of EME $14,700 of EME $14,700 of EME $14,700 of EME
per Family per Family per Family per Family per Family
$0 $0 $0 $0 $0
$5 $10 $30 $10 $15
$5 $10 $10 $5 $10
$5 $10 $30 $10 $15
$10 $20 $40 $10 $25
$15 $40 $80 $30 $50
$10 $25 $25 $25 $25
$10 $25 $25 $25 $25
$25 $40 $40 $35 $40

After CYD, $600; waived if $500; waived if $500; waived if $500; waived if
20% of EME admitted admitted admitted admitted
$100 per trip After CYD, After CYD, After CYD, After CYD,

30% of EME 30% of EME 30% of EME 30% of EME

After CYD, After CYD, After CYD, After CYD, After CYD,
20% of EME 30% of EME 30% of EME 30% of EME 30% of EME

After CYD, After CYD, After CYD, After CYD, After CYD,
20% of EME 30% of EME 30% of EME 30% of EME 30% of EME

After CYD, After CYD, After CYD, After CYD, After CYD,
20% of EME 30% of EME 30% of EME 30% of EME 30% of EME

$0 per surgery After CYD, After CYD, After CYD, After CYD,
30% of EME 30% of EME 30% of EME 30% of EME

$0 per surgery After CYD, After CYD, After CYD, After CYD,
30% of EME 30% of EME 30% of EME 30% of EME

After CYD,
20% of EME

Member: $500

After CYD,
30% of EME

Member: $1,000

After CYD,
30% of EME

Member: $1,000

After CYD,
30% of EME

Member: $1,000

After CYD,
30% of EME

Member: $1,000

Family: $1,000 Family: $2,000 Family: $2,000 Family: $2,000 Family: $2,000
(Tiers 2-4) (Tiers 2-4) (Tiers 2-4) (Tiers 2-4) (Tiers 2-4)
$25 $25 $25 $25 $25
After CYD, After CYD, After CYD, After CYD, After CYD,
$50 $50 $50 $50 $50
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 30% of EME 30% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
50% of EME 50% of EME 50% of EME 50% of EME 50% of EME




$5,000 of EME'

2018 HMO PLANS

$6,500 of EME

$6,500 of EME

$6,600 of EME

$6,000 of EME

per Member per Member per Member per Member per Member
$10,000 of EME per $13,000 of EME $13,000 of EME $13,200 of EME $12,000 of EME
Family per Family per Family per Family per Family

30% of EME

0% or 20% of EME

0% or 20% of EME

0% or 20% of EME

0% or 20% of EME

$7,350 of EME $7,350 of EME $7,350 of EME $7,350 of EME $7,350 of EME
per Member per Member per Member per Member per Member
$14,700 of EME $14,700 of EME $14,700 of EME $14,700 of EME $14,700 of EME
per Family per Family per Family per Family per Family
$0 $0 $0 $0 $0
$5 $25 $25 $35 $25
$5 $10 $10 $10 $10
$5 $25 $25 $35 $25
After CYD,
$15 $50 $45 $50 $0 per visit
After CYD,
$65 $100 $90 $100 $0 per visit
After CYD, After CYD,
$25 $50 $45 0% of EME 0% of EME
After CYD, After CYD,
$25 $65 $60 0% of EME 0% of EME
After CYD,
$40 $65 $60 $50 $0 per visit
$500; waived if $1,000; waived if After CYD, After CYD, After CYD,
admitted admitted 0% of EME 0% of EME 0% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 0% of EME 0% of EME 0% of EME 0% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 0% of EME 0% of EME 0% of EME 0% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME 20% of EME 20% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME 20% of EME 20% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME 20% of EME 20% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME 20% of EME 20% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME 20% of EME 20% of EME

Member: $1,000

Member: $1,500

Member: $1,500

Member: $1,500

Member: $1,500

50% of EME

50% of EME

50% of EME

50% of EME

Family: $2,000 Family: $3,000 Family: $3,000 Family: $3,000 Family: $3,000
(Tiers 2-4) (Tiers 2-4) (Tiers 2-4) (Tiers 2-4) (Tiers 2-4)
$25 $25 $25 $25 $25
After CYD, After CYD, After CYD, After CYD, After CYD,
$50 $75 $75 $75 $75
After CYD, After CYD, After CYD, After CYD, After CYD,
30% of EME 40% of EME 40% of EME 40% of EME 40% of EME
After CYD, After CYD, After CYD, After CYD, After CYD,

