Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024-12/31/2024
Molina Healthcare of Florida, Inc. : Silver 9 100

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 MolinaMarketplace.com or call 1-888-560-5716. 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 healthcare.gov/sbc-glossary/ or call 1-800-318-2596 to request a copy.

What is the overall
deductible?

Important Questions m Why This Matters:

$0

See the Common Medical Events chart below for your costs for services this plan covers.

Are there services
covered before you meet
your deductible?

Yes. Preventive care and services
indicated in the chart starting on
page 2.

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?

For network providers $1,625
individual / $3,250 family; for out-
of-network providers, there is no
coverage unless Prior Authorized
by Molina Healthcare.

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 MolinaMarketplace.com
or call 1-888-560-5716 for a list of
network providers.

You pay the least if you use a provider in Choice Hospital/Facility Network (“Choice Network”).
You pay more if you use a provider in Select Hospital/Facility Network (“Select 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).

Do you need a referral to
see a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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45 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

Services You May Need

Participating Provider
(You will pay the least)

What You Will Pay

Non-Participating | | ;mitations, Exceptions, & Other Important

Provider
(You will pay the
most)

Information

Primary care visit to treatan | No charge
" ) . Not covered None
injury or illness Deductible does not apply
- e $10 copay/visit Preauthorization may be required, or
LTE v's'.t a I]ealth. Specialist visit Deductible does not apply Not covered services not covered.
care provider’s office , ,
or clinic You may have to pay for services that aren’t
Preventive care/screening/ No charde Not covered preventive. Ask your provider if the services
immunization g needed are preventive. Then check what
your plan will pay for.
Choice Hospital/Facility Network:
$20 copay for x-rays; $8 copay for
blood work
. , ) Deductible does not apply
\E\)/l;k?oshc test (x-ray, blood Not covered None
Select Hospital/Facility Network:
$40 copay for x-rays; $16 copay
for blood work
If you have a test Deductible does not apply
Choice Hospital/Facility Network:
20% coinsurance
Imaging (CT/PET scans, Deductible does not apply Not covered Preauthorization is required or Imaging
MRIs) Select Hospital/Facility Network: services are not covered
40% coinsurance
Deductible does not apply
If you need drugs to Generic drugs - preferred No Cha.rge (retail) Not covered Preauthorization may be reqUired, or
treat your illness or Deductible does not apply services may be not covered. Up to 30-day
condition $30 copay/prescription (retail) supply retail. Up to 90-day supp!y by mail
More information about FUETRe i g Deductible does not apply NAEREC: order offered at two-and-a-half times the 30-
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What You Will Pay

Non-Participating Limitations

Common Medical Exceptions, & Other Important

Services You May Need Participating Provider Provider :
Event Information
(You will pay the least) (You will pay the

prescription drug Non-preferred brand drugs 00, oo o (reta day retail cost-sharing. Mail order not
coverage is available at and non-preferred generic o COMSUTANce retal Not covered available for Specialty drugs. For brand
MolinaMarketplace.com/ drugs Deductible does not apply drugs with a generic equivalent, coupons or
FLFormulary2024 secilty drc 20% coinsurance Gt shating asestance wi ot appy owarc

Spedialty drugs Deductible does not apply Not covered any deductibles or annual out-of-pocket limit.

Choice Hospital/Facility Network:
20% coinsurance

Facility fee (e.g., Deductible does not apply Not covered Preauthorization may be required, or

If you have outpatient = ambulatory surgery center) Select HospitalfFacilty Network services not covered.

surgery 40% coinsurance
Deductible does not apply
Physician/surgeon fees 20% coinsurance Not covered Preauthorization may be required, or
Deductible does not apply services not covered.

20% coinsurance

o
20% coinsurance Deductible does

Emergency room care

Deductible does not apply not apply
If you need immediate Emeraency medical 20% coinsurance 20% coinsurance | Cost-sharing for emergency room care does
medical attention (Sney e Deductible does not apply if admitted to the hospital.
transportation Deductible does not apply not apply
$5 copay/visit
Urgent care Deductible does not apply Not covered

Choice Hospital/Facility Network:
20% coinsurance

If you have a hospital  Facility fee (e.g., hospital Deductible does not apply Not covered Preauthorization is required or services not

sta
y room) Select Hospital/Facility Network: covered.

