2020 Schedule of Benefits ’
Plan Name: CareSource Marketplace Low Premium Silver 3

Dental and Vision Caresource

Plan Information

Primary Member [John Doe]

Member ID [104000000]
Date of Birth [01/01/1965]
Effective Date [01/01/2020]

Last Coverage Change Date | [01/01/2019]

Dependent Information

Dependent Name [Nancy Doe]
Relationship to You [Spouse]
Date of Birth [01/01/1966]
Effective Date [01/01/2020]
Highlights
Annual Deductible* Individual: $650
Family: $1,300 This summary
Coinsurance 5% shows in-network
Annual Out-of-Pocket Maximum** Individual: $900 benefits only.

(includes deductible, coinsurance, and copays) | Family: $1,800

* See Section 13: Evidence of Coverage Glossary for the definition of annual deductible. For individual coverage, you
are responsible for paying the first $650 of covered services each benefit year before CareSource begins to pay for any
covered service where the annual deductible applies. For family coverage, you are responsible for paying the first $1,300
for covered services for your entire family each benefit year before CareSource begins to pay for any covered service
where the annual deductible applies. However, for each individual covered member within your family, the maximum
amount each member would pay toward the family deductible is the individual deductible amount, in this case $650 up
to the family maximum of $1,300. The annual deductible applies to covered services identified as “after deductible” in the
Covered Service table below.

** See Section 13: Evidence of Coverage Glossary for the definition of annual out-of-pocket maximum. For family coverage,
each individual covered member within your family is contributing toward the family annual out-of-pocket maximum.
However, for each individual covered member within your family, the maximum amount each member would pay toward
the family annual out-of-pocket maximum is the individual out-of-pocket maximum, which is $300. Once a member has
reached their out-of-pocket maximum, the plan will pay 100% of their covered services. Your Evidence of Coverage
explains which benefits accrue to your out-of-pocket maximum.

Covered Service You Pay Limit

(Network Providers Only) (If Applicable)

Office Visits (includes retail clinics)
Primary Care $5 copay None

Specialist Care $15 copay None

Preventive Care
As defined by federal law No charge None

Learn more about CareSource and all our plan options at www.caresource.com/marketplace.
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Covered Service

Diagnostic Services
Lab

X-Ray/Radiology
Advanced Imaging (PET, MRI, MRA, CT, SPECT)

You Pay
(Network Providers Only)

5% coinsurance after deductible

$50 copay after deductible
$100 copay after deductible

Limit
(If Applicable)

May require prior authorization
May require prior authorization
Prior authorization required

Mammograms (outpatient)
Preventive

Diagnostic

No charge

$50 copay after deductible

None

Prior authorization required

Inpatient Services
Facility/Physician

Skilled Nursing Facility

$200 copay after deductible
$200 copay after deductible

Prior authorization required

Prior authorization required
90 day limit per benefit year

Outpatient Services
Facility/Physician

5% coinsurance after deductible

May require prior authorization

Maternity Services
Prenatal Visit, Office Visits, and Postpartum Care

Inpatient Services

Outpatient Services

$15 copay
$200 copay after deductible
5% coinsurance after deductible

None
Prior authorization required

May require prior authorization

Urgent Care

$75 copay

None

Ambulance Services

5% coinsurance after deductible
For both in-network and
out-of-network providers

Prior authorization is not required for
emergency ambulance transportation
or for facility to facility transfers. All
other ambulance transportation
requires prior authorization.

Emergency Health Care Services

$200 copay after deductible
For both in-network and
out-of-network providers

If admitted to the hospital directly
from the Emergency Department,
these services will be covered the
same as inpatient services and
the applicable Copayment and
Coinsurance will apply.

Autism
Physical Therapy

Occupational Therapy

$5 copay
$5 copay

20 visits per benefit year

20 visits per benefit year

Speech Therapy 5% coinsurance after deductible 20 visits per benefit year

Behavioral Therapy $5 copay None
Habilitative Services

Physical Therapy $5 copay 20 visits per benefit year

Occupational Therapy $5 copay 20 visits per benefit year

Speech Therapy

5% coinsurance after deductible

20 visits per benefit year

Rehabilitative Services
Physical Therapy

Occupational Therapy

Speech Therapy

Cardiac Rehabilitation Services
Pulmonary Rehabilitation

Chiropractic Services

$5 copay

$5 copay
5% coinsurance after deductible
5% coinsurance after deductible
5% coinsurance after deductible

