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2024 Schedule of Benefits 
Plan Name: CareSource Marketplace Core Gold Dental, Vision, & 
Fitness 

Plan Information 
Primary Member [John Doe] 
Member ID [104000000] 
Date of Birth [01/01/1965] 
Effective Date [01/01/2024] 
Last Coverage Change Date [01/01/2023] 

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

Highlights 
Annual Deductible* Individual: $2,000 

Family: $4,000 
Coinsurance 25% 

Annual Out-of-Pocket Maximum** 
(includes deductible, coinsurance, and copays) 

Individual: $7,000 
Family: $14,000 

* See Section 2: Evidence of Coverage for the Definition of Annual Deductible or Deductible. For individual coverage, you 
are responsible for paying the first $2,000 of Covered Services each Benefit Year before CareSource begins to pay for 
any covered service where the Annual Deductible applies. For family coverage, you are responsible for paying the first 
$4,000 for Co vered Services for your entire famil y each Benefit Year before CareSource begins to pay for any covered 
service where the Annual Deductible applies. However, for each individual co vered member within your family, the 
maximum amount each member would pay toward the family Deductible is the individual Deductible amount, in this 
case $2,000 up to the famil  y maximum of $4,000. The Annual Deductible applies to Covered Services identified as 
“after deductible” in the Covered Servi ce table below. 

** See Section 2 : Evidence of Coverage for the Defini tion of Annual Out-of-Pocket Maximum. For family coverage, each 
individual covered member within you r family is contributing toward the fami ly Annual Out-of-Pocket Maximum. 
However, for each individual covered member within your family, the maximum amount each member would pay toward 
the family Annual Out-of-Pocket Maximum is the individual Out-of-Pocket Maximum, which is $7,000.  Your Evidence of 
Coverage explains which benefits accrue to your Out-of-Pocket Maximum.  

Covered Service You Pay 
(Network Providers Only) 

Limit 
(If Applicable) 

Preventive Se rvices 
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