Molina Healthcare of Michigan, Inc.: Molina Bronze Plan
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
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Important Questions

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—pocket

limit on my expenses?

What is not included in
the out—of- pocket limit?
Is there an overall annual

limit on what the plan pays?

Does this plan use a network
of providers?

Do I need a referral to see a
specialist?

Are there services this plan
doesn’t cover?

Coverage Period: 01/01/2017-12/31/2017
Coverage for: Individual + Family | Plan Type: HMO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.molinahealthcare.com or by calling 1-888-560-4087.

Individual $6,650
Family of 2 or more $13,300

Ded waived for first 3 Primary Care

OV. Ded waived for Preventive

Services, Generic Drugs, Preventive

Dmos Familv Plannino Pediatric

No.

Yes, $7,150 Individual, per year
$14,300 Family, per year

Premiums, balance-billed charges,

and non-covered care

No

Yes.

For a list of participating providers,
see www.molinahealthcare.com, or

call 1-888-560-4087.

No.

Yes.

You must pay all the costs up to the deductible amount before this plan begins
to pay for covered services you use. Check your policy or plan document to see
when the deductible starts over (usually, but not always, January 1st). See the
chart starting on page 2 for how much you pay for covered services after you
meet the deductible.

You don't have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses

Even though you pay these expenses, they don’t count toward the out—of—
pocket limit

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the
term in-network, prefetred, or participating for providers in their network. See
the chart starting on page 2 for how this plan pays different kinds of providers

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on pages 6. See your policy
or plan document for additional information about excluded services.

Questions: Call 1-888-560-4087 ot visit us at www.molinahealthcare.com
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.
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Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® 'This plan may encourage you to use participating providers by chareinge you lower deductibles, copayments and coinsurance amounts.
p y ge Y p pating providers by gingy , COPAY

Your Cost If
You Use a
Participating

Your Cost If
You Use a Non-
Participating

Common
Medical Event

Services You May Need

Limitations & Exceptions

Provider

Provider

If you visit a health care  Primary care visit to treat an injury  |$35 Copay/visit ~ Not Covered none
provider’s office or clinic | or illness
Specialist visit $80 Copay/visit ~ Not Covered
Other practitioner office visit $35 Copay/ visit Not Covered
Preventive No Charge Not Covered
care/screening/immunization
If you have a test Diagnostic test $80 Copay/x-ray ~ Not Covered none
x-ray, blood work $35 Copay/blood
work
Imaging (CT/PET scans, MRIs) 40% Coinsurance Not Covered Prior authorization is required, or services may
be not covered.
If you need drugs to treat | Tier 1 - Generic drugs $33 Copay Not Covered Prior authorization may be required, or
your illness or condition services may be not covered. Up to 30-day
Tier 2 - Preferred brand drugs $65 Copay Not Covered supply retail. Up to 90-day supply mail order
More information about offered at two times the 30-day retail Cost
prescription dr.ug Tier 3 - Non-preferred brand drugs 50% Coinsurance Not Covered Sharing,
coverage is available at
www.molinahealthcare.com - - : ; . ) .
Tier 4 - Specialty drugs 50% Coinsurance Not Covered Prior authorization is required, or services may
be not covered.
Tier 5 - Preventive drugs No Charge Not Covered Prior authorization may be required, or
services may be not covered. Up to 30-day
supply retail. Up to 90-day supply mail order.

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.
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Common
Medical Event

Services You May Need

Your Cost If
You Use a
Participating
Provider

Your Cost If
You Use a Non-
Participating
Provider

Limitations & Exceptions

If you have outpatient Facility fee (e.g., ambulatory surgery 40% Coinsurance Not Covered Prior authorization may be required, or

surgery center) services may be not covered.
Physician/surgeon fees 40% Coinsurance Not Covered

If you need immediate Emergency room services $350 Copay/visit ~ $150 Copay/visit | Does not apply, if admitted to the hospital

medical attention

Emergency medical transportation

40% Coinsurance

10% Coinsurance

none

Urgent care

$75 Copay/ visit

$15 Copay/visit

none

If you have a hospital
stay

Facility fee (e.g., hospital room)

40% Coinsurance

Not Covered

Prior authorization may be required, or
services may be not covered.

Physician/sutgeon fee 40% Coinsurance Not Covered
You have mental health, | Mental/Behavioral health $35 Copay/visit ~ Not Covered Prior authorization may be required, or
behavioral health, or outpatient services services may be not covered.
substance abuse needs
Mental/Behavioral health inpatient  40% Coinsurance Not Covered Prior authorization is required, or services may
services be not covered.
Substance use disorder outpatient $35 Copay/visit Not Covered Prior authorization may be required, or
services services may be not covered.
Substance use disorder inpatient Prior authorization is required or services may
services 40% Coinsurance Not Covered be not covered.
If you are pregnant Prenatal and postnatal care No Charge Not Covered none

Delivery and all inpatient services

40% Coinsurance

Not Covered

For delivery, notification only is required, and
prior authorization is not required. Pregnancy
termination services are subject to restrictions
and state law, and prior authorization may be
required, or services may be not covered.