50% of EME




2018 2 TIER HMO PLANS

$2,500 of EME'

$3,000 of EME

$6,500 of EME

per Member per Member per Member
$5,000 of EME $6,000 of EME $13,000 of EME
per Family per Family per Family
$7,500 of EME $9,000 of EME $19,500 of EME
per Member per Member per Member
$22,500 of EME $27,000 of EME $58,500 of EME
per Family per Family per Family
30% of EME 30% of EME 0% or 20% of EME
50% of EME 50% of EME 50% of EME
$7,350 of EME $7,350 of EME $7,150 of EME
per Member per Member per Member
$14,700 of EME $14,700 of EME $14,300 of EME
per Family per Family per Family
Unlimited Unlimited Unlimited
Unlimited Unlimited Unlimited
$0 $0 $0
$20 $25 $25
$10 $10 $10
$20 $25 $25
$25 $30 $45
$50 $75 $100
$25/$25 $30/$50 $45/$100
$50 $50 $75
After CYD, After CYD, After CYD, $1,000 per
30% of EME 30% of EME visit; waived if admitted

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
0% of EME

After CYD,
0% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
20% of EME

After CYD,
20% of EME

After CYD,
30% of EME

Member: $1,000

After CYD,
30% of EME

Member: $1,000

After CYD,
20% of EME

Member: $1,500

Family: $2,000 Family: $2,000 Family: $3,000
(Tier 2-4) (Tier 2-4) (Tier 2-4)
$25 $25 $25
After CYD, After CYD, After CYD,
$50 $50 $75
After CYD, After CYD, After CYD,
30% of EME 30% of EME 40% of EME
After CYD, After CYD, After CYD,
50% of EME 50% of EME 50% of EME




2018 EPO PLANS

$3,000 of EME'
per Insured

$3,500 of EME
per Insured

$2,500 of EME
per Insured

$3,000 of EME
per Insured

$6,000 of EME
per Family

$7,000 of EME
per Family

$5,000 of EME
per Family

$6,000 of EME
per Family

20% of EME 20% of EME 30% of EME 30% of EME

$7,350 of EME $7,350 of EME $7,350 of EME $7,350 of EME
per Insured per Insured per Insured per Insured
$14,700 of EME $14,700 of EME $14,700 of EME $14,700 of EME
per Family per Family per Family per Family
$0 $0 $0 $0
$5 $10 $20 $10
$5 $10 $10 $10
$5 $10 $20 $10
$10 $15 $25 $25
$15 $30 $50 $75
$10 $25 $25 $30
$10 $25 $25 $50
$25 $50 $50 $50
After CYD, After CYD, After CYD, After CYD,
20% of EME 20% of EME 30% of EME 30% of EME

$100 per trip

After CYD,
20% of EME

After CYD,
20% of EME

After CYD,
20% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
20% of EME

After CYD,

After CYD,
20% of EME

After CYD,

After CYD,
30% of EME

After CYD,

After CYD,
30% of EME

After CYD,

20% of EME 20% of EME 30% of EME 30% of EME
$0 per surgery After CYD, After CYD, After CYD,
20% of EME 30% of EME 30% of EME
$0 per surgery After CYD, After CYD, After CYD,
20% of EME 30% of EME 30% of EME

After CYD,
20% of EME

Insured: $500

After CYD,
20% of EME

Insured: $1,000

After CYD,
30% of EME

Insured: $1,000

After CYD,
30% of EME

Insured: $1,000

Family: $1,000 Family: $2,000 Family: $2,000 Family: $2,000
(Tiers 2-4) (Tiers 2-4) (Tiers 2-4) (Tiers 2-4)
$25 $25 $25 $25
After CYD, After CYD, After CYD, After CYD,
$50 $50 $50 $50
After CYD, After CYD, After CYD, After CYD,
30% of EME 30% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD, After CYD,
50% of EME 50% of EME 50% of EME 50% of EME




2018 EPO PLANS

$5,000 of EME'
per Insured

$6,000 of EME
per Insured

$6,600 of EME
per Insured

per Family

$10,000 of EME

$12,000 of EME
per Family

30% of EME 0% or 20% of EME 0% or 20% of EME

$13,200 of EME
per Family

$7,350 of EME $7,350 of EME $7,350 of EME
per Insured per Insured per Insured
$14,700 of EME $14,700 of EME $14,700 of EME
per Family per Family per Family
$0 $0 $0
$10 $25 $35
$10 $10 $10
$10 $25 $35
After CYD,
$15 0% of EME $50
After CYD,
$75 0% of EME $100
$25 After CYD, After CYD,
0% of EME 0% of EME
$50 After CYD, After CYD,
0% of EME 0% of EME
After CYD,
$50 0% of EME After CYD, $50
After CYD, After CYD, After CYD,
30% of EME 0% of EME 0% of EME

