Molina Healthcare of Ohio, Inc.: Molina Gold Plan
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

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

u 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.MolinaMarketplace.com or by calling 1-888-296-7677.

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?

Individual $1,025

Family of 2 or more $2,050
Applies only to Outpatient
Hospital /Facility and Inpatient
Hospital/Facility Services

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.MolinaMarketplace.com, or

call 1-888-296-7677.

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, preferred, 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 5. See your policy
or plan document for additional information about excluded services

Questions: Call 1-888-296-7677 or visit us at www.MolinaMarketplace.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 1-888-296-7677 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 charging you lower deductibles, copayments and coinsurance amounts.

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 visit a health care  Primary care visit to treat an injury | $15 Copay/visit | Not Covered none
provider’s office or clinic | or illness
Specialist visit $35 Copay/visit | Not Covered
Other practitioner office visit $15 Copay/visit | Not Covered
Preventive No Charge Not Covered
care/screening/immunization
If you have a test Diagnostic test $35 Copay/x-ray | Not Covered none
x-ray, blood work $15 Copay/blood
work
Imaging (CT/PET scans, MRIs) 20% Coinsurance | Not Covered Prior authorization is required, or services may
be not covered.
If you need drugs to treat  Tier 1 - Generic drugs $15 Copay (retail) | Not Covered Prior authorization may be required, or services
your illness or condition | Tier 2 - Preferred brand drugs $50 Copay (retail) | Not Covered may be not covered. Up to 30-day supply retail.
Tier 3 - Non-preferred brand drugs | 30% Coinsurance | Not Covered Up to 90-day supply mail order offered at two
More information about (retail) times the 30-day retail Cost Sharing,.
prescription drug Tier 4 - Specialty drugs 30% Coinsurance | Not Covered Prior authorization is required, or services may
coverage is available at be not covered. Maximum cost sharing of $100
MolinaMarketplace.com for a 30-day supply of oral chemotherapy drugs.
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.
If you have outpatient Facility fee (e.g., ambulatory surgery | 20% Coinsurance | Not Covered Prior authorization may be required, or

surgery

center)

services may be not covered.

Questions: Call 1-888-296-7677 or visit us at www.MolinaMarketplace.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 1-888-296-7677 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

Physician/surgeon fees 20% Coinsurance | Not Covered
If you need immediate Emergency room services $300 Copay/visit | $300 Does not apply, if admitted to the hospital
medical attention Copay/visit
Emergency medical transportation | 20% Coinsurance | 20% none
Coinsurance
Urgent care $60 Copay/visit | $60 Copay/visit | Non-Participating Provider is covered only for
services provided outside of service area.
If you have a hospital Facility fee (e.g., hospital room) 20% Coinsurance | Not Covered Prior authorization may be required, or
stay services may be not covered.
Physician/surgeon fee 20% Coinsurance | Not Covered
You have mental health, | Mental/Behavioral health $15 Copay/visit | Not Covered Prior authorization may be required, or
behavioral health, or Outpatient services services may be not covered.
substance abuse needs : . : . : R : :
Mental/Behavioral health inpatient | 20% Coinsurance | Not Covered Prior authorization is required, or services may
services be not covered.
Substance use disorder outpatient $15 Copay/visit | Not Covered Prior authorization may be required, or
services services may be not covered.
Substance use disorder inpatient 20% Coinsurance | Not Covered Prior authorization is required or services may
services be not covered.
If you are pregnant Prenatal and postnatal care No Charge Not Covered none
Delivery and all inpatient services 20% 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 1-888-296-7677 or visit us at www.MolinaMarketplace.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 1-888-296-7677 to request a copy.
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Your Cost If Your Cost If

fAZ?iTaC:nEvent Services You May Need PZSE?C%ZEEQ Yg:rt:z?pztli\lnogn- Limitations & Exceptions

Provider Provider
If you need help Home health care No Charge Not Covered Limited to up to two (2) hours nursing per
recovering or have other visit and up to four (4) hours home health aide
special health needs per visit. Limit is 100 visits per calendar year

for all home health visits except private duty
nursing. Private duty nursing visits are limited
to 90 visits per calendar year.

Prior authorization may be required, or

services may be not covered.

Rehabilitation services 20% Coinsurance | Not Covered Limited to:

e 20 visits/year per therapy - Physical,
Speech, Occupational, Pulmonary Therapy

® 30 visits/year - Cardiac rehabilitation

e 12 visits/year — Manipulation Therapy

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

Habilitation services 20% Coinsurance | Not Covered Prior authorization may be required, or
services may be not covered.
Skilled nursing care 20% Coinsurance | Not Covered Limited to 90 days per calendar year. Prior

authorization is required, or services may be
not covered.

Durable medical equipment 20% Coinsurance | Not Covered Prior authorization may be required, or
services may be not covered.
Hospice service No Charge Not Covered Notification only; prior authorization is not
required.
If your child needs dental Eye exam No Charge Not Covered One screening/exam per calendat 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 1-888-296-7677 or visit us at www.MolinaMarketplace.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 1-888-296-7677 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 or plan document for other excluded services.)

e Acupuncture e Dental care (Adult) e Long-term care
e Bariatric surgery e Dental check-up (Child) e Non-emergency care when traveling outside the U.S.
e Cosmetic surgery e Hearing aids e Routine foot care

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

e Chiropractic care e Private-duty nursing e Weight loss programs
e Infertility treatment

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

¢  You move outside the coverage area
For more information on your rights to continue coverage, contact the insurer at 1-888-296-7677. You may also contact your state insurance department

at the Ohio Department of Insurance 1-800-686-1526.

