Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Molina Healthcare of Nevada, Inc.: Molina Gold Core 1640 Plus with Adult Vision

Coverage Period: 01/01/2026 — 12/31/2026
Coverage for: Individual + Family | Plan Type: HMO

request a copy.

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 1-833-671-0051. 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.com or call 1-800-318-2596 to

What is the overall
deductible?

Important Questions _ Why This Matters:

$1,640/Individual or $3,280/Family

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 and services
indicated in 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 $8,100 individual
/ $16,200 family; for out-of-network
providers there is no coverage unless
preauthorized by Molina Healthcare.

The out-of-pocket limit 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/NVFindCare
or call 1-833-671-0051 for a list of
network 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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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Network Provider Out-of-Network Provider

Common Medical Event Limitations, Exceptions, & Other

Services You May Need

Important Information

(You will pay the least)

(You will pay the most)

. - $25 copayvisit;
.P rimary care RO L deductible does not Not Covered None
injury or iliness
apply
- $55 copay/visit; o .
If you VIS’It a h_ealth care o . st visit deductible does not Not Covered Prea!uthorlzatlon may be required, or
provider’s office or SPECEEL —apply services not covered.
clinic
You may have to pay for services that aren’t
Preveqtlvg care/screening/ No Charge Not Covered preventive. Ask your D rovider if the services
immunization you need are preventive. Then check what
your plan will pay for.
$25 copayitest for blood
work; deductible does
: : not apply
\Iz;ark?oshc test (x-ray, blood Not Covered None
If you have a test 25% coinsurance
after deductible/test for
X-rays
Imaging (CT/PET scans, 25% coinsurance Not Covered Preauthorization is required or Imaging
MRIs) after deductible services are not covered.
$15 copay/prescription Preauthorization may be required, or
Generic drugs (retail); deductible does | Not Covered services may not be covered. Up to 30-day
not apply supply retail. Up to 90-day supply by mail
If you need drugs to ; -
trgat your iIInesgs or Preferred brand drugs $50 copay/prescription Not Covered order oﬁgred atthree times the 30 day refal
condition after deductible (retail) costsharing. o
More information about For brand drugs with a generic equivalent,
orescription drug 30% coinsurance coupons or any other form .of thirdl-party .
coverace is available at | Non-Preferred brand drugs  after deductible/ Not Covered prescription drug cost sharing assistance wil
—g_MolinaMarket lace.com/ prescription (retail) not apply toward any deductibles or annual
NVEormiia 50 % out-of-pocket limits.
i 40% coinsurance Preauthorization | ired : t
Specialty drugs after deductible/ Not Covered reaurnonizalion IS required, or Services no
orescription covered. Mail order not available.
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Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

(You will pay the least)

25% coinsurance after
deductible

(You will pay the most)

Not Covered

Preauthorization is required, or services not
covered.

Physician/surgeon fees

25% coinsurance after
deductible

Not Covered

Preauthorization is required, or services not
covered.

Emergency room care

Emergency medical

25% coinsurance after
deductible

25% coinsurance after

25% coinsurance after
deductible

25% coinsurance after

Cost-sharing for emergency room care does
not apply if admitted to the hospital.

Irtlzg;‘c:;le :tct:mirgﬁdlate transportation deductible deductible Neie
$40 copaylvisit;
Urgent care deductible does not Not Covered None
apply
Facility fee (e.g., hospital 25% coinsurance after Preauthorization is required, or services not
) ; Not Covered

If you have a hospital room) deductible covered.

stay - 25% coinsurance after Preauthorization is required, or services not
Physician/surgeon fees TR Not Covered

deductible covered.
$25 copay/visit;

LTEM e me izl Outpatient services deductible does not Not Covered None

health, behavioral apply

health, or substance 25% col o Preauthorization i ired for inpatient

I S Inpatient services b coinsurance after Not Covered reauthorization is required for inpatien

deductible care or services not covered.
Office visits No Charge Not Covered Cost sharing does not apply for preventive
Childbirth/delivery 25% coinsurance after services. Depending on the type of services,
) / . Not Covered . .

If you are pregnant professional services deductible a coinsurance may apply. Maternity care
Childbirth/delivery facility 25% coinsurance after |\ may include tests and services described
services deductible AT elsewhere in the SBC (i.e. ultrasound).

