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 Wisconsin, Inc.: AIAN Zero + Vision Plan Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you 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 only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit our website at
www.MolinaMarketplace.com or call 1-888-858-3492. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-318-2596 to request a

copy.

Important Questions Why This Matters:

i $0 . : :
\é\g:jzttcl;;lhee?overall See the Common Medical Events chart below for your costs for services this plan covers.
Are there services
covered before you meet | Yes This plan covers items and services even if you haven't yet met the deductible amount.

your deductible?
Are there other

deductibles for specific | No You don't have to meet deductibles for specific services.
services?

What is the out-of-pocket , . -

limit for this plan? Not Applicable This plan does not have an out-of-pocket limit on your expenses.

What is not included in Not Applicable

the out-of-pocket limit? This plan does not have an out-of-pocket limit on your expenses..

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill 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.

Yes. See
Will you pay less if you www.MolinaMarketplace.com or
use a network provider? | call 1-888-858-3492 for a list of
network providers.

Do you need a referral to

o No. You can see the specialist you choose without a referral
see a specialist? SPecialist y! reterral

ZVA576WIMPSBCEN
OMB Control Numbers 1545-2229, 1210-0147, and 0938-
1146
Released on April 6, 2016
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Common Non-Participating

Limitations, Exceptions, & Other Important

rvices You May N .
Services You May Need Provider Information

Participating Provider

Medical Event (You will pay the least)

You will pay the most
Primary care visit to treatan | No Charge Not Covered Includes non-preventive OB/GYN and
injury or iliness pediatrician visits.
Jif you visit a health Specialist visit No Charge Not Covered Preauthorization may be required, or services
care provider’s office : : not covered. :
or clinic Preventive care/screening/ No Charge Not Covered You may have to pay for services that aren’t
immunization preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood | No Charge Not Covered None
If you have a test work)
youhave afes Imaging (CT/PET scans, No Charge Not Covered Preauthorization is required or Imaging
MRIS) services are not covered.
Tier 1: Preferred Generic No Charge Not Covered Covers up to a 30-day supply (retail
If you need drugs to Drugs prescription); 31-90 day supply (mail order
treat your illness or Tier 2: Preferred Brand No Charge Not Covered prescription). Preauthorization may be
condition Drugs required, or services not covered.
More information about  Tiey 3: Non-Preferred Brand | No Charge Not Covered For brand name drugs with a generic
prescription drug and Generic Drugs equivalent, coupons or any other_form of third-
covgragg Is available at Tier 4: Brand and Generic No Charge Not Covered partly prescription drug cost sharing
http://MolinaMarketplac Specialty Druas assistance will not apply toward any
e.com/WIFormulary202 SHELIE DIUGS deductibles or annual out-of-pocket limits.
0.com Preauthorization is required, or services not
covered. Mail order not available.
Facility fee (e.g., ambulatory | No Charge Not Covered Preauthorization may be required, or services
If you have outpatient | surgery center) not covered.
surgery Physician/surgeon fees No Charge Not Covered Preauthorization may be required, or services
not covered.
Emergency room care No Charge No Charge Emergency room care copay does not apply, if

If you need immediate
medical attention

admitted to the hospital. Non-Participating
Provider is covered only until stabilization and
arrangement of transfer to a Participating
Provider.
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Common
Medical Event

Services You May Need

Participating Provider

(You will pay the least)

Non-Participating
Provider
You will pay the most

| Limitations, Exceptions, & Other Important
Information

Emergency medical No Charge No Charge None

transportation

Urgent care No Charge Not Covered None

Facility fee (e.g., hospital No Charge Not Covered Preauthorization is required or services not

If you have a hospital | room) covered.

stay Physician/surgeon fees No Charge Not Covered None

If you need mental Outpatient services No Charge Not Covered Preauthorization is required for inpatient care
health, behavioral or services not covered.

health, or substance Inpatient services No Charge Not Covered

abuse services

Office visits No Charge Not Covered Cost sharing does not apply to routine prenatal
and post-natal care and certain preventive

Childbirth/delivery No Charge Not Covered services. Depending on the type of services,

If you are pregnant professional services coinsurance may apply. Maternity care may

Childbirth/delivery facility No Charge Not Covered include tests and services described

services elsewhere in the SBC (i.e. ultrasound). Prior
notification is required or services not covered.

Home health care No Charge Not Covered 60 visits/year. Services must be provided by
an in network Home health agency.

Rehabilitation services No Charge Not Covered Preauthorization is required for inpatient care
or services not covered.

it you need help Habilitation services No Charge Not Covered Preauthorization Is required for inpatient care
recovering or have . : o services not covered. TS

: Skilled nursing care No Charge Not Covered 30 days/calendar year. Preauthorization is
other special health ) .
needs required or services not covered.

Durable medical equipment | No Charge Not Covered 1 purchase per type of devise every three
years. Preauthorization may be required or
services not covered.

Hospice services No Charge Not Covered Preauthorization is not required. Please notify
Molina before services are rendered.

Children’s eye exam No Charge Not Covered Coverage limited to one exam/year.

If your child needs
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Common Non-Participating | Limitations, Exceptions, & Other Important

Services You May Need Participating Provider

(You will pay the least) Provider Information

You will pay the most
dental or eye care Children’s glasses No Charge Not Covered Coverage limited to one pair of glasses (lenses
and frames) or contact lenses in lieu of
prescription glasses/year. Laser corrective
surgery not covered.

