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L.A.CareCovered Silver 94 HMO

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

< . ) COVERED
i

Coverage Period: 01/01/2025 - 12/31/2025
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

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:

Important Questions

What is the overall
deductible?

Answers

$0 individual / $0 family.
Per calendar year

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 specific
deductibles?

No

You don’t have to meet deductibles for specific services

What is the out-of-pocket
limit for this plan?

$1,150 individual / $2,300 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

4A Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

OMB control number: 0938-1146/Expiration date: 05/31/2026
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Common Medical
Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-
Network
Provider

(You will pay
the most)

Limitations, Exceptions, & Other Important
Information

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

Primary care visit to treat an injury or illness | $5 copay / visit Not covered | None
If you visit a health Specialist visit $8 copay / visit Not covered | Referral is required *
care provider’s office You may have to pay for services that aren’t
or clinic Preventive care/screening/ preventive. Ask your provider if the services
, . No charge Not covered ,
immunization you need are preventive. Then check what
your plan will pay for.
$8 copay / test for
laboratory tests.
Diagnostic test (x-ray, blood work) $8 copay / test for X-rays Not covered = None
If you have a test diagnostic imaging and
ultrasounds.
Imaging (CT/PET scans, MRIs) $50 copay test Not covered = Prior Authorization is Required. *
Retail - $3 copay / script Up to 30-day supply for Retail Pharmacy.
Tier 1 - Most Generics Mail Order - $6 copay / Not covered = Up to 90-day supply for Mail Order
If you need drugs to script Pharmacy. *
:S:;%ﬁ)unr Lin6=sio0 Retail - $10 copay / script Up to 30-day supply for Retail Pharmacy.
More information about Tier 2 -Preferred brand drugs Ma.|I tOrder - $20 copay / Not covered gr;]) to 90-da3/ supply for Mail Order
prescription drug Scrip armacy.
coverage is available at Retail - $15 copay / script Up to 30-day supply for Retail Pharmacy.
http://www.lacare.org/me | Tier 3 - Non-preferred brand drugs Mail Order - $30 copay / Not covered | Up to 90-day supply for Mail Order
mbers/getting- . script Pharmacy. *
care/pharmacy-services ) _ o . _
Tier 4 - Specialty druas 10% coinsurance up to Not covered Prior Authorization is Required. Mail Order
S $150 copay per script not available. *
i h Facility fee (e.g., ambulatory surgery center) = 10% coinsurance Not covered | Prior Authorization is Required. *
you'have Physician / surgeon fees 10% coinsurance Not covered | None
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Common Medical
Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-
Network
Provider

(You will pay
the most)

Limitations, Exceptions, & Other Important
Information

immediate medical

fee

physician fee

outpatient surgery Outpatient visit 10% coinsurance Not covered | None
$50 copay $50 Copay waived if admitted.
If you need Emergency room care No charge for physician No charge for

attention Emergency medical transportation $30 copay $30 None

Urgent care $5 copay / visit $5 / visit None
If you have a Facility fee (e.g., hospital room) 10% coinsurance Not covered Prior Authorization is Required.
hospital stay Physician/surgeon fees 10% coinsurance Not covered | None

$5 copay / office visit
If you need mental . . 10% coinsurance up to Prior Authorization is Required for
health. behavioral Outpatient services Not covered . o,
J $5 copay for other Psychological Testing.

:g:'st:’szrrji‘égzta“ce outpatient services

Inpatient services 10% coinsurance Not covered Prior Authorization is Required.

Office visits No charge Not covered | For prenatal care and preconception visits
If you are pregnant Childbirth/delivery professional services 10% coinsurance Not covered = None

Childbirth/delivery facility services 10% coinsurance Not covered

Up to @ maximum of 100 visits per Calendar

If you need help . Year per Member by home health care
recovering or have welichicliilede et e NEIEBIEREE agency providers. Prior Authorization is
other special health Required.*
needs Outpatient services

Rehabilitation services $5 copay / visit Not covered Prio? Authorization is Required. *

I . . Outpatient services
Habilitation services $5 copay / visit Not covered ' prior Authorization is Required. *
Skilled nursing care 10% coinsurance Not covered | Up to a maximum of 100 days per Calendar

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

Out-of-
Network Limitations, Exceptions, & Other Important

Provider Information
(You will pay
the most)

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

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

1 pair of glasses per year (or contact lenses
in lieu of glasses).

Children’s Dental check-up Oral exam and preventive cleaning limited to
1 every 6 months.

See your plan document for additional
information about services

Children’s Glasses No charge Not covered

If your child needs
dental or eye care
No Charge Not covered

* For more information about limitations and exceptions, see the plan or policy document at lacare.org. Page 4 of 6
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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)
o 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 6
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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 (b X): IR FEhXBIEEE, 1EIRFTIXA 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 6
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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)

M The plan’s overall deductible $0
B Specialist [cost sharing] $8
B Hospital (facility) [cost sharing] 10%
W Other [cost sharing] $8

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] $8
B Hospital (facility) [cost sharing] 10%
W Other [cost sharing] $8

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] $8
B Hospital (facility) [cost sharing] 10%
W Other [cost sharing] $8

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 | $5600  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 $200 Copayments $300 Copayments $200

Coinsurance $1,000 Coinsurance $80 Coinsurance $30
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 $1,210 The total Joe would pay is $400 The total Mia would pay is $230

