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=™ L.A.Care . :.)\ covERED -
Covered. | Qi) Platinum 90 HMO Coverage Period: 01/01/2022 — 12/31/2022
Summary of Benefits and Coverage: What this Plan Covers & What it Costs 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
u 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, Call 1-855-270-2327 or visit us
at lacare.org. 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 1-855-270-2327 to request a copy.

Important Questions m Why This Matters:

What is the overall

deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.

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 services
covered before you meet | Yes. There is no deductible.
your deductible?

Are there other
deductibles for specific No You don't have to meet deductibles for specific services
services?

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 the out-of-pocket | $4,500 person / $9,000 family.
limit for this plan?

What is not included in Premiums, balance billing and
the out-of-pocket limit? health care this plan doesn’t cover.

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

This plan uses a provider network. You will pay less if you use a participating provider in the
Yes. See lacare.org or call 1-855- | plan’s network. You will pay the most if you use an non-participating provider, and you might
270-2327 for a list of network receive a bill from a provider for the difference between the provider’s charge and what your
providers. plan pays (balance billing). Be aware, your participating provider might use a non-participating
provider for some services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you

Will you pay less if you
use a network provider?

Do you need a referral to

see a specialist? Yes. have a referral before you see the specialist
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4\ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay Limitations, Excltralif)ct)lrc:rr‘\:t,i anther Important

. . Out of Network
Comm;vnerl\]lltedlcal Services You May Need Network Provider Provider
(You will pay the least) (You will pay the
most)
Primary care visit to treat an injury or $15 copay / visit Not covered None
illness
If you visit a health Specialist visit $30 copay / visit Not covered Referral is required *
care provider’s office You may have to pay for services that aren’t
or clinic Preventive care/screening/ preventive. Ask your provider if the services
immunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
$15 copay / test for
laboratory tests.
Diagnostic test (x-ray, blood work) $30 copay /test for X-rays | Not covered None
PRI 2L ’ diagnostic imaging and
ultrasounds.
Imaging (CT/PET scans, MRIs) $75 copay / test Not covered Prior Authorization is Required. *
Retail - $5 copay / script Up to 30-day supply for Retail Pharmacy.
If you need drugs to ~ Tier 1 - Most Generics Mail Order - $10 copay / Not covered Up to 90-day supply for Mail Order
treat your illness or script Pharmacy. *
condition Retail - $15 copay / script Up to 30-day supply for Retail Pharmacy.
More information about Tier 2 - Preferred brand drugs Mail Order - $30 copay / Not covered Up to 90-day supply for Mail Order
prescription drulgbI script Pharmacy. *
coverage is available at :
hitp:/lwww lacare.org/me Tier 3 - Non-preferred brand drugs Retail - $25 copay / script Not covered Hp tg ngg:y :prp:y 1{2: I\Rﬂzti?gl:dhearrmacy.
mbers/getting- P g Mail Order - $50 / script PE 4 PRy
care/pharmacy-services armacy.
: : 10% coinsurance up to Prior Authorization is Required. * Not
Tier 4 - Specialty drugs $250 per script P Not covered available through Mail Order. *
tfyou have E:r?’lgtr); IE2 (D8, STl Ay STy $100 copay Not covered Prior Authorization is Required. *
outpatient surgery Physician / surgeon fees $25 copay Not covered None
Outpatient visit 10% coinsurance Not covered None

* For more information about limitations and exceptions, see the plan or policy document at lacare.org.
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Common Medical
Event

Services You May Need

Network Provider
(You will pay the least)

$150 copay

What You Will Pay

Out of Network
Provider
(You will pay the
most)

$150

Limitations, Exceptions, & Other Important
Information

Copay waived if admitted.*

If you need Emergency room care No charge for physician fee | No charge for
immediate medical physician fee
attention Emergency medical transportation $150 copay $150 None

Urgent care $15 copay / visit $15 / visit None
If you have a Facility fee (e.g., hospital room) 3232 copay per day upto 5 Not covered Prior Authorization is Required.”
R B Physician/surgeon fees No charge Not covered None

$15 copay / office visit . o .