40% coinsurance
Deductible does not apply
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What You Will Pay

Non-Participating Limitations
Services You May Need Participating Provider Provider HIEAHOHS,
(You will pay the least) (You will pay the

Common Medical Exceptions, & Other Important

Information

Event

. 20% coinsurance
Physician/surgeon fees Deductible does not apply Not covered

No charge
Deductible does not apply

If you need mental Choice Hospital/Facility Network:
health, behavioral 20% coinsurance facility; 20%
health, or substance coinsurance professional fee
abuse services Deductible does not apply
S 5 Inpatient services Not covered
- Select Hospital/Facility Network:
40% coinsurance facility; 20%
coinsurance professional fee
Deductible does not apply

Office visits No charge - Not covered

Childbirth/delivery 20% coinsurance

professional services Deductible does not apply
Choice Hospital/Facility Network:
20% coinsurance

Deductible does not apply

Outpatient services Not covered None.

Preauthorization is required for inpatient care
or services not covered.

Not covered

Cost sharing does not apply for preventive
services. Depending on the type of services,

a coinsurance may apply. Maternity care may
Childbirth/delivery facility include tests and services described

: Not covered elsewhere in the SBC (i.e., ultrasound).
services Select Hospital/Facility Network: ( )

40% coinsurance
Deductible does not apply

If you are pregnant

Limited to:

e Up to two hours per visit for nursing care
by a registered nurse, licensed practical

Home health care No charge Not covered nurse, medical social worker, physician,

occupational or speech therapist

e Up to 60 visits per calendar year
Preauthorization may be required, or

If you need help
recovering or have
other special health
needs
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Common Medical
Event

Services You May Need

What You Will Pay

Non-Participating Limitations

Participating Provider
(You will pay the least)

Provider
(You will pay the
most)

Exceptions, & Other Important
Information

services may be not covered.

Limited to a total of 35 visits per year for any
combination of the following therapies:

e Physical, Speech, Occupational, Cardiac

I . $5 copay/visit Rehabilitation, Massage and Spinal
Rehabilitation services Deductible does not apply NP Manipulative Therapy
The 35 visits include a 26-visit limit for spinal
manipulation. Preauthorization may be
required, or services may be not covered.
Habilitation services $5 @@Y’V'S“ Not covered None
Deductible does not apply
Choice Hospital/Facility Network:
20% coinsurance
Deductible does not apply Limited to 60 days per calendar year.
Skilled nursing care Not covered Preauthorization may be required, or
Select Hospital/Facility Network: services may be not covered.
40% coinsurance
Deductible does not apply
o — :
Durable medical equipment 20% coinstrance Not covered —Preguthonzatlon may be required, or
Deductible does not apply services may be not covered.
Hospice services No charge Not covered —Prequthorlzatlon EY L EIAIES, o
services may be not covered.
Children’s eye exam No charge - Not covered One screening/exam per calendar year
Coverage limited to one pair of glasses
If your child needs . : (lenses and frames) or contact lenses in lieu
Children’s glasses No charge Not covered o )
dental or eye care of prescription glasses/year. Laser corrective
_ surgery not covered.
Children’s dental check-up = Not covered Not covered None
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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 e Dental care (Adult) .

when the life of the mother is endangered) e Hearing aids .
e Acupuncture o Infertility treatment .
e Bariatric surgery e Long-term care .

e Cosmetic surgery

Non-emergency care when traveling outside the U.S.
Private-duty nursing

Routine eye care (Adult)

Routine foot care

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

e Chiropractic care e Weight loss programs

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: Florida Department of Financial Services 1-877-693-5236. 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: Florida Department of Financial Services 1-877-693-5236.

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? Not Applicable.

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.

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 awell-
controlled condition)

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

B The plan’s overall deductible $0
B Specialist copayment $10
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

M The plan’s overall deductible $0
B Specialist copayment $10
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

care)
B The plan’s overall deductible $0
B Specialist copayment $10
B Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $200
Coinsurance $1,400

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $1,600

Total Example Cost \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $500 Copayments $90
Coinsurance $200 Coinsurance $300
What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0
The total Joe would pay is $700 The total Mia would pay is $390

The plan would be responsible for the other costs of these EXAMPLE covered services.
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.“ MIQTII-IICNAQE Non-Discrimination Notification
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 https://www.hhs.gov/ocr/complaints/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/oct/portal/lobby.jsf.
If you need help, call (800) 368-1019; TTY (800) 537-7697.

