
75841NH0090010-01-2022 *Prior authorization may be required – please contact the number listed on your ID card to determine if prior 
authorization is needed. Note: Cost share for covered services is based on place of service. Telehealth services received by a provider other than 
Ambetter Telehealth will incur the same cost share as an in-person visit. 

The Schedule of Benefits is a summary of services that may be covered under the plan. Benefits listed are subject to 
all provisions and limitations as outlined in the Evidence of Coverage (EOC). Please reference the EOC for details 
regarding the benefits listed below. The member is responsible for deductible, copayment or coinsurance applied to 
eligible service expenses. An overview of Preventive Services covered with no cost share can be found within your 
EOC. For services that require prior authorization, network providers must obtain authorization from us prior to 
providing a service or supply to a member. You should confirm with your provider that they have received prior 
authorization for a covered service prior to your treatment.  

Ambetter Essential Care 10-Expanded Bronze On Exchange Plan 
Benefit Insured Responsibility (per person)

In-Network Providers Out-of-Network Providers

Annual Deductible per 
Calendar Year

$7,200 Individual 
$14,400 Family 

Not applicable Individual 
Not applicable Family 

Coinsurance For Eligible 
Expenses (unless 
otherwise noted)

50% Coinsurance Not applicable 

Out-Of-Pocket Maximum 
per Calendar Year

$8,400 Individual 
$16,800 Family 

Not applicable Individual 
Not applicable Family 

Provider Office Services
Primary Care Office Visit  50% Coinsurance Not covered 

Specialist Office Visit 50% Coinsurance after deductible Not covered 

Virtual Care Visits received 
from Ambetter Telehealth 
(Unlimited) 

No charge Not covered 

Preventive Care (including 

screenings, immunizations 

and well-baby visits) 

Covered in accordance 

with ACA guidelines. 

No charge Not covered 

Diagnostic Test* (x-ray) 50% Coinsurance after deductible Not covered 

Diagnostic Test* Lab-

work/Other (i.e. EKG, 

Stress Test) 

50% Coinsurance after deductible Not covered 

Imaging Test* (CT/PET 

scans, MRI) 

50% Coinsurance after deductible Not covered 

Prescription Drugs
Preferred Generic $5 Copay Not covered 

Generic* $25 Copay Not covered 

Preferred Brand*  50% Coinsurance after deductible Not covered 

Non-Preferred Brand*  50% Coinsurance after deductible Not covered 

Specialty*  50% Coinsurance after deductible Not covered 

Mail Order* (90 day 
supply) 

2.5 Times Retail Cost Sharing Not covered 

Outpatient Services
Outpatient Facility* 50% Coinsurance after deductible Not covered 

Outpatient Surgery 
Physician/Surgical 
Services* 

50% Coinsurance after deductible Not covered 

Emergency and Urgent Care Services
Emergency Room 50% Coinsurance after deductible 50% Coinsurance after deductible 

ER Physician Fee 50% Coinsurance after deductible 50% Coinsurance after deductible 
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Emergency 
Transportation/Ambulance 
(Air or Ground) 
Note: Prior authorization is 
not required for emergency 
transport, however, all 
non-emergent transport 
requires prior 
authorization.  

50% Coinsurance after deductible 50% Coinsurance after deductible 

Urgent Care $60 Copay $60 Copay 

Inpatient Hospital Services
Inpatient Hospital Facility* 50% Coinsurance after deductible Not covered 
Inpatient Hospital 
Physician and Surgical 
Services* 

50% Coinsurance after deductible Not covered 

Mental Health and Substance Use Disorder Services, including Behavioral Health Treatment
Mental/Behavioral Health 
Outpatient Services* (PCP 
and Other Practitioner 
visits do not require Prior 
Authorization) 

50% Coinsurance after deductible/Office 

Visit; 50% Coinsurance after deductible for 

other outpatient services 

Not covered 

Mental/Behavioral Health 
Inpatient Services* 

50% Coinsurance after deductible Not covered 

Mental/Behavioral Health 
Emergency Room 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Mental/Behavioral Health 
ER Physician Fee 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Mental/Behavioral Health 
Emergency 
Transportation/Ambulance 
(Air or Ground) 
Note: Prior authorization is 
not required for emergency 
transport, however, all 
non-emergent transport 
requires prior 
authorization. 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Mental/Behavioral Health 
Urgent Care 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Substance Use Disorder 
Outpatient Services* (PCP 
and Other Practitioner 
visits do not require Prior 
Authorization) 

50% Coinsurance after deductible/Office 

Visit; 50% Coinsurance after deductible for 

other outpatient services 

Not covered 

Substance Use Disorder 
Inpatient Services* 

50% Coinsurance after deductible Not covered 

Substance Use Disorder 
Emergency Room 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Substance Use Disorder ER 
Physician Fee 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Substance Use Disorder 
Emergency 
Transportation/Ambulance 
(Air or Ground) 

50% Coinsurance after deductible 50% Coinsurance after deductible 



75841NH0090010-01-2022 *Prior authorization may be required – please contact the number listed on your ID card to determine if prior 
authorization is needed. Note: Cost share for covered services is based on place of service. Telehealth services received by a provider other than 
Ambetter Telehealth will incur the same cost share as an in-person visit. 

