South CGarolina CoventryOne Health Plan Network Options

Choose one of the provider networks listed below, then choose one of the plans on the following pages.

Provider network Counties Network type Out-of-network coverage

Carolinas HealthCare Lancaster, York Carelink high-performance Depends on plan
RoperStFrancis | Berkcly, Chareston, Dorcester Cacink ighperformance Dependsonplan
Regmna .I. Healthplus Spartanburg .......................................................... C are“nkhlgh performance .......... D epend S Onpla n .......................
Widlands Cahoun, Faio, Kershaw, Loxingon, ~_ Gaolik igh-perfomnance. Depandsonplan

Newberry, Orangeburg, Richland, Sumter

Upstate Greenville Carelink high-performance Depends on plan
CoventryOne POS On Exchange Florence Full Yes
CoventryOne POS Off Exchange Anderson, Beaufort, Cherokee, Chester, Full Yes

Chesterfield, Colleton, Darlington, Florence,
Lee, Marion, Marlboro, Pickens, Union

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Catastrophic CoventryOne Health Plan option in South Carolina

Plan SC Coventry Catastrophic 100% Carelink
metwork
Deductible (ded) individual/family’ $6,600/$13,200
(applies to out-of-pocket maximum)
Membercomsurance 0% ..............................................................................................................
. Outofpocket m axlmum . |nd|v|duallfam| | y1 .......................................... $6600/$1 3 2 00 ........................................................................................
(maximum you will pay for all covered services)
anarycarewsﬂ .................................................................................... V|S|ts1—3$2000paydedwa|ved ............................................................
Visits 4-+: Covered in full after ded
Spec|a||stv|s|t Coveredmfullafterded ..............................................................................
Hospltalstay Coveredmfullafterded ..............................................................................
Outpa t|entsu rgery(amb ulatorys urg|ca|center/hosp|tal) Coveredmfullafterded ..............................................................................
Emergencymom Coveredmfullafterded ..............................................................................
Urgentcare Coveredmfullafterded ..............................................................................
Preventlvecare(ageandfrequencyI|m|tsapply) Coveredmfulldedwawed ..........................................................................
D|agnost|c|ab Coveredmfullafterded ..............................................................................
Dlagnostchray Coveredmfullafterded ..............................................................................
ImagmgCT/PETsoansMRls Coveredmfullafterded ..............................................................................
vison P
Pediatric eye exam (1 visit per year) Covered in full after ded
[
Dental checkup/preventive dental care (2 visits per year) Not covered
Baslcdentalcare Notcovered .................................................................................................
[
Pharmacy deductible Integrated with medical ded
Preferredgenencdrugs Coveredmfullafterded ..............................................................................
Preferredbranddrugs Coveredmfullafterded ..............................................................................
Nonpreferreddrugs** Coveredmfullafterded ..............................................................................
Speclaltydrugs*** Coveredmfullafterded ..............................................................................

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**Includes nonpreferred generic and brand drugs.
***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.

Simple and Affordable | 4



Bronze CoventryOne Health Plan options in South Carolina

Plan

Member benefits

Deductible (ded) individual/family?
(applies to out-of-pocket maximum)

Out-of-pocket maximum individual/family?
(maximum you will pay for all covered services)

Imaging (CT/PET scans, MRIs)

SC Coventry Bronze Ded Only HSA Elig Carelink

$6,300/$12,600

Covered in full after ded

Pediatric eye exam (1 visit per year)

Covered in full; ded waived

Dental checkup/preventive dental care (2 visits per year)

Basic dental care

Not covered

Not covered

N [

Pharmacy deductible

Specialty drugs***

Integrated with medical ded

Covered in full after ded

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.

**Includes nonpreferred generic and brand drugs.

***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are combined for designated and non-designated.

Deductible and/or out-of-pocket limit are separate for out of network.