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

Page 7 of 6



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan

LA3656 1221

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) A alls il

Glaclad] Lad 55 1-855-270-2327 (TTY: 711) = deaifd clials sacliaal] ) caaia) 13) 1Y) (o 5
1-855-270-2327 = Joadl s adlf 5 (s 33 48 phay A 53 Clattanal] Jio Ao (5 55 ala B cilaadll
Adlas clastll ol (TTY: 711)

Zuytipkt whwwly (Armenian)

NhTULRLNPEBNPL: Bph Qbq oqunipinit E hwpluynp Qbp 1Eqyni, qubiquihwpbp
1-855-270-2327 (TTY: 711): Ywl twlh odwlinuly dhengubip nt dwnwynipnitiibip
huwpdwbinuudnt pynitt niibignn wbdwg hwdwp, ophtiwly” Ppwyih gpunhwnd nu
funonpuinun myugpdud Wyniplp: Qubtquihwipbp 1-855-270-2327 (TTY: 711): Uy
Swnwnipiniutiipt wbidwn Gl

YUNATNAINMANIS! (Cambodian)

GRMms iﬁijﬁ i3} i‘ﬂiﬁ%[ﬁ MmN IUfL.ﬁjﬁ o %ﬁﬁ}gimimt% 1-855-270-2327 (TTY: 711)9
HSUS $1 RUNAY N0 SSAMI §EMNRMNITINHAPT ONUSSAMAGH YRR
TTNHAPNYE AH GIRTSEHIRIY GIRTNURIS 1-855-270-2327 (TTY: 711)1 DAY SIIS:
BSRMGIGI

B A P X HR1F (Chinese)

BAR  IRABEZLUCEIBIZMER - 15EE 1-855-270-2327 (TTY: 711) - BINEIE
HE HREALEBNRS - AIUEXNBERAFFRE - thZ277FEAN - B8RS
1-855-270-2327 (TTY: 711) . XERFEH 2R -

(Farsi) ol 43 gbJ 8

5SS 3,80 (L 1-855-270-2327 (TTY: 711) b casi€ il 33 LS 358 a3 4wl s ga ) 24 53
Lol asm e 58 &)y a a5 dh et slaaiis aille cil glas () ) 3 ) o peade et
e a8l 81 clena o 2,80 (ulai 1-855-270-2327 (TTY: 711)

{2} TS (Hindi)

I &: 3R ATTD! 3T HIST H JeTIa $1 SMaRIehdl & ol 1-855-270-2327 (TTY: 711) R
Pict Y| SARTFIT IS ANl o foTg TETadT 3R JaTy, ol d 3R o fife & i aeaew
JUAR | 1-855-270-2327 (TTY: 711) W HId B | J Yarg 1: Yewh &

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.




HAFEIRED (Japanese)

EEAERETON S DERIFED 1-855-270-2327 (TTY: 711) AR EESE N, aF0E
FBIOXFEOH AT REE, BANERFEOAOEHOY Y AERELTWNXT, 1-855-270-2327
(TTY: 711) ABEREZEWN, oD TP RATERI TIRHLTNES,

#=0 Eja22! (Korean)
SO|AEE: Bt M2 T 22 Yo 4 OA|H 1-85
HAIL 2 BAE E A9 20| Hoj7t Uk
1-855-270-2327 (TTY: 711) Ho 2 2O[8} M A
YaTHt aB S (Punjabi)

s TG 7 3Trg »iud sy R Hee €1 83 3T 9% od 1-855-270-2327 (TTY: 711).

U B B8 AT w3 Rerel, fie fe 9% w3 Wl gurel feg vrges, <t Qussu Ia)
T od 1-855-270-2327 (TTY: 711). g "<l Ha3 U8

5-270-2327 (TTY: 711) Ho 2 Bo|6t4A| 2,
£ 23 =2u AH|AE 0|8 Z7Hs L C)
2. 0|33t MH|AE= 222 4L Ch

Pyecknii enoran (Russian)

BHUMAHMWE! Eciu BaM Hy*HA MOMOMTH HA BAMIEM POTHOM S3EIKE, 3BOHUTE 10 HOMEPY
1-855-270-2327 ('T'TY: 711). Takxke ipeA0CTABISIOTCS CPEZICTRBA H YCJIYTH IS JTIOAEH C
OTPaHWYECHHBIMH BO3MOKHOCTSIMH, HATIPHMEP JOKYMEHTBI KPYITHBIM TIPHQOTOM HIH TIPHDTOM
bpaiins. 3soruTe 10 HOMepy 1-855-270-2327 (TTY: 711). Takue yciryru npeaocTaBiIsioTCsT
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 ('T'TY: 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.

uinlaiinien'ing (Thai)

1Wsanu: wnaasasnIsaNNawdaiiunmzadan nsanTnsdwrlddvuiaae
1-855-270-2327 (TTY: 711) uananil dewsaulvinnurausauaru3niseis 9 d1uiuuana
AfANANT iy 1aAF16E1 9 mﬂuaﬂmmiaau,avl,anmsmwnwmnmanmmmm‘lum
nsansdwiildAvunawaa 1-855-270-2327 (TTY: 711) Vifier i adrusuusnsvant

Khéu hiéu tiéng Viét (Vietnamese

CHU Y: Néu quy vi can trg gitp bang ngén ngit ciia minh, vui long goi s6 1-855-270-2327
(TTY: 711). Chiing t8i cling hd tro va cung cép cac dich vu danh cho ngwai khuyét tit, nhw tai
lidu bing chit ndi Braille va chit kho 16n (chit hoa). Vui long goi sb 1-855-270-2327 (TTY: 711).
Céc dich vu nay déu mién phi.
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