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B LA Care Covered Bronze 60 HMO AIFAN ()

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2025 - 12/31/2025
Coverage for: Individual + Family | Plan Type: HMO

Important Questions

What is the overall
deductible?

Answers

$5,800 individual / $11,600 family.
Per calendar year

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, 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.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins. 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. Family, physician, and specialist
office visits, preventive care, and other
services not subject to deductible.

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?

$450 individual / $900 family
for prescription drug coverage.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services

What is the out-of-

pocket limit for this
plan?

$8,850 individual / $17,700 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, and health
care this plan doesn’t cover.

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

Will you pay less if you
use a network
provider?

Yes. See lacare.lacare.org or call 1-
855-270-2327 (TTY 711) for a list of
network providers.

This plan uses a provider network. You will pay less if you use a participating provider in the
plan’s network. You will pay the most if you use an non-participating 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 participating provider might use a non-participating
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?

Yes.

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

OMB control number: 0938-1146/Expiration date: 05/31/2026
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4A Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Non-IHCP Participating

Indian Health Care Non-IHCP Out-of-

Limitations, Exceptions, & Other

Common Medical Services You May Need Provider (IHCP) Provider Network Provider Important Information
Event You will pay the . (You will pay the
(You will pay the least)
least) most)
Primary care visit to treat an .
injury or ilness No charge $60 copay / visit Not covered None
Subject to deductible after 1st 3
If you visit a health Specialist visit No charge $95 copay / visit Not covered non-przventive visits. Referral is
care provider’s require .
office or clinic I]Oli may Pave to {:?ay er Eerwces
. . at aren’t preventive. Ask your
Ereven'tw::‘. care/screening/ No charge No charge Not covered provider if the services you need
Immunization are preventive. Then check what
your plan will pay for.*
$40 copay / test for
Diagnostic test (x-ray, blood laboratory tests. X-rays, diagnostic imaging, and
ﬁ)— Y No charge 40% coinsurance / test Not covered ultrasounds are subject to
If you have a test for X-rays diagnostic deductible *
imaging and ultrasounds.
Imaging (CT/PET scans, o i Prior Authorization is Required
MRIs) No charge 40% colnsurance Not covered Subject to deductible *
If you need drugs Up to 30-day supply for Retail
to treat your Retail - $19 copay / script Pharmacy
iliness or condition = Tier 1 - Most Generics No charge Mail Order - $38 copay / Not covered Up to 90-day supply for Mail
More informa_tior) script Service Pharmacy
about prescription Prior Authorization is Required.
drug coverage is
available at Up to 30-day supply for Retail
http://www.lacare.org/ Retail - 40% coinsurance Pharmacy
members/getting- . per script Up to 90-day supply for Mail
care/pharmacy- Tier 2 -Preferred brand drugs No charge Mail service — 40% Not covered Service Pharmacy
services coinsurance per script Subject to pharmacy deductible up
to $500 maximum per script *

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

Indian Health Care L Non-IHCP Out-of-
Provider (IHCp) | NOm-IHCP Participating | \ oo ok provider

You will pay the _Prowder
(You will pay the least)

Limitations, Exceptions, & Other

Common Medical Important Information

Event

Services You May Need

(You will pay the

least) most)
Up to 30-day supply for Retail
Retail — 40% coinsurance Pharmacy
Tier 3 - Non-preferred brand per script Up to 90-day supply for Mail
drugs D GG Mail service — 40% MIBEIERES Service Pharmacy
coinsurance per script Subject to pharmacy deductible up
to $500 maximum per script *
Prior Authorization is required.
Tier 4 - Specialty druas No charae 40% coinsurance per Not covered Not available through Mail Service.
e g script Subject to pharmacy deductible up
to $500 maximum per script *
Facility fee (e.g., ambulatory o Prior Authorization is Required.
If you have surgery center) No charge 40% coinsurance Not covered Subject to deductible *
outpatient surgery = physician / surgeon fees No charge 40% coinsurance Not covered Subject to deductible *
Outpatient visit No charge 40% coinsurance Not covered Subject to deductible*
40% coinsurance 40% coinsurance = Copay waived if admitted.
Emergency room care No charge Physician fee — no Physician fee —no | Subject to deductible *
ifyou need E dical chatae charge Subject to deductible *
immediate medical : merqerr;cs( medica No charge 40% coinsurance 40% coinsurance |~ °-Pect 0 CedUCTDE
attention ransportation
Urgent care No charge $60 copay / visit $60 / visit None
If you have a rFoaocr:LI;y fee (.g., hospital No charge 40% coinsurance Not covered gﬂg}eﬁ‘?tgﬂgﬁﬁb:: I*?equwed.
] Physician/surgeon fees No charge 40% coinsurance Not covered Subiject to deductible *
If you need mental $60 copay / office visit
health, behavioral : : 40% coinsurance up to Prior Authorization is Required for
el 61 Outpatient services No charge $60 copay for other. Not covered Psychological Testing. *
substance abuse outpatient services. *
services , , o Prior Authorization is Required.
Inpatient services No charge 40% coinsurance Not covered Subject to deductible *
* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 3 of 7
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What You Will Pay