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: 1-888-296-7677.

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 1-888-296-7677.

T see examples of how this plan might cover costs for a sample medical situation, see the next page.

Questions: Call 1-888-296-7677 ot 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 1-888-296-7677 to request a copy.
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Having a baby

Managing type 2 diabetes

About these Cover age (normal delivery) (routine maintenance of
Exam p les: a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these B Plan pays $5,230 m Plan pays $3,400
examples to see, in general, how much financial H Patient pays $2,310 B Patient pays $2,000
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
o .. Hospital charges (baby) $900 Office Visits and Procedures $700
‘e This is Anesthesia $900 Education $300
“ nOt_ a cost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 _
under this plan. The actual Total $7,540 | Patient pays:
care you receive will be Deductibles $1,020
different from these Patient pays: Copays $720
examples, and the cost of Deductibles $1,030 Coinsurance $180
that care will also be Copays $240 Limits or exclusions $80
different. Coinsurance $890 | Total $2,000
See the next page for Limits or exclusions $150
important information about Total $2,310
these examples.
Questions: Call 1-888-296-7677 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 1-888-296-7677 to request a copy.
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

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

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
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 1-888-296-7677 ot 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 1-888-296-7677 to request a copy.
MGO-0017 (5-16)

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

EXpenscs.
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Language Access

If you, or someone you’re helping, has 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 1-888-296-7677.

Arabic

Molina Marketplace = swads dliul saclod (yadd sal i el (S ¢f
099 (e elindy 4y ) g pall il glaall 5 saclaall e d}malluadﬂ\ hald ¢
1 (888) 296-7677 = Joail pa yia g aaill 4GS 4

Chinese

MRE, :‘ZEQZIEET::’:’;E?JE’J%T% ARARIEA IBEHNA
f'ﬁ Molina Marketplace ﬁEE’JFEJi?E ,._.\’ﬁ*gﬂﬁﬁuu

Efi”ﬁw]*unﬂn_.\o /I:In 1—L§]]H$E, AR *ﬁ nﬁ [‘T_.[H:
?a‘a)k%z% 1 (888) 296-7677.
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Cushite-
Oromo

Isin yookan namni biraa isin deeggartan Molina Marketplace
irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala ta’een
afaan keessaniin odeeffannoo argachuu fi deeggarsa
argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf,
lakkoofsa bilbilaa 1 (888) 296-7677 tiin bilbilaa.

Penn.
Dutch

“Wann du hoscht en Froog, odder ebber, wu du helfscht, hot
en Froog baut Molina Marketplace, hoscht du es Recht fer
Hilf un Information in deinre eegne Schprooch griege, un die
Hilf koschtet nix. Wann du mit me Interpreter schwetze witt,
kannscht du 1 (888) 296-7677 uffrufe.

Dutch

Als u, of iemand die u helpt, vragen heeft over Molina
Marketplace, heeft u het recht om hulp en informatie te
krijgen in uw taal zonder kosten. Om te praten met een tolk,
bel 1 (888) 296-7677.

Romanian

Daca dumneavoastra sau persoana pe care o asistati aveti

intrebari privind Molina Marketplace, aveti dreptul de a

obtine gratuit ajutor si informatii in limba dumneavoastra.
Pentru a vorbi cu un interpret, sunati la 1 (888) 296-7677.

French

Si vous, ou quelqu'un que vous étes en train d’aider, a des
guestions a propos de Molina Marketplace, vous avez le droit
d'obtenir de I'aide et I'information dans votre langue a aucun
co(t. Pour parler a un interprete, appelez 1 (888) 296-7677.

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) 296-7677 an.

Russian

Ecnn y Bac uam nnua, KOTOpomy Bbl MOMOraeTe, UMetoTca
Bonpocbl no nosoay Molina Marketplace, To Bbl umeeTe
npaBo Ha becnaaTHoe Noay4YeHne NOMOLM U MHOPMaLUK
Ha Bawem A3blIKe. [1nA pa3roBopa c NepeBoAYMKOM
nossoHuTe no tenedoHry 1 (888) 296-7677.

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) 296-7677.

Spanish

Si usted, o alguien a quien usted esta ayudando, tiene
preguntas acerca de Molina Marketplace, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno.
Para hablar con un intérprete, llame al 1 (888) 296-7677.

Japanese

CARANER, FEIEBEHROEDEY DA TH. Molina
Marketplace [CDWT ZEBMNA S SWWELE=L, THE
NDEBTHR—FZEZITZY., BHREAFLEZVTS
CENTEZET, HEIMIDYFEBA, BIREPES
BG4, 1(888)296-7677 FTHEFEC &L,

Ukrainian

AKWwo y Bac um y Korocb, XT0 OTpMMyE Bawy gonomory,
BMHWKaIOTb NUTaHHA npo Molina Marketplace, y Bac € npaso
oTpumaTi 6e3KOLITOBHY AoNOMOry Ta iHbopMmaL,io Ha Balwuili
pigHin mosi. LLLo6 38’A3aTMCb 3 NepeKknagayem, 3a43BOHiITb
Ha 1 (888) 296-7677.

Vietnamese

Né&u quy vi, hay ngudi ma quy vi dang gitp d&, c6 cau héi vé
Molina Marketplace, quy vi s& c6 quyén duoc gilp va ¢
thém thong tin bang ngdn ngit cia minh mién phi. D& ndi
chuyén véi mot thong dich vién, xin goi 1 (888) 296-7677.
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