Summary of Benefits and Coverage: What this Plan Covers and What You Pay For Covered Services Coverage Period: 01/01/2027 - 12/31/2027
Octave: Catastrophic HSA (EHB Only) Coverage for: Individual/Family | Plan Type: POS

aa 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, call 1-800-800-4298 or visit us at
https://secure.arkansasoctave.com/members/bedlist.aspx.  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.arkansasoctave.com/glossary or call 1-800-
800-4298 to request a copy.

Important Questions _ hy This Matters:

For network provider $12,000 individual Generally, you must pay all of the costs from providers up to the deductible amount before this

What is the overall / $24,000 family; for out-of-network - : : : :
. ) L e plan begins to pay. If you have other family members on the policy, the overall family deductible
?
deductible? fQarr;)i\l/}:der $36,000 individual / $72,000 must be met before the plan begins to pay.

Are there services covered . . This plan covers some items and services even if you hayen’t yet met the M amount. lBut
before you meet your Yes. Preventive care is covered before a lcopayment or coinsurance may apply. For example,lthls plan covers certain preventlvg services
deductible? you meet your deductible. without cost sharing and before you meet your deductible. See a list of covered preventive

— services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are therg .other —qeductlbles No. You don’t have to meet deductibles for specific services.
for specific services? -
For network provider - $12,000

What is the out-of-pocket  Individual / $24,000. For out-of-network The out-of-pocket limit is the most you could pay in a year for covered services. If you have other

limit for this plan? provider - $36,000 individual/ $72,000 family members in this plan, the overall family out-of-pocket limit must be met.
family.

Out-of-network coinsurance, premiums,
balance-billing charges, and health care Even though you pay these expenses, they don’t count toward the out-of—pocket limit.

What is not included in the
out-of-pocket limit?

this plan doesn’t cover.

Yes. See This pllﬂ uses a provider network. You will pay less if you use a providler in the_plan’s lnetwork.
Will you pay less if you use a httpé' Iwww.arkansasoctave.com /membYou wlll pay the most if you use an out-of—ne.ztwork provider, and you might receive a bill from a
A e R . /n'etwork.-selection o cali 1-800- provider for the difference between the provider’'s charge and what your plan pays (balance

billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

800-4298 for a list of network providers.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.

SBC #: 70049 SBC-48772AR0010009-01
HIOS #: 48772AR0010009-01
8/21/2026
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Common Medical Event

Services You May Need

Primary care visit to treat an

Network Provider
(You will pay the least)

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Out-of-Network
Provider
You will pay the most

Limitations, Exceptions &
Other Important Information

**See below Other Covered Services chart for

i ) No Charge after deductible 0% coinsurance .
injury or illness details
e . No Charge after
If you visit a healthcare Specialist visit No Charge after deductible deductible None
provider’s office or clinic You may have to pay for services that aren’t
Preveqtlvg care/screening/ No Charge Not Covered preventive. Ask your provider if the services you
immunization need are preventive. Then check what your plan
will pay for.
IO Diagnostic test (x-ray, blood
ﬁ)— Y No Charge after deductible None
Imaging (CT/PET scans, MRIs) No Charge after deductible NolCharge aiter None
’ = deductible
If you need drugs to treat  Generic drugs No Charge after deductible ~ Not Covered None
your illness or condition
More information about Preferred brand drugs No Charge after deductible ~ Not Covered None
prescription drug coverage
is available at Non-preferred brand drugs No Charge after deductible ~ Not Covered None
https://arkansasoctave.com/m
etallic-formulary-2027 Specialty drugs No Charge after deductible ~ Not Covered None
Facility fee (e.g., ambulatory . No Charge after
If you have outpatient surgery center) No Charge after deductible deductible None
surgery Physician/surgeon fees No Charge after deductible M Chgrge AT None
deductible

*For more information about limitations and exceptions, see the plan or policy document at https://secure.arkansasoctave.com/members/bcdlist.aspx
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What You Will Pay