5% coinsurance after deductible

20 visits per benefit year
20 visits per benefit year
20 visits per benefit year
36 visits per benefit year
20 visits per benefit year

Manipulation therapy - 12 visits per
benefit year

Learn more about CareSource and all our plan options at www.caresource.com/marketplace.
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Covered Service

Behavioral Health Services

You Pay
(Network Providers Only)

Covered the same as office visits,
inpatient services, and outpatient
services

Limit
(If Applicable)

Prior authorization is required for all
inpatient stays and residential treatment
programs. Partial hospitalization programs
and intensive outpatient services may
require prior authorization.

Transplant Services

Covered the same as office visits,
inpatient services, and outpatient
services

Prior authorization required

Temporomandibular/Craniomandibular
Joint Disorder and Craniomandibular
Jaw Disorder

Covered the same as office visits,
inpatient services, and outpatient
services

Prior authorization required

Private Duty Nursing

5% coinsurance after deductible

Prior authorization required
100 visits per benefit year
A visit equals 8 hours

Home Health

5% coinsurance after deductible

Prior authorization required
100 combined visits per benefit year
A visit equals at least 4 hours

Hospice Care

5% coinsurance after deductible

Prior authorization is required for inpatient,
respite, or continuous care levels of care.

Diabetic Services
Education

Equipment
Supplies

5% coinsurance after deductible
5% coinsurance after deductible

5% coinsurance after deductible

None
None

None

Medical Supplies, Durable Medical
Equipment, and Appliances

5% coinsurance after deductible

May require prior authorization

Prescription Drugs
Retail

Tier O (Preventive)

Tier 1 (Low Cost)

Tier 2 (Preferred)

Tier 3 (Non-Preferred)

Tier 4 (Specialty Preferred)

Tier 5 (Specialty Non-Preferred)

No charge

$5 copay

$15 copay
5% coinsurance after deductible
5% coinsurance after deductible

50% coinsurance after deductible

Up to a 30-day supply
May require prior authorization

Mail Order

Tier O (Preventive)

Tier 1 (Low Cost)

Tier 2 (Preferred)

Tier 3 (Non-Preferred)

Tier 4 (Specialty Preferred)

Tier 5 (Specialty Non-Preferred)

No charge
$12.50 copay
$37.50 copay
5% coinsurance after deductible
5% coinsurance after deductible

50% coinsurance after deductible

May require prior authorization
Up to a 90-day supply
Up to a 90-day supply
Up to a 90-day supply
Up to a 90-day supply
Up to a 30-day supply
Up to a 30-day supply

Learn more about CareSource and all our plan options at www.caresource.com/marketplace.
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Covered Service You Pay Limit

(Network Providers Only) (If Applicable)
Vision (pediatric)
Children’s Eye Exam No charge 1 routine eye exam per benefit year
Low Vision Testing and Aids No charge Limited to one evaluation and aid per

benefit year.

Children’s Eyewear No charge Limited to one pair of glasses or contact
lenses once per benefit year. If medically
necessary, a replacement pair of glasses

is allowed.
Enhanced Vision (adults)
Eye Exam $25 copay 1 routine eye exam per benefit year
Low Vision Testing and Aids No charge Limited to one evaluation and aid per

benefit year.

Eyewear No charge 1 pair of glasses/contacts per benefit year
up to a $250 allowance

Dental (accidental injury) 5% coinsurance after deductible | Injury as a result of chewing or biting is not
considered an accidental injury.

Dental (pediatric)

Children’s Dental Check-up 5% coinsurance after deductible 2 dental check-ups per benefit year
Basic/Major Restorative 5% coinsurance after deductible None
Orthodontic 5% coinsurance after deductible | Prior authorization is required for medically

necessary orthodontia. No limit for
medically necessary orthodontia.

Enhanced Dental (adults)

Preventive and Diagnostic $15 copay
(2 check-ups per year) $800 limit per benefit year
Basic/Major Restorative 20% coinsurance

Prior Authorization: Some health care services require prior authorization from the Plan. Prior authorization is the
process used by the Plan to determine those health care services listed on the Plan’s prior authorization list that meet
evidence-based criteria for medical necessity and are covered services under the Plan prior to the health care service
being provided. Your Network Provider is responsible for obtaining Prior Authorization for the Health Care Services
described on the Prior Authorization List. If you receive Health Care Services from a Non-Network Provider, either you or
the Non-Network Provider must obtain Prior Authorization. If Prior Authorization is not obtained, you are responsible for
making full payment to the Non-Network Provider. Please refer to Section 2 of the Evidence of Coverage at
www.caresource.com/marketplace for complete details after you are enrolled.

