Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

CareSource

Value Silver EPO $0 Ded $0 PCP + Vision Exam

87416W1006001106

Coverage Period: 01/01/2027 - 12/31/2027

Coverage for: Individual and Family | Plan Type: EPO

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, contact
www.caresource.com/marketplace or call 877-514-2442. 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.

What is the overall
deductible?

$0 individual/$0 family per Benefit
Year

Important Questions m Why This Matters:

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.

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?

$3,700 individual/$7,400 family

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
(unless balance billing is
prohibited), and health care this

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?

plan doesn’t cover.
Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

www.caresource.com/marketplace
or call 877-514-2442 for a list of
network providers.

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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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Network Provider Information*

(You will pay the least)

(You will pay the most)

" Teladoc Health® $0 Copay Not covered Refer to your Evidence of Coverage
If you visit a health care ::];{er;z ﬁf\nrgs\gslt totreat an $0 Copay Not covered None
‘(mﬂ ATERED | Speciali§t visit $10 Copay Not covered None
—cPa:?g/esrc]:trZ:ninq fimmunization $0 Copay Not covered Refer to your Evidence of Coverage
: , X-ray: 15%
\Iz?rk;\osnc test (x-ray, blood Coinsurance Not covered None
If you have a testt Lab: 15% Coinsurance None
:\ng; g (CT/PET scans, 15% Coinsurance Not covered None
~ Preventive $0 Copay Not covered Generic, Preferred Brand and Non-
:f ytou |t1eed d_rI:Igs Generic drugs $0 Copay Not covered Preferred Brand Drugs: Up to 30-day supply
oc:' Jg: d?;?;‘r:’rl €SS Ppreferred brand drugs Up to $15 Copay Not covered per fill at Retail; up to 90-day supply for Mail
More information about Non-preferred brand drugs 50% Coinsurance Not covered Order
prescription drug Specialty drugs 60% Co?nsurance Not covered Specialty Drugs: Up to 30-day supply per fill
coverage is available Oral Chemotherapy Drugs 15% Coinsurance Not covered at Retail and Mail Order
at Displayed cost share is for a 30-day supply.
www.caresource.com/ 90-day supply is available at 2 times the
marketplace. cost of a 30-day supply.
If you have outpatient zjgztgyfssn(tzg” ambulatory 15% Coinsurance Not covered None
surgeryt ~ Physician/surgeon fees 15% Coinsurance Not covered None
" . If admitted to the hospital directly from the
. 0 . 0
(I:D?)(i:rlrstl}j.r;r?cﬁ (I:Z?:i::lstz'r;r?cﬁ Emergency Department, these services will
Emergency room care Phvsician: 15% Physician: 15% be covered the same as inpatient services
If you need immediate Co?lnsurarice ° Co?lnsurarice ° and the applicable copayment and
medical attention coinsurance will apply.
: Balance billing may apply to emergency
, o Coinsurance o Coinsurance ground transportation for out-of-networl
Ml 15% Coi 15% Col d transportation for out-of-network
e providers.

*For more information about limitations and exceptions, see the plan or policy document at www.caresource.com/marketplace or call 877-514-2442.
tPrior authorization may be required, for more details see www.caresource.com/mp-WI-pa.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Network Provider Information*

Urgent care

(You will pay the least)

15% Coinsurance

(You will pay the most)

15% Coinsurance

Medically necessary Urgent Care services
at out-of-service-area providers are covered
when a covered person is traveling, or a
dependent resides outside of CareSource’s
service area. Any follow-up care must be
provided by an in-network provider.

Facility fee (e.g., hospital

servicest

If you have a hospital room) 15% Coinsurance Not covered None
S Physician/surgeon fees 15% Coinsurance Not covered 1 Visit Per Day Per Physician
If you need m.ental Outpatient services $Q .Copay for office Not covered None
health, behavioral visits
health, or substance . . o
abuse servicest Inpatient services 15% Coinsurance Not covered None
Office visits 15% Coinsurance Not covered Cost sharing does not apply for preventive
services. Depending on the type of
I . services, coinsurance may apply. Maternity
if ¢ Crrgll‘gtsmsrit:rg?!\g\r/)i/ces + 15% Coinsurance Not covered care may include tests and services
you are pregnan P described elsewhere in the SBC (i.e.,
ultrasound).
Childbirth/delivery facility 15% Coinsurance Not covered Your cost for inpatient services only. See

above for physician delivery charges.

*For more information about limitations and exceptions, see the plan or policy document at www.caresource.com/marketplace or call 877-514-2442.

tPrior authorization may be required, for more details see www.caresource.com/mp-WI-pa.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Network Provider Information*

(You will pay the least)

(You will pay the most)

60 Combined Home Infusion Therapy and

Home health caret 15% Coinsurance Not covered Covered Services Per Year. A visit equals 4
hours or less.
Rehabilitation servicest
s (Pieeanitns 15% Coinsurance Not covered 20 Visits Each Per Year
therapy (OT)
Speech therapy (ST) 15% Coinsurance Not covered 20 Visits Per Year
SO I AT 15% Coinsurance Not covered 20 Visits Per Year
If you need help therapy _ .
recovering or have All other services 15% Coinsurance Not covered Refer to your Evidence of Coverage
other special health Habilitation servicest
needs . .
tI;hysmaI (PT)/Occupational 15% Coinsurance Not covered 20 Visits Each Per Year
erapy (OT)
Speech therapy (ST) 15% Coinsurance Not covered 20 Visits Per Year
Hearing aids 15% Coinsurance Not covered |1 Hegrlng A ety 219 i [P g
mpaired Ear.
Skilled nursing caret 15% Coinsurance Not covered 30 Days Per Stay
Durable medical equipmentt = 15% Coinsurance Not covered None
Hospice services 15% Coinsurance Not covered None
Children’s eye exam $0 Copay Not covered 1 Routine Eye Exam Per Year
) 1 Pair of Glasses Per Year or 1 Choice of
If your child needs Children’s eyewear 15% Coinsurance Not covered Contacts Per Year. Refer to your Evidence
dental or eye care of Coverage for more detail.
Children’s dental check-up Not covered Not covered

