L.A.Care
Covered.

Platinum 90 HMO Coverage Period: 01/01/2021 — 12/31/2021
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 $0
deductible?

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?
. 6 : The out-of-pocket limit is the most you could pay in a year for covered services. If you have
‘f"h.a £ th? alitofhockeiiRat il sl s other family members in this plan, they have to meet their own out-of-pocket limits until the
limit for this plan? ; =
overall family out-of-pocket limit has been met.
What is not included in Premiums, balance billing and

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

the out-of-pocket limit? health care this plan doesn’t cover.

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.

Common Medical
Event

Services You May Need

Network Provider

(You will pay the least)

What You Will Pay

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an injury or $15 / visit Not covered None
illness
If you visit a health Specialist visit $30 / visit Not covered Referral is required *
care provider’s office You may have to pay for services that
or clinic .Preven.tlve. care/screening/ No charge Not covered aren.t preventive. Ask your quwder if the
immunization services you need are preventive. Then
check what your plan will pay for.
$15/ test for laboratory
tests.
Diagnostic test (x-ray, blood work) $30 / test for X-rays Not covered None
If you have a test diagnostic imaging and
ultrasounds.
Imaging (CT/PET scans, MRIs) $75/ test Not covered Prior Authorization is Required. *
If you need drugs to Retail - $5 / script Up to 30-day supply for Retail Pharmacy.
treat your illness or  Tier 1 - Most Generics Mail Order - § 10p / scriot Not covered Up to 90-day supply for Mail Order
condition P Pharmacy. *
More informa_tior_1 Retail - $15 / script Up to 30-day supply for Retail Pharmacy.
about prescription Tier 2 - Preferred brand drugs Mail Ord 30/ scii Not covered Up to 90-day supply for Mail Order
drug coverage is ail Order - $30 / script Pharmacy. *
ﬁ;/tai'llilmtlacare oral Retail - $25 / scrit Up to 30-day supply for Retail Pharmacy.
D ~acare.oll - qigr 3. Non-preferred brand drugs . Pt Not covered Up to 90-day supply for Mail Order
members/getting- Mail Order - $50 / script Pharmacy. *
care/pharmacy- Yy
services Tier 4 - Specialty druas 10% coinsurance up to Not covered Prior Authorization is Required. Not

$250 per script

available through Mail Order. *

* 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

Facility fee (e.g., ambulatory surgery

Network Provider
(You will pay the least)

What You Will Pay

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

Limitations, Exceptions, & Other
Important Information

$100 Not covered Prior Authorization is Required. *
center)
Ic]:t},tozt?:r\lltesur e Physician / surgeon fees 825 for physician / Not covered None
P gery y g surgeon fees
Outpatient visit 10% coinsurance Not covered None
$150 for facility fee $150 or facility fee = Copay waived if admitted.*
If you need Emergency room care No charge for physician No charge for
immediate medical fee physician fee
attention Emergency medical transportation $150 $150 None
Urgent care $15 / visit $15 / visit None
If you have a Facility fee (e.g., hospital room) gggg ST ITDIE Not covered Prior Authorization is Required.*
Rl Physician/surgeon fees No charge Not covered None
$15/ office visit , e :
Outpatient services $15 for other outpatient Not covered Sl Authgrlzauon 1S F\’*equwed for
If you need mental R - Psychological Testing.
health, behavioral Inoatient , $250 per d 05
health, or substance "Patient services oo per day up to
abuse services No charge 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 No charge Not covered None
Childbirth/delivery facility services 3232 AHICE UPDS Not covered None
i d hel Up to a maximum of 100 visits per
you need heip y Calendar Year per Member by home health
recovering or have Home health care $20 / visit Not covered care agency providers
ther special health e agency providers.
:ee ds Prior Authorization is Required.*
Rehabilitation services $15/ visit Not covered Outpatient services.

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

Page 3 of 7


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services

What You Will Pay

Out-of-Network Limitations, Exceptions, & Other

Important Information

Common Medical Services You May Need Network Provider Provider
Event (You will pay the least) | (You will pay the

most)
Prior Authorization is Required. *
I : $15/ visit Not covered Outpatient services.
Habilitation services . e -
Prior Authorization is Required.
$150 per day up to 5 Not covered Up to a maximum of 100 days per
Skilled nursing care days Calendar Year per Member.
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 in lieu of glasses).
If your child needs Y . T
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:
* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 4 of 7
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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 Cosmetic surgery e Long-term care e Routine eye care (Adult)

e Dental care (Adult) ¢ Non-emergency care when traveling outside the U.S. e Most coverage provided outside
o Infertility treatment e Private-duty nursing o the United States.

e Hearing aids o Weight loss programs e Chiropractic care

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

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

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.

* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 5 of 7
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Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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 (A X): INRFE R XHIEE BN, TE 4T XA 565 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. 1f 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.

