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In-Network Providers and Cov
Services..What Does This Mez

You may only use Nonstop Health to pay for covered services and prescriptions received
at in-network providers and facilities. But what does this actually mean? This document
explains some of the most common terms associated with Nonstop Health and provides
tips and tricks for ensuring you stay in compliance with our program.

Key Terms

Let's start by reviewing key terms that you'll read, see or hear about with Nonstop Health.

In-network: These providers have a Covered prescriptions: Your carrier will
contract with your insurance carrier, and g set a “formulary” or drug list, which lists
have set up a negotiated rate for what prescriptions are covered under
different services. As such, the provider your medical plan. Just because a doctor
can only charge a set price for the prescribes a medication doesn’'t mean
services you receive. This results in lower it's automatically covered by your carrier.
costs for you, as in-network providers Before filling and paying for a new
almost always charge less than prescription, check with your carrier or
out-of-network providers. ask your pharmacist if the medication is
covered. If it's not covered, ask your
Out-of-network: An out-of-network doctor or pharmacist for an alternative
provider has not signed a contract with covered medication.
your carrier, and therefore they can set
whatever price they want for healthcare Carrier approved: A carrier-approved
services. It's important to know if and service or prescription is one that your
how your carrier covers out-of-network I% carrier has agreed to cover as part of
services under your plan, and how the your underlying medical plan. This
higher prices will impact you. includes covered services and
prescriptions. However, it also can
Covered services: A covered service is indicate that your carrier has given you
one that your carrier has agreed to pay explicit/written permission to see an
for under your medical plan. Not all out-of-network provider for services and
services are covered by every plan, so those costs will be considered
before receiving a new service, check in-network and covered under your plan.

with your carrier. Your carrier may have a
cost or visit limit for specified services, or
other limitations.
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What is a Summary of Benefits and Coverage (SBC)?

An SBC is one of the quickest ways to find out what your deductible and out-of-pocket maximum are, what
services are covered under your medical plan, and any copays or coinsurance you'll be required to pay at the
time of service. Find your SBC on the Nonstop Exchange (NSE) member portal under Employee Documents.

ry & What You Pay for Servi
Insurance Company 1: Plan Option 1

‘Coverage for: Family | Plan Type: PPO

Excluded Services & Other Covered Services:

Services.

 Cosmelic surgery
« Dental care (Adul)
« Infertity reatment

'NOT Cover (Check your policy ]
. m

« Routine eye care (Adul)

outside the US.
' Private-duty nursing

The first page of your SBC will
show you the plan name,

The next few pages of your SBC

coverage period, and details on
your deductible and
out-of-pocket maximum.

provide a list of commmon medical
events, covered services,
copays/coinsurance for in-network and

ABC Health
Insurance, Inc.

Patricia Doe
1234 State Street
Middletown, OR 12345

Patient Name: Patricia Doe
Place of Service: Outpatient
Date Received: 01/01/2022

ClaimDetail

What your provider

EXPLANATION OF BENEFITS
THIS IS NOT A BILL

Subscriber Information
Member ID: XYZ1234567890
Group ID: 123456

Group Name: Benefits Plus

Claim Number: 011223344557
Type of Service: Medical
Date Processed: 02/01/2022

Provider: ER & Hospital
Payment to: ER & Hospital

Your responsibility Total Claim Cost

can charge you

Dateof  Service

Claim Provider Allowed
Service Description Status Charges Charges

Paidby What Remark

Copay Deductible Co-Insurance [%11°Y  WhS!  Remes

01/01/2022  Office Visit ~ Paid
01/01/2022

$5
$5$
$$$

Lab Paid

Claim Total

$$%
$$%
$$6

$8$
$35$
8¢

$$%
$$%

$$¢
$$%
86

$$$ $$$
$$$ $$$
$$6 $$$

2
B23

out-of-network providers, and any
exceptions for services.

Questions? We're here to help!
877.626.6057 Monday-Friday, 6am-5pm PT/9am-5pm ET
clientsupport@nonstophealth.com
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services, you will see a box
that shows services that are
excluded, as well as a box that
shows “other covered
services" which typically have
limitations applied.
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