2027 Schedule of Benefits

Plan Name: Low Premium Silver HMO 900 $15 PCP + Adult Vision & '
Fitness

35107NV002000405 Care Source

Plan Information

Primary Member [John Doe]

Member ID [104000000]
Date of Birth [01/01/1965]
Effective Date [01/01/2027]
Last Coverage Change Date [01/01/2026]

Dependent information can be found at the end of this document.

Highlights
Annual Deductible* Individual: $900
Family: $1,800
Coinsurance 20%
This summary
Annual Out-of-Pocket Maximum™** Individual: $3,550 b e e e
(includes deductible, coinsurance, and copays) Family: $7,100 benefits only.

* Deductible: The individual Deductible applies to each covered family member. No one person can contribute more than
the individual Deductible amount. Once two or more covered family members’ Deductibles combine to equal the family
Deductible amount, the Deductible will be satisfied for the family for that Calendar Year.

** Out-of-Pocket Maximum: The individual Out-of-Pocket Limit applies to each covered family member. Once a member
has reached their individual Out-of-Pocket Limit, the plan will pay 100% of their Covered Services. Once two or more
covered family members’ Out-of-Pocket Limits combine to equal the family Out-of-Pocket Limit amount, the Out-of-
Pocket Limit will be satisfied for the family for that Calendar Year.

Cost sharing shown applies to services received in-person or via telehealth

Covered Service You Pay Limit

(Network Providers Only) (If Applicable)

Preventive Services
As defined by federal & state law $0 Copay Refer to your Evidence of Coverage

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)
Physician Services — Office Visits?
Teladoc Health® $0 Copay Refer to your Evidence of Coverage
Retail Clinics $15 Copay None
Primary Care Provider $15 Copay None
Specialist $40 Copay None
Allergy Testing®
Primary Care Office Visit $15 Copay None
Specialist Office Visit $40 Copay None
Laboratory Tests $20 Copay Per Test None
Allergy Treatment?
Allergy Injections 20% Coinsurance after None
deductible
Allergy Serum 20% Coinsurance after None
deductible

Behavioral Health Care and Substance Use
Disorder Services
Office Visits? $15 Copay None

Outpatient Services'

Intensive Outpatient Program (IOP) 20% Coinsurance after None
Services deductible

Partial Hospitalization Program (PHP) 20% Coinsurance after None
Services deductible

Residential Treatment Services $300 Copay Per Stay after None
deductible

Opioid Treatment Program 20% Coinsurance after None
deductible

Inpatient Services' $350 Copay Per Stay after None
deductible

Diagnostic Services'

Laboratory Tests $20 Copay Per Test None

X-Ray/Radiology® $150 Copay Per Service after None
deductible

If received from a Chiropractor,
see Chiropractic Care Services
for cost share.

Advanced Imaging (PET, MRI, MRA, CT, $200 Copay Per Service after None
SPECT)® deductible
Emergency Health Care Services
Emergency Room Facility 20% Coinsurance after If admitted to the hospital directly from
deductible the Emergency Department, these
Emergency Room Physician 20% Coinsurance after services will be covered the same as

inpatient services and the applicable

deductible copayment and coinsurance will apply.

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

Inpatient Services
Facility Fee

Physician/Surgeon Fees

Inpatient Rehabilitation Facility

Skilled Nursing Facility

You Pay
(Network Providers Only)

$350 Copay Per Stay after
deductible
$0 Copay after deductible

$350 Copay Per Stay after
deductible

$300 Copay Per Stay after

Limit
(If Applicable)

None

1 Visit Per Day Per Physician

120 Combined Rehabilitative OT/PT/ST
Inpatient Days / Outpatient Visits Per
Year

100 Days Per Year

deductible
Outpatient Services
Facility Fee 20% Coinsurance after None
deductible
Physician/Surgeon Fees 20% Coinsurance after None
deductible
Urgent Care Services' $25 Copay None

Ambulance Services

20% Coinsurance after

Balance billing may apply to emergency

deductible ground transportation for out-of-network
providers.
Autism Spectrum Disorder Services

Physical/Occupational Therapy 20% Coinsurance after None
deductible

Speech Therapy 20% Coinsurance after None
deductible

Adaptive Behavior Treatment $15 Copay Includes Applied Behavior Analysis

(ABA)