Medical Event

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 Acupuncture o Dental Care (Child) e Private Duty Nursing
o Bariatric Surgery o Infertility treatment e Routine Foot Care
e Cosmetic Surgery e Long-Term Care e Weight Loss Programs
e Dental Care (Adult) e Non-emergency care when traveling outside
the U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
¢ Adult Routine Vision e Chiropractic Care e Hearing Aids

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 1-888-560-2043 or the Wisconsin Office of the Insurance Commissioner 1-800-236-8517. 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: Molina Healthcare of Wisconsin 1-888-560-2043.

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 that month.

Does this plan meet Minimum Value Standards? Yes.
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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 1-888-560-2043
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-560-2043

Chinese (T 30): AN RFEZE T SCRYE D), HRITIX M55 1-888-560-2043
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-560-2043

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:

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

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

B The plan’s overall deductible $0
B Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn't covered
Limits or exclusions $60
The total Peg would pay is $60

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

B The plan’s overall deductible $0
B Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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* $0

Copayments $0

Coinsurance $0

What isn't covered
Limits or exclusions $60
The total Joe would pay is $60

care)
B The plan’s overall deductible $0
W Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 Sharing
Deductibles* $0
Copayments $0
Coinsurance $0
What isn’t covered

Limits or exclusions $0
The total Mia would pay is $0
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( X )
.‘“ MOLI NK Non-Discrimination Notification

HEALTHCARE 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, fax, 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.

03/11/19 - Global
9784770CORP0218
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You have the right to get this information in a different format, such as audio, Braille, or large font due to special needs or in your language at no
additional cost.

Usted tiene derecho a recibir esta informacion en un formato distinto, como audio, braille, o letra grande, debido a necesidades especiales; 0 en su
idioma sin costo adicional.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call Member Services. The number is on the
back of your Member ID card. (English)

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame a Servicios para Miembros. El nimero de
teléfono esta al reverso de su tarjeta de identificacion del miembro. (Spanish)

AR WREEAER T B e EBGES R - S5EE Y B - EEEIRIEEINTHE

B EH © (Chinese)

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro ngoén ngit mién phi danh cho ban. Hay goi Dich vu Thanh vién. S6 dién thoai 6 trén mat sau
thé ID Thanh vién cua ban. (Vietnamese)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa Mga Serbisyo
sa Miyembro. Makikita ang numero sa likod ng iyong ID card ng Miyembro. (Tagalog)

FO|: St E MEStAE 82, 8 N MBIAE 52 0/20tal &= UASLICH 33 MUIAZ MO AIL. MG = 3
ID ItE HHU ASLICH (Korean)
g 1) S Bl v Wad e e e Aaelc 1 salll sae Lualle Saale J8l, Liad siun Al I¥eamle, 5 jia Uglica a3 asa g2 Ak
+hl# 3a 500 e 5 Halad el (Arabic)

o

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele Sévis Manm. W ap jwenn nimewo a sou do kat
idantifikasyon manm ou a. (French Creole)
BHUMAHMWE: Ecnu Bbl roBopuTEe Ha PYCCKOM f3blKe, Bbl MOXKeTe 6ecnnaTHO BOCMONb30BaThbCA yC/ayrammn nepesogdunka. MossoHuTe B OTaen
06cNyKMBaHMA y4acTHUKOB. Homep TenedpoHa yKasaH Ha 0bpaTHoM cTopoHe Baleit ID-KapTbl yyacTHMKa. (Russian)
NRCUNCNRESNPL. Bphk nnip jununid bp huybpkl, Jupnn kp wid&wp oquty 1kquh odwlinul Sunuympnibitphg: Quiquhwpk'p
Zwdwhunpnubph vyuwuwpldwt pudh: Zknwjunuh hwdwpp tpdws b dkp Bunudwlgnipjut tnyuuljutugdut pupnh tinbh dwund:
(Armenian)
TIEFRE: BREZHEINGGE., BHOEEXEEZCAAVEETEY,
KBV —ERFTHEFEC LSV, EEBESEREDA—FOEAICEHINATEY FT,
(Japanese)

Ggadd K504 3l 8l s aana o oS Al S U e 2350 A 3 3y el awdiiy, L A2l lewal Sal e 80 0, Ll e

:\lsu 58 :\.ﬁ:c_a S\.JQ .ai.\\...n\...!‘s Soia g Ll JJG VY \.uc_a (Farsi)

s fe6. fgg 39T Jiret 8% 3, 37 3973 S8 I RIS Aee He S SuseT Is| Neg Aafefid
(Member Services) $ 2SS I 359 3T3 Member ID (W= et F1.) 793 © U8 UR J1 (Punjabi)




ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Wenden Sie sich telefonisch
an die Mitgliederbetreuungen. Die Nummer finden Sie auf der Riickseite Ihrer Mitgliedskarte. (German)

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez les Services aux membres. Le
numeéro figure au dos de votre carte de membre. (French)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Cov npawb xov tooj nyob tom gab ntawm koj daim npav
tswv cuab. (Hmong)

HAUISAISSTUNSAATISISIHHSUHIRH G S{EHMAIEH HNIIANU SUIHMJSIN W ANIRS{EIMItNN A AIUaIH™N
YA aIUaHRIN e SAER/IgUTSuigjtid (Cambodian)



	Molina Healthcare of Wisconsin, Inc.: AIAN Zero + Vision Plan




Accessibility Report





		Filename: 

		WI 2020 SBC - AIAN Zero + Vision - Clean (Rev)_R.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found problems which may prevent the document from being fully accessible.





		Needs manual check: 3



		Passed manually: 0



		Failed manually: 0



		Skipped: 1



		Passed: 27



		Failed: 1







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Failed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Needs manual check		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top