After CYD,
30% of EME

After CYD,
30% of EME

After CYD,
0% of EME

After CYD,
0% of EME

After CYD,
0% of EME

After CYD,
0% of EME

After CYD,
30% of EME

After CYD,

After CYD,
20% of EME

After CYD,

After CYD,
20% of EME

After CYD,

30% of EME 20% of EME 20% of EME
After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME
After CYD, After CYD, After CYD,
30% of EME 20% of EME 20% of EME

After CYD,
30% of EME

Insured: $1,000

After CYD,
20% of EME

Insured: $1,500

After CYD,
20% of EME

Insured: $1,500

Family: $2,000 Family: $3,000 Family: $3,000
(Tiers 2-4) (Tiers 2-4) (Tiers 2-4)
$25 $25 $25
After CYD, After CYD, After CYD,
$50 $75 $75
After CYD, After CYD, After CYD,
30% of EME 40% of EME 40% of EME
After CYD, After CYD, After CYD,
50% of EME 50% of EME 50% of EME
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2018 HSA EPO PLANS

$2,000 of EME'
per Insured

$6,000 of EME
per Insured

$6,500 of EME
per Insured

$4,000 of EME
per Family

$12,000 of EME
per Family

$13,000 of EME
per Family

20% of EME 30% of EME 30% of EME

$6,650 of EME $6,650 of EME $6,650 of EME
per Insured per Insured per Insured
$13,300 of EME $13,300 of EME $13,300 of EME
per Family per Family per Family
$0 $0 $0

After CYD, After CYD,

After CYD, $5 30% of EME 30% of EME
After CYD, After CYD,

After CYD, $10 0% of EME 0% of EME
After CYD, After CYD,

After CYD, $5 30% of EME 30% of EME
After CYD, After CYD,

After CYD, $15 30% of EME 30% of EME
After CYD, After CYD,

After CYD, $45 30% of EME 30% of EME
After CYD, After CYD,

After CYD, $20 309% of EME 309% of EME
After CYD, After CYD,

After CYD, $20 30% of EME 30% of EME
After CYD, After CYD,

After CYD, $50 309% of EME 309% of EME
After CYD, $400; waived After CYD, After CYD,

if admitted 30% of EME 30% of EME
After CYD, $250 After CYD, After CYD,

per trip 30% of EME 30% of EME
After CYD, After CYD, After CYD,

20% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD,

20% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD,

20% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD,

20% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD,

20% of EME 30% of EME 30% of EME
After CYD, After CYD, After CYD,

20% of EME 30% of EME 30% of EME

Insured: $2,000

Insured: $6,000

Insured: $6,500

Family: $4,000 Family: $12,000 Family: $13,000
(Tiers 1-4) (Tiers 1-4) (Tiers 1-4)
After CYD, After CYD, After CYD,

$25 $25 $25
After CYD, After CYD, After CYD,
$50 $75 $75
After CYD, After CYD, After CYD,
$100 $150 $150
After CYD, After CYD, After CYD,
30% of EME 30% of EME 30% of EME




ANCILLARY PRODUCTS

SHL Dental Plan

SHL Dental PPO Plan 27 Individual Adult Only Coverage (Age 19 +)

Benefit Plan Dentist (Insured pays) Non-Plan Dentist (Insured pays)
Calendar Year Deductible (Type Il and IlI) $50 per Insured (3x family)
Calendar Year Plan Maximum (Type Il and II) $1,500 per Insured
Type | Services 0% of EDE* 20% of EDE
Type Il Services After CYD, 20% of EDE After CYD, 40% of EDE
Type lll Services™ After CYD, 50% of EDE After CYD, 50% of EDE

"EDE - Eligible Dental Expenses Note: Refer to the Agreement of Coverage for limitations,
" Type Ill Services are subject to a 12 month waiting period exclusions, managed care requirements and additional
Provider Directory: Go to mySHLonline.com to find a information about covered services.

dental provider.

