@?5 MEMBER TIPS

SUMMARY OF BENEFITS &

COVERAGE (SBC) DOCUMENT

ENROLLED IN INDIVIDUAL & FAMILY PLANS

IMPORTANT INFORMATION FOUND IN YOUR SBC

The SBC is a summary of your health plan’s benefits and coverage in a question-and-answer format. Think of the SBC
like a nutrition label for health plan benefits. All plans present answers to the same questions in the same format.
This way you can easily compare plans to find one that works best for you.

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: K EY 'I'E R M S TU K N UW
M E DIC Coverage for: Individual or Family

A Wl Individual Choice Catastrophic

Deductible and out-of-pocket

The Summary of Benefits and Coverage (SBC) document will help you choose a health Flan. The SBC shows you how you and the plan would share the 1 .
. . ’ © cost for cov:ynd health care services. NOTE: Information about .y cost of this plan (called the premium) will be pmvi!td separately. This is only a » Deduc“ hle Th € amou nt yU u pay
l| mlt See pa ge ] Uf yU ur pla ns A summag. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.medica.com/members or call 888-592-8211. For
g jeneral definitions of common terms, such as allowed amount, balance billing, coinsurance, copagmen , deduclible, provider, or other underlined terms see the B
: . lossary. You can view the Glossary at htips.//www.healthcare.gov/sbe-glossary or call 888-592-8211 to request a copy. e ach year bef[] re y(] ur insurance Sta rtS
SBC to view your deductible(s) e e Why this Mattrs:
. ™ $7,350 Individual / $14,700 Family for |Generally, you must pay all of the costs from providers up to the deductible amount before this t[] pay
-0f- i " in-network services, $20,000 lan begins to pay. If you have other family members on the plan, each family member must meet. "
and out-of pac ket lim |t(5). [- Whatis the overall deductible? 1nvic af 1 $40,000 Family et o indvid i deductible unl e (ol amount of GeduGlble expense Raid by i famiy
out- twork. members meets the overall family deductible.
i Yes. Preventive care, preventive This plan covers some items and services even if you haven't yet met the deductible amount. But imit
wgﬁeﬁ:‘?‘r‘vxfyﬂ%"r‘”m presc(rip(iﬁns, a%d copay servwceds from a_?ﬁhe?( or coinsurgrl\)c% may apply. I:nr exam“g)lzi_mis B c?_v;rs'oenain dgrevemi\(e services » Out—of—pocket llmlt Th e mo St
in-network providers are covere without cost-sharing and before you meet your deduciible. See a list of covered preventive
deductible? before you meet your deductible. services at hngs://www.hea\lhca¥e.gcv/covyerage/greventive»cave-beneﬁls,

[Are there other deductibles for |y, You don't have to meet deductibles for specific services. you will payinayear for health care

ispecific services’
What s the out-of-pocket limit |$7:350 Individuall $14,700 Family for | The ou-of-pocket imitis the most you could pay in a year for covered services. I Jou have other Services cove red hy y(] urnsurance.
for this plan? in-network services. No out-of-pocket |family members in this plan, they have to meet fheir own out-of-pocket limits until the overall
. Pplan |limit for out-of-network services. family out-of-pocket limit has been met. . .
rateromensed [ bl bling chages Deductibles, copays and coinsurance
is not included in the ealth care this plan doesn't cover, ' i
out-of-pocket limit? out-of-network deductible and Even though you pay these expenses, they don't count toward the out-of-pocket limit. d d h f k
I consitance. are counted toward the out-of-pocket
. i This plan uses a provider network. You will pay less if you use a provider in the plan’s network. L. .
Yes. Visit i - of | I
What you will pay. These Wi you pay e fyouusea s oo 100 MRS S ety o g o, andyouof cceve g i fom limit, but premiums are not.
L network provider? call 888-592-8211 (TTY:711) for it ?v_r—ﬁ)‘a. ). Be avere your el i o ety et oS sences
Columns ShDW hOW the Service IS — (such as lab work). Check with your provider before you get services.

m{d areferral toseea |y, ‘Vou can see the specialist you choose without a referral.

covered when you use a network » Coinsurance: A percentage of the
or out-of-network provider. charges for health care services that

you pay.

Common medical event and

3ICCWI-IFB17038-1-00118 (99448)

Services you may need I_OUk * For more information about limitations and exceptions, see the plan or policy document at www.mzdica.com/members. Lof7 » copay A set amount yUU pay Up fl’OI’lt
here for a list of common health for some services or prescriptions.

i Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Servicas Coverage Period: .
care services. M EI)ICA Wi Individual Choice Catastrophic Coverage for: Individual or Family

» Network: A group of doctors, clinics,
hospitals, pharmacies or other health

AN, Acansurance cosls shown i thischart ae after your deduciibe has been me, fa ecuctibe apples.