Common Medical Event Services You May Need Network Provider Out-of-Network O&Lmitfti on ‘:’t’ E)t“l:efpﬁoni_&
(You will pay the least) Provider er Important Information
You will pay the most

No Charge after

Emergency room care No Charge after deductible . None
deductible
If you need |mmed|ate Emerqency medical No Charge after deductible No Chgrge after None
medical attention transportation ——  deductible
. No Charge after
Urgent care No Charge after deductible ~ \\ il None
Facility fee (e.g., hospital room) No Charge after deductible gg dﬁg;g?ee ity None
If you have a hospital stay No Charae after
Physician/surgeon fees No Charge after deductible 19 None
deductible
If you need mental health, Outpatient services No Charge after deductible Zle? dgst?l;?ee alitsr None
behavioral health, or m after
substance abuse services Inpatient services No Charge after deductible de ductib?e None
Coverage for routine ultrasounds limited to 1;
Cost sharing does not apply for preventive
No Charae after services. Depending on the type of services, a
Office visits No Charge after deductible " copayment, coinsurance or deductible may
deductible . :
apply. Maternity care may include tests and
if ¢ services described elsewhere in the SBC;
you are pregnan coinsurance applies after deductible
Chlldblnh/dellvery professional No Charge after deductible No Chgrge after None
services ——  deductible
I . " Coverage for out-of-network newborn services is
Ch'k.jbmh/ SN e No Charge after deductible M Che;rge ity limited to $2,000 per Member for all services first
services deductible

90 days after birth

*For more information about limitations and exceptions, see the plan or policy document at https://secure.arkansasoctave.com/members/bcdlist.aspx 30of6
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Common Medical Event

Services You May Need

What You Will Pay

Out-of-Network
Provider

Limitations, Exceptions &
Other Important Information

Network Provider
(You will pay the least)

You will pay the most

If you nc.eed help Home health care No Charge after deductible No Chgrge after Coverage is limited to 50 visits/Member/calendar
recovering or have other ———  deductible year
special health needs Outpatient services limited to 30
Rehabilitation services No Charge after deductible ~ Not Covered visits/Member/calendar year; Inpatient services
limited to 60 days/Member/calendar year
Developmental services limited to 180
Habilitation services No Charge after deductible ~ Not Covered units/Member/calendar year; Outpatient services
limited to 30 visits/Member/calendar year
Skilled nursing care No Charge after deductible gg dﬁ?;g?ee 2] Limited to 60 days/Member/calendar year
Durable medical equipment No Charge after deductible gg dﬁ?;é?ee after coinsurance applies after deductible
e No Charge after deductible No Chgrge after Hogplce care must be certlflgd by a phyS|C|an.as
———  deductible having a life expectancy of six months or less;
Children’s eye exam No Charge Not Covered Limited to one exam per child per calendar year
If your child needs dental Children's glasses No Charge after deductible No Chgrge after Limited to one pair of glasses with lenses or
or eye care ——  deductible contacts per child per calendar year
Children’s dental check-up Not Covered Not Covered None

*For more information about limitations and exceptions, see the plan or policy document at https://secure.arkansasoctave.com/members/bcdlist.aspx
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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.)

« Abortions are not covered. Pregnancy « Routine eye care (Adult) « Long term care
terminations under the direction of a physician are « Cosmetic Surgery « Non-emergency care when traveling outside of
covered but only when performed in an in-network « Bariatric Surgery U.S. (Subject to discretion of the company)
or outpatient hospital setting. « Dental Care e Private-duty nursing

« Acupuncture « Infertility Treatment

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

« Chiropractic care (Limited to 30 visits/Member/ Hearing aids ($1,400/hearing aid/replacement)  « Routine foot care is covered for podiatric conditions
calendar year)

**Covers 3 free visits before copay and applies to first 3 claims submitted in the calendar year for consult and evaluation services in-network if services are from the following category: Outpatient Mental
Health Services.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Arkansas Insurance Department at 1-800-852-5494, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol.gov/ebsalhealthreform or contact the plan at 1-800-800-4298. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
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 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 the
Arkansas Insurance Department, Consumer Services Division. Additionally, a consumer assistance program can help you file your appeal. The contact information is:
Arkansas Insurance Department, Consumer Services Division
1 Commerce Way, Suite 102, Little Rock, Arkansas 72202; Telephone 1-800-852-5494, Email address: insurance.consumers@arkansas.gov

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Not Applicable.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-662-2276.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-662-2276.

