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SBC Review Timeline

Draft SBCs due from

carriers
8/5/2025

Final HBE feedback

due to carriers
8/29/2025

HBE begins SBC
review

8/5/2025

Final English SBCs
due to HBE

9/3/2025

HBE sends SBC
comments to
carriers

8/19/2025

Final Spanish SBCs
due to HBE

9/30/2025

Carrier revisions due
to HBE

8/26/2025




General: Font, page maximum, & template
accuracy

»Font size in the document 12-point /

»Font style Arial Narrow, Arial,
Garamond

»Complies with the 8-page maximum
guidelines

»All template rows and columns are
present within the document
»3 columns on page 1
»4 columns on remaining pages

»5 columns for Cost sharing
reduction (CSR) Tier 3 K




Front Page: Plan name & coverage period

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Ambetter from Coordinated Care Corporation Coverage for: Individual/Family | Plan Type: HMO
Ambetter Cascade Silver: Standard Silver On Exchange Plan

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, visit
https://ambetter.coordinatedcarehealth.com/2025-brochures.html, or call 1-877-687-1197 (TTY 711). 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 1-877-687-1197 (TTY 711) to request a copy.

Beginning and end dates for applicable coverage period
Indicate who coverage is for, e.qg., individual, family
Indicate coverage type

Plan name and insurance company in bold




Front Page: Disclaimer Language

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Ambetter from Coordinated Care Corporation Coverage for: Individual/Family | Plan Type: HMO
Ambetter Cascade Silver: Standard Silver On Exchange Plan

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, visit
https://ambetter.coordinatedcarehealth.com/2025-brochures.html, or call 1-877-687-1197 (TTY 711). 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/sbe-glossary or call 1-877-687-1197 (TTY 711) to request a copy.

« Defined terms underlined
e Healthcare.gov glossary must be linked
« Optional for carrier to link terms throughout SBC
 Issuer specific information including website or phone numbers are up
to date
« Disclaimer at top of page includes required information and replicated
exactly




Benefit summary: If you are pregnant

If you are pregnant | Office visits | No Charge , Not Covered |Cost-sharing does not apply for preventive services.
Childbirth/delivery Included in facility fee Not Covered Depending on the type of service, a copayment,
professional services coinsurance or deductible may apply. Maternity care
Childbirth/delivery $800 copay /day up to 5 Not Covered may include tests and services described elsewhere in
facility services days /admission the SBC (i.e., ultrasound.)

Benefit section breaks out cost sharing for office visits and
delivery separately, or

Explains in “Limitations, exceptions, and other important
information" why cost sharing is not broken out



Benefit summary: Home health, rehabilitation, habilitation &

hospice

If you need help
recovering or have
other special health
needs

Home health care

Rehabilitation services

Habilitation services

Hospice services

Deductible does not apply.

$30 Copay per day

Deductible does not apply. Not covered

Outpatient: $40 Copay/visit
Deductible does not apply.
Inpatient: $800 Copay per

day

Not covered

Outpatient: $40 Copay/visit
Inpatient: $800 Copay per Not covered
day

Outpatient: $30 Copay/day
Deductible does not apply.
Inpatient: $800 Copay per
day

Not covered

Limited to 130 visits per calendar year

One copayment per day up to a maximum

of 5 copayments per admission-fo

inpatient services. Limited tpatient
visits per calendar year, limitgd to 30
inpatient days per calendar y

authorization required for all planned
inpatient stays. Penalty for out-of-network:

' no coverage.

One copayment per day up to a maximum
of 5 copayments per admission-fe

inpatient services. Limited|to 25-ettpati
visits per calendar year, limited
inpatient days per calendar year. Prior

authorization required for all planned

inpatient stays. Penalty for out-of-network:
no coverage.

One copayment per day up to a maximum
of 5 copayments per admission for

inpatient Services. Respite care limited to
14 days lifetime.




Benefit summary: Visits at $1

s *For standard Bronze &
opay / visit; deductible
Primary care visit to treatan | does not apply. S| IVe r p | ans on Iy
injury or iliness Additional visits: $30
Copay / visit; deductible
If you visit a health care does not apply. . . .
provider’s office or $65 Copay / visit; ° Fl rst 2 p rima ry care VIsIts
clinic Specialist visit deductible does not are $ 1
apply
et | o  First 2 behavioral health
reventive care/screening/ No charge; deductible
immunization does not apply Vi S |tS are $']

First two office visits: $1
Copay / visit; deductible

does not apply.

Additional office visits:
If you need mental e
health, behavioral 333 Copay i?l ; visit;
health, or substance Outpatient services deductible I“'f-f'b e does not
abuse services apply.

Other outpatient

services: $30 Copay /
visit; deductible does

not apply




Excluded and Other Covered Services

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.)

o |nfertility Treatment (except for Artificial o .
Insemination)
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Acupuncture e Chiropractic care
e Hearing Aids ¢ Routine Foot Care

- Reminder to update “Excluded Services” to reflect new
state Essential Health Benchmark (EHB) Plan

 Include state EHBs in “Other Covered Services” Section
 Add visit limits listed for chiropractic care




Rights, grievance, & appeals

Your Rights to Continue Coy
agencies is: Washington State

rerage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

Office of the Insurance Commissioner 1-800-562-6900. Other coverage options may be available to you, too, including buying

individual insurance coverage
2596.

through the Health Insurance Markefplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-

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

provide complete information on how to-submi 3im.2 :
assistance, contact: Washington Statg Office of the Insurance CDI‘HITIIEEIDI"IEF 1-8[][} 562 69[]0

information abnut ynur nghts look at the explanatmn of beneﬁts you will receive for that medical claim. Your plan documents also
: tlo-yaur plan. For more information about your rights, this notice, or

Your right to continue coverage section complete

Inclusive

of the number for OIC; 1-800-562-6900?