Chiropractic Care Services
Habilitative Services
Manipulation Therapy
Physical Therapy
Rehabilitative Services
Manipulation Therapy

Physical Therapy

X-Ray/Radiology

20% Coinsurance after
deductible

20% Coinsurance after
deductible

20% Coinsurance after
deductible

20% Coinsurance after
deductible

$150 Copay Per Service after
deductible

See Habilitative Services — Outpatient
Therapy Manipulation Therapy

See Habilitative Services — Outpatient
Therapy Physical Therapy

See Rehabilitative Services —
Outpatient Therapy Manipulation
Therapy

See Rehabilitative Services —
Outpatient Therapy Physical Therapy

None

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

NVSOB27 - Low Premium Silver 900 (87) VF



Covered Service

Dental Services'
Accidental Dental Services

Dental Anesthesia

You Pay
(Network Providers Only)

See Categories “Diagnostic
Services”, “Durable Medical
Equipment, Medical and
Surgical Supply, Orthotics and
Prosthetics”, “Inpatient
Services”, or “Outpatient
Services” as cost share is
dependent on place of service.

20% Coinsurance after
deductible

Limit
(If Applicable)

Refer to your Evidence of Coverage

Refer to your Evidence of Coverage

Durable Medical Equipment, Medical and
Surgical Supplies, Orthotics and
Prosthetics

20% Coinsurance after
deductible

Refer to your Evidence of Coverage

Habilitative Services — Outpatient Therapy
Physical (PT)/Occupational Therapy (OT)

Speech Therapy (ST)*

Manipulation Therapy (MT)

20% Coinsurance after
deductible

If received from a Chiropractor,
see Chiropractic Care Services
for cost share.

20% Coinsurance after
deductible

20% Coinsurance after
deductible

If received from a Chiropractor,
see Chiropractic Care Services
for cost share.

120 Combined Habilitative OT/PT/ST
Inpatient Days/Outpatient Visits Per
Year

120 Combined Habilitative OT/PT/ST
Inpatient Days/Outpatient Visits Per
Year

20 Visits Per Year

Hearing Aids

20% Coinsurance after

1 Hearing Aid Every 36 Months Per

deductible Hearing Impaired Ear.
Home Health Care Services
Private Duty Nursing 20% Coinsurance after None
deductible
Covered Services 20% Coinsurance after Refer to your Evidence of Coverage
deductible
Hospice Services 20% Coinsurance after Refer to your Evidence of Coverage
deductible
Maternity Services'
Prenatal Visit, Office Visits, and Postpartum $40 Copay None
Care
Inpatient Services $350 Copay Per Stay after None
deductible
Outpatient Services 20% Coinsurance after None

deductible

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

Rehabilitative Services — Outpatient
Therapy
Physical (PT)/Occupational Therapy (OT)

Speech Therapy (ST)*

Cardiac Rehabilitation Services

Manipulation Therapy (MT)

Post-Cochlear Implant Aural Therapy
Pulmonary Rehabilitation

Other Rehabilitative Services

Includes Chemotherapy, Dialysis, and

You Pay
(Network Providers Only)

20% Coinsurance after
deductible

If received from a Chiropractor,
see Chiropractic Care Services
for cost share.

20% Coinsurance after
deductible

20% Coinsurance after
deductible

20% Coinsurance after
deductible

If received from a Chiropractor,
see Chiropractic Care Services
for cost share.

20% Coinsurance after
deductible

20% Coinsurance after
deductible

20% Coinsurance after

Limit
(If Applicable)

120 Combined Rehabilitative OT/PT/ST
Inpatient Days/Outpatient Visits Per
Year

120 Combined Rehabilitative OT/PT/ST
Inpatient Days/Outpatient Visits Per
Year
None

20 Visits Per Year

See Rehabilitative Speech Therapy

None

Refer to your Evidence of Coverage

Radiation deductible
Temporomandibular/Craniomandibular
Joint Disorder and Craniomandibular Jaw
Disorder
Primary Care Office Visit $15 Copay
Specialist Office Visit $40 Copay None
Inpatient Facility $350 Copay Per Stay after
deductible
Outpatient Facility 20% Coinsurance after
deductible
Transplant Services
Primary Care Office Visit $15 Copay
Specialist Office Visit $40 Copay
Inpatient Facility $350 Copay Per Stay after Refer to your Evidence of Coverage
deductible

Outpatient Facility

20% Coinsurance after
deductible

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

Vision Services
Children’s Eye Exam

All Other Vision Services

You Pay
(Network Providers Only)

$0 Copay

For cost share, refer to your

Evidence of Coverage since

cost share is dependent on
services rendered.