*For more information about limitations and exceptions, see the plan or policy document at www.caresource.com/marketplace or call 877-514-2442.

tPrior authorization may be required, for more details see www.caresource.com/mp-WI-pa.
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Cost sharing shown applies to services received in-person or via telehealth

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 o Dental care (Adult) e Private-duty nursing
when the life of the mother is endangered) e Infertility treatment e Routine foot care
 Acupuncture e Long-term care o Weight loss programs

e Bariatric surgery Non-emergency care when traveling
o Cosmetic surgery 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 Chiropractic care e Hearing aids ¢ 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: 1-800-236-8517. 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: Wisconsin Office of the Commissioner of Insurance: 1-800-236-8517.

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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 877-514-2442

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 877-514-2442
Chinese (1 XX): INRFEEXHERN, 1HIRTT XA 51 877-514-2442

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 877-514-2442.

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

*For more information about limitations and exceptions, see the plan or policy document at www.caresource.com/marketplace or call 877-514-2442.
tPrior authorization may be required, for more details see www.caresource.com/mp-WI-pa.
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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 prenatal care and a

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of awell-

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

hospital delivery)

B The plan’s overall deductible $0
B Specialist Copayment $10
M Hospital (facility) Coinsurance 15%
B Other coinsurance 15%

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)

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $10
Coinsurance $1,500
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,570

controlled condition)

B The plan’s overall deductible $0
B Specialist Copayment $10
M Hospital (facility) Coinsurance 15%
B Other coinsurance 15%

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)

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

Deductibles $0
Copayments $20
Coinsurance $600

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $640

care)
B The plan’s overall deductible $0
B Specialist Copayment $10
W Hospital (facility) Coinsurance 15%
B Other coinsurance 15%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

The plan would be responsible for the other costs of these EXAMPLE covered services

WISBC27(Rev.8-26) - Value Silver (94) V

Total Example Cost ‘ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $30
Coinsurance $400
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $430
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CareSource

Get free help in your language with interpreters and other
written materials. Get free aids and support if you have a
disability. Call 1-877-514-2442 (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: 1-877-514-2442 (TTY: 711).

Jwenn éd gratis nan lang ou ak entéprét ansanm ak |6t materyél ekri. Jwenn éd ak sipo gratis si w gen
yon andikap. Rele 1-877-514-2442 (TTY: 711).

;"C_M.n Sl 5 aall oaill _L'Lé_!\" TTY) -877 514-2442 95)1‘ c_\:, u._m\ Ul (,:,_j\j _\_c___,d\ u_\:, Chaaniiss
(711

W N ERHABEAE, REEFEMESHREER), WMEEFRE, TLRGRFENT
BNg & Fy, 1B . 1-877-514-2442 (WriEfE N LEAEIE - 711)
Erhalten Sie kostenlose Hilfe in lhrer Sprache durch Dolmetscher und andere schriftliche Unterlagen.

Beziehen Sie kostenlose Hilfsmittel und Unterstiitzung, wenn Sie eine Behinderung haben. Rufen Sie
folgende Telefonnummer an: 1-877-514-2442 (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
1-877-514-2442 (ATS : 711).

Nhan tro gip mién phi bang ngon ngiy cua quy vi v&i thong dich vién va cac tai liéu bang van ban
khac. Nhan tro gidp va hd tro mién phi néu quy vi bi khuyét tat. Goi 1-877-514-2442 (TTY: 711).

Grick Helfe mitaus Koscht in dei Schprooch mit Iwwersetzer un annere schriftliche Dinge. Grick Aids un
Helfe mitaus Koscht wann du en Behinderung hoscht. Ruf 1-877-514-2442 (TTY: 711).
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1-877-514-2442 (TTY:711).

SoArel 7|EH AR XIRO| 222 Fstel Q0jZ REE WA R, Hoj7t U2 B, Bxet K
D22 2oM Q. 1-877-514-2442 (TTY: 711) 2 Z2[3IA 2.

rio
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NANFTCATPT AT NAAT PRAG RARNT NRTIRP NN&L 19 ACSF PITF: PANA 18F NANPF NN&P 19
ACSF AT &% P1F: ML 1-877-514-2442 (TTY 711) LA

atiléyin c_)fe bi o ba ni ailera kan. Pe 1-877-514-2442 (TTY: 711).
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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 1-877-514-2442 (TTY: 711).
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(TTY: 711)

BOk jibari ilo an ejjelok wonaan ikkijjien kajin eo am ibban rukok ro im waween ko jet ilo jeje. BOk jerbalin
jiban ko ilo an ejjelok wonaer im jibaf ko fie ewdor am nafinmejin utamwe. Kalle 1-877- 514-2442 (TTY:
711).
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