This Schedule of Benefits is a summary of your financial responsibility when you receive health care services from a
physician, pharmacy, facility, or other provider. All covered services are subject to the conditions, exclusions, limitations,
terms, and rules of the Evidence of Coverage including any rider/enhancements or amendments. Except as otherwise
provided in the Evidence of Coverage, covered services must be provided to you by a network provider and medically
necessary. The Plan does not cover all health care service expenses. In the event of any discrepancy between this
Schedule of Benefits and your Evidence of Coverage, the Evidence of Coverage shall control. For more detailed information
about your covered services, please refer to the Evidence of Coverage at www.caresource.com/marketplace.

For covered services listed in the Evidence of Coverage that are not specifically listed on this Schedule of Benefits, the cost
sharing is equal to the coinsurance after the deductible.

Learn more about CareSource and all our plan options at www.caresource.com/marketplace.
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CareSource

This Notice has Important Information. This notice has important information about your application or coverage through CareSource.
Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs.
You have the right to get this information and help in your language at no cost. Call 1-800-479-9502 TTY:711.
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Beeksisni kun odeeffannoo barbaachisaa
gaba. Beeksisti kun sagantaa yookan karaa CareSource tiin tajaajila
keessan ilaalchisee odeeffannoo barbaachisaa gaba. Guyyaawwan
murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltidhaan
deeggaramuuf yookan tajaajila fayyaa keessaniif guyyaa dhumaa
irrattl wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa
haala ta’een afaan keessaniin odeeffannoo argachuu fi dee %arsa
_ell_r ac:ﬂtau{__rgi_q _z? ni gabaattu. Lakkoofsa bilbilaa1-800-479-9502

: i bilbilaa.

Deze kennisgeving bevat belangrijke informatie. Deze
kennisgeving bevat belangrigke informatie over uw aanvraag of
dekking via CareSource. Let op belangrijke data in deze kennisgeving.
Het kan nodig zijn om actie te ondernemen voor bepaalde deadlines
om uw %ezondheidszorgdekking of hulp met de kosten te behouden.
U hebt het recht om deze informatie en hulp kosteloos te ontvangen in
uw taal. Bel 1-800-479-9502 TTY:711.

Cet avis contient des renseignements
importants. Cet avis contient des renseignements importants sur
votre demande d’assurance auprées de CareSource ou la couverture
obtenue par I'intermédiaire de CareSource. Prenez connaissance
des dates clés mentionnées dans le présent avis. Assurez-vous
de respecter les délais indiqués pour conserver votre protection
et contribuer a réduire les colts. Vous avez le droit d’obtenir

ratuitement ces renseignements et du soutien dans votre langue.
éléphonez au 1-800-479-9502 TTY:711.

Dieser Hinweis enthalt Wichti}ge Information. Dieser Hinweis
enthalt wichtige Information Uber lhren Antrag oder Ihren Schutz durch
CareSource. Achten Sie auf Schlisseltermine in diesem Hinweis.

Sie mussen eventuell innerhalb von bestimmten Fristen Malinahmen
ergreifen, um lhre Gesundheitsversorgung aufrecht zu erhalten

oder Hilfe mit den Kosten zu bekommen. Sie haben Sie das Recht,
kostenfrei in Ihrer eigenen Sprache diese Hilfe und Information zu
bekommen. Rufen &e die Nummer 1-800-479-9502 TTY:711an.
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ITALIAN Questa comunicazione contiene informazioni importanti.
Questa comunicazione contiene informazioni importanti circa la sua
iscrizione o copertura tramite CareSource. Cerchi le date principali

in questa comunicazione. Potrebbe dover intraprendere delle azioni
entro certe scadenze per mantenere la Sua copertura sanitaria o per
contribuire ai costi. Ha il diritto di avere queste informazioni e supporto
nella Sua lingua, senza alcun costo. Chiami il 1-800-479-9502 711.
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PENNSYLVANIA DUTCH Die Bekanntmachin%gebt wichdichi
Auskunft. Die Bekanntmachin?é;ebt wichdichi Auskunft baut dei
Application oder Coverage mit CareSource. Geb Acht fer wichdiche
Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh
muscht, an beschtimmde Deadlines, so ass du dei Health Coverage
bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht
fer die Information un Hilf in deinre eegne Schprooch griege, un die
Hilf koschtet nix. 1-800-479-9502 TTY:711.

