Summary of Benefits and Coverage: What this Plan Covers & What You Pay forCovered Services
Molina Healthcare of Texas, Inc.: Molina Confident Care Gold 1 LCS

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: HMO

#A 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 1-888-560-2025. 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.

What is the overall
deductible?

$2,925 / individual or $5,850 / family
Combined Medical and Rx

Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this

plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, Family
Planning, Pediatric Vision, Hospice,
Formulary Preventive prescription
drug

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$6,500 Individual or $13,000/family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

Premiums, balance-billing charges,
and health care this plan doesn'’t
cover.

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

Will you pay less if you
use a network provider?

Yes. See

www.MolinaMarketplace.com or call

1-888-560-2025 for a list of
articipating providers

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.

Do you need a referral to
see a specialist?

No.

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

Limitations, Exceptions, & Other
Important Information

Participating Provider e
Common Medical Event Services You May Need : Provider
(You will pay the least) .
You will pay the most

Primary care visit to treatan ~ [$10 copay/office visit Not covered None
injury or iliness
Specialist visit $50 copay/visit Not covered Preauthorization may be required, or services
If you visit a health care not covered.
provider’s office 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
needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood  $15 copay/test for blood ~ Not covered None
work) work
20% copayment after
If you have a test deductible per test for x- rays
Imaging (CT/PET scans, 20% copayment after Not covered Preauthorization is required or Imaging services
MRIs) deductible per test are not covered.
$10 copay/prescription Not covered Preauthorization may be required or services
deductible does not apply may not be covered. Mail-order Prescription
Generic drugs (retail); $20 cost share for Drugs are available at a 90-day supply and is
:frg:tuygz‘:cillli ':'sgss;: 90 day supply deductible offered at two times the 30-day retail
condition does not apply (mai!) prescription Cost Sharing. Depending on Tier
More information $50 @w/prescrlptlon Not covered level this will be either a Copayment or a
about prescriotion deductible does not apply Coinsurance
d Aol Preferred brand drugs (retail); $100 cost share for
rug coverage is .
available at 28] Sl w
www.molinamarketpla do<°as eitE Rl el
ce/TXFormulary2021.c 0% gopaymentaftor - Rlot covered
om deductible (retail); 2x cost
- Non-preferred brand drugs share of 30% copayment
after deductible for 90 day
supply (mail)
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What You Will Pa

Non-Participating

Common Medical Event Services You May Need Partlclpatmg FEET Provider ==L, Exceptlons,_& el
(You will pay the least) . Important Information
(You will pay the most)
30% copayment after Not covered
Specialty drugs deductible
Facility fee (e.g., ambulatory ~ 20% copayment after Not covered Preauthorization may be required, or services
surgery center) deductible for facility per day not covered.
If you have outpatient 20% copayment after Not covered Preauthorization may be required, or services
surgery Physician/surgeon fees deductible per day not covered. Laser corrective eye surgery is not
covered.
20% copayment after 20% copayment after Emergency room care copay does not apply, if
) ) Emergency room care deductible per visit deductible per visit admitted to the hospital.
If you need immediate .
; : Emergency medical 20% copayment after 20% copayment after None
medical attention ; . : . .
transportation deductible per trip deductible per trip
Urgent care $10 copay/visit Not covered None
Facility fee (e.g., hospital 20% copayment after Not covered Preauthorization is required or services not
If you have a hospital room) ggg/uctible per dtayﬁ _— : covered.
. copayment after ot covere
stay Physician/surgeon fees dedtjm None
$10 copay/office visit Not covered Preauthorization is required for
Outpatient Intensive Electroconvulsive Therapy (ECT),
If you need mental Outpatient services Psychiatric Treatment neuropsycological and psychological testing,
health, behavioral Programs - 20% copayment partial hospitalization, behavioral health
health, or s.ubstance after deductible per day treatment for PDD/autism, substance abuse
abuse services . . 20% copayment after Not covered services, Day Treatment, detoxification services
Inpatient services deductible per day and inpatient care or services not covered.
Office visits No Charge Not covered Cost sharing does not apply to routine prenatal
Childbirth/delivery professional 20% copayment after Not covered care and first post-natal visit and certain
services deductible per day /visit preventive services. Depending on the type of
If you are pregnant Chidbirtdel il 20% copayment after Not covered services, coinsurance may apply. Maternity care
lldbirth/delivery facility deductible per day may include tests and services described
Services elsewhere in the SBC (i.e. ultrasound).
If you need help No Charge Not covered 60 visits/year. Services must be provided by an
recovering or have Home health care in network Home health agency.
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Non-Participating
Provider

