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Peg is Having a Baby 

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

 

Mia’s Simple Fracture 

(in-network emergency room visit and follow 
up care) 

 

Managing Joe’s type 2 Diabetes 

(a year of routine in-network care of a well-
controlled condition)  

 
 

   

 
 
 
 
 
 
 The plan’s overall deductible   $2800  
 Specialist copayment  $65  
 Hospital (facility) coinsurance   40% 
 Other coinsurance  40% 
 
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)  

Total Example Cost $12,800 
  

In this example, Peg would pay: 

Cost Sharing 

Deductibles $2800 

Copayments $750 

Coinsurance $4600 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $8210 

 
 
 
 
 
 
 The plan’s overall deductible  $2800  
 Specialist copayment  $65  
 Hospital (facility) coinsurance   40%  
 Other coinsurance 40%  
 
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)  

Total Example Cost $7,400 
  

In this example, Joe would pay: 

Cost Sharing 

Deductibles $1000 

Copayments $2500 

Coinsurance $700 

What isn’t covered 

Limits or exclusions $60 

The total Joe would pay is $4260 

 

 
 
 
 
 
  
 The plan’s overall deductible  $2800 
 Specialist copayment  $65 
 Hospital (facility) coinsurance   40% 
 Other coinsurance 40%  
 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic tests (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $1,900 
  

In this example, Mia would pay: 

Cost Sharing 

Deductibles $900 

Copayments $400 

Coinsurance $600 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1900 

 
 
 

About these Coverage Examples: 

 

 

 

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.    
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Colorado Supplement to the Summary of Benefits and Coverage Form 

 

INSURANCE COMPANY NAME Rocky Mountain Health Maintenance Organization, Inc. 

NAME OF PLAN Rocky Mountain Summit 

1. Type of policy Small Employer Group Policy 

2. Type of plan Health maintenance organization (HMO) 

3. Areas of Colorado where plan is available. Plan is available throughout Colorado. 

 
SUPPLEMENTAL INFORMATION REGARDING BENEFITS 

Important Note: The contents of this form are subject to the provisions of the policy, which contains all terms, covenants and 
conditions of coverage. It provides additional information meant to supplement the Summary of Benefits of Coverage you have 
received for this plan. This plan may exclude coverage for certain treatments, diagnoses, or services not specifically noted. Consult 
the actual policy to determine the exact terms and conditions of coverage. 

 Description 

4. Annual Deductible Type INDIVIDUAL – The amount that each member of the family must meet prior to claims 
being paid.  Claims will not be paid for any other individual until their individual 
deductible or the family deductible has been met. 
 
FAMILY – The maximum amount that the family will pay for the year.  The family 
deductible can be met by [2] or more individuals. 

5. Out-of-Pocket Maximum INDIVIDUAL – The amount that each member of the family must meet prior to claims 
being paid at 100%.  Claims will not be paid at 100% for any other individual until their 
individual out-of-pocket or the family out-of-pocket has been met. 
 
FAMILY – the maximum amount that the family will pay for the year.  The family out-of-
pocket can be met by [2] or more individuals. 

6. What is included in the In-Network 
Out-of-Pocket Maximum? 

All deductibles, copayments, and coinsurance, including those for prescription drugs. 
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7. Is pediatric dental covered by this 
plan? 

Yes, pediatric dental is covered at 100% of allowable charges. 

8. What cancer screenings are 
covered by this plan? 

Subject to the parameters set forth below, cancer screening tests for the following 
items are covered subject to any applicable plan deductibles, copayments/ 
coinsurance, and maximum benefit levels: 

• Breast – Mammogram 

• Cervical – PAP test 

• Colorectal – Colonoscopy, Sigmoidoscopy, Fecal Occult Blood 

• Ovarian – CA125 

• Prostate – PSA 
Coverage for these cancer screening tests are subject to the following parameters: 

a) the test must be ordered by your physician, and 
b) you must comply with plan procedures 

 
USING THE PLAN 

 IN-NETWORK OUT-OF-NETWORK 

9. If the provider charges more for a covered service than 
the plan normally pays, does the enrollee have to pay 
the difference? 

No Yes 

10. Does the plan have a binding arbitration clause? Yes 

 
Questions: Call 1-800-346-4643 or visit us at www.rmhp.org. 
Para obtener asistencia en Español, llame al 1-800-346-4643. 

If you are not satisfied with the resolution of your complaint or grievance, contact:  

Colorado Division of Insurance 
Consumer Services, Life and Health Section 
1560 Broadway, Suite 850, Denver, CO 80202 
Call: 303-894-7490 (in-state, toll-free: 800-930-3745)  
Email: dora_insurance@state.co.us 

http://www.rmhp.org/
mailto:Email:%20dora_insurance@state.co.us




Notice of Nondiscrimination 

H0602_MC_1557Notice_10072016 Accepted 

Cushite/Oromo XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, 
kanfaltiidhaan ala, ni argama.  Bilbilaa 1-800-346-4643 (TTY: 711). 

Persian اگر به زبان فارسی گفتگو می کنيد، تسهيلات زبانی بصورت رايگان برای شما فراهم می باشد. با توجه :
3464-643-008-1 (117:YTT) .تماس بگيريد 

Ibo/Igbo Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call  
1-800-346-4643 (TTY: 711). 

Kru-Bassa Dè ɖɛ nìà kɛ dyéɖé gbo: Ɔ jǔ ké m̀ [Ɓàsɔ́ɔ̀-wùɖù-po-nyɔ̀] jǔ ní, nìí, à wuɖu kà 
kò ɖò po-poɔ̀ ɓɛ́ìn m̀ gbo kpáa. Ɖá 1-800-346-4643 (TTY: 711) 

Yoruba AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe 
ero ibanisoro yi 1-800-346-4643 (TTY: 711). 

 



Notice of Nondiscrimination 

H0602_MC_1557Notice_10072016 Accepted 

Rocky Mountain Health Plans (RMHP) complies with applicable Federal civil rights laws and does not discriminate on the basis of 
race, color, national origin, age, disability, or sex, sexual orientation, or gender identity. RMHP does not exclude people or treat 
them differently because of race, color, national origin, age, disability, or sex, sexual orientation, or gender identity. 

RMHP takes reasonable steps to ensure meaningful access and effective communication is provided timely and free of charge: 

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

 Qualified sign language interpreters (remote interpreting service or on-site appearance) 

 Written information in other formats (large print, audio, accessible electronic formats, other formats) 

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

 Qualified interpreters (remote or on-site) 

 Information written in other languages 

If you need these services, contact the RMHP Member Concerns Coordinator at 800-346-4643,  
970-243-7050, or TTY 970-248-5019, 800-704-6370, Relay 711; para asistencia en español llame al 800-346-4643. 

If you believe that RMHP has failed to provide these services or discriminated in another way on the basis of race, color, national 
origin, age, disability, or sex, sexual orientation, or gender identity , you can file a grievance with: the RMHP EEO Officer at 800-
346-4643, 970-244-7760, ext. 7883, or TTY 970-248-5019, 800-704-6370, Relay 711; para asistencia en español llame al 800-346-
4643, or eeoofficer@rmhp.org. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the 
RMHP EEO Officer 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. 

RMHP is a Medicare-approved Cost plan. Enrollment in RMHP depends on contract renewal. 

 

 