Indian Health Care L Non-IHCP Out-of-
Provider (IHCp) | NOm-IHCP Participating | \ oo ok provider

You will pay the _Prowder
(You will pay the least)

Limitations, Exceptions, & Other

Common Medical Important Information

Event

Services You May Need

(You will pay the

least) most)
Office visits No charge No charge Not covered e prenata] care .and
preconception visits
If you are pregnant g:rl\llciig;r;h/dellvery professional No charge 40% coinsurance Not covered Subject to deductible *
g):rl\llcijf;rsth/dellvery [l No charge 40% coinsurance Not covered Subject to deductible *
Up to a maximum of 100 visits per
Calendar Year per Member by
Home health care No charge 40% coinsurance Not covered home health care agency providers.
Prior Authorization is Required.*
If you need help , .
recovering or have Outpatentsonioss
other special ilitati '
b ealth r?eeds Rehabilitation services No charge $60 copay Not covered Prior Authorization is Required.*
I . Outpatient services
Habilitation services No charge $60 copay Not covered Prior Authorization is Required. *
Up to @ maximum of 100 days per
Skilled nursing care No charge 40% coinsurance Not covered CaIendgr Year per Mgmber. el
Authorization is Required.
Deductible applies *
Durable medical equipment No charge 40% coinsurance Not covered Prior Authorization is Required.
Al g O T Subject to deductible *
Hospice services No charge No charge Not covered Prior Authorization is Required. *
Eye exam No charge No charge Not covered 1 visit per calendar year
Glasses No charge No charge Not covered 1 pair of glasse.s per year (or
contact lenses in lieu of glasses).
If your child needs Dental check-up — Diagnostic Oral exam and preventive cleaning
dental or eye care and Preventive (includes oral limited to 1 every 6 months.
exam, preventive cleaning and No charge No Charge Not covered See' your w docgment for
x-ray, sealants per tooth, additional information about
topical fluoride application and services
space maintainers-fixed)

* For more information about limitations and exceptions, see the plan or policy document at lacare.org.
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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 e Routine eye care (Adult)
e Dental care (Adult) e Non-emergency care when traveling outside the U.S. o 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 Medical 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 5 of 7
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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. We are available 24 hours a day, 7 days a week,
including holidays. 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. We are available 24 hours a day, 7 days a week, including holidays. 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 (1 X): MNRFEPXBIFER), 1HHRITIXA 54 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 6 of 7
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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

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 $5,800
B Specialist [cost sharing] $95

B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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 $5,800
W Specialist [cost sharing] $95

B Hospital (facility) [cost sharing] 40%
W Other [cost sharing] 40%

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 $5,800
B Specialist [cost sharing] $95

B Hospital (facility) [cost sharing] 40%
W Other [cost sharing] 40%

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 $5,800  Deductibles $2,300 Deductibles $2,400
Copayments $500  Copayments $200 Copayments $0
Coinsurance $2,200 Coinsurance $1,200 Coinsurance $0

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 $8,560  The total Joe would pay is $3,720 The total Mia would pay is $2,400

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

English Tagline
ATTENTION: If you need help in your language call 1-855-270-2327 (TTY: 711). Aids and

services for people with disabilities, like documents in braille and large print, are also available.
Call 1-855-270-2327 (TTY: 711). These services are free of charge.

(Arabic) 4 ally Jladl)

Claelual) L 55 1-855-270-2327 (TTY: 711) = deaild cclialy saclisal] ) caaind 13 1l o
1-855-270-2327 = Josdl s Tl 5 (Jy 3o 48 s B ) ilatioad) (o oY) (5 55 ala S cilaadll
Aslae cileadll s (TTY: 711)

Zuybpbkb whwwly (Armenian)

NhTUALNPEBNPL: Bph Qbq oqunipinit E hwpljunp Qb (Eqny, qubquihwuipkp
1-855-270-2327 (TTY: 711): Yl twh odwlinuly dhengubip ni Swnwym pynitiitip
hwodwlinudnipymt niikgnn wbdwtg hwdwp, opptinly” Ppwyh gpuunhwny no
Junonpunun nyugpdus uynipbp: Qubquhwpbp 1-855-270-2327 (TTY: 711): Ujn
Swnwynipynibbibpt wdwp Gl

UNATDAINMANES! (Cambodian)

GaMms iﬁijﬁ i msﬁgw Man ﬁjﬁlﬁjﬁ Y ‘.,}‘Iﬁi’igimiﬂjg 1-855-270-2327 (TTY: 711)
By S 1NAY OTND SSNMI GEMARMNITAINHRIRA ONUESAMARR YRR
iﬁjiﬁlﬁﬁji[]igfi AN GIRMSHAEI %Iﬁ?gﬁﬁiﬂJS 1-855-270-2327 (TTY: 711)9 IﬁJ’ﬁﬁﬁQﬁﬁiS:
HeRGIg

