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

06/30/2026Five Points Student Health Plan - 100-252601

CoveragePeriod:07/01/2025-
Coveragefor: Group|PlanType: PPO

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

wouldsharethecostforcoveredhealthcareservices.NOTE:Informationaboutthecostofthis plan(calledthepremium)willbeprovided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://www.fivepointsbenefitplans.com/college-health-plansor by calling 1-915-803-4198. For general definitions of common terms, such as allowed

amount,balance billing,coinsurance,copayment,deductible,provider,orotherunderlinedterms,seetheGlossary.YoucanviewtheGlossaryatwww.healthcare.gov/sbc-

glossary/orcall1-915-803-4198 to request a copy.

Important Questions

Answers

WhyThisMatters:

Whatistheoverall
deductible?

ForeachPlanYear,In-Network:
individual $100 Out-of-Network:
individual $300.

Generally,youmustpayallofthecostsfromprovidersuptothedeductibleamountbeforethis plan
begins to pay.

Are there services
coveredbeforeyoumeet
your deductible?

Yes.preventive care;plus In-network
office visits and prescription
drugsarecoveredbeforeyoumeetyourd
eductible.

Thisplancoverssomeitemsandservicesevenifyouhaven'tyetmetthedeductibleamount.
Butacopaymentor coinsurancemayapply.Forexample,thisplan covers
certainpreventiveservices without cost sharing and before you meet your deductible. See
a list of covered
preventiveservicesathttps://www.healthcare.gov/coverage/preventive-care-benefits/

Are there other
deductiblesforspecific
services?

No.

Youdon'thavetomeetdeductiblesforspecificservices.

Whatistheout-of-
pocketlimit for this plan?

In-Network:individual$3,000.0ut- of-
Network: individual: Unlimited

Theout—of-pocketlimitisthemostyoucouldpayinayearforcoveredservices.

Whatisnotincludedin
theout-of-pocketlimit?

Premiums,balance-billing charges,
health care this plan doesn't cover &
penalties for failuretoobtainpre-
authorization for services.

Eventhoughyoupaytheseexpenses,theydon’tcounttowardtheout-of-pocketlimit.

Will you pay less if you
useanetworkprovider?

Yes.Seewww fivepointshenefitplans.co

This plan uses a providernetwork. You will pay less if you use a provider in the
plan’snetwork. You will pay the most if you use an out-of-network provider, and you might

mor call 1-915-803-4198 for a list of
networkproviders.

receivea bill from a provider for the difference between the provider's charge and what your
plan pays (balance billing).Beaware,yournetworkprovidermightuseanout-of-
networkproviderforsomeservices (such as lab work). Check with your provider before you
get services.

Doyouneedareferralto see
a specialist?

No.

Youcanseethespecialistyouchoosewithoutareferral.
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4A  Alicopaymentandcoinsurancecostsshowninthischartareafteryourdeductiblehasbeenmet,ifadeductibleapplies.

CommonMedical Event

ServicesYouMayNeed

What YouWill Pay

In-Network Provider
(Youwillpaytheleast)

Out-of-NetworkProvider
(You will pay the most)

Limitations,Exceptions,&Other
Important Information

Primarycarevisittotreatan injury

: $25copay/visit 40%coinsurance None
orillness copay —_—
Ifyouvisitahealthcare Specialist visit $25copay/visit 40%coinsurance None
}(mﬁ office or ; . / o You may have to pay for services that aren'
reveptlvgcare screening/i Noyour charge 40%coinsurance preventive. Ask your provider if the services
mmunization - neededarepreventive. Thencheckwhatyour plan
will pay for.
\ll?/:;k;] ostictes(x-ray,blood 10%coinsurance 40%coinsurance None
Ifyouhavea test . Preauthorizationrequired.Failuretoobtain
Imaging(CT/PETscans, 10%coi 40%coi thorizat itin denied
MRIs) bcoinsurance bcoinsurance preauthorization may result in denied coverage
or up to $700 penalty.
YT
. $10copay/prescription 4%’ —coms/urance.a?er
Genericdrugs deductibled a00| $10copay/prescription .
deductibledoesntapply  deductibledoesn'tapply | Covers30daysupply(retail).
Ifyouneedqrugsto o 40%coinsuranceafter 31-90daysyppIymaybeava.iIabIe.Inc_Iudes
treat your illness or Preferredbranddrugs gggggtpi glye/(pj)ggzmgtlor $30copay/prescription contraceptive drugs & devices obtainable
condition geductivie pply deductibledoesn'tapply from a pharmacy. .R.ewew you.r.forr.nulary for
More information about e $50copay/prescription ég:ﬁ%ﬁgg fr\r:facgytffrnsorvefri'gg? Ppr;escﬁirrt;{;gﬁgon orsiep
prescription on-preferredbrandarugs deductibledoesn'tapply coJay \ above$300requirePreauthorization.Failure to
. E— deductibledoesn'tapply . o .
drugcoverageisavailable 10%c0 o obtain preauthorization may result in denied
at . $100copay/prescription pronsurancearer coverage or up to $700 penalty.
fivepointsbenefitplans.com | SPecialtydrugs - : $100copay/prescription
i g8 deductibledoesn'tapply  deguctibledoesn'tapply
Facilityfee(e.g.,ambulatory 10%coinsuranceafter  40%coinsurance,after Servicesmustbeprovidedinafree-standing
Ifyouhaveoutpatient surgery center) $100copay /V'S't' $100copay /V'S't' facility. Preauthorization required. Failure to
surgery deductibledoesn't apply | deductibledoesn'tapply obtain preauthorization may result in denied
Physician/surgeonfees 10%coinsurance 40%goinsurance coverage or up to $700 penalty.
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What YouWill Pay