8/2023 - Global
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HEALTHCARE Taglines

ATTENTION: Aids and services for people with disabilities, like documents in braille and large print, arealso available. If you need help in
your language call Member Services located on back of your ID card.(TTY: 711). These services are free of charge.

ATENCION: Si necesita ayuda en su idioma llame a Servicios para Miembros. El nimero esta en el reverso de su tarjeta de
identificaciéon de miembro. (TTY: 711). También hay disponibles ayudas y servicios para personas con discapacidades, como
documentos en braille y letra grande. Estos serviciosson gratuitos. (Spanish)

| ey Aolsedl gunall Dga 2l yods e 59290 @301 bl closse  Jumild ¢ cliad 3 Bueluce I dnley S 13) s
Lolmo clossedl sia 50l Aelidally ol Ak ol il Jte ABLeYT (693 poliea W wilons g Silaeluns Lyl 4355 (717 10l cast ). (Arabic)

NFSUNCNHE3NEL: ek dbn |Gquny ogunLejwl Ywphp nLutp, quugwhwnpbp Member Services: Iwdwnpp gunugnwd £ QGp Member ID pwnwnh Gunbeh dwunwd: (TTY: 711):
Unyw U bwb hwadwunwunieyntt ntubignn wlédwlg hwdwn Uwhiwwntujws odwlnwy dhgngutn bL swnwjniynLlltn, huswbu ppbjh L Uts nwwpwlwyh thwuwnwenetbn: Wu swnwjnipintlutpp wudwn Gu: (Armenian)

FIATZSANANSWSHINSYUEUNSAMGHAamISHMigSIUSHAsSSio S sHisE:,
wasOgmEIFMISSwaRMIUTMaIUIESReSRtuhsaizuesSmmisiamrnwHsomanGaiuasegs, ((TTY: 199), iwnhmgsimsamswSsAsit, (Cambodian)
ARMREFRIES AHNFEY, BHEI ARSI ZSBLATEMSSE ID FE@E. (TTY: 711),

T RFKREANREHE TREMRS, MEXMAXFERH. XLRFZERER. (Chinese Simplified)

oyt il atile,Jslas 31,31 olys Solois 5 Lo S gt
..\.a_;‘\.ﬁwway U’).Lwl.ulQ)S%)é@bwﬁbbbJyubj‘)é&eS‘bJLy Q)}g)awwﬂué).}ﬁf)ﬁ%l?‘g
(TTY: 711) . s oy Sleas ol (Farsi)

&1 & IfE Ul YT $T9T F TEIAT T HELTHhT &, A TEET JAT3T FI Hle HY| AR 3HTh AGET 1R8N FHIS & 9IS g1 (TTY: 711) |
feheiar eell & o Hgrrar 3R Qare, SE gor 3R 93 fie 7 aEardsr, i vy §1 3 Farw @ gow 1 (Hindi)

XIM: Yog koj xav tau kev pab los ntawm koj cov kev pab. Tus naj npawb nyob sab nraum gab ntawm koj tus ID card. (TTY: 711).
Aids thiab kev pab rau cov neeg uas muaj mob xiam oob ghab, xws li cov ntaub ntawv nyob rau hauv braille thiab loj print, kuj muaj. Cov kev pab no yog pab dawb xwb. (Hmong)

ACHTUNG: Wenn Sie Hilfe in Ihrer Sprache benétigen, rufen Sie den Mitgliederservice an. Die Nummer finden Sie auf der Rickseite Ihres Mitgliedsausweises. (TTY: 711).

Hilfsmittel und Dienstleistungen fiir Menschen mit Behinderungen, wie Dokumente in Blindenschrift und GroRdruck, sind ebenfalls verfiigbar. Diese Dienstleistungen sind kostenlos. (German)

Languages: English, Spanish, Arabic, Armenian, Cambodian, Chinese, Farsi, Hindi, Hmong, German, Japanese, Korean, Loatian,
Mien, Punjabi, Russian, Tagalog, Thai, Ukrainian, Vietnamese
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“‘ MOLINA Taglines

HEALTHCARE

AR HLEOEFTHIARBELRIBZEF, A vN—H—ERICBEL TSN, BEERFREHOEAEHSATOET, (TTY: 711),
RFPREFFOEHELE., BEEBOLODOBEPOH—ERLFATEES.,. ChoDY—ERFIEMNTT, (Japanese)