Outpatient services $15 copay for other Not covered Prior Authorization is Required for
If you need mental outpatient services Psychological Testing.
health, behavioral : :
health, or substance Inpatient services 3250 copay per day up to 5
abuse services Nzyzharge for physician Not covered Prior Authorization is Required.*

fees

Office visits No charge Not covered For prenatal and preconception visits
If you are pregnant Childbirth/delivery professional services N; %harge : Not covered None

Childbirth/delivery facility services ga?s copay per day upto 5 Not covered None

Up to a maximum of 100 visits per Calendar
Home health care $20 copay / visit Not covered VR BT Me.mber O nige MEE e
agency providers.

If you need help Prior Authorization is Required.*
recovering or have i , - Not covered Outpatient services.
other special health Rehabilitation services $15 copay / visit Prior Authorization is Required. *
needs I . . Not covered Outpatient services.

Habilitation services $15 copay / visit Prior Authorization is Required.*

: : $150 copay perday upto 5 = Not covered Up to a maximum of 100 days per Calendar
Skilled nursing care days Year per Member.

* For more information about limitations and exceptions, see the plan or policy document at lacare.org.
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What You Will Pay Limitations, Exci:e]?;lrrast,i §n0ther Important

Out of Network
Network Provider Provider
(You will pay the least) (You will pay the
most)

Common Medical Services You May Need
Event

Prior Authorization is Required.*

Durable medical equipment 10% coinsurance Not covered Prior Authorization is Required.*

Hospice services No charge Not covered Prior Authorization is Required.*

Children’s Eye exam No charge Not covered 1 visit per calendar year

Children’s Glasses No charge Not covered 1 pair of glasses per year (or contact lenses
If your child needs | nlleuofglasses).
dental or eye care Children’s Dental check-up No Charge Not covered Oral exam and preventive cleaning limited to

1 every 6 months.
See your plan document for additional
information about services.

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 Chiropractic care o Infertility treatment e Private-duty nursing
e Cosmetic surgery e Long-term care ¢ Routine eye care (Adult)
e Dental care (Adult) ¢ Non-emergency care when traveling outside the U.S. e Weight loss programs

e Hearing aids

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

e Acupuncture e Medically necessary routine foot care e Services related to Abortion
e Bariatric surgery

* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 4 of 6
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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: Department of Managed Health
Care at 1 (888) HMO-2219 (1-888-466-2219) or hmohelp.ca.gov; U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov;
Covered California at 1 (800) 300-1506 or coveredca.com; or contact L.A. Care Health Plan at 1- 855-270-2327 . 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 contact your rights, this notice, or assistance, contact L.A. Care Customer
Service at 1- 855-270-2327. Additionally, you can contact the California DMHC at 1-888-466-2219 or visit dmhc.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through Covered California 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 Covered California

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1- 855-270-2327.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1- 855-270-2327
Chinese (FX): INRFEEh R, HILFTIXAF0Y 1- 855-270-2327

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne" 1- 855-270-2327

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control

number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy
of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 5 of 6
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About these Coverage Examples:

& B
u
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

(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

W Specialist [cost sharing] $30

M Hospital (facility) [cost sharing] $250
Per day up to 5 days

B Other [cost sharing] $30

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 $0

B Specialist [cost sharing] $30

M Hospital (facility) [cost sharing] $250
Per day up to 5 days

B Other [cost sharing] $30

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 [cost sharing] $30
B Hospital (facility) [cost sharing] $250
Per day up to 5 days
B Other [cost sharing] $30

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 Total Example Cost ‘ $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $600 Copayments $600 Copayments $700
Coinsurance $0 Coinsurance $80 Coinsurance $20
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $660 The total Joe would pay is $700 The total Mia would pay is $720

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Getting Help in Other Languages

English:
Free language assistance services are available. You can request interpreting or translation services, information in your language or in another format, or auxiliary
aids and services. Call L.A. Care at 1.855.270.2327 (TTY 711), 24 hours a day, 7 days a week, including holidays. The call is free.

