Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020 - 12/31/2020
Molina Healthcare of Texas, Inc.: Constant Care Silver 3 250 LCS Coverage for: Individual + Family | Plan Type: HMO

AN The Summary of Benefits and Coveraage (SBC) document will help vou choose a health plan. The SBC shows you how vou 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 onlv a summary. For more information about vour coverage, or to aet a copy of the complete terms of coverage, visit our website at
MolinaMarketplace.com or call 1-888-560-2025 For aeneral definitions of common terms. such as allowed amount, balance billina. coinsurance, copayment,
deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at http://www.healthcare.qov/sbc-alossary or call 1-800-318-2596 to
request a copy.

Important Questions | Answers | Why This Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for services this plan covers.
deductible?
Are there services Yes. You do not have deductibles | For example, this plan covers certain preventive services without cost sharing and before
covered before you for any covered services. you meet your deductible. See a list of covered preventive services at
meet your deductible? https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other You don’t have to meet deductibles for specific services.
deductibles for specific | No
services?
For network providers $8,150 The out-of-pocket limit is the most you could pay in a year for covered services. If you have

What is the out-of-pocket

limit for this plan? individual / $16,300 family; for other family members in this plan, they have to meet their own out-of-pocket limits until the

out- of-network providers there is | overall family out-of-pocket limit has been met.

no coverage unless Prior
Authorized by Molina Healthcare.

Premiums, balance-billing Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
charges, and health care this
plan doesn’t cover.

Will you pay less if you Yes. This plan uses a provider netwgrk. You will pay less if you use a.provider in the plan’s _
use a network provider? = See MolinaMarketplace.com or network. You will pay the most if you use an out-of-network provider, and you might receive
call 1-888-560-2025 for a list of | @ Pill from a provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before you get
services.

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

network providers.

Do you need a referral to No.

e You can see the specialist you choose without a referral.
see a specialist?
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

. WhatYouwil
Common Services You May Need Out-of- Limitations, Exceptions, & Other
. Network Provider .
Medical Event Network Important Information
(You will pay the least) P
rovider
Primary care visit to treatan | $40 copay/office visit Not covered None
injury or iliness
If you visit a health care | Specialist visit $95 copay/visit Not Covered Preguthor|th|on ma(njy be required, or
ErOVider,S office or SEervices not coverea. '
clinic No charge Not Covered You may have to pay for services that
Preventive care/screening/ aren’t preventive. Ask your provider if the
immunization services needed are preventive. Then
check what vour plan will pay for.
Diagnostic test (x-ray, blood | $55 copay/test for blood work | Not Covered None
100 copay/test for x-
if you have a test work)l $100 copay/test for x-rays - | |
Imaging (CT/PET scans, 50% copayment Not Covered Preauthorization is required or Imaging
MRIs) services are not covered.
If you need drugs Tier 1 $35 copay/prescription Not Covered Preauthorization may be required or
to treat your illness (retail) services may not be covered. Up to 30-day
or condition - —r : .
Tier 2 95 copay/prescription Not Covered supply — retail. Up to 90-day supply by mail
More information about I ?retaﬁp_y > B PRY P . Y SUPP BY
prescription drug : order — offered at two times the 30-day
Tier 3 50% copayment Not Covered

coverage is available at retail Cost sharing. Coupons or any other

form of third- party prescription drug cost

22%4&?2};“3?;&52’[8%% Tier 4 50% copayment Not Covered . _ .
: sharing assistance will not apply toward
om any deductibles or annual out-of-pocket
limits.
Facility fee (e.g., ambulatory | 50% copayment Not Covered Preauthorization may be required, or
surgery center) services not covered. Laser corrective eye
If you have outpatient surgery is not covered.
surgery Physician/surgeon fees 50% copayment Not Covered Preauthorization may be required, or
services not covered.
Laser corrective eye surgery is not covered.
Emergency room care 50% copayment 50% copayment Emergency room care copay does not
If you need immediate apply, if admitted to the hospital.
medical attention Emergency medical 50% copayment 50% copayment None

transportation
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. WhatYouWwil
Services You May Need Limitations, Exceptions, & Other
B Ty Important Information
(You will pay the least) P

Out-of-
Network
Provider

Common

Medical Event

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have other
special health needs

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

$75 copay/visit
50% copayment

50% copayment

$40 copay/office visit
Outpatient Intensive
Psychiatric Treatment
Programs - 50% copayment

50% copayment

No Charge

50% copayment

50% copayment

No Charge

50% copayment

50% copayment
50% copayment

50% copayment

No Charge

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

None

Preauthorization is required or services not
covered.
None

Preauthorization is required for
Electroconvulsive Therapy (ECT),
neuropsycological and psychological
testing, partial hospitalization, behavioral
health treatment for PDD/autism, substance
abuse services, Day Treatment,
detoxification services and inpatient care or
services not covered. All other services do
not require Preauthorization if services are
provided by a participating provider.