HPN Vision Plan
HPN HMO Adult Vision Care Services Option 6 (Age 19 +)
Benefit Plan Provider (Insured Pays) Non-Plan Provider (Insured Pays)
Vision Exam (1 exam each 12 months) $10 copay* Not covered
Lenses (Plastic) (1 pair each 12 months) $10 copay for one pair* Not covered
Frames (Once each 24 months) $100 maximum allowance* Not covered
Contact Lenses (Once each 12 months) $250 max for medically necessary* Not covered
(in lieu of frames/lenses) $115 max for conventional or
disposable*

“Subject to limitation Note: Refer to the Agreement of Coverage for limitations,
Provider Directory: Go to eyemedvisioncare.com to find a exclusions, managed care requirements and additional
vision provider. information about the covered services.

SHL Vision Plan

SHL Vision Individual Adult Only (Age 19 +)

Benefit Plan Provider (Insured Pays) Non-Plan Provider (Insured Pays)
Vision Exam (1 exam each 12 months) $10 copay* $35 maximum allowance*
Lenses (Plastic) (1 pair each 12 months) $10 copay for one pair* $25 maximum allowance for single vision
lenses”
$40 maximum allowance for bifocal
lenses*

$55 maximum allowance for trifocal or
lenticular lenses*®

Frames (Once each 24 months) $100 maximum allowance* $45 maximum allowance*
Contact Lenses (Once each 12 months) $250 max if medically necessary* | $200 max if medically necessary* $100
(in lieu of frames/lenses) $115 max for conventional or max for conventional or disposable*
disposable*
*Subject to limitation Note: Refer to the Agreement of Coverage for limitations,
Provider Directory: Go to eyemedvisioncare.com to find a exclusions, managed care requirements and additional
vision provider. information about the covered services.
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Your doctor is your partner in health. They
will help coordinate your care if you should
ever need to be admitted to a hospital on a
non-emergency basis.

We will stay involved in your care. Our team
will help monitor your care by performing
initial and ongoing reviews. This is to make
sure the health care services you receive

are appropriate, provided in the right setting,

and medically necessary. If you're admitted
to a hospital outside of our service area,
we may review your medical records to

You will have prescription drug coverage
from network pharmacies. Your copayment
is based on levels called a prescription tier.
The costs are lower on tier 1 and higher on
tier 4. To find what tier your medication is on,
go to myHPNonline.com or
mySHLonline.com.

Prior authorization is necessary to ensure
benefit payment. Your provider may
prescribe a health care service, treatment,
equipment or medication which requires
review and approval. All requests requiring
a medical or clinical decision are reviewed
by a licensed physician or under the
supervision of one. In addition, only a
physician may deny a request. To learn
more, please consult your plan documents.
You or your provider may file an appeal if

We're careful to protect your privacy.

This includes oral, written and electronic
information. \We only share protected health
information (PHI) with individuals or entities
responsible for coordinating your health
care or administering your health benefits,

evaluate the appropriateness of the medical
care, services, treatments, and procedures
you received.

Returning home after a long hospital stay
also requires a plan. Depending on your
situation, we'll arrange for any ongoing
medically necessary care, services, and
equipment you need after leaving the
hospital. This may include in-home care or
transferring you to another facility.

You may be required to try step therapy.
This means you must try certain drugs to
treat your medical condition before we'll
cover another drug for that condition.

You may submit an exception request

to waive step therapy requirements or
quantity limit restrictions. For a list of
medications requiring step therapy or to
download an exception request form, go to
myHPNonline.com or mySHLonline.com.

coverage is denied. To appeal a decision,
call Member Services or mail a written
request within 180 days from the date of the
denial to:

Member Services

Health Plan of Nevada/Sierra Health and Life
P.O. Box 15645

Las Vegas, NV 89114-5645

unless we have your permission. And, of
course, we share PHI in accordance with
state and federal law. We also require our
contracted providers to take similar steps to
protect your PHI.



We may use your medical data to promote and improve the quality of care you receive.
When we conduct research and measure quality, we use summary information whenever
possible, not PHI. When we use PHI, steps are taken to help protect it. We do not allow PHI
to be used for research by organizations without your consent.

You have the right to access your medical records. Contact your provider to request a copy.
When you request your medical records to be shared with others, you may be required to

sign an authorization form.

We may ask you for permission to use your personal data for non-routine purposes.
Of course, when we ask, you have the right to refuse. If you lack the ability to authorize a
release, we obtain authorization from persons recognized by state and federal laws to give

such permissions.