Limitations,Exceptions,&Other

CommonMedical Event ServicesYouMayNeed In-Network Provider  Out-of-NetworkProvider (ARG e T
(Youwillpaytheleast) (You will pay the most)
$200 copaylvisit $200 copaylvisit
Emergencyroomcare (waivedifadmitted) (waivedifadmitted) Nocoveragefornon-emergencyuse.
Ifyouneedimmediate :
medical attention rEanr:s rgtratr;(t:i\érr?edlcalt 10%coinsurance 10%coinsurance None
Urgentcare $50copay/visit 40%coinsurance No coverage for non-urgent use
Facilityfee(e.g.,hospital 10%coi 40%coi Preauthorization required for non-
Ifyouhaveahospital stay  room) petlliis Rl GE petlliis Rl GE maternity/non-accidentalcondition. Failureto
- . ) obtain preauthorization may result in denied
Physician/surgeonfees 10%coinsurance 40%coinsurance coverage or up to $700 penalty.
$25copay/visit (office o
If you need mental _ , visit),10%goinsurance 40% coinsurance Preauthorizationrequiredforotheroutpatient
health, behavioral Outpatientservices (other outpatient (officevisitandother services and inpatient services. Failure to
health,orsubstance services) outpatient services) obtain preauthorization may result in denied
abuse services . . . . coverage or up to $700 penalty.
Inpatientservices 10%coinsurance 40%coinsurance
Officevisits Noyour charge 40%coinsurance
_— . Costsharingdoesnotapplyforpreventiveservice
Ifyouarepregnant Crrg:‘gzgitgédaelg\é?\?ces 10%coinsurance 40%coinsurance s. Maternity care may include tests and
preg P services described elsewhere in the SBC
S:rl\llciict::h/dellveryfacmty 10%coinsurance 40%Coinsurance (i.e., ultrasound.)
Within 20 days from discharge.
Homehealthcare 10%coinsurance 40%coinsurance —Preauthorllzatllonrequwed.Fa.||ureto'o btain
preauthorization may result in denied coverage
If you need help or up to $700 penalty.
recovering or have T . ; ;
otherspecialhealth Preauthorizationrequired.Failuretoobtain
needs preauthorization may result in denied coverage
Rehabilitationservices 10%coinsurance 40%coinsurance or up to $700 penalty.

Inpatient: maximum 45 days,Outpatient:
maximum 20 visits allowed per calendar year
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CommonMedical Event

ServicesYouMayNeed

In-Network Provider

What YouWill Pay
Out-of-NetworkProvider

Limitations,Exceptions,&Other
Important Information

Habilitationservices

(Youwillpaytheleast)

10%coinsurance

(You will pay the most)

40%coinsurance

Preauthorizationrequired.Failuretoobtain
preauthorization may result in denied
coverage or up to $700 penalty.

Inpatient: maximum 45 days,Outpatient:
maximum 20 visits allowed per calendar year

Skillednursingcare

10%coinsurance

40%coinsurance

Preauthorizationrequired.Failuretoobtain
preauthorization may result in denied
coverage or up to $700 penalty.

Durablemedicalequipment

10%coinsurance

40%coinsurance

Limitedto1durablemedicalequipmentfor
same/similarpurpose.Excludesrepairsfor
misuse/abuse.

Hospiceservices

10%coinsurance

40%coinsurance

Preauthorizationrequired.Failuretoobtain
preauthorization may result in denied
coverage or up to $700 penalty.

Ifyourchildneeds dental
or eye care

Children’seyeexam

No yourcharge

40%coinsurance

Coveragelimitedtooneexam/planyearup to
age 19.

Children’sglasses

Noyour charge

40%coinsurance

Coveragelimitedtoonepairofglassesor
lenses/plan year up to age 19.

Children’sdentalcheck-up

Noyour charge

40%coinsurance

Limitedto2examsperpolicyyear.