Cost sharing does not apply for preventive
services. Depending on the type of
services, copayment may apply. Maternity
care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

60 visits/year. Preauthorization is required
after 7 visits for outpatient and home
settinas or services not covered.
Medically necessary services only.
Preauthorization is required or services not
covered.

60 visits/calendar year. Preauthorization is
requiredor services not covered.

Excludes vehicle modifications, home
modifications, exercise, and bathroom
equipment. Preauthorization may be
required or services not covered.

None
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What You Will

Common | Services You May Need Out-of- Limitations, Exceptions, & Other

Network Provider

Medical Event (You will pay the least)

Network Important Information
Provider

Children’s eye exam No Charge Not covered Coverage limited to one exam/year.
o700 Sl 6l m2eels Children’s glasses B EEEE Not covered Coverage limited to one pair of
dental or eye care
glasses/year.
Children’s dental check-up Not Covered Not covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Abortion (except in cases of rape, incest, or

when the life of the mother is endangered) e |Infertility treatment
e Acupuncture e Laser eye corrective surgery _
e Bariatric Surgery e Long Term Care * Rout!ne eye care (Adult)
e Cosmetic Surgery ¢ Non-emergency care when traveling outside * Routine Foot Care
e Dental Care (Adult) the U.S
e Dental Check-up (Child)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Hearing Aids (limited to $1000 and 1 hearing
e Chiropractic Care (up to 35 visits peryear) aid every 36 months) e Weight Loss Programs
e Private Duty Nursing when medically necessary

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for
those agencies is: Molina Healthcare at 1-888-560-2025 or the Texas Department of Insurance 1-800-252-3439. Other coverage options may be available
to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint
is called_a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact: the Texas Department of Insurance 1-800-252-3439.
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Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from
the requirement that you have health coverage for thatmonth.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-560-2025.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-560-2025.

Chinese (FA30): IR EEhXIESE), B ITIX NS 1-888-560-2025.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-560-2025.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

""” . I .

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.

Peg is Having a Baby Managing Joe’s type 2 Diabetes

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

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

B The plan’s overall deductible $0 B The plan’s overall deductible $0

B Specialist copayment $95 B Specialist copayment $95
m Hospital (facility) coinsurance 50% m Hospital (facility) coinsurance 50%
m Other coinsurance 50% B Other coinsurance 50%

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)

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 Total Example Cost $7,400
In this example, Peg would pay: In this example, Joe would pay:
Cost Cost
Deductibles $0 Deductibles $0
Copayments $500 Copayments $2,200
Coinsurance $5,700 Coinsurance $900
What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $60
The total Peg would pay is $6,260 The total Joe would pay is $3,160

The plan would be responsible for the other costs of these EXAMPLE covered services.

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

H The plan’s overall deductible $0

H Specialist copayment $95
® Hospital (facility) coinsurance 50%
m Other coinsurance 50%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900

In this example, Mia would pay:
Cost

Deductibles $0

Copayments $500

Coinsurance $500
What isn’t covered

Limits or exclusions $0

The total Mia would pay is $1,000
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o © Non-Discrimination Notification

“‘ Mg-rlf_ll(l:}l é Molina Healthcare
Your Extended Family

Molina Healthcare (Molina) complies with all Federal civil rights laws that relate to healthcare services. Molina offers healthcare services to all

members and does not discriminate based on race, color, national origin, ancestry, age, disability, or sex.

Molina also complies with applicable state laws and does not discriminate on the basis of creed, gender, gender expression or identity, sexual
orientation, marital status, religion, honorably discharged veteran or military status, or the use of a trained dog guide or service animal by a person
with a disability.

To help you talk with us, Molina provides services free of charge in a timely manner:
« Aids and services to people with disabilities
o Skilled sign language interpreters
o Written material in other formats (large print, audio, accessible electronic formats, Braille)
» Language services to people who speak another language or have limited English skills
o Skilled interpreters
o Written material translated in your language

If you need these services, contact Molina Member Services. The Molina Member Services number is on the back of your Member Identification
card. (TTY: 711).

If you think that Molina failed to provide these services or discriminated based on your race, color, national origin, age, disability, or sex, you can file
a complaint. You can file a complaint in person, by mail or email. If you need help writing your complaint, we will help you. Call our Civil Rights
Coordinator at (866) 606-3889, or TTY: 711.

Mail your complaint to: Civil Rights Coordinator, 200 Oceangate, Long Beach, CA 90802.

You can also email your complaint to civil.rights@molinahealthcare.com.