F2: Aote PO ZE 50/ E2RotH & Bl A&

0l MESHUNL. 0 BB E X ID IS Ret0l YSLICL (TTY: 711) LI,
BU QL2 BN E 24 2 Zojol g =

£ 2 MEIAE MSELICH Olelgt MElA= S E - LICEH (Korean)

nio

0
40 =

r&"

2002:59: Aids :NIVOINIVFISLEVLENIV, cVOJoFVcEN:FMLL braille ccozNIVBL2:VICTLS, §95. T VI

ci99 NIV HOIW ow i b WI I 289 v call Member Services B A9 & 199 B39 299 Vo ID 209 viaw. (TTY: 711).
o o A X ' 4 ' .

NIVVINIVCYIVCCLHVVCION. (Loatian)

attention: aids caux services bun mienh caux disabilities oix documents yie braille caux large print naaic yaac available da'faanh meih oix zuqc tengx yie meih nyei
language heuc member services located zieqc back of meih nyei yie cie (tty: 711) these services naaic free of charge. (Mien)

s fE6: 7 398 »irust 3 fieg Hee &t &3 J 3T Hed AeTe! § 7% J3d1 399 3973 Hegd ID 393 € fig J1 (TTY: 711).
WUTTH St B AITesT w3 Rerel, e fy 95 w3 23 Az ffe engew, & Qusey gs) feg Aeret wes gal (Punjabi)

BHUMAHWE: Ecnu Bam Hy>KHa NMOMOLLb Ha BaLLEM si3blKe, MO3BOHUTE B CNy0y nogaepkku. Homep ykazaH Ha 06paTHOWM CTOpoHe Ballen NAEHTU(MKALNOHHON KapTbl.
(Tenetawin: 711). Takke AOCTYNHbI BCMOMOraTefbHble CPEACTBA U YCIyrn ANs foAel C OrpaHNYeHHbIMY BO3MOXHOCTSMM, TakMe Kak AOKYMEHThI, HaneyaTaHHbIe WpUgToM

Bpaiinsa u kpynHeim wpndtom. 3t yenyrm 6ecnnatHel. (Russian)

ATTENTION: Mayroon ding mga tulong at serbisyo para sa mga taong may kapansanan, tulad ng mga dokumento sa braille at malaking print.
Kung kailangan mo ng tulong sa iyong wika tumawag sa Member Services na matatagpuan sa likod ng iyong ID card. (TTY: 711).

Ang mga serbisyong ito ay libre. (Tagalog)

awaula: mingmdasnmsautismieslumesnesgulnifedediouinsnndn winsavezegdmunaiasszddasandnuasqm (TTY: 711)

Ao a a ) A o w a ) 9 % A a € A AN A g e H
BONIMNULINUINIIVIYLAIDR IR ILAUNNIT LTW Laﬂﬁ'ﬁaﬂ‘]ﬂ'ﬂ,uiﬂaLL@:&UWNW?%W@IWWN Uiﬂ']il;%ﬂ']uvl,&l“ﬂ'ﬂ’ﬁﬂ']ﬁ (Thal)

YBATIA: Skio Bam noTpiGHa AonoMora BaLLo MOBOIO, 3aTenedoHyiTe A0 cryx6u niaTpumku. Homep BkasaHo Ha 3B0poTHOMY 6oL nocBiaYeHHs yuacHuka. (MTANM: 711).
Takox AOCTYMNHi 4OMOMiXKHI 3acobu Ta nocnyrn Ans niofen 3 0bMexeHMU MOXIMBOCTAMU, TaKi K JOKYMeHTU WwpndTtom bpainns Ta Benvkum wpudtom. Lii nocnyrm

6e3kowToBHi. (Ukrainian)

CHU Y: Néu ban can tro gitp bang ngén ngir ctia minh, hay goi cho Dich vu Hoi vién. S6 nay ndm & mat sau thé ID Hai vién cla ban. (TTY: 711).
H& tro va dich vu cho ngudi khuyét tat, nhuw tai liéu bang chiv ndi va chi in Ién, cling c6 san. Cac dich vu nay 1a mién phi. (Vietnamese)

Languages: English, Spanish, Arabic, Armenian, Cambodian, Chinese, Farsi, Hindi, Hmong, German, Japanese, Korean, Loatian,

Mien, Punjabi, Russian, Tagalog, Thai, Ukrainian, Vietnamese
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