Chinese (1 30): an R FFEF SCHYEEB, 1B TRITIXAN 50 1-844-662-2276.

Navajo (Dine): Dinek’ehgo shika at'ohwol ninisingo, kwiijigo holne’ 1-844-662-2276.

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-844-662-2276 uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-844-662-2276.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-844-662-2276.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-844-662-2276

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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To see examples of how this plan might cover costs for a sample medical situation, see the next section.

About These Coverage Examples:

b 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, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note
these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

M The plan’s overall deductible $12,000
B Specialist copayment Not

Applicable
M Hospital (facility) coinsurance 0%
W Other coinsurance 0%

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

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s type 2 Diabetes
(a year of routine in-network
care of a well-controlled

M The plan’s overall deductible $12,000
W Specialist copayment Not

Applicable
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture
(in-network emergency room visit
and follow up care)

M The plan’s overall deductible $12,000
M Specialist copayment Not

Applicable
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $12,000 Deductibles $7,300 Deductibles $1,900
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $12,000 Total Example Cost $7,360 Total Example Cost $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services.
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NOTICE OF LANGUAGE ASSISTANCE, AUXILIARY AIDS/SERVICES AND NON-DISCRIMINATION NOTICE

We provide free language assistance, appropriate auxiliary aids and services, and reasonable modifications to people with disabilities to communicate effectively with us, such as
qualified sign language interpreters, written information in various formats (large print, audio, accessible electronic formats, other formats), and language services to people whose
primary language is not English, such as qualified interpreters and information written in other languages. If you need these services, call or contact Customer Service at 1-800-238-
8379 (TTY:771) or Civil Rights Coordinator.

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in assessable formats are available free of
charge. Call 1-800-238-8379 (TTY: 711) or speak to your provider.

Spanish: ATENCION: Disponemos de servicios gratuitos de asistencia lingliistica. También hay disponibles de forma gratuita ayudas y servicios auxiliares adecuados para
proporcionar informacién en formatos accesibles. Llame al
1-800-238-8379 (TTY: 711) o hable con su proveedor.

Chinese Simplified: )*& : EHRFESRS « 1o - RREHEGEEATERNBEIIANTIHRS - 15 1-800-238-8379 (TTY: 711)sk B HMAIARSS IR (7 -
Chinese Traditional: = : HFRELENESHIRT - URRENBEESHH TEMEMRT - FEEEHESREREINRER - B5F] 1-800-238-8379 (TTY: 711)3:8:
R BRFS IR B -

Tagalog: PAUNAWA: Available para sa iyo ang mga libreng serbisyo sa tulong sa wika. Available rin nang walang bayad ang mga naaangkop na auxiliary na tulong at serbisyo
para magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-800-238-8379 (TTY: 711) o makipag-usap sa iyong provider.

French: ATTENTION: Des services d’'assistance linguistique sont gratuitement mis a votre disposition. Des aides et services auxiliaires appropriés visant a vous
informer dans des formats accessibles sont également mis a votre disposition gratuitement. Appelez le 1 800 238 8379 (TTY: 711) ou discutez avec votre prestataire.

Vietnamese: CHU Y: Cac dich vu hd trg ngdn ngtr se dwoc cung cap mién phi cho quy vi. Cac dich vu va hé tre giao tiép phu hgp nham cung cép thong tin o' cac dinh dang
dé tiép can cung dwgc cung cap hoan toan mién phi. Hay goi 1-800-238-8379 (TTY: 711) hodc trao dbi voi nha cung cap cua quy vi.