You can also file your complaint with Molina Healthcare AlertLine, twenty four hours a day, seven days a week at:
https://molinahealthcare.alertline.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights. Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html. You can mail it to:

U.S. Department of Health and Human Services,
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

You can also send it to a website through the Office for Civil Rights Complaint Portal at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. If you need
help, call (800) 368-1019; TTY (800) 537-7697.

12/14/17- All Plans
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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) 560-2025.

Arabic CEua e i Becisd s Gigue 3 Wl dsdadly ) Marketplace( )Molinacssy ode sp | zoe sIdl sidiz § gdad
). 1)888( 2025-560 (*H-dua‘ie Sge et &J@l BBl g Ay qtd Sg}JJUbJ\ Q}‘J‘({ Ip!
Chinese | &%, :E%?EZIEET%:’;EHE’]#T% BRRMHEASBMIEB & #Molina  Marketplace A EHIRT
B, BERNREUGEHEBESIEMIAL. AH—GMES FREE (EUHEABTF1 (888) 560-2025,
Fre Sivous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Molina Marketplace, vous avez le droit d'obtenir de I'aide et l'information
nch dans votre langue a aucun co(t. Pour parler a un interpréte, appelez 1 (888) 560-2025.
German | Falls Sie oder jemand, dem Sie helfen, Fragen zum Molina Marketplace haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1 (888) 560-
2025 an.
Gujarati | o5y quol mmacL ausl 5 64 ves 5290 260 0L A HASL S G4 [HUAGIBH 5 2 <5 L2 A L HHES L @AM G 0 dASL dHd HEE
VA HGASLH lnrotima
Marketplace < 2495 2 9C L. ASL VWA gdd AR T @ N H 1Yd §2< 5 s 2 9C L e MR <D l,"" 511 (888) 560-2025 A 5322 H. 2,%1l
Hindi T ST AT AT 70N HEOTIT Fa0 1 T Fhacl 7773 & Molina Marketplace & a1 7 1 g 70T T T ST GoT90T 7 AT 7 FEOTAT ST 891 T 79 F0T el OFON gl Fehach 1 STOTI q
T FH F
Japanese| A Ak, FEEEFHKDEDEIYDHTEH. Molina Marketplace
[SOVWTZEMACETVE LIz, CHEDEETYR—LERTLY, FWREAFLEY
TEHIENTEFT, HEFIMIDYFEHA, BRREBFESNDIHZE. 1-888-560-
Ann—r—l———r-l—wEEl_=I AR = "N IR
Korean | BFeF |5 EE= #5H7F &1 QU= 04 AFEfO[Molina Marketplace Ofl ##3iA Z120]| QICtH F5teE 22{st T2 HEE #5le] Ho{Z H|E
BEQIO|UE = = HEZL UELICH TFHAH S ARl o 7[5t7| ISHAM=1 (888) 560-2025 2 T3} 5 P.;!A|_<2.
Loatian | 721190, LIHVLUVNIVNIVYQOVCNT, ,\)mn‘wnﬁonu Molina Marketplace,
U)‘)'l)l)iﬁOU)@32080)’)‘)1)QOE)CU’)SCC932DD?‘)O%‘)DMCUDM‘)%‘)QS?U’)‘)DUJJE)‘)?Q’«\)‘)E). T)‘)DESQ.UD’)UD?E)U.)‘)SJ?, ?m?mm‘) 1 (888) 560-2025.
Persian- FYSTES ) ogpe s d S dlgedlup Seeds ¢ gk B Marketplace Molina ¢« SpSedygal )y O I jz §o lijadilg
Farsi el doag) Splx 1) 888(.2025-560355¢) <yl o)yl $oshasy) Fslie) eaadglll g,
Russian | ecany sac nan nmua, kotopomy Bbl NOMoraeTe, MmetoTca Bonpock! no nosoay Molina Marketplace,
TO Bbl UMeeTe NpaBo Ha becnaaTHoe NosyYeHne NOMOLLM M MHGOPMaLLMK HA BaleM A3biKe. [1a pa3roBopa C NepeBoAUYMKOM MO3BOHUTE NO TenepoHy
1 (888)560-2025.
Spanish | Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Molina Healthcare tiene
derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1 (888) 560-2025.
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) 560-2025.
Urdu s J 58 25050 s U o 2 23 S 5Ky ) 1) Marketplace Molina) #) sk S 25050 @) @ xpg e S0
08 < 501) 888(2025-560¢ 5 | S o 28y e pizal itz S K e duac‘&i'e&J'f‘ J50 3% Sl g
Vietname| Né&u quy vi, hay ngudi ma quy vi dang gitip d&, cé cau hoi vé Molina Marketplace, quy vi s& c6 quyén dugc gitp va cé thém théng tin bang ngdn ngit clia
se minh mién phi. D& ndi chuyén véi madt thong dich vién, xin goi 1 (888) 560-2025.
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