ExcludedServices&OtherCovered Services:
ServicesYourPlanGenerallyDoesNOTCover(Checkyourpolicyorplandocumentformoreinformationandalistofanyother excludedservices.)
e Cosmeticsurgery e Long-termcare e Routinefootcare

e Dentalcare(Adult) e Routineeyecare(Adult)  Weightlossprograms

e Hearingaids

OtherCoveredServices(Limitationsmayapplytotheseservices.Thisisn’tacompletelist.Pleaseseeyourplan document.)

e Acupuncture-limitedto6visitscombinedwith e Chiropracticcare-limitedto6visitsperbenefit e Private-dutynursing-inpatientonly
other alternative care services period o Infertilitytreatment
e Bariatricsurgery ¢ Non-emergencycarewhentravelingoutsidethe
us.
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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
agenciesis:U.S.DepartmentofHealthandHumanServicesat1-877-267-2323x615650rwww.cciio.cms.gov.Othercoverageoptionsmaybeavailabletoyou, oo,

includingbuyingindividualinsurancecoveragethroughthe HealthinsuranceMarketplace.Formoreinformationaboutthe Marketplace, visitvww.HealthCare.govor call 1-
800-318- 2596.

YourGrievanceandAppealsRights:Thereareagenciesthatcanhelpifyouhaveacomplaintagainstyour planforadenialofa claim.Thiscomplaintiscalleda 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:
Five Points Benefit LLC at 1-915-803-4198.

DoesthisplanprovideMinimumEssentialCoverage?Yes.
Minimum Essential Coverage generally includes plans,health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP,TRICARE ,andcertainothercoverage.fyouareeligibleforcertaintypesof MinimumEssentialCoverage,youmaynotbeeligibleforthepremiumtaxcredit.

DoesthisplanmeettheMinimumValueStandards? Notapplicable.
Ifyourplandoesn’tmeettheMinimumValueStandards,youmaybeeligibleforapremiumtaxcredittohelpyoupayforaplanthroughtheMarketplace.

Toseeexamplesofhowthisplanmightcovercostsforasamplemedicalsituation,seethenextsection.
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AbouttheseCoverageExamples:

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
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles,copaymentsandcoinsurance)andexcludedservicesundertheplan.Usethisinformationtocomparetheportionofcostsyoumight pay under
different health plans. Please note these coverage examples are based on self-only coverage.

PegisHavingaBaby
(9monthsofin-networkpre-natalcareanda hospital
delivery)

B Theplan’soveralldeductible $100
B Specialistcopayment $15
W Hospital(facility)coinsurance 10%
B Other coinsurance 10%

ThisEXAMPLEeventincludesserviceslike:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostictests(ultrasoundsandbloodwork)
Specialistvisit (anesthesia)

TotalExampleCost ‘ $11,500
Inthisexample,Pegwould pay:

Cost Sharing
Deductibles $100
Copayments $30
Coinsurance $1,137

Whatisn’t covered

Limitsor exclusions $0
ThetotalPegwouldpayis $1,267

Managing Joe’s Type 2 Diabetes
(ayearofroutinein-networkcareofawell-
controlledcondition)

B Theplan’soveralldeductible $100
B Specialistcopayment $15
B Hospital(facility)coinsurance 10%
B Other coinsurance 10%

ThisEXAMPLEeventincludesserviceslike:
Primary care physician office visits (including
disease education)
Diagnostictests(bloodwork)
Prescriptiondrugs
Durablemedicalequipment(glucosemeter)

Mia’sSimpleFracture

(in-networkemergencyroomvisitandfollowup care)

B Theplan’soveralldeductible $100
B Specialistcopayment $15
B Hospital(facility)coinsurance 10%
B Other coinsurance 10%

ThisEXAMPLEeventincludesserviceslike:
Emergency room care(including medical
supplies)

Diagnostictest(x-ray)
Durablemedicalequipment(crutches)
Rehabilitationservices(physicaltherapy)

TotalExampleCost ‘ $4,700 TotalExampleCost \ $2,500
Inthisexample, Joewouldpay: Inthisexample, Miawouldpay:

Cost Sharing Cost Sharing
Deductibles $100 Deductibles $100
Copayments $400 Copayments $200
Coinsurance $420 Coinsurance $220

Whatisn't covered Whatisn’t covered

Limitsor exclusions $0 Limitsor exclusions $0
ThetotalJoewouldpayis $920 ThetotalMiawouldpayis $520

TheplanwouldberesponsiblefortheothercostsoftheseEXAMPLEcoveredservices.
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Non-Discrimination:
Five Points Benefit complies with applicable Federal civil rights law and does not unlawfully discriminate, exclude or treat people differently based on their race, color,
national origin, sex, age, disability, gender identity or sexual orientation.

We provide free aid/services to people with disabilities and to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the Civil
Rights Coordinator by contacting the Civil Rights Coordinator.

Civil Right Coordinator,

6006 N Mesa St 108, El Paso, TX 79912

Tel: 1-915-803-4198/ Fax: 915-519-0261

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaints Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F , HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697(TDD).

LanguageAccessServices:
Spanish(Espafiol):ParaobtenerasistenciaenEspafiol llameal1-915-803-4198
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