About these Coverage Examples:
* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 6 of 7
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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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

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

hospital delivery)

B The plan’s overall deductible $0

W 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:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

controlled condition)

B The plan’s overall deductible $0

W 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:
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
M 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 $60 Coinsurance $80 Coinsurance $20
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $720 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 G S WBIIRES, S rT WGE O SRR IR, 16 255 S AR s Hofth 45 NA0&EA, sl Bh 2B FniR %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, théng tin bang ngén ngir ctia quy vi hodc bang
cac dinh dang khac, hay cac dich vu va thiét bj hé trg ngon ngi. 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 1&. 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 olo] A9l Aul g o] g8kl 4 Ut ke B w WMol Au) s, 718k Abg ke ool mi vlet e P40 ¥ 4R we BE A9
D AMH] 2 & QS - AFUTH FFE S 238 7Y, SFF 2441 7F &<k LA, Care, 1.855.270.2327 (TTY 711):H o2 2|3l Al 2. o] A&}
TRR o] &3k 5 Yt

Armenian:

Spwdwnptih BU |Ggwywl oqunipjwl wuydwnp dwnwjnipjnluutp: Ywnpnn Gp uunpt pwbwynp pwnpgdwlswywu Yud
rwnaUwuswywl dwnwjncpjnLuutn, Q60 |Gayny Ywd tnwnptn dlwswihny inbnGynipynll, jud odwunwy oqunipejncultn
Swnw)nLpejnLuutn: 2wugwhwptp L.A. Care

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

Farsi:
L, € il 53 0 dlal cilead g laalaal e 8an cua 3 b clia & by 4o cile Sl ¢ S U oaLE daa 3 Ciladd (5] o il 63 e, 2L 0 25 g0 SL ) 2l GG Gl LA,
Care 1.855.270.2327 o e 43 - (TTY 711) sl 8y L ¢l 23 580 (ol s (sl 355 Job i 5557 5 5silad el 24 o,
Russian:



MBeI ipeocTaBisieM OecriaTHbIe YCIyTrH epeBoja. Y Bac ecTh BO3MOXKHOCTD MOJATh 3apOC O MPEIOCTABICHUN YCTHBIX U TUCbMEHHBIX YCIyT
nepeBo/a, vHpopManuy Ha BaieM si3bIke WM B IpyroM Gopmare, a Takke BCIIOMOTaTeNIbHBIX cpecTB U ycayr. 3sonute B L.A. Care mo tenedony
1.855.270.2327 (TTY 711) 24 yaca B cyTku, 7 qHEH B HEJENIO, BKIFOYAsl IPa3AHUYHbIC JHH. DTOT 3BOHOK SIBISICTCS OCCILIATHBIM.

Japanese:
SRR —ERAE B CIRAWE T E T, @R - FIER— X AR GEMOEX ToOFER, WA - - XE2 V72X b
THZENTEET, LACare £ TV U —%A Y/11.855.270.2327 (TTY 711) I T A 72 &V, BUKH Z2& Mg H 24 B[, FEHEKT
ST TnET,
Arabic:

= Jeadl, Alia) iladd g Claclue o AT Gaily ol lialy e slaa o 45 0 jaill e 3l o 3 6al) daa 3l clead bl i€y, Blae Aalia 4 gl 32 lual)l ladd LA, Care

1.855.270.2327 (711 TTY) Asilae AallSall, Ul ol elld 8 Loy g s ol Jlsha g delal) lan e,

Panjabi: _ y y
Urret: He3 I AEsT Aeet QUSEY 96 139 E3THT A wigee Reret, »ydt s &g Areardt At fan I9 @ane &8, At marfea Quaae »13 Rere
TE 9631 I AR I LA. Care § 1.855.270.2327 (TTY 711) &84 €3 9% a3, 8 fow g 24 Wik, Ig3 f9 7 fow, 8t 31 9% He3 J|

Khmer:

NSNS WaIRMAN SEISINWSSSSIEY ARSI NUSTUDN e S grniusiiu g adaisen s snmanig ymSitgwis)s
UNSWithe Ry SKiunt giednisi LA, Care su1ue 1.855.270.2327 (TTY 711) oS 24 ienHgiwis 7 isowmn sy iosiniguaynxd
ANUTIIS AN S Sa S IR 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 lwm 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:

TR TS TR ATy U g | ST U a1 3dTe Jarsfl, 3aeh! HINT I1 fhft 3/ URey # STFeRY, A1 9l SUSHRUT 3R Jarsil & forg srRiy
PR b &1 3T LA. Care BI 1.855.270.2327 (TTY 711) FR W BH &3, o o 24 2, Wwamg # 7 f&1, gfeai afeq| sla qua 21

Thai:
fiusmarhowdsn g Aatanunsnwesuuinsnsulandoan doyaTumunwasannio lusUuuudu niemnuthumdouazusnsiasusing q e ns
L.A. Care 1 1.855.270.2327 (TTY 711) naom 24 s1la 7 Susiodusmvisuvisiunga Insws

Lao:
v o @ o o ' @ 2 4 ' ] o o o o @ 2 o  a & ' @ b @
WIF989H0 SUSNIVFOBCTDFIVWITNOBOVCIVET. WIVFTIVIOSSLOSNIVVIBWIFTI T CUWIFTNG, F9SV2RPLIVWITIZEYIL T LWSLELLED, §
Y @ 1 =3 o o = och A XK XK o o a @ ' ] ¢ 0
HonJgoectie car B3NS, loilvma L.A. Care 1ot 1.855.270.2327 (TTY 711), 24 30 09000, 7 519950, 200cH9SuHNEI199. NILinccsndcIos?.




	Platinum 90 HMO Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 01/01/2021 – 12/31/2021 Coverage for: Individual + Family | Plan Type: HMO
	Excluded Services & Other Covered Services:
	Your Rights to Continue Coverage:
	About these Coverage Examples:
	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 care)

	Getting Help in Other Languages