Limit
(If Applicable)

1 Routine Eye Exam Per Year

Refer to your Evidence of Coverage

Children’s Eyewear $0 Copay 1 Pair of Glasses Per Year or 1 Choice
of Contact Supply Per Year. Refer to
your Evidence of Coverage for more

detail.
Prescription Drugs
Preventive $0 Copay Generic, Preferred Brand and Non-
Preferred Generic Drugs Up to $3 Copay Preferred Brand Drugs: Up to 30-day

Preferred Brand Drugs
Non-Preferred Generic and Brand Drugs
Preferred Specialty Drugs

Non-Preferred Specialty Drugs

20% Coinsurance after
deductible

50% Coinsurance after
deductible

50% Coinsurance after
deductible

50% Coinsurance after

supply per fill at Retail; up to 90-day
supply for Mail Order

Specialty Drugs: Up to 30-day supply
per fill at Retail and Mail Order

Displayed cost share is for a 30-day
supply. 90-day supply is available at 2.5
times the cost of a 30-day supply.

Insulin cost share not to exceed $35 per

deductible 30-day supply in aggregate.
Adult Vision and Fitness
Vision Benefits
Eye Exam $30 Copay 1 Routine Eye Exam Per Year

All Other Vision Services

Eyewear

Active & Fit Fitness Program

For cost share, refer to your

Evidence of Coverage since

cost share is dependent on
services rendered.

$0 Copay

$0 Copay

Refer to your Evidence of Coverage

1 pair of glasses/contacts per Benefit
Year up to a $250 allowance

Refer to your Evidence of Coverage

Learn more about CareSource and all our plan options at www.caresource.com/marketplace.
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When receiving covered services at an office, urgent care, or hospital visit, member may be subject to cost share
charges from both the facility and the physician/surgeon.

2 Charge shown for the office visit. Additional services rendered during the office visit may be subject to their applicable
additional copayment or deductible/coinsurance as specified in the Schedule of Benefits. Charges applied per provider,
per date of service.

Member cost-sharing may vary based on the place of service where it is rendered. Additional services and evaluations
rendered during the visit may be subject to their applicable additional copayment or deductible/coinsurance as specified
in the Schedule of Benefits.

4 Speech therapy for the treatment of stuttering will not be subject to limit quantities.

5 Coverage for mammogram and breast ultrasound is covered at $0 to the Member. If the Member is enrolled in a high
deductible health plan, the Member may need to satisfy the minimum deductible of the plan prior to the service being
covered at no cost share.

6 Coverage for breast MRl is covered at $0 to the Member. If the Member is enrolled in a high deductible health plan, the
Member may need to satisfy the minimum deductible of the plan prior to the service being covered at no cost share.

Prior Authorization: Some services and items require prior authorization, which is the process used by the Plan to
determine if it meets medical necessity and coverage requirements prior to the service being provided. The provider, or the
member when using a non-network provider, is responsible for obtaining prior authorization for the services and items
described on the prior authorization list. Please refer to the prior authorization list attached to your Evidence of Coverage for
additional detail or you can obtain the list at www.caresource.com/mp-NV-pa.

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 healthcare 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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Dependent Information

Dependent Name [John Doe]

Relationship to You [104000000]
Date of Birth [01/01/1965]
Effective Date [01/01/2027]

Learn more about CareSource and all our plan options at www.caresource.com/marketplace.
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Get free help in your language with

interpreters and other written CareSource
materials. Get free aids and support

if you have a disability. Call 1-833-230-2099 (TTY: 711).

Obtenga ayuda gratuita en su idioma a través de intérpretes y otros materiales en formato
escrito. Obtenga ayudas y apoyo gratuitos si tiene una discapacidad. Llame al: 1-833-230-2099
(TTY: 711).

Jwenn &d gratis nan lang ou ak entéprét ansanm ak [0t materyél ekri. Jwenn &d ak sipd gratis si
w gen yon andikap. Rele 1-833-230-2099 (TTY: 711).