2Any applicable benefit maximums are combined designated, non-designated and out of network.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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Bronze CoventryOne Health Plan options in South Carolina
(Continued)

SC Coventry Bronze $15 Copay Carelink

Tier 1 Tier 2 Tier 3
$5,000/$10,000 $6,250/$12,500 $12,500/$25,000
0 % .......................................................................... 0 % ......................................................................... 5 0% .....................................................................
$6600/$13200$6600/$13200 .................................................... U n||m|ted/un||m|ted ...............................................
$15(;opaydedwa|ved$50copayafterded ............................................... o
v|s|t1 $75copayded vvawed $100 Cop ay afterded .............................................. 5 O%afterded ......................................................
Visits 2+ $75 copay after ded
$2 50copayperadm|ss|on afte ; de d$500copay peradm|ss|on after ded ....................... 5 O%afterded ......................................................
$25000payafterded$50000payafterded ............................................. o
V|s|t1$250copay dedwa|ved$500copay afterded ............................................. P a|dasn0ndes|gnated ........................................
Visits 2+ $250 copay after ded
$60copayafterded$150copayafterded .............................................. 5 O%afterded ......................................................
e dedwa s o dmfull T T
C overedm full afterd ed .......................................... C Ove re dmfullafte r . de d .......................................... 5 O%afterded ......................................................
$100copayafterded$200copayafterded ............................................. 5 O%afterded ......................................................
$250copayafterded$500copayafterded ............................................. 5 O%afterded ......................................................

Covered in full; ded waived Paid at the designated level 50% after ded

Not covered Not covered Not covered

Not covered Not covered Not covered

Integrated with medical ded Integrated with medical ded Integrated with medical ded
P: $20 copay; ded waived; P: $20 copay; ded waived; 50% after ded

NP: $25 copay; ded waived NP: $25 copay; ded waived

P: $45 copay after ded; P: $45 copay after ded; 50% after ded

NP: $55 copay after ded NP: $55 copay after ded

P: $75 copay after ded; P: $75 copay after ded; 50% after ded

NP: $85 copay after ded NP: $85 copay after ded

P: 40% after ded; P: 40% after ded; Not covered

NP: 50% after ded NP: 50% after ded

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Silver CoventryOne Health Plan options in South Carolina

Plan SC Coventry Silver $10 Copay Carelink
Member benefits Tier 1 Tier 2 Tier 3
Deductible (ded) individual/family $3,750/$7,500 $6,000/$12,000 $11,500/$23,000
(applies to out-of-pocket maximum)
Member coinsurance 30% 40% 50%
Out-of-pocket maximum individual/family' ~ $6,250/$12,500 $6,600/$13,200 Unlimited/unlimited
(maximum you will pay for all covered services)
Primary care visit $10 copay; ded waived $50 copay after ded 50% after ded
Specialist visit Visit 1-2: $60 copay; ded waived, $75 copay after ded 50% after ded
Visits 3+: $60 copay after ded
Hospital stay $250 copay per admission before $500 copay per admission $1,000 copay per admission
ded; then 30% before ded; then 40% before ded; then 50%
Outpatient surgery $250 copay after ded; then 30%  $500 copay after ded; then 40% $500 copay after ded;
(ambulatory surgical center/hospital) then 50%
Emergency room Visit 1—2: $250 copay; ded waived $500 copay after ded; then 40% Paid as non designated
(copay waived if admitted) Visits 3+ $250 copay after ded
Urgent care $75 copay; ded waived 40% after ded 50% after ded
Preventive care (age and frequency limits apply)  Covered in full; ded waived Covered in full; ded waived 50% after ded
Diagnostic lab 0% after ded 0% after ded 0% after ded
Diagnostic X-ray 30% after ded 0% after ded 50% after ded
Imaging (CT/PET scans, MRiIs) $250 copay after ded; then 30%  $500 copay after ded; then 40% $500 copay after ded; then 50%
Pediatric eye exam (1 visit per year)? Covered in full; ded waived Paid at the designated level 50% after ded
Dental checkup/preventive dental care Not covered Not covered Not covered
(2 visits per year)2
Basic dental care Not covered Not covered Not covered
I
Pharmacy deductible $500 per member/$1,000 per  $500 per member/$1,000 per ~ $500 per member/$1,000 per
family. Ded combined for tiers 1,  family. Ded combined for tiers  family. Ded combined for tiers
2and 3 1,2and 3 1,2and 3
Preferred generic drugs** P: T1A-$3 copay; ded waived/ P: T1A-$3 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived; T1-$15 copay; ded waived;
NP: T1A-$20 copay; ded waived/  NP: T1A-$20 copay; ded waived/
T1-$20 copay; ded waived T1-$20 copay; ded waived
Preferred brand drugs P: $40 copay after ded; P: $40 copay after ded; 50% after ded
NP: $50 copay after ded NP: $50 copay after ded
Nonpreferred drugs*** P: $75 copay after ded; P: $75 copay after ded; 50% after ded
NP: $85 copay after ded NP: $85 copay after ded
Specialty drugst P: 40% after ded; P: 40% after ded; Not covered
NP: 50% after ded NP: 50% after ded

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are combined for designated and non-designated. Deductible
and/or out-of-pocket limit are separate for out of network.