& 48 P 30HRIF (Chinese)

BER  WRAEZDUSRENEIZMEER) BRI 1-855-270-2327 (TTY: 711) - BHMER
HE R ALNEBNRS - AIUEXHNBTERAF R - th27 B - BRE
1-855-270-2327 (TTY: 711) . XERFEZ R -

(Farsi) clba 43 b o b

AL 3,8 (i 1-855-270-2327 (TTY: 711) & 28 iy 3 K€ 3 i 3 4 3l i oK) e
Lol dsmge s )i mbcda s Qi sladas aile ccud glas 5] )12 2 i) ja peads cileaa
e 4 ) 8 cilend ol 2,580 4l 1-855-270-2327 (TTY: 711)

f&dl dTarsH (Hindi)

S & 3R TIS! U HINT H JgTIa 1 SMIRTehdl & ol 1-855-270-2327 (TTY: 711) R
Pt Y| SRTFAT AT AN b foTd FETIdT 3R JaTy, O 5o 3R oS fife # i eeaw
JUTS €| 1-855-270-2327 (TTY: 711) W HId B3| T Fad : Yoo &

Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-855-270-2327 (TTY: 711).
Muaj cov kev pab txhawb thiab kev pab cuam rau cov neeg xiam oob ghab, xws li puav leej
muaj ua cov ntawv su thiab luam tawm ua tus ntawv loj. Hu rau 1-855-270-2327 (TTY: 711).
Cov kev pab cuam no yog pab dawb xwb.




HAEESREC (Japanese)

EEHAETONICADELRIZEIL 1-855-270-2327 (TTY: 711) ABBEZEV, BF0E
B0 AR TEE, BANEBBEEOADEHDOT-LAEABLTNET, 1-855-270-2327
(TTY: T11) ABBEELEEN, DY -LARERITIRELTNET,

g0 Ef 322l (Korean)

S o|AtEh: lo| dojE 22 W A OA|H 1-85
HAL} 2 gtz 5| 29 20| B of7t 9l = &
1-855-270-2327 (TTY: 711) HO 2 F O34l A|

YATet SIBTEES (Punijabi)

s foB: 7 3Tg vt 3 feg Hee Tl B3 4 3T 1% Ad 1-855-270-2327 (TTY: 711).
WU S BE A3 w3 A, iR fa g% i3 1 surel fidg Tz, < Gusau o)
I G 1-855-270-2327 (TTY: 711). g Reei ez 79|

-270-2327 (TTY: 711) He 2 O[St Al 2.
ot 221 MH|AE |8 7ts8LCt.

%
©. ol MHA= Bee HEE L,

Pveeknii cnoran (Russian)

BHUMAHHME! Ecnw Bam Hy:KHA TTOMOIIIE HA BAIIEM POTHOM SI3BIKE, 3ROHHTE 110 HOMEpPY
1-855-270-2327 (TTY: 711). Takke NpeaoCTaBILIOTCS CPEACTBA U YCIYTH JUIS JTEO/eH ¢
OTpaHHIEHHBIMH BO3MOKHOCTIMH, HATIPHMEP JOKYMEHTEL KPYIHEIM MIpU(TOM WIH HIpUGTOM
bpaiust. 3sonuTe o Homepy 1-855-270-2327 (TTY: 711). Takue yciayru npejocTapisioTcs
becruiaTHo.

Mensaje en espaiiol (Spanish)
ATENCION: si necesita ayuda en su idioma, llame al 1-855-270-2327 (TTY: 711). También

ofrecemos asistencia y servicios para personas con discapacidades, como documentos en braille
y con letras grandes. Llame al 1-855-270-2327 (TTY: 711). Estos servicios son gratuitos.

Tagalog Tagline (Tagalog)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa 1-855-270-2327
(TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga taong may kapansanan, tulad ng
mga dokumento sa braille at malaking print. Tumawag sa 1-855-270-2327 (TTY: 711). Libre
ang mga serbisyong ito.

wiinlaiinienlng (Thai)

Wsansu: maaasadnsanubamiailunimzasaa asanTnsdwrilddvun e
1-855-270-2327 (TTY: 711) uanannfl fawsantimnuthomdauazuinnseg 9 §SSLUAAR
Mfianufinig 1y 1ana15619 9 1nLﬂuanmmsaaummnmsmwuwmumanmmum’mm
nsaTnsdwvilUAvanaae 1-855-270-2327 (TTY: 711) ifien Ifeauusmsmant

Khéu hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vi cin tro giup bing ngdn ngit ciia minh, vui long goi sb 1-855-270-2327
(TTY:711). Chiing téi cling hd tro va cung cp cac dich vu danh cho ngudi khuyét tat, nhu tai
liéu bang chit ndi Braille va chit khé I6m (chit hoa). Vui long goi sd 1-855-270-2327 (TTY: 711).
Céc dich vu nay déu midn phi.
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