The following is the benefits highlights for
Plan 6000 (For mer ly BASIC PLAN)

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

WNCCU MC

Coverage Period: 01/01/2021 -12/31/2021

Services
Employee Benefit Plan 6000
Coverage for: Employee+ Family! Plan Type: 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 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 www.healthgram.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossarr You can view th_e Glossary�t https://www.healthcare.gov/sbc-glossary or call 800-44§:5419J_o r�uest a C.Q12.Y. _

What is the overall
deductible?
Are there services
covered before you meet
your deductible?

For network providers
$1,500 individual/$4,500 family;
for out-of-network providers
$3,000 individual/$9,000 family
Yes. Preventive care, primary care
services, urgent care, §Qgcialist
visit and prescription drug
coverage are covered before you
meet your deductible.

Yes. $250 in-network/$1,000 out
of-network per occurrence/per
admission deductible for inpatient
and outpatient facility.
For network providers
$6,000
individual/$13,200 family;
What is the out-of-pocket
for
out-of-network
providers
limit for this plan?
$10,000 individual/$30,000 family
Premiums, negotiated reduction in
charges, benefit reduction for
failure to comply with care
management requirements and
What is not included in
charges in excess of Plan
the out-of -.P,ocket limit?
Allowance, balance-billed charges
and health care this plan doesn't
cover.
Will you pay less if you
Yes. See www.healthgram.com or
Are there other
deductibles for specific
services?

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered greventive
services at https ://www.healthcare.gov/coverage/preventive-care-benefits/.
You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

I This plan uses a provider network. You will pay less if you use a provider in the plan's network.
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The following is the benefits highlights for
Plan 4000 (formerly Basic Plus Plan)

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

WNCCU MC Employee Benefit Plan 4000

Coverage Period: 1/1/2021 -12/31/2021

Coverage for: Employee+ Family! Plan Type: 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 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 www.healthgram.com. For

general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You �n vie"Y the Glossary at https://www.healthcare.gov/sbc-glossary or call 800-446-5439 to regue_st 9 copY.:.._

What is the overall
deductible?

For network providers
$1,000 individual/$3,000 family;
for out-of-network providers
$2,000 individual/$6,000 family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, primary care
services, urgent care, �cialist
visit and prescription drug
coverage are covered before you
meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered .o.reventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. $250 in-network/$1,000 out
of-network per occurrence/per
admission deductible for inpatient
and outpatient facility.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For network providers
$4,000 individual/$12,000 family;
for out-of-network providers
$8,000 individual/$24,000 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family.members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

What is not included in
the out-of-.P,ocket limit?

Premiums, negotiated reduction in
charges, benefit reduction for
failure to comply with care
management requirements and
charges in excess of Plan
Allowance, balance-billed charges
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you

Yes. See www.healthgram.com or I This plan uses a provider network. You will pay less if you use a provider in the plan's network.
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The following is the benefits highlights for
Plan 5500-HSA

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

WNCCU MC Employee Benefit Plan 5500 HSA

Coverage Period: 01/01/2021 -12/31/2021

Coverage for: Employee+ Family! Plan Type: HDHP
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 www.healthgram.com. For

Services

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 800-446-5439 to_req�est a �o�y. _

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible amount. For
example, this plan covers certain preventive services 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/.

What is the overall
deductible?

For network providers
$5,500 individual/$10,000 family;
for out-of-network providers
$6,650 individual/$13,300 family

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible.

Are there other
deductibles for specific
services?

No.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For network providers
$5,500 individual/$10,000 family;
for out-of-network providers
$6,650 individual/$13,300 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

Premiums, negotiated reduction in
charges, benefit reduction for
failure to comply with care
management requirements and
charges in excess of Plan
Allowance, balance-billed charges
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network _g_rovider?

Yes. See www.healthgram.com or This plan uses a provider network. You will pay less if you use a provider in the plan's network.
call 1-800-446-5439 for a list of in- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
network providers.
provider for the difference between the provider's charge and what your plan pays (balance
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Complaints
If you believe your privacy rights under this policy have been violated, you may file a written complaint with the Plan Administrator at
the address listed below. Alternatively, you may complain to the Secretary of the U.S. Department of Health and Human Services,
generally, within 180 days of when the act or omission complained of occurred.
Note: You will not be penalized or retaliated against/or.filing a complaint.

Other Uses and Disclosures of Health Information
Other uses and disclosures of health information not covered by this notice or by the laws that apply to the Plan will be made only with
your written authorization. If you authorize the Plan to use or disclose your PHI, you may revoke the authorization, in writing, at any
time. If you revoke your authorization, the Plan will no longer use or disclosure your PHI for the reasons covered by your written
autl1orization; however, the Plan will not reverse any uses or disclosures already made in reliance on your prior authorization.
Contact Information
If you have any questions about this notice, please contact:
Western North Carolina Conference
The United Methodist Church
Benefits Administration Department
13924 Professional Center Drive, Suite 200
PO Box 2757 (28070)
Huntersville, NC 28078
(704) 535-2260
Notice Effective Date: January 1, 2021

4

AON