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.

MB-0017 (8-16)

3 0of 8




Common
Medical Event

If you need help
recovering or have other
special health needs

Services You May Need

Your Cost If
You Use a

Participating

Provider

Your Cost If
You Use a Non-

Provider

Limitations & Exceptions

Home health care No Charge Not Covered Prior authorization may be required, or
services may be not covered.

Rehabilitation setrvices 40% Coinsurance | Not Covered e Limit of 30 combined visits per year for

Physical & Occupational Therapy (includes
Osteopathic and Chiropractic
Manipulation)

e Limit of 30 visits per year for Speech
Therapy

e Limit of 30 combined visits per year for
Cardiac and Pulmonary Rehabilitation

e Unlimited visits for Breast Cancer
Rehabilitation

Prior authorization may be required, or

services may be not covered.

Habilitation services 40% Coinsurance | Not Covered e Limit of 30 combined visits per year for

Physical & Occupational Therapy (includes
Osteopathic and Chiropractic
Manipulation)

e Limit of 30 visits per year for Speech
Therapy

Prior authorization may be required, or

services may be not covered.

Skilled nursing care 40% Coinsurance | Not Covered Limited to 45 days per calendar year. Prior
authorization is required, or services may be
not covered

Durable medical equipment 40% Coinsurance = Not Covered Prior authorization may be required, or
services may be not covered.

Hospice service No Charge Not Covered Limited to 45 days per calendar year.

Notification only; prior authorization is not
required.

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.
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Your Cost If Your Cost If

Common . You Use a YouUseaNon- | , . . . .
Medical Event Services You May Need Participating Participating Limitations & Exceptions
Provider Provider
If your child needs dental = Eye exam No Charge Not Covered One screening/exam per calendar year
or eye care
Glasses No Charge Not Covered Limited to:

e One pair of standard frames and
prescription lenses every 12 months

e One pair of standard contact lenses every
12 months, in lieu of prescription glasses

e Low vision optical devices, evaluation
every 5 years

Laser corrective surgery is not covered.

Dental check-up Not Covered Not Covered Not Applicable

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy ot plan document for other excluded setvices.)

e Acupuncture e Hearing aids e Private-duty nursing

e Cosmetic surgery e Infertility treatment e Routine eye care (Adult)
e Dental care (Adult) e Long-term care e Routine foot care

e Dental check-up (Child) e Non-emergency care when traveling outside the U.S.

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these setvices.)

e Bariatric surgery e Chiropractic care e  Weight loss programs

Your Rights to Continue Coverage:

Federal and State laws may provide protections that allow you to keep this health insurance coverage as long as you pay your premium. There are
exceptions, however, such as if:

¢ You commit fraud

e The insurer stops offering services in the State

e You move outside the coverage area

For more information on your rights to continue coverage, contact the insurer at 1-888-560-4087. You may also contact your state insurance department
at the Michigan Department of Insurance and Financial Services 1-877-999-6442.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: 1-888-560-4087.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services: Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-560-4087.
To see examples of how this plan might cover costs for a sample medical sitnation, see the next page.

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

/. Thisis
“ not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

H Plan pays $5,760
m Patient pays $1,780

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

® Plan pays $3,840
B Patient pays $1,560

Sample care costs:

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com

or call 1-888-560-4087 to request a copy.

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 Patient pays:
Deductibles $500
Patient pays: Copays $770
Deductibles $500 Coinsurance $210
Copays $240 Limits or exclusions $80
Coinsurance $890 Total $1,560
Limits or exclusions $150
Total $1,780
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
7of 8
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Questions and answers about the Coverage Examples:

What are some of the What does a Coverage Example Can | use Coverage Examples
assumptions behind the show? to compare plans?

Coverage ExampIeS? For each treatment situation, the Coverage

Example helps you see how deductibles,
copayments, and coinsurance can add up. It

Yes. When you look at the Summaty of

e Costs don’t include premiums. Benefits and Coverage for other plans,

* Sample care costs are based on national also helps you see what expenses might be left %gﬁeliﬁr;i i};eniaiz Cl(; \rflzmcieelczlj Z?Z ples.
averages supplied by the U.S. up fo you to pay because the service or “Patierift Pays” lI))ox irlj eacl,l example. The
Department of Health and Human treatment isn’t covered or payment is limited. y pre

smaller that number, the more coverage

Services and aren’t SI)CCiﬁC to a .
>
the plall pl OVldCS.

particular geographic area or health plan.