(You will pay the most)
other special needs $50 copay/visit Not covered 35 visits/year. Medically necessary services
only. Preauthorization is required for
Occupational Therapy, Speech Therapy,
Physical Therapy, Radiation therapy and radio
surgery Rehabilitation services or services not

Participating Provider
(You will pay the least)

Limitations, Exceptions, & Other
Important Information

Common Medical Event Services You May Need

Rehabilitation services

covered.
o _ $50 copay/visit Not covered 35 visits/year. Does not apply to Mental /
Habilitation services Behavioral Health Services and Substance Abuse
Disorder Services conditions.
Skiled . 20% copayment after Not covered 25 days/calendar year. Preauthorization is
1€0 nursing care deductible per day required or services not covered.
20% copayment after Not covered Excludes vehicle modifications, home
deductible per request modifications, exercise, and bathroom

Durable medical equipment

equipment. Preauthorization may be required or
services not covered

Hospice services No Charge Not covered None
Children’s eye exam No Charge Not covered Coverage limited to one exam/year.
ildren’ No Ch N limi irof gl :
S e Children’s glasses o Charge ot covered Coveragfa imited to one pair of glasses/year
dental or eye care Not Covered Not covered Not Applicable. Coverage can be purchased as
Children’s dental checkups a standalone product; it is not covered by this
policy.

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 e  Dental Care (Adult) ¢ Non-emergency care when traveling outside the
the life of the mother is endangered) o Dental Care (Child) u.s
e Acupuncture o Infertility treatment ¢ Routine eye care (Adult)
e Bariatric Surgery e Long-Term Care ¢ Routine Foot Care
e Cosmetic Surgery e Weight Loss Programs
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Chiropractic Care (related to Rehabilitation e Hearing Aids (1 hearing aid every 36 months) e Private Duty Nursing (Medically
benefits, combined 35 visit limit) Necessary)
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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 of Texas at 1-888-560-2025 or 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 on how 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 Texas at 1-888-560-2025 or Texas Department of Insurance 1-800-252-3439.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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 (Espariol): 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 (P X): INRFEFXHIER), HILITIXA 505 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:

4\ 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)

= The plan's overall deductible $0
= Specialist copay $50

= Hospital (facility) copay per day 20%
after deductible
= QOther 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)

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

= The plan's overall deductible $0
= Specialist copay $50

= Hospital (facility) copay per day 20%
after deductible
= QOther 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)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
= The plan's overall deductible $0
= Specialist copay $50

= Hospital (facility) copay per day 20%
after deductible
= QOther 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 $12,700 Total Example Cost $5,600
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing

Deductibles $2,900 Deductibles $800
Copayments $300 Copayments $900
Coinsurance $1,700 Coinsurance $300

What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20
The total Peg would pay is $4,960 The total Joe would pay is $1,920

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copayments $100
Coinsurance $1,000

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,500

[The plan would be responsible for the other costs of these EXAMPLE covered services.]
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Non-Discrimination Notification

.‘ .l.l MO Ll N A Molina Healthcare

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.
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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 sacludl e Jsanll @l 358 (Molina Marketplace Jss il sacls Al jadd gl 5 cul clal culS 1)
Sle Jaail ‘LgJ}éY-.;JSA‘;\C:_\;SH AT (g (50 linly Sl slaall

Chinese MRE, REEELBIMIHER, AREAMMolina Marketplace A ERIEE, BHEEMNREUGHESESINENMAL. BH— L
=R, @ i?é EEE 1 (888) 560-2025,

French Si vous, 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 l'aide et
I'information dans votre langue a aucun cout. Pour parler a un interprete, 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 Threr
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1 (888) 560- 2025 an.