Spanish:

Los servicios de asistencia de idiomas estan disponibles de forma gratuita. Puede solicitar servicios de traduccion e interpretacion, informacion en su idioma o en
otro formato, o servicios o dispositivos auxiliares. Llame a L.A. Care al 1.855.270.2327 (TTY 711), las 24 horas del dia, los 7 dias de la semana, incluso los dias
festivos. La llamada es gratuita.

Chinese:
TR B GE S HBIIRES, S rT WGE O SR BGRIRS, 186 255 S AR Hofth 45 =RA0&EEA, sl Bh 2B FiiR %S, 53k L.A. Care #5455 1.855.270.2327
TTIY711) , REHEMAGRT7 K, §K24 /0 (AUEkRA) . EREFRYARE,

Vietnamese:

C6 cac dich vu hé trg ngdn ngir mién phi danh cho quy vi. Quy vi cé thé yéu cau dich vu bién dich hodc phién dich, thong tin bang ngén ngir ctia quy vi ho3c bang
cac dinh dang khac, hay céc dich vu va thiét bi hd tro ngdn ngir. Xin vui long goi L.A. Care tai 1.855.270.2327 (TTY 711), 24 gi&» mét ngay, 7 ngay mét tuan, ké ca
ngay I&. Cudc goi nay mién phi.

Tagalog:

Available ang mga libreng serbisyo ng tulong sa wika. Maaari kang humiling ng mga serbisyo ng pag-interpret o pagsasaling-wika, impormasyon na nasa iyong wika
0 nasa ibang format, 0 mga karagdagang tulong at serbisyo. Tawagan ang L.A. Care sa 1.855.270.2327 (TTY 711), 24 na oras sa isang araw, 7 araw sa isang
linggo, kabilang ang mga holiday. Libre ang tawag.

Korean:

5 lo] A9l Aul2g o] g8kl 4 gl Utk ke B ws WMol Au) s, 7)ak Abg ke olo] mi vle e P40 ¥ 4R we BE A9
D AMH] 2 55 A F AFUTH FFE S 238 7Y, 5FF 2441 7F 5 <k LA, Care, 1.855.270.2327 (TTY 711)HH o2 2|3} Al 2. o] A}
TR R o] 43k 5 itk

Armenian:

Spwdwnntih U [Gaguywl oquniejwl wuysdwp swnwjncpjntlltn: Ywpnn Gp fuunpt] pwuwdnp pwpgdwbswywu Yud
rwnaUwlswlywl swnwjnipjnLuutn, Q60 1Gauny Ywd nnwnptn dlwswihny inbnGynipynil, Jud odwunwy oqunipejncultn
Swnw)nipjnLuutn: 2wugwhwptp L.A. Care

1.855.270.2327 hwdwnny (TTY 711), opp 24 dwd, 2wpwep 7 on, UGpwnjw| tnnLwywu optpp: Wu hEnwhunuwqwuqu wuydwn E:

Farsi:
L, i€ il g3 0 dlal cilead g laalaal Lo 8an cae 3 b lia & by 4o cile Sl ¢ S Uy oaE daa 3 Ciladd (5) il 63 e, 280 0 253 g0 SU ) 2l GG Gl LA,
Care 1.855.270.2327 s jladi 43 - (TTY 711) o) 801 (et 0l 258 ol Jadant (5l 55 Jald alida 55,57 5 il el 24 0,



Russian:

MbI ipeiocTaBiisieM OecriaTHbIE YCIIyr nepeBona. Y Bac ecTh BO3MOXKHOCTB MOJIATh 3aPOC O MPEAOCTABICHUH YCTHBIX U MUCHMEHHBIX YCIIYT
nepeBoa, nHpopmau Ha Barem si3bike wim B Apyrom opmare, a Takke BCIIOMOTaTeIbHBIX cpelcTB U ycuyr. 3sonute B L.A. Care mo renedony
1.855.270.2327 (TTY 711) 24 waca B cyTku, 7 JHEH B HEJEIIO, BKIOYAs MPAa3AHUYHBIC THU. DTOT 3BOHOK SIBIISETCS OCCIIIATHBIM.