To review our entire privacy policy, visit myHPNonline.com or mySHLonline.com.

Premium Calculator

A health plan's monthly premium may vary

by age of the member, based on federal

guidelines. Standard age bands are:

< Children: A single-age band for members
age 0 through 14; and one-year age bands
for members age 15 through 20

< Adults: One-year age bands for members
age 21 through 63

< Older adults: A single age band for
members age 64 and older

< If you have dependents that are 20 or
younger, only the oldest three will have a
premium

HPN/SHL Disclaimers

Pediatric dental and vision are embedded in all MyHPN
Solutions HMO and MySHL EPO plans.

*EME (Eligible Medical Expenses) means the maximum
amount the Plan will pay for a Covered Service in
accordance with the Plan Reimbursement Schedule.

2Includes covered preventive exams, labs, diagnostic
tests/procedures and prescription drugs as set forth by
the federal government.

The Member is responsible for all charges in excess of
EME. Non-Plan Provider charges are not covered (with
the exception of the 2 Tier HMO plans), other than for
Urgently Needed or Emergency Services. Non-Plan
Provider charges may be substantial and do not accrue
toward the Calendar Year Out of Pocket Maximum.
These Plans include additional benefits, exclusions
and limitations which are shown in the Health Plan

of Nevada or Sierra Health and Life Agreement of
Coverage, Attachment A Benefit Schedule, any other
applicable Riders and the Summary of Benefits and
Coverage. Copies of these documents are available
upon request. Plan documents govern in resolving any

benefit questions or payments.

< If adult vision is selected, each person 19
and older will have a per person vision
premium

< If SHL adult dental is selected, each
person on policy 19+ is billed a dental
premium

For example, to obtain total
monthly premium:

< Adult age 48: medical rate + vision rate
Adult age 45 medical rate + vision rate
Child age 19: medical rate + vision rate
Child age 17: medical rate

Child age 16: medical rate

Child age 15: no charge for medical

/
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HPN/SHL Form Numbers

MyHPN Solutions HMO Plans

18H_IN_.HMO_G_7, 18H_IN_HMO_S_1_1, 18H_IN_
HMO_S_3_1, 18H_IN_HMO_S_7, 18H_IN_HMO_S_8, 18H_
IN_HMO_S_9, 18H_IN_.HMO_B_7, 18H_IN_HMO_B_10, 8H_
IN_HMO_B_11, 18H_IN_.HMO_B_12, 18H_IN_HMO2T_S_1,
18H_IN_HMO2T_S_2, 18H_IN_.HMO2T_B_1.

MySHL Solutions EPO Plans

18S_IN_EPO_G_7, 185_IN_EPO_S_1, 18S_IN_EPO_S_2,
18S_IN_EPO_S_6, 185_IN_EPO_S_8, 18S_IN_EPO_B_7.

18S_IN_EPO_B_o.

MySHL Solutions HSA EPO Plans

18S_IN_HSA_EPO_S_ 1.1,
18S_IN_HSA_EPO_B_2_1,
18S_IN_HSA_EPO_B_3.1

Dental and Vision Plans

17S_IN_DPPO_LAN27, HPN AdultVisionRider IND (2014).
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We do not treat members differently because of sex, age, race, color, disability or national
origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or
national origin, you can send a complaint to the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt
Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be
sent to you within 30 days. If you disagree with the decision, you have 15 days to ask us to
look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on
your health plan ID card or plan documents.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F,
HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages
or large print. Or, you can ask for an interpreter. To ask for help, please call the toll-free phone
number listed on your health plan ID card or plan documents.

English: You have the right to get help and information in your language at no cost. To
request an interpreter, call the toll-free member phone number listed on your health plan ID
card or plan documents.

This letter is also available in other formats like large print. To request the document in another
format, please call the toll-free member phone number listed on your health plan ID card or
plan documents.

Espafol (Spanish): Tiene derecho a recibir ayuda e informacién en su idioma sin costo. Para
solicitar un intérprete, llame al numero de teléfono gratuito para miembros que se encuentra
en su tarjeta de identificacion del plan o los documentos de su plan.

Tagalog (Tagalog): May karapatan kang makakuha ng tulong at impormasyon sa sinasalita
mong wika nang libre. Upang humiling ng interpreter, tawagan ang toll-free na numero ng
telepono para sa miyembro na nakalista sa iyong ID card sa planong pangkalusugan o sa mga
dokumento ng plano.