RUSSIAN Ecnu y Bac nnu y koro-T1o, komy Bbl nomoraete, ectb
BOMpockl oTHocuTenbHo CareSource, Bbl meeTe npaso 6ecnnatHo
nony4nTb NOMOLLb 1 MHpopmauuo Ha Bawem s3bike. [ns pasrosopa
C NepeBoAYMKOM, No3BOHNUTE Mo Homepy 1-800-479-9502 TTY:711.

SPANISH Este aviso incluye informacion importante. Este aviso
incluye informacion importante sobre su solicitud o su cobertura de
CareSource. Busque las fechas clave en este aviso. Es probable que
deba realizar acciones dentro de determinado pIazo_Para mantener
su cobertura meédica o recibir ayuda con los costos. Tiene derecho a
recibir esta informacién a¥uda en su propio idioma sin costo. Llame
al 1-800-479-9502 TTY:711.

UKRAINIAN Lle NoBigoMneHHa MiCTUTb BaxXnusy iHdopmalLlito.

Lle nosigomneHHst MiCTUTb Baxnuney iHOpMaLlito Npo BaLly 3asBy
yu BigwkoaysaHHA Yeped CareSource. LLlykante Baxnusi gatn y
LibOMY NOBIJOMMEHHI.  Bam moxe 3HagobuTUCA BXUTK 3aXOAiB Y
NeBHi TepMIHK, LLIO6 OTpUMaTh MeduyHe CTpaxyBaHHs YM JONOMOry
3 BUTpaTamu. Bu maeTte npaBo Ha O0e3KOLLITOBHE OTPUMAHHS L€
iHdbopmaLii Ta fonomoru Ballow MoBot. 3aTtenedoHyiiTe 3a
Homepom 1-800-479-9502 TTY:711.

VIETNAMESE Thong bag nay cé théng tin quan trong. Thong bao nay
¢6 thdng tin quan trong vé don xin hoac bao hiém cta ban thdng qua
CareSource. Hay xem nhitng ngay quan trong trong thong bao nay,

Ban c6 thé can phai hanh dong trudc moét so thdi han nhat dinh dé
duy tri bdo hiém strc khde ctia minh hay dudc trg gilip cé tra phi. Ban
¢ quyén dugc nhan thong tin nay va duoc tro giup bang ngbn nglr
clia minh mién phi. Vui long goi s6 1-800-479-9502 TTY:711.
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Notice of Non-Discrimination CareSource

CareSource complies with applicable state and federal civil rights laws and does
not discriminate on the basis of age, gender, gender identity, color, race, disability,
national origin, marital status, sexual preference, religious affiliation, health status,
or public assistance status. CareSource does not exclude people or treat them
differently because of age, gender, gender identity, color, race, disability, national
origin, marital status, sexual preference, religious affiliation, health status, or public
assistance status.

CareSource provides free aids and services to people with disabilities to
communicate effectively with us, such as: (1) qualified sign language interpreters,
and (2) written information in other formats (large print, audio, accessible electronic
formats, other formats). In addition, CareSource provides free language services
to people whose primary language is not English, such as: (1) qualified interpreters,
and (2) information written in other languages. If you need these services, please
contact CareSource at 1-800-479-9502 TTY:711.

If you believe that CareSource has failed to provide the above mentioned services
to you or discriminated in another way on the basis of age, gender, gender identity,
color, race, disability, national origin, marital status, sexual preference, religious
affiliation, health status, or public assistance status, you may file a grievance, with:

CareSource
Attn: Civil Rights Coordinator
P.O. Box 1947, Dayton, Ohio 45401
1-844-539-1732, TTY: 711
Fax: 1-844-417-6254

CivilRightsCoordinator @ CareSource.com

You can file a grievance by mail, fax, or email. If you need help filing a grievance,
the Civil Rights Coordinator is available to help you.

You may also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, electronically through the Office of Civil
Rights Complaint Portal, available at https://ocrportal.nhs.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
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.