Japanese:

BREXEY—E XA EEI T ITRMAWEZT £, e - B — A AR GEOCMOBATOFER, ME - - 22V 72X |k
THZENTEET, LA Care FT7 U —4 A1 F¥/11.855270.2327 (TTY 711) IZ T THHK < 72 E VN, OUAH 2 & DM H 24 FFfif], FF R T
Z T TnET,

Arabic:
= Jeadl, Aalia) ciladd g Cilaelue o HAT Gty of lialy e slaa o 35 0 jatl) e 3l o 3 ) sdl) daa il Claad bl @iy, Blae dalic 4 gl s2cluall ladd | A, Care
1.855.270.2327 (711 TTY) duilae LallSul), Dl Wi lld 8 Loy ¢ 5o ol ) sk s Al lae e,
Panjabi: .
T 953t 9d AR J1 L.A. Care & 1.855.270.2327 (TTY 711) $83 €3 9% 99, ¥ fow 29 24 Wie, Ig3 fe9 7 fes, el M3 1 18 He3 JI

Khmer:

INNSWaIHM AN SESINWSSASIGY ARSI hUSTUDM e s yrniusiiu g afise s scnsnanis ymSilgwis)s
USSWithuind SKiunt giednisi LA, Care suue 1.855.270.2327 (TTY 711) oS 24 ienxgiwis 7 igowmn Sy iosinigua)mxd
MIUMS:ASsSSIgIS]wH

Hmong:

Muaj kev pab txhais lus pub dawb rau koj. Koj tuaj yeem thov kom muab cov ntaub ntawv txhais ua lus lossis txhais ua ntawv rau koj lossis muab txhais ua lwm yam
lossis muab khoom pab thiab Iwm yam kev pab cuam. Hu rau L.A. Care ntawm tus xov tooj 1.855.270.2327 (TTY 711), tuaj yeem hu tau txhua txhua 24 teev hauv ib
hnub, 7 hnub hauv ib vij thiab suab nrog cov hnub so tib si, tus xov tooj no hu dawb xwb.

Hindi:

T HTST TETIdT HaTE I & | 31TT gHIRET T 3aTe Jarafl, STaeh! HTST 37 fsddt 310 URed §f ST, I Tgiids IUSRUT 3R Jarsfi & forg rR
PR UDHd g | 3T LA, Care BT 1.855.270.2327 (TTY 711) TR R B A Hx, i & 24 °e, g & 7 a1, giew Afga | sia gua g

Thai:

fiusnsthumaanisns aaanansnwesuudMsNsulansaay JoyaTumMenvaInmnse lusULUUdU niomuthordsuazusnsiasusing 4 |e lns
L.A. Care i 1.855.270.2327 (TTY 711) naoa 24 a7 1as 7 Susioduavisnuvisiunga Insws

Lao:

o o @ o o 0 = 2 4 0 ' o ar o o =3 2 o @ & ' =3 & =3
WIF89H0 SUSNIVFOBCHGIVWIFTNOBOVCIVET. UIIVFTIVIOZSLOSNIVVIBWIFTI B CCVWIFTNG, FISV2RPVIVWIFTIZEIL T WsLECLLSD, §
& @ 1 @ o o = och ! LXK XK o o o o ' ] 4 0
Bo9Bgoecdie car D3MVCSD. luilvma LA, Care 6% 1.855.270.2327 (TTY 711), 24 90lw900D, 7 Hr@9(0, 200cHi9dnwNcia99. NIvincsvdcsoa.
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