e The patient’s condition was not an Does the Coverage Example
excluded or preexisting condition. predict my own care needs? Are there other costs | should
e All services and treatments started and H i
ended in the same coverage period No. Treatments shown are just examples. c:mmger when comparing
) : : ans«
e There are no other medical expenses for The care you would receive for this P

condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

any member covered under this plan. Yes. An important cost is the premium

you pay. Generally, the lower your
premium, the more you’ll pay in out-of-

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in- pocket costs, such as copayments,
network providers. If the patient had Does the Coverage Example deductibles, and coinsurance. You
received care from out-of-network predict my future expenses? should also consider contributions to
providers, costs would have been higher. accounts such as health savings accounts

No. Coverage Examples are not cost (HSAs), flexible spending arrangements
estimators. You can’t use the examples to (FSAs) or health reimbursement accounts
estimate costs for an actual condition. They (HRAs) that help you pay out-of-pocket
are for comparative purposes only. Your expenses.

own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-560-4087 or visit us at www.molinahealthcare.com

If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary at www.cms.gov/cciio/
or call 1-888-560-4087 to request a copy.
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Language Access
If you, or someone you’re helping, have questions about Molina Marketplace, you have the right to get help and information in your language at no cost.
To talk to an interpreter, call 1-888-560-4087.

Albanian Nése ju, ose dikush gé po ndihmoni, ka pyetje pér Molina Marketplace, keni té drejté t& merrni ndihmé dhe informacion falas né gjuhén tuaj. Pér té
folur me njé pérkthyes, telefononi numrin 1-888-560-4087.
Arabic ok sp dzoasd) i Az Gedd )Molina Marketplace( «uasus luisd ocog + Uigoa 2 $is dsdadio) o
.)1-888-560-4087( + Jual s Ozp ag Syl 303l (o Gubbad Bg 5 0a) Ssdag bl
Bengali- I arstfa, SEr arfn S 3109 WRes] 99T, ™FF B AF  Molina Marketplace,
Bangala B IEFE W@ & WS AT TS SRR TR TAIE A% §Y7 SO TOR| Ao ARess ey FAT TE
f&F, & FT<2> 1-888-560-4087.
Chinese R, ﬁ%ﬂ?lﬁf’rﬂ%ﬂtﬂ’]ﬁ]‘% AR [HEASBMIE H 894 %8 Molina Marketplace 5 E#IRS
E, BE#EINREBELGHEBESIEMNNAR, AR —UMES, FBEE (EUEBEARE 1-888-560-4087,
German Falls Sie oder jemand, dem Sie helfen, Fragen zum Molina Marketplace haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-888-
560-4087 an.
Italian Se tu o qualcuno che stai aiutando avete domande su Molina Marketplace, hai il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per parlare con un interprete, puoi chiamare 1-888-560-4087.
Japanese CARANER, FEEBEHFOBDEYDATE. Molina Marketplace [TDWT ZERN S ELNE
Lz, CHEDEBTHR—FEZTY, BREAFLEZYTEHIENTEET, &
[IWAMY FEA, BREBFSNDIEE. 1-888-560-4087TF THREFHE 2L,
Korean Oror A5t £ = Aot &0 A= HE ALEEOIMolina Marketplace Ol 2o A 2201 JCHH Aot st 2 2 E Aot
AHZ HIE —‘?‘—%‘S*AOI S = A= A2t ASLICH IEH S S AL 0 I16H| 2o M =1-888-560-4087 £ & 2t oA Al 2
Polish Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Molina Marketplace, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawiac z ttumaczem, zadzwon pod numer 1-888-560-4087.
Russian Ecamy Bac uam anua, KOTOPOMYy Bbl TOMOraeTe, umetoTca Bonpocsi no nosoay Molina Marketplace,
TO Bbl UMeeTe NPaBo Ha HecnaaTHoe NoayYeHre NomoLmn M MHGoOPMaLMK Ha BalweMm AsbiKke. [1nsA pa3roBopa ¢ NepeBog4YMKOM MO3BOHMUTE NO
TenedoHny 1-888-560-4087.
Serbq- Ukoliko Vi ili neko kome Vi pomaZete ima pitanje o Molina Marketplace, imate pravo da besplatno
Croation dobijete pomoc i informacije na Vasem jeziku. Da biste razgovarali sa prevodiocem, nazovite 1-888-560-4087.
Spanish Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Molina Healthcare tiene
derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-888-560-4087.
Syriac- o cMolina Marketplace hias inos Lanald,e ¢ ok, ,mico,ms Ka ¢ois w1 ot o < ol (0in RomA i w1 ax Kpovnml L, e
Assyrian .1-888-560-4087 (o 0 « 08,00, anasls Ao srana Ehi,m « ofalos Khasm « analh,w
Tagalog Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Molina Marketplace, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-888-560-4087.
Vietnamese | N&u quy vi, hay ngudi ma quy vi dang gitp d&, cé cau hoivée Molina Marketplace, quy vi s& cé quyén duoc gitp va cé thém théng tin bang
ngdn nglt ciia minh mién phi. D& néi chuyén véi mot
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