Preauthorization may be required, or
services may not be covered. One (1)

If you need help medical social service consultation per

recovering or have 25% coinsurance after course of treatment; One (1) nutrition
Home health care Not Covered

other special health
needs

NV26SBCE_G1V_1

deductible

consultation by a certified registered
dietitian; and health aide services are
furnished only when receiving nursing
services or therapy.
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Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

$25 copay/visit;

(You will pay the most)

Preauthorization may be required, or
services may not be covered. Combined
limit of 120 days/visits per Member per
calendar year (Including Speech,

Rehabilitation services deductible does not Not Covered Occupational and Physical Therapy).
apply Manipulation Therapy: 20 visits per year.
Includes Cardiac Rehabilitation but does not
include services provided on a non-
monitored basis.
Preauthorization may be required, or
$25 copay/visit; services may not be covered. Combined
Habilitation services deductible does not Not Covered limit of 120 days/visits per Member per
apply calendar year (Including Speech,
Occupational and Physical Therapy).
25% coinsurance after Preauthorization may be required, or
Skilled nursing care deductible Not Covered services may not be covered. Limited to 100
deductible
days per year.
Preauthorization may be required, or
Durable medical equipment 25% coinsurance after Not Covered ser\(ices maylnot. be covered. Ex_c[udgs
deductible vehicle modifications, home modifications,
exercise, and bathroom equipment.
Hospice services No Charge Not Covered —Preguthonzanon TEL oD e, 0
services may not be covered.
Children’s eye exam No Charge Not Covered Coverage limited to one exam/year.
Coverage limited to one pair of glasses
if . Children’s glasses No Charge Not Covered (erees a.nd. LSS @7 CoTiEh [BEes In 81
your child needs of prescription glasses per year. Laser
dental or eye care corrective surgery not covered.
Not Applicable. Coverage can be purchased
Children’s dental check-up Not Covered Not Covered as a standalone product; it is not covered by

this policy.
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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) ¢ Routine foot care
when the life of the mother is endangered) e Dental care (Child) e Weight loss programs
e Acupuncture e Long-term care
o Cosmetic surgery o 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.)
e Bariatric surgery e Chiropractic Care e Hearing Aids
e Infertility treatment e Private duty nursing ¢ Routine eye care (Adult)

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: Nevada Division of Insurance, 1818 E. College Pkwy., Suite 103, Carson City, NV 89706, (775) 687-0700, (888) 872-3234. 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: State of Nevada Office for Consumer Health Assistance, 3320 W. Sahara Ave, Suite 100, Las Vegas, NV 89102, (702) 486-3587, (888) 333-
1597, Fax: (702) 486-3586, Email: CHA@govcha.nv.gov.

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 a well-
controlled condition

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

M The plan’s overall deductible $1,640
B Specialist copayment $55
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)

B The plan’s overall deductible $1,640
B Specialist copayment $55
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)
M The plan’s overall deductible $1,640
B Specialist copayment $55
M Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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 $1,600
Copayments $400
Coinsurance $2,400

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $4,400

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $1,600
Copayments $1,000
Coinsurance $100

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $2,700

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

Deductibles $1,600
Copayments $300
Coinsurance $20

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,920

The plan would be responsible for the other costs of these EXAMPLE covered services.
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L . Non-Discrimination Notice — Section 1557
'.ll MOLINA

HEALTHCARE Molina Healthcare of Nevada - Marketplace

Molina Healthcare complies with applicable Federal civil rights laws and does not discriminate on the basis of age, color, disability, national origin,
race, or sex.

To help you effectively communicate with us, Molina Healthcare provides services free of charge and in a timely manner:

e Molina Healthcare provides reasonable modifications and appropriate aids and services to people with disabilities. This includes:(1)
Qualified interpreters. (2) Information in other formats, such as large print, audio, accessible electronic formats, Braille.

e Molina Healthcare provides language services to people who speak another language or have limited English skills. This includes:(1)
Qualified oral interpreters. (2) Information translated in your language.

If you need these services, contact Molina Member Services at 1-833-671-0051 or TTY/TDD: 711, Monday to Friday, 8 a.m. to 6 p.m., local time.