2Any applicable benefit maximums are combined designated, non-designated and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Silver CoventryOne Health Plan options in South Carolina

Plan SC Coventry Silver $5 Copay 2750 Carelink
Member benefits Tier 1 Tier 2
Deductible (ded) individual/family $2,750/$5,500 $5,750/$11,500
(applies to out-of-pocket maximum)
Member coinsurance 30% 40%
Out-of-pocket maximum individual/family!  $6,250/$12,500 $6,600/$13,200
(maximum you will pay for all covered services)
Primary care visit $5 copay; ded waived $50 copay after ded
Specialist visit Visit 1—2: $60 copay; ded waived $75 copay after ded
Visits 3+ $60 copay after ded
Hospital stay 30% after ded $500 copay per admission after ded:;
then 40%
Outpatient surgery 30% after ded $250 copay after ded; then 40%
(ambulatory surgical center/hospital)
Emergency room Visit 1—2: $250 copay; ded waived $500 copay after ded
(copay waived if admitted) Visits 3+: $250 copay after ded
Urgent care $75 copay; ded waived 40% after ded
Preventive care (age and frequency limits apply) ~ Covered in full; ded waived Covered in full; ded waived
Diagnostic lab 30% after ded 40% after ded
Diagnostic X-ray 30% after ded 40% after ded
Imaging (CT/PET scans, MRIs) 30% after ded $250 copay after ded; then 40%

Pediatric eye exam (1 visit per year)? Covered in full; ded waived Paid at the designated level

Dental checkup/preventive dental care Not covered Not covered
(2 visits per year)?

Basic dental care Not covered Not covered

ey

Pharmacy deductible Integrated with medical ded

P: T1A-$3 copay; ded waived/
T1-$15 copay; ded waived;

NP: T1A-$20 copay; ded waived/

T1-$20 copay; ded waived

P: $40 copay after ded;
NP: $50 copay after ded

P: $70 copay after ded;
NP: $80 copay after ded

P: 40% after ded;
NP: 50% after ded

Specialty drugst

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.

Integrated with medical ded

P: T1A-$3 copay; ded waived/
T1-$15 copay; ded waived;

NP: T1A-$20 copay; ded waived/
T1-$20 copay; ded waived

P: $40 copay after ded;
NP: $50 copay after ded

P: $70 copay after ded;
NP: $80 copay after ded

P: 40% after ded;
NP: 50% after ded

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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Silver CoventryOne Health Plan options in South Carolina

(Continued)

SC Coventry Silver $5 Copay
2750 Carelink (continued)

$11,500/$23,000

then 50%

$250 copay after ded; then 50%

50% after ded

Not covered

Not covered

TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

This material is for information only. Rates and benefits
vary by location. Health benefits plans contain exclusions
and limitations. Investment services are independently
offered by the HSA Administrator. If you are in a plan that
requires the selection of a primary care physician and
your primary care physician is part of an integrated
delivery system or physician group, your primary care
physician will generally refer you to specialists and
hospitals that are affiliated with the delivery system or
physician group. Providers are independent contractors
and are not agents of Coventry. Provider participation
may change without notice. Coventry does not provide
care or guarantee access to health services. Information
is believed to be accurate as of the production date;
however, it is subject to change.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are combined for designated and non-designated. Deductible

and/or out-of-pocket limit are separate for out of network.

2Any applicable benefit maximums are combined designated, non-designated and out of network.
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Gold CoventryOne Health Plan option in South Carolina