Note: Prior authorization is 
not required for emergency 
transport, however, all 
non-emergent transport 
requires prior 
authorization. 
Substance Use Disorder 
Urgent Care 

50% Coinsurance after deductible 50% Coinsurance after deductible 

Maternity and Newborn Care
Prenatal and Postnatal 
Care 
(Routine prenatal and 
postnatal screenings are 
covered as preventive care 
services at no charge) 

50% Coinsurance Not covered 

Delivery and Inpatient 
Services*  

50% Coinsurance after deductible Not covered 

Other Covered Services
Home Health Care  
Services*  

50% Coinsurance after deductible Not covered 

Rehabilitation Outpatient 
Services* 
Outpatient rehabilitation 
services are limited to 20 
visits per year per therapy 
(Occupational Therapy, 
Physical Therapy and 
Speech Therapy). Note: 
Limits do not apply when 
provided for a mental 
health/substance use 
disorder diagnosis. 

50% Coinsurance after deductible Not covered 

Rehabilitation Inpatient 
Services* (Including 
Speech, Occupational and 
Physical Therapy)  

50% Coinsurance after deductible Not covered 

Cardiac Rehabilitation*  50% Coinsurance after deductible Not covered 
Habilitation Services* 
Habilitation Services are 
limited to 20 visits per year 
per therapy (Occupational 
Therapy, Physical Therapy 
and Speech Therapy). Note: 
Habilitation therapy limits 
do not apply when 
provided for a mental 
health/substance use 
disorder diagnosis. 

50% Coinsurance after deductible Not covered 

Skilled Nursing Facility* 
Limited to 100 days per 
year in a facility. 

50% Coinsurance after deductible Not covered 

Durable Medical 
Equipment*  

50% Coinsurance after deductible Not covered 

Hospice Services*  50% Coinsurance after deductible Not covered 
Accidental Dental*  50% Coinsurance after deductible Not covered 
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Chiropractic Care* 
Limited to 12 visits per 
year. 

50% Coinsurance after deductible Not covered 

Transplant Benefit* 
Limited to $10,000 for 
transportation & lodging 
per transplant; $30,000 for 
donor search per 
transplant. 

50% Coinsurance after deductible Not covered 

Diabetes Care Management 50% Coinsurance after deductible Not covered 
Vision Services – Pediatric (Children under the age of 19)  
Exam 
Routine eye exam (& 
Contact lens fitting) 
Limited to 1 visit per year. 

100% Covered Not covered

Frames 

Eyeglasses (frames)  
Limited to 1 item per year. 

100% Covered Not covered

Lenses (per pair) 
Prescription lenses 
(including additional lens 
options) 

100% Covered Not covered

Contact lenses (in lieu of 
glasses) 

100% Covered Not covered 
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Statement of Non-Discrimination 

Ambetter from NH Healthy Families complies with applicable Federal civil rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. Ambetter from NH Healthy Families does not exclude people or treat 
them differently because of race, color, national origin, age, disability, or sex. 

Ambetter from NH Healthy Families: 

 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  

 Qualified sign language interpreters 
 Written information in other formats (large print, audio, accessible electronic formats, other formats) 

 Provides free language services to people whose primary language is not English, such as: 

 Qualified interpreters 
 Information written in other languages 

If you need these services, contact Ambetter from NH Healthy Families at 1-844-265-1278 (TTY/TDD 1-855-742-0123). 

If you believe that Ambetter from NH Healthy Families has failed to provide these services or discriminated in another way on 
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: NH Healthy Families Appeal 
Department, 2 Executive Park Drive, Bedford, NH 03110, 1-844-265-1278 (TTY/TDD 1-855-742-0123), Fax 1-877-851-3992. 
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Ambetter from NH Healthy 
Families 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, 1-800-368-1019, 800-537-7697 (TDD). 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Declaración de no discriminación 

Ambetter de NH Healthy Families cumple con las leyes federales de derechos civiles aplicables y no discrimina en base a 
raza, color, origen nacional, edad, discapacidad o sexo. Ambetter de NH Healthy Families no excluye a las personas ni las 
trata de manera distinta debido a su raza, color, origen nacional, edad, discapacidad o sexo. 

Ambetter de NH Healthy Families: 

 Ofrece ayudas y servicios gratuitos a personas con discapacidades para que se comuniquen eficazmente con 
nosotros, como:  

 Intérpretes de lenguaje de señas calificados 
 Información escrita en otros formatos (letra grande, audio, formatos electrónicos accesibles, otros formatos) 

 Ofrece servicios gratuitos de idiomas a las personas cuyo idioma principal no es el inglés, tales como: 

 Intérpretes calificados 
 Información escrita en otros idiomas 

Si necesita estos servicios, comuníquese con Ambetter de NH Healthy Families al 1-844-265-1278 (TTY/TDD 1-855-742-
0123). 

Si cree que Ambetter de NH Healthy Families no le ha brindado estos servicios o le ha discriminado de otra manera en base 
a raza, color, origen nacional, edad, discapacidad o sexo, puede presentar una queja a: NH Healthy Families Appeal 
Department, 2 Executive Park Drive, Bedford, NH 03110, 1-844-265-1278 (TTY/TDD 1-855-742-0123), Fax 1-877-851-3992. 
Puede presentar una queja en persona o por correo, fax o correo electrónico. Si necesita ayuda para presentar una queja, 
Ambetter de NH Healthy Families está disponible para ayudarle. Además puede presentar un reclamo de derechos civiles al 
U.S. Department of Health and Human Services (Departamento de Salud y Servicio Humanos de EE.UU.), Office for Civil 
Rights (Oficina de Derechos Civiles) electrónicamente a través del Portal para reclamos de la Oficina de Derechos Civiles, 
disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo o teléfono en: U.S. Department of Health and Human 
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-
7697 (TDD). 

Los formularios de reclamo están disponibles en http://www.hhs.gov/ocr/office/file/index.html.