German: HINWEIS: lhnen stehen kostenlose Sprachmittlungsdienste zur Verfigung. Entsprechende Hilfsmittel und Dienste zum barrierefreien Zugang zu Informationen
stehen ebenfalls kostenfrei zur Verfuigung. Rufen Sie 1-800-238- 8379 (TTY: 711) an oder sprechen Sie mit lhrem Leistungserbringer.

Korean: F=2|: 22 20 X| ¥ MH|AE 0|83td & JUFLICE FZ 7ttt A2 JYES NSH7| flet HES BHx =49 MH[AE: F22 HSELIC 1-800-238-

8379 (TTY: 7T1N)H2 2 HestALt BE MH|A HSAHO|AH 22otdAlL.

Russian: BHUIMAHWE! Bam goctynHbl 6ecnnatHble ycnyru A3slkoBoW noaaepxku. MNpremMnemble BCcnomoratenbHble CPeACcTBa M YCyru Mo NpeaocTaBeHnio niopmaumm B
OOCTYNHbIX (hopmaTax Takke npegocrasnstoTca 6ecnnatHo. Mo3soHuTe no TenedoHy 1-800-238-8379 (TTY: 711) nnu obpatuTech k CBOEMY MOCTABLLMKY YCNyT.

;Arabic(ad\CjéB: Fpl \le&.\s UJ& 568 aled Jd ?CU”‘ il o ?wlzﬁj Fpla ‘dﬁu‘dﬁﬁ Il alags ol Jess ) UC‘E‘J i gufgg't gusd thé.! Wsuasd g
sl sl lgual, g iegald gds 1056 1-800-238-8379 (TTY) (711 15 10 1 s 1 g lss

Hindi: ST ¢: 3T A ARG HINT TEadT QAT IUASY & | S hiHe T YT IUasy HR1A & A Jafd Jgrads wred iR Jard +f IRew
IUAEY B 1-800-238-8379 (TTY: 711) TR FHTel H3 TT 3T TR & a1 B




Italian: ATTENZIONE: Ha a disposizione servizi di assistenza linguistica gratuiti. Potra usufruire gratuitamente anche di sussidi e servizi ausiliari appropriati per ottenere le informazioni in formati
accessibili. Chiami il numero 1-800-238-8379 (TTY: 711) o chieda al suo operatore sanitario.

Por_tuguese:,ATENQAO: Servigos gratuitos de assisténcia linguistica estao disponiveis para vocé. Ajudas e servigos auxiliares apropriados para fornecer informagdes em formatos acessiveis também
estao disponiveis gratuitamente. Ligue para 1-800-238-8379 (TTY: 711) ou fale com seu provedor.

French Creole: ATANSYON: Genyen sévis asistans lang gratis disponib pou ou. Epitou, genyen |6t &d ak sévis apwopriye disponib gratis pou ede moun jwenn enfdbmasyon nan yon foma ki aksesib.
Rele 1-800-238-8379 (TTY: 711) oswa pale ak founisé w la.

Polish: UWAGA: moze Pan/Pani skorzystaé z bezptatnych ustug pomocy jezykowej. Odpowiednie dodatkowe pomoce i ustugi w zakresie zapewniania dostgpu do informacji w przystepnym
formacie réwniez sg dostepne bezptatnie. Prosimy dzwoni¢ pod numer 1-800-238-8379 (TTY: 711) lub porozmawia¢ z lekarzem.

Japanese: 1E: BROSHESA— b H—ELAEHHCELTET. 722y a7 +r—~vy b CIHEHRE2IRET 220 0@ 2B —L A BRI CTRMAO 20 & 4. 1-800-238-8379
(TTY: 711) B BEIFO Ly EFRIREERC TH# g v

NON-DISCRIMINATION NOTICE

Our Company complies with applicable federal and state civil rights laws and does not discriminate, exclude, or treat people differently on the basis of race, color, national origin, age, disability, or sex.
If you believe that we have failed to provide these language assistance or auxiliary aids and services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex.

Civil Rights Coordinator

601 Gaines Street, Little Rock, AR 72201

Phone: 1-844-662-2276 (TTY: 711)

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

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201
Phone: 1-800-368-1019; TDD: 1-800-537-7697

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