Plan SC Coventry Gold $0 Copay Carelink
Member benefits Tier 1 Tier 2 Tier 3
Deductible (ded) individual/family $1,250/$2,500 $3,500/$7,000 $6,750/$13,500
(applies to out-of-pocket maximum)
Member coinsurance 20% 40% 50%
Out-of-pocket maximum individual/family'  $4,250/$8,500 $6,000/$12,000 Unlimited/unlimited
(maximum you will pay for all covered services)
Primary care visit Covered in full; ded waived $25 copay; ded waived 50% after ded
Specialist visit Visit 1-5: $50 copay; ded waived ~ $75 copay after ded 50% after ded
Visits 6-+: $50 copay; after ded
Hospital stay 20% after ded $250 copay per admission $1,000 copay per
after ded; then 40% admission after ded;
then 50%
Outpatient surgery 20% after ded 40% after ded 50% after ded
(ambulatory surgical center/hospital)
Emergency room (copay waived if admitted) Visit 1-3: $250 copay; ded waived ~ $250 copay after ded Paid as non-designated
Visits 4-++: $250 copay after ded
Urgent care $75 copay; ded waived $150 copay; ded waived 50% after ded
Preventive care (age and frequency limits apply)  Covered in full; ded waived Covered in full; ded waived 50% after ded
Diagnostic lab 20% after ded 40% after ded 50% after ded
Diagnostic X-ray 0% after ded 0% after ded 0% after ded
Imaging (CT/PET scans, MRIs) 20% after ded 40% after ded 50% after ded
Pediatric eye exam (1 visit per year)? Covered in full; ded waived Paid at the designated level 50% after ded
Dental checkup/preventive dental care Not covered Not covered Not covered
(2 visits per year)2
Basic dental care Not covered Not covered Not covered
R
Pharmacy deductible None None None
Preferred generic drugs** P: T1A-$3 copay/T1-$10 copay;  P: T1A-$3 copay/T1-$10 copay; 50%
NP: T1A-$10 copay/T1-$15 copay ~ NP: T1A-$10 copay/T1-$15 copay
Preferred brand drugs P: $30 copay; NP: $40 copay P: $30 copay; NP: $40 copay  50%
Nonpreferred drugs*** P: $55 copay; NP: $65 copay P: $55 copay; NP: $65 copay ~ 50%
Specialty drugst P: 30%; NP: 50% P: 30%; NP: 50% Not covered

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are combined for designated and non-designated.
Deductible and/or out-of-pocket limit are separate for out of network.

2Any applicable benefit maximums are combined designated, non-designated and out of network.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.

11 | www.coventryone.com
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This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Catastrophic CoventryOne Health Plan option in South Carolina

Plan SC Coventry Catastrophic 100%

Deductible (ded) individual/family! $6,600/$13,200 $13,500/$27,000

(applies to out-of-pocket maximum)
Membercomsurance .............................................................................. 0%60% ................................................
Outofpocket mammum . |nd|vndua|/fam| | y1 .......................................... $6 600/$13 20 0 Unllmlted/unh mlted ...........................

(maximum you will pay for all covered services)

Visits 1—3: $20 copay; ded waived 50% after ded
Visits 4-+: Covered in full after ded

Covered in full after ded 50% after ded
Coveredmfullafterded50%afterded ..................................
Coveredmfullafterded ....................... O%afterded ..................................

CoveredmfullafterdedCoveredmfullafterded ...................
Coveredmfullafterded ....................... O%afterded ..................................
Coveredmfulldedwawed50%afterded ..................................
Coveredmfullafterded50%afterded ..................................
Coveredmfullafterded60%afterded ..................................
ImagmgCT/PETscansMRIs Coveredmfullafterded50%afterded ..................................
vison P

Pediatric eye exam (1 visit per year)2 Covered in full after ded 50% after ded
I

Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered
Basmdentalcare Notcovered ........................................ N otcovered ......................................
- ]

Pharmacy deductible Integrated with medical ded Integrated with medical ded
Preferredgenencdrugs Coveredmfullafterded50%afterded ..................................
Preferredbranddrugs Coveredmfullafterded50%afterded ..................................
Nonpreferreddrugs** Coveredmfullafterded50%afterded ..................................
Speclaltydrugs*** Coveredmfullafterded ..................... N otcovered ......................................

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**Includes nonpreferred generic and brand drugs.
***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.
CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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Bronze CoventryOne Health Plan options in South Carolina

Plan SC Coventry Bronze Deductible Only HSA Eligible
Deductible (ded) individual/family? $6,300/$12,600 $12,600/$25,200
(applies to out-of-pocket maximum)
Membercomsurance O% ..................................................... 5 0% ................................................
Outofpocketmaxnmum|nd|V|dua|/fam|| y1 .......................................... $6300/$1260 0 ................................ U nllmlted/unllm|ted ...........................