Gujarati Bl dHA AUl AR BA HEE 53| 26l dla Al 8185 s Molina Marketplace (A Wl 8lat, Al 51&§ WA cdk ALl elsLHi
Hee ol MRl Anacloll dHal AU[SIR B, geulal WA dld sal M2, 1 (888) 560 2025 UR SIA 53,

Hindi e 39k IT 319 SaRT HRIAT fhT ST 3¢ fhdl gfdd & 9 Molina Marketplace & SR & 9 €, @l 3T 91E (9=l 8197 7 Hwd & Fgraar 3R
AT Ured &e &7 R B R of quniT & atd e & faw, 1 (888) 560-2025 WX Fiel &

Japanese CARANER, FREBEHEOEDEY DA TH. Molina Marketplace 2Dy TITERBNAZSWELIZL, CHEDEETHR—F%
RH=Y. B8 ZAFLEYTHIENTEET . HEEDAY FEA, BREBFES NHHE. 1(888)560-2025F THEFES
ZEby,

Korean groF 5t £ = Ha7F &1 e 018 AR O[Molina Marketplace off #3i{A &Z&20| QICHHE st 288t =20 HEE F5tel
02 HIE I=":|'°'|O| % T A= HEI7F U&LICH IZAH SHALRL R[] ISHA= 1 (888) 560-20252 7 §|'3|'*.=.'A|9_

Loatian 02190 §) e')1)mmvvmogaoecmsumm»mono Molina Marketplace, mm,\)soma"losoaomaoecma Rt 20VUVWIFI

283W9D?O€)UC’)83CSE)€)?UQT)‘)D T]‘)U)‘)DC’)SﬁD’)‘)DCO‘)T)UQ‘),UCCUU.)‘)SS‘) D’)uOD‘)SU’)‘O’)‘) 1 (888) 560-2025.

Persian-Farsi

D) 2% e L) ) S el (S S Ol S5 o0 s OV s e o S Molina Marketplace ol =S 0 con =0 S 2% @l (S g sl SsS Ll R
(8 IS 1 (888) 560-2025 ¢ S 58 Sl ok (a5 (oS - o3 el 5 1S5S Joals i sl

Russian Ecan y Bac nam Ania, KoTopomy BB IIOMOTaeTe, uMeroTces sorrpocst 1o mosoay Molina Marketplace, o ser nveere npaso na 6eciaatnoe
ITIOAYYEHHUE ITOMOIIH 1 NH(OPMALIIH Ha BAIIIEM fA3BIKe. AAS Pa3TOBOPA € IEPEBOAYHMKOM IT03BOHMKTE 110 Teaedory 1(888) 560-2025.

Spanish Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Molina Markeplace tiene derecho a obtener ayuda e informacion en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 1 (888) 560-2025.

Tagalog Kung ikaw, o ang iyong tinutulungan, 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 Cilasbea ) ade ae G il S S S e S Q550 s GBS e < U =S Marketplace Molina =S «on = S 3% @l (S a5l GsS bl R

- S JS n 1(888) 560-2025 S S S b glea i (oS- 2 33 S S S duals
Viethamese Néu quy vi, hay ngudi ma quy vi dang gitup dd, ¢ cdu hoi vé Molina Marketplace, quy vi 6 quyén dugc tro gitip va nhan thong tin bang ngdn

ngtr cia minh mién phi. P& néi chuyén voi mot thong dich vién, xin goi 1 (888) 560-2025.
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