If you believe we have discriminated on the basis of age, color, disability, national origin, race, or sex, you can file a grievance. You can file a
grievance by phone, mail, email, or online. If you need help writing your grievance, we will help you. You may obtain our grievance procedure by
visiting our website at MolinaHealthcare.com/members/common/en-US/Notice-of-Nondiscrimination.aspx

Call our Civil Rights Coordinator at 1-866-606-3889, TTY/TDD: 711 or submit your grievance to:

Civil Rights Unit

200 Oceangate, Suite 100

Long Beach, CA 90802

Email: Civil.Rights@MolinaHealthcare.com
Website: MolinaHealthcare.Alertline.com

You can also file a civil rights complaint (grievance) with the U.S. Department of Health and Human Services, Office for Civil Rights, online through
the Office for Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

Phone: 1-800-368-1019

1557 Non-Discrimination NV - Marketplace
Member Notice Last Revised: 06/30/2025
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L . Non-Discrimination Notice — Section 1557
’.‘l MOLINA

HEALTHCARE Molina Healthcare of Nevada - Marketplace

TTY/TDD: 800-537-7697

Complaint forms are available here: https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf

1557 Non-Discrimination NV - Marketplace
Member Notice Last Revised: 06/30/2025
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1557 Notice of Availability
Member Notice

Notice of Availability — Section 1557
Molina Healthcare of Nevada — Marketplace

For free language assistance services, and auxiliary aids and services, call 1-833-671-0051 (TTY: 711).

Para obtener servicios gratuitos de asistencia lingliistica, asi como ayudas y servicios auxiliares, llame al
1-833-671-0051 (TTY: 711).

Para sa libreng serbisyo sa tulong sa wika, at mga auxiliary aid at serbisyo, tumawag sa 1-833-671-0051
(TTY: 711).

W RN S B S DU B BRI - 5520 1-833-671-0051 (IEfEE4R © 711) -

T3 o] A Mu)aet HE ALY D qH| A5 Y5FAH1-833-671-0051 (TTY: 711) 2 A& FA] 7]
HhE U T},

Dé str dung dich vu hd tro ngdn ngit mién phi cting nhu cac dich vu va tinh nang hd tro thém, hay goi
1-833-671-0051 (TTY: 711).

AR PLYE ACBF A1 RTT AT 48T ACSFPT AT ATA At ML 1-833-671-0051 (TTY: 711) £ L2MO-Ar::

Amsuusmsthumidansmuasnuazusnnsiasy 1Wsalus 1-833-671-0051 (TTY: 711)

FERI DS EEY R— M OMBIEsE - Y —ERE THED I - 1-833-671-0051 (TTY: 711) F THEEL
-1
Ol lually Olodselly ddlxall dgalll sueluadl lods 34 ((TTY): 711 (il a3lll) 1-833-671-0051 @3, Jus Juail
Adlalyl
[na nonyyeHma 6ecnaaTHbIX YCAYr A3bIKOBOM MOMOLLM, @ TaK¥Ke BCNOMOraTe/IbHbIX CPEACTB U YCAYT, MO3BOHUTE:
1-833-671-0051 (Tenetamn: 711).
Pour bénéficier de services d'assistance linguistique gratuits, ainsi que de services et aides complémentaires,
appelez le 1-833-671-0051 (ATS : 711).
Sl oy Ko peled oylads ol b L Lol lods 5 gSeS 0ol ¢ L) S @iledis cdlys
.1-833-671-0051 (TTY: 711)

NV - Marketplace
Last Revised: 07/14/2025



L . Notice of Availability — Section 1557
ill MOLINA v

HEALTHCARE Molina Healthcare of Nevada — Marketplace

Samoan Mo auaunaga fesoasoani i gagana e leai se totogi, ma fesoasoaniga faaopoopo ma auaunaga, valaau maiile
Samoa 1-833-671-0051 (TTY: 711).

German Kostenlose Sprachassistenzdienste, Hilfsmittel und Dienstleistungen erhalten Sie unter 1-833-671-0051
Deutsch (TTY: 711).

Para kadagiti libre a serbisio iti tulong para iti pagsasao, ken dagiti alikamen ken serbisio para iti

I
ocano panagdengngeg, tawagan ti 1-833-671-0051 (TTY: 711).

1557 Notice of Availability NV - Marketplace
Member Notice Last Revised: 07/14/2025



	Molina Healthcare of Nevada, Inc.: Molina Gold Core 1640 Plus with Adult Vision 
	Non-Discrimination Notice – Section 1557 Molina Healthcare of Nevada - Marketplace 
	Notice of Availability – Section 1557 Molina Healthcare of Nevada – Marketplace 