XEPX (Chinese)

THEEANRELUGNESESGIEMMNALR. B UHEE FRITERAHIGERIEEIX
HEHRTES é%n a‘fé 5o

gt30{(Korean): Hol= St 2 E Aot2 A2 HIE S0l €= = U= A2t
USLICH SHAE QEGH| fIHA= Hote Z2H IDIE E2 S AU JIME 25 3&
MotHS 2 Mo AL



Tiéng Viét (Vietnamese): Quy vi co quyén dwoc giup d& va cap théng tin bang ngén nglr cua
quy vi mién phi. D& yéu cau dwoc thdng dich vién giup d&, vui long goi sb dién thoai mién ph|
danh cho hoi vién dwoc néu trén thé ID hodc trén cac tai liéu chwong trinh bao hiémy té cla
quy Vvi.

A71CE (Amharic): N AT 7% hCAFG a°lE PTITT T aF AAPF: AT APmPP: An.G NCeP
DLI° 0M.G A1&T PTHLHLD? PTIANGA BAET LLD(:: TEEPT AP i AQh® POF D hav(GAU-! AGY,

mwlna (Thai):
aa Qf ] A < v 1 al U v o dl v U dl o &0 o a
AuRAvSeaNtinmAerievedeyalunmresnulsglidarlidale | Weenisau ngnntnaiunivanaasinsdnsidmiuasndn

DL LUTRIWHUALNNVTELONANT LN WA LN NYBIA D

HZA:E (Japanese):

CHEDEZBTYHR—LEZTY, BREAFLEYTEHIENTEERT, HEEIMLMYE
Hh, BIREZHEDHZEIE. ERETF00ID
H—FFERETSVDEHRIZEHINTVEIAVN—FHD I —F A VIILETHEEEC LS

:(Arabic) g
s8bsg g oedisdizelhddo duter s dhad wWdgiag dédo ded s lopdisg Jsuagisiiz I
ZelosdIath gl sroizeloodis i ay

Pycckun (Russian): Bbl nmeeTte npaBo Ha 6ecnnaTtHoe nonyyeHme nomowm u nHpopmaumm
Ha BaweMm a3blke. YToObl NnogaTh 3anpoc nepeBog4vmka No3BoHUTE No GecnnaTtHoMy HoOMepy
TenedgoHa, ykazaHHOMYy Ha 06paTHON CTOPOHE BalLEN NOEHTUEMUKALMOHHOWN KapTbl UK
AOKYMEHTax O BaLLeM MnaHe.

Francgais (French): Vous avez le droit d'obtenir gratuitement de l'aide et des renseignements
dans votre langue. Pour demander a parler a un interpréte, appelez le numéro de téléphone
sans frais figurant sur votre carte d’affilié du régime de soins de santé ou dans la
documentation relative a votre régime.

:(Persian) sy« sl
Ll Sl ea slagsayand wald o daly saledhlljasol oyl Ddda adyea & )G sl i £
18] 4@\)';)3?;}4“@\45 S Loaeylad (6] Su\i Jdodease Ol S oAbl C)LCM)\M Lodbas g o
Al asbodeiaan &

Gagana fa'a Samoa (Samoan): E iai lau aia tatau e maua ai faamatalaga i lau gagana e
aunoa ma se totogi. Ina ia talosaga mo se tasi e faaliliu, telefoni mai le numera o le telefoni e
le totogia o lisi atu i lau pepa ID o le peleni tausoifua maloloina poo pepa mo le peleni.

Deutsch (German): Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer Sprache
zu erhalten. Um einen Dolmetscher anzufordern, rufen Sie die gebuhrenfreie Nummer auf
Ihrer Krankenversicherungskarte oder in den Versicherungspapieren.

llokano (llocano): Addaan ka ti karbengan a maala iti daytoy nga tulong ken impormasion
para ti lenguahem nga awan ti bayadna. Tapno agkiddaw iti maysa nga tagapataros, awagan
iti toll-free nga numero ti telepono para kadagiti kameng nga nakalista ayan iti ID card mo para
ti plano iti salun-at mo wenno ayan dagiti dokumento ti planom.
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What if | have a question after | enrollin a plan?
You may call Member Services at the phone numbers below.

Health Plan of Nevada Member Services
Toll-free 1-800-777-1840

Sierra Health and Life Member Services
Toll-free 1-800-888-2264

Sales Office
Toll-free 1-800-873-0004

TTY users please call 711.

myHPNonline.com
mySHLonline.com

< 2
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