(maximum you will pay for all covered services)

Imaging (CT/PET scans, MRIs) Covered in full after ded 50% after ded

Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded

Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered

Basic dental care Not covered Not covered

I

Pharmacy deductible Integrated with medical ded Integrated with medical ded
Preferred generic drugs Covered in full after ded 50% after ded

Preferred brand drugs Covered in full after ded 50% after ded

Nonpreferred drugs** Covered in full after ded 50% after ded

Specialty drugs*** Covered in full after ded Not covered

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**Includes nonpreferred generic and brand drugs.
***P=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy
his or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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Bronze CoventryOne Health Plan options in South Carolina

(Continued)

SC Coventry Bronze $20 Copay

In network Out of network

$5,750/$11,500 $11,500/$23,000
0%50% .....................................................

$6,600/$13,200 Unlimited/unlimited

$250 copay after ded

Covered in full; ded waived

Not covered

Not covered

Integrated with medical ded

P: $15 copay; ded waived;
NP: $20 copay; ded waived

P: $45 copay after ded;
NP: $55 copay after ded

P: $75 copay after ded;
NP: $85 copay after ded

P: 40% after ded;
NP: 50% after ded

50% after ded

50% after ded

Not covered

Not covered

Integrated with medical ded

Not covered

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;

however, it is subject to change.
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Silver CoventryOne Health Plan options in South Carolina

Plan SC Coventry Silver $10 Copay
Deductible (ded) individual/family? $3,750/$7,500 $7,500/$15,000
(applies to out-of-pocket maximum)
Membercomsurance 30%50% .....................................................
Out-of-pocketmaxlmum|nd|v|duallfam|Iy1 $6600/$ 13200 .................................... U n||m|ted/un||m|ted ...............................
(maximum you will pay for all covered services)
anarycarewsﬂ $10copaydedwa|ved50%afterded ......................................
Speclallstwslt ................................................................................... V|3|t1 _2 $7 5 CO pay ded wa|ved 5 O%afterded ......................................
Visits 3+ $75 copay after ded
Hospltalstay $50000payperadm|33|onbefore$1000Copayperadm|SS|onbefore ......
ded; then 30% ded; then 50%
 Outpatient surgery (ambulatory surgical centerfhospital)  $250 copay after ded; then 30%  $250 copay after ded: then 50%
_Emergency room (copay waived if admitted) Visit 1: $500 copay; ded waived  Visit 1: $500 copay; ded waived
Visits 2+: $500 copay after ded Visits 2+: $500 copay after ded
Urgentcare $75copaydedwa|ved50%afterded ......................................
Preventwecare(ageandfrequency||m|tsapply) Coveredmfulldedwawed ........................ O%afterded ......................................
D|agnost|clab ...................................................................................... 0 %afterded .......................................... O%afterded ......................................
Dlagnostlcx-ray .................................................................................. 0 %afterded .......................................... O%afterded ......................................
Imaging (CT/PET scans, MR~ $250 copay after ded; then 30%  $250 copay after ded; then 50%
N ——
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
[
Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered
Baslcdentalcare Notcovered ............................................ N otcovered ..........................................
[
Pharmacy deductible $500 per member/$1,000 per family. ~ $500 per member/$1,000 per family.

Ded combined in and out of network ~ Ded combined in and out of network

Preferred generic drugs** P: T1A-$5 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived;
NP: T1A-$20 copay; ded waived/
T1-$20 copay; ded waived

Preferred brand drugs P: $45 copay after ded; 50% after ded
NP: $55 copay after ded

Nonpreferred drugs*** P: $75 copay after ded; 50% after ded
NP: $85 copay after ded

Specialty drugst P: 40% after ded; NP: 50% after ded  Not covered

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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Silver CoventryOne Health Plan options in South Carolina

(Continued)

SC Coventry Silver $5 Copay 2750

In network Out of network

$2,750/$5,500 $7,500/$15,000
40%50% .....................................................

$6,600/$13,200 Unlimited/unlimited
$5copaydedwa|ved50%afterded ......................................

Visit 1—2: $75 copay; ded waived 50% after ded
Visits 3+ $75 copay after ded

40% after ded $1,000 copay per admission after ded;
then 50%

40%afterded$250copayafterdedthen50% ..........
Visit 1: $500 copay; ded waived  Visit 1: $500 copay; ded waived

Visits 2+: $500 copay after ded Visits 2+: $500 copay after ded
$75copaydedwa|ved50%afterded ......................................
Coveredmfulldedwawed50%afterded ......................................
40%afterded50%afterded ......................................
40%afterded50%afterded ......................................
40%afterded$25OCopayafterdedthen50% ..........