Jemnin cdalall cilalia¥) g 53 e i€ 135581 25Kl o) sall 5 sl Gpan sial) JYA o clials Al B2elua e Juan)
(711 " gasdl Gilaa s anall o) il TTY) 1-833-230-2009 il e Josil Ulae oy s londl) Sl

W R HABEAE, RIGEFTE B SRR, MREERE, "TLIRIG R ERA
BB TSR, 1BEER : 1-833-230-2099 (WfriEfs A LEHEBE : 711)
Erhalten Sie kostenlose Hilfe in lhrer Sprache durch Dolmetscher und andere schriftliche

Unterlagen. Beziehen Sie kostenlose Hilfsmittel und Unterstutzung, wenn Sie eine Behinderung
haben. Rufen Sie folgende Telefonnummer an: 1-833-230-2099 (TTY: 711).

Obtenez une aide gratuite dans votre langue grace a des interprétes et a d’autres documents
écrits. Si vous souffrez d’'un handicap, vous bénéficiez d’aides et d’assistance gratuites.
Appelez le 1-833-230-2099 (ATS : 711).

Nhan trg' giip mién phi bang ngdn nglr cla quy vi v&i thong dich vién va cac tai lieu bang van ban
khac. Nhan tro’ gip va hé tro' mién phi néu quy vi bi khuyét tat. Goi 1-833-230-2099 (TTY: 711).

Grick Helfe mitaus Koscht in dei Schprooch mit lwwersetzer un annere schriftliche Dinge. Grick
Aids un Helfe mitaus Koscht wann du en Behinderung hoscht. Ruf 1-833-230-2099 (TTY: 711).

3TTHT HTHT & FeUex dUT 3MUHT HINT H 3= ferfaa qrafor et wt Aee urd| afe 3musw! ol
feaufaferd 81, o qud Teradr 3R U T &Y | Bidt By

1-833-230-2099 (TTY: 711).
SAARL 7|EF ME XtRO| =S ot Q02 Fax &oMe. o7l A2 8%, 22
XS F2E 2o M Q. 1-833-230-2099 (TTY: 711) 2 225N 2.

NANFCATLPT AT NAAT PRAE ARNT NETLP NNEP 19 ACSF PIF: PANA #F NANPT hh&P
19 ACEH KG £0& P1F: ME 1-833-230-2099 (TTY 711) LA

iranléwo ati étiléy‘m ofé bi o ba ni ailera kan. Pe 1-833-230-2099 (TTY: 711)



Makakuha ng libreng tulong sa wika mo gamit ang mga interpreter at mga ibang nakasulat na
materyales. Makakuha ng mga libreng pantulong at suporta kung may kapansanan ka.
Tumawag sa 1-833-230-2099 (TTY: 711).

s Ok by 5 ) Culglae guliaS 15 S Al yidiu pa s oY Al 5ol ge 558 IS 5550 o) S5 050 Sadda
ATTY:711) 1-833-230-2099 (2 55 ) 43 (5 el (6 .5 )S 4w J S e

SRS NN BHS TS £8 Re3BANS IS N 27AS’ &Deh DAY
FOR0R. 2.83F DB IS0 SOV, &I EDEBETEN AW NP F0R0R. 5°S
BOH0:1-833-230-2099 (TTY: 711).

SIYTY X 3 oI Tfiee ! HISTHgRT ST HTSTHT F:%[edh Tgd WK TTg || aUIsdrs
SR & YA 4 Y[ep Traar X T U eI 1-833-230-2099 (TTY: 711) HI Hdl T8Nl

2080707007:320005 o)ooo"[gc 256 39@9°6§6®O 0PYPIS 329032323960 2362005
o ° (¢} ° ‘?%Pﬁo °T1 (6)1 %P" L o iL 861 iL 8
ew%gézo&mé@z@é&m 399%33%3986&{]9@@ 3?600)063?(:)%[)8 elul?o']u LE)%zGaTsﬁ - 1-833-230-
2099 (TTY: 711)

Bok jibar ilo an ejjelok wonaan ikkijjien kajin eo am ibban rukok ro im waween ko jet ilo jeje. BOk
jerbalin jibafi ko ilo an ejjelok wonaer im jibaf ko fie ewor am nafinmejin utamwe. Kalle 1-833-
230-2099 (TTY: 711).
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