Grievance and appeals rights section complete

Inclusive

of the number for OIC: 1-800-562-6900?



Minimum essential coverage & value standards

Does this plan provide Minimum Essential Cwerag*{? Yes |
Minimum Essential Coverage generally includes plans, pealth 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{? Not Applicable
If your plan doesn’t meet the Minimum Value Standards, youmay beetigible for a premium tax credit to help you pay for a plan through the Marketplace.

Minimum essential coverage complete statement present & complete
Statement should always read ‘Yes.’

Minimum value standards statements present & complete
Statement should always read as 'Not Applicable'



Indian Health Care Provider

sihiat Yo wliieay | « Where SBC notes zero-dollar

Indian Health Ng’;t":fp deductible and cost sharing
Care Provider

(IHCP) Non-IHCP Network Provider Network for IHCP benefit, IHCP
(You will pay the GO Gy o) Provider facility dependency should

least) (thr’.l; “,;i(')'s':fy be noted for Tier 3 SBCs

No charge | First two visits: $1 Copay / visit "  AI/AN coverage for Tier 3

deductible does not apply. Additional scenarios include IHCP
visits: $30 Copay / visit; deductible il disclaimer lanauage
does not apply. guag

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP.
If vou receive care from a non-IHCP provider without a referral from an IHCP vour costs may be hiaher.

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




Language access taglines

Language assistance

ATENCION: si habla espaiiol, tiene a su disposicién
servicios gratuitos de asistencia lingiiistica. Llame al
1-855-857-9944 (TTY: 711).

EE NMBEHERYRPY, EOUURRERSES
BBNBRTE . FBEE 1-855-857-9944 (TTY: 711),

CHU Y: Néu ban no6i Tiéng Viét, c6 cac dich vu hd
tro ngdn ngir mién phi danh cho ban. Goi sb 1-855-
857-9944 (TTY: 711).

Fol: @ol T AFEEA L A9, Aol AY
Mulag Fae ol gt 5 Ay Th 1-855-
857-9944 (TTY: 711) ¥l 0 & A s}a) F4A 2.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-855-857-9944 (TTY:
711).

BHHUMAHHME: Ecnu Bbl roBOpHTE Ha PYCCKOM S3BIKE,
TO BaM JIOCTYIHbI OeCIUIATHbIC YCITYTH TIEPeBOIa.
3ponute 1-855-857-9944 (teneratin: 711).

ATTENTION: Si vous parlez francais, des services
d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-857-9944 (ATS : 711)

HEFE: ARBELZFEINISES. BHOSFEX
BETHRAWEE T E T, 1-855-857-9944
(TTY:711) ¥£T. BEFCTITER/IEI W,

Dii baa akd ninizin: Dii saad bee yanilti’go Diné
Bizaad, saad bee dka’anida’awo’déé’, t’aa jiik eh, éi
na holo, koji’ hodiilnih 1-855-857-9944 (TTY: 711.)
FAKATOKANGA’L: Kapau ‘oku ke Lea-
Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.

ha’o telefonimai mai ki he fika 1-855-857-9944 (TTY:
711)

OBAVIJESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomo¢i dostupne su vam besplatno.
Nazovite 1-855-857-9944 (TTY- Telefon za osobe sa
oftecenim govorom ili sluhom: 711)

wuig: 1iddsmynSunw Manigl,
wnSswigsmean inwEsAS WL
AMNMGUSAINUUTHAY G 1800 1-855-857-
9944 (TTY: 711)4

fipres e 2 3t darst Sge 3, 3r g &g
AIfes AT 33 T8 veI GusET I 1-855-857-
9944 (TTY: 711) '3 TS 3|

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Thnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufnummer: 1-855-857-9944 (TTY: 711)

IO PTG BIR KOICT MUt PTCTI° hCRS
LCEPTE 12 ALTHPT +HIETPA: (7 LhtA®- #TC
2Lt 1-855-857-9944 (ap(et ATAGTF@-:- 711)::

VBAT'A! fkuio BH po3MoBIA€Te YKpaiHCEKOIO
MOBOIO, BH MOXETE 3BEPHYTHCS J10 O€3KOIITOBHOT
cny:x6u MoBHOI miaTpumkn. Tenedonyiite 3a
HoMepoM 1-855-857-9944 (Teneraiin: 711)

o feIgN, Ul AuTel! dieigs Y dus !
7T HTST TR TATeE : e EUAT ST T |
B eI 1-855-857-9944 (fefears: 711

ATENTIE: Daci vorbiti limba romana, vi stau la

dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-855-857-9944 (TTY: 711)

MAANDO: To a waawi [Adamawa), e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-855-857-9944
(TTY: 711)

Tsavsu: daaumanie ny
anansa lusnsthumdaneauleng Tns 1-855-
857-9944 (TTY: 711)

Tuogiv: dads v am0, MLLINIWFoBCTEGIWWITI,
foelcdyen, winSuwenlvivm. Ins 1-855-857-9944 (1 e
711)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. 1-855-857-9944 (TTY: 711) tiin
bilbilaa.

Ladi (613 81 )y gy (5 Ci3laguulh 1S o Cuamacn s i Gl 40 S dags

8 A 1-855-857-9944 (TTY: 711) L .8l (e i

1-855-857-9944 a8 33 ol Shanally &l il 55 & il 50 Ll Slant 46 calll S35 Crants <€ 13 i sl

(TTY: 711 &S5 acall il 3 5)

« SBC contains language access
taglines

« Notincluded in the 8-page
limit



Questions & Next Steps

»The Exchange will provide a template for standard plan SBCs
» Function as a baseline
» Carriers can add more information

»Questions?

14
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