Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered ServiceSoverage Period: 01/01/2024 — 12/31/2024

CareSource Marketplace Silver 1 Dental, Vision, & Fitness Coverage for: Individual and Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choosganhEa#ttSBC shows you how you angthe
would share the cost for covered health care services. NOTE: Information about the gbanh@fatesl thgoremiunm will be provided
separately. This is only a summ&or. morénformation abooty coverage, or to @ebpy of the cplete terms abwerage, contact

www.caresource.com/marketpiazadl 844-539-1733. For general definitions of common temisywsadhrasybtalance billincpinsurance
copaymendeductiblgrovideror other underlined terms, see the Glossary. You can view thé&zlbissarg.gbv/sbc-glossary

Important Questions Why This Matters:

Generally, you must pay all of the cogisofv@arap to theeductiblamount before th

What is the overall $5,700 individual/$11,400 famiyanbegins to pay. If you have other family membesgpreded family member mus
deductibl@ per Benefit Year meet their own individigaluctiblentil the total amourdexfuctiblexpenses paid by all

family members meets the overalldaduibttible

Are there services

covered before you mee YesPreventive care Thisplancovers some items and services even if you haven't yietdunetiltl@mount.
yourdeductibl@ But acopaymemrcoinsuranamay apply.

Are there other

deductiblegor specific | No You don’'t have to noductible®er specific services.

services?

Theout-of-pocket limsithe most you could pay in a year for covered services. If y«
$7,200 individual/$14,400 fammyher family members irptaisthey have to meet theirataof-pocket limitgtil the
overall famibut-of-pocket limit

What is th@ut-of-pocket
limit for thisplarf?






https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/

What You Will P Lo :
at You VWil Fay Limitations, Exceptions, & Other

Important Network Provider Informatig

Common Medical Eve| Services You May Nee Network Provider | Out-of-Network Provid







Excluded Services & Other Covered Services:

Services YouPlanGenerally Does NOT Cover (Check your politgratocument for more information and a list of any etiegrded services

Abortion (Except in cases of rape, incest, or Cosmetic surgery Non-emergency care when traveling outside the U.S
when the life of the mother is endangered) Hearing Aids Routine foot care

Acupuncture Infertility treatment Weight loss programs

Adult orthodontia Long-term care

Bariatric surgery

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Plegdarséecyouent.)




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 exceptioptasee plodicy document at www.caresource.com/marketplace or call 844-539-1733.
tPrior authorization may be required, for more details see www.caresource.com/mp-IN-pa.
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About these Coverage Examples:

.~ = W This is not a cost estimator. Treatments shown are just examplesgihhowgtitisover medical care. Your actual costs will be diff
E - depend_ing on the actual care you receive, the pwgmharge, and many (_)ther facto_rs. Focusmmrir@nqunts
(deductiblesopaymentndcoinsurang@ndexcluded servicesder thplan Use this information to compare the portion of costs you
pay underftirent health



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/#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
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