Covered in full: ded waived 50% after ded

Not covered Not covered

Not covered Not covered

Integrated with medical ded Integrated with medical ded

P: T1A-$5 copay; ded waived/ 50% after ded
T1-$15 copay; ded waived;

NP: T1A-$20 copay; ded waived/

T1-$20 copay; ded waived

P: $45 copay after ded; 50% after ded
NP: $55 copay after ded
P: $75 copay after ded; 50% after ded

NP: $85 copay after ded

P: 40% after ded; NP: 50% after ded  Not covered

2Any applicable benefit maximums are combined in and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;

however, it is subject to change.
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Gold CoventryOne Health Plan option in South Carolina

Plan SC Coventry Gold $5 Copay
Deductible (ded) individual/family? $1,400/$2,800 $6,750/$13,500
(applies to out-of-pocket maximum)
Membercomsurance 20% ................................................... 5 0% ................................................
Outofpocket m axlmum . |nd|v|duallfam| | y S $5650/$1 1300 ................................ U n“ m|ted/unl| m |ted ...........................
(maximum you will pay for all covered services)
Pr|ma ry care ‘ v |s |t ..................................................................................... $5 co pay ded wa|ved ........................ 5 0% afterded .................................
Spec|a||stv|s|t ........................................................................................... V|sn 1_5 $5000pa yded Wa|ve d ..... 5 0% afterded ..................................
Visits 6+: $50 copay after ded
Hospltalstay 20%afterded$1000copayperadm|SS|on ............
after ded; then 50%
0utpa t|entsu rgery(amb ulatorys urg|ca|oenter /hosp|ta|) 20%afterded .................................... 5 O%afterded ..................................
Emergency room (copay waived if admitted) Visit 1-3: $250 copay; ded waived Paid as innetwork
Visits 4-+: $250 copay after ded
Urgen t care ................................................................................................ $7 5 C 0 payde dwa|ved ....................... 5 0% afterded ..................................
Preventlvecare(ageandfrequencyI|m|tsapp|y) Coveredmfulldedwawed ................... O%afterded .................................
D|agnost|clab O%afterded ...................................... O%afterded .................................
Dlagnostchray O%afterded ...................................... O%afterded .................................
Imagmg(CT/PETscansMRls 20%afterded .................................... 5 O%afterded .................................
N "
Pediatric eye exam (1 visit per year)? Covered in full; ded waived 50% after ded
I
Dental checkup/preventive dental care (2 visits per year)? Not covered Not covered
Baslcdentalcare Notoovered ........................................ N otcovered ......................................
I ——
Pharmacy deductible $250 per member/$500 per family.  $250 per member/$500 per family.

Ded combined in and out of network Ded combined in and out of network

Preferred generic drugs** P: T1A-$3 copay; ded waived/ 50% after ded
T1-$10 copay; ded waived;
NP: T1A-$15 copay; ded waived/
T1-$15 copay; ded waived

Preferred brand drugs P: $35 copay after ded; 50% after ded
NP: $45 copay after ded

Nonpreferred drugs*** P: $65 copay after ded; 50% after ded
NP: $80 copay after ded

Specialty drugst P: 30% after ded; Not covered
NP: 50% after ded

*P=Preferred In network pharmacy; NP=Nonpreferred In network pharmacy.
**T1A=Value drugs; T1=Preferred generic drugs.
***Includes nonpreferred generic and brand drugs.
TP=Preferred specialty drugs; NP=Nonpreferred specialty drugs.

CoventryOne health benefits and health insurance products are underwritten by Coventry Health Care of the Carolinas, Inc.
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1The family deductible and/or out-of-pocket limit can be met by a combination of family members. Each covered family member only needs to satisfy his
or her individual deductible and/or out-of-pocket limit. Deductible and/or out-of-pocket limit are separate in and out of network.

2Any applicable benefit maximums are combined in and out of network.

This material is for information only. Rates and benefits vary by location. Health benefits plans contain exclusions and limitations. Investment services are
independently offered by the HSA Administrator. If you are in a plan that requires the selection of a primary care physician and your primary care physician
is part of an integrated delivery system or physician group, your primary care physician will generally refer you to specialists and hospitals that are affiliated
with the delivery system or physician group. Providers are independent contractors and are not agents of Coventry. Provider participation may change
without notice. Coventry does not provide care or guarantee access to health services. Information is believed to be accurate as of the production date;
however, it is subject to change.
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