Limits, exceptions and other What You Will Pay ' )
important information ‘l’hls ‘Common Medical Event  Services You May Need In-Netm{ork Provider Out-o}g‘\ﬁlvew?rk I-’j"ggfl‘;:f(\fm%’:f“eaﬁli?’{\i & Other care pm\”ders that contract th yUUr
o e health insurer to provide services to its
columq shows any limits or . Erg%ﬁﬁﬁ;ﬁyfm . Watd |
exceptions that apply to a service. - e et Fint3 vt It spies o i members, generally at discounted rates.
Iﬁ:g;asry care visit to treat an injury or 25:1{:::?2 e B0 i cazi visits, ms:llh “
: Dfnr ﬁrs_lhtli cgnic’ visits/ 0% coinsurance after deductible. L
Hyousis apesthcare By Kt S, Definitions of other key terms can be
Deductible dUes not apply YOU[ Specialist visit 0% coinsurance 50% coinsurance —-none-— ‘ found at hea“hcare_guv/shc-glossary_
l t d Preventive care/ screening/ No charge. Deductible does | goo; oo K&l(‘ ;n':*?m‘z;ﬁey%zs
ptan may cover some Items an immunization not apply. EGE EIEES TDM ool o rﬁ‘.’:ﬁ"é'ﬁ:;y%;{ L
. . ), will pay for.
Services even If yUU haven t m8t ¥ han Diagnostic test (x-ray, blood work) 0% coinsurance 50% coinsurance —-none---
your deductible. D —— Imaging (CT/PET scans, MRIs) 0% coi 50% coir —none—
Generic dn 0% coinsuran Not covered
If you need drugs to treat e 0% :in:::n: L Ur%?u?r%n-da r:::)':\p:ayugne;; inhibitors
3 your illness or condition | Preferred brand drugs Not covered Ee’écepugerpzmng%s o;g ry';a"r‘s bgll‘ Sage
cmnsurance Aﬂer you have mEt ET%%;LE‘E‘I;EE?% ggg:rtage Non-Preferred brand drugs |0%coinsurance | Not covered &‘%ﬁ:ﬁ{aﬁ;ﬁ%ﬁgﬁégg %r:sn'gl
your deductible, coinsurance s medica.con/ _ Prferod Dicopsonce | %g?tg;;en%wé ﬁﬁ%i:'?’ggcy
applies (unless otherwise noted). :
J (90448)
* For more information about limitations and exceptions, see the plan or policy document at www.medica.com/members. 20f7

Note: Your cost-sharing may be different than the examples shown in this tip sheet.



http://www.medica.com/members
https://www.healthcare.gov/sbc-glossary
http://www.medica.com/members
www.medica.com/members
http://healthcare.gov/sbc-glossary
http://www.medica.com/choiceproviders
https://www.healthcare.gov/coverage/preventive-care-benefits
http://www.medica.com/ ifbpharmacy

MEDICA. windividual Choice Catastrophic

Coverage Period:
Coverage for: Individual or Family

these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan mi Pght cover medical care. Your aclual costs will be different depending on
the actual care you receive, the gnoes ur charge, and many other factors. n the h: S_diduﬂtﬂ_&s and
an( e plan. Use this information to compare the pomun of costs you mlghl pay under different health plans. Please
note these coverage examples are bssed on self-only coverage.
Peg is Having a Baby Mia’s Simple Fracture
e plan’s overall deductible: $7,350
m Specialist copayment: 0% u Specialist copayment: 0%
cove rage examples' : = Hospital (facility) coinsurance: 0% = Hospil ity) coinsurance: 0%
US e th ese exam plES t 0 u Other coinsurance: u Other coinsurance: 0% u Other coinsurance: 0%
'ghls E?(»}M;LE e fsm mcluﬁs services like: ;hls EXAMPLE event g;aludes ée(tvl;e: like: d Ehls EXAMPLE event ||’|'g,:'|ges ser;leels like: )
pecialst offce visits (prenatal rimary care physician office visits (including disease | Emergency room care (including medical supplies)
un d e rSta nd hOW YOU d nd YU ur Childbirth/Delivery Protessional Sen)ioes educa%an oy 9 Diagnostic test (x-ray) ¢ 9 Pp’
. Shlldblnthellve?/ racilllyﬂ%wi?gla odwork) glagnoshc tedsis (blood work) Durable medical equi um(pghm lihe "
iagnostic tests (ultrasounds an rescription Rehabilitation services ical ra
pla nmi g ht S ha e co StS fOf pegc\ahst visit (anesthesia) Durab\g medical’equipment (glucose meten) a P
certain services. Remember [ Total Example Cost [ s12800] | [ Total Example Cost [ s7400] | [ Total Example Cost [ ston]
that th e amoun tS S hOWﬂ are In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
not your actual costs. Deducfhies §7350] | | Deducibles 56900 | | Deductbies $1.000 Total you pay. The amounts
Copayments $0 Copayments $90 Copayments $0 .
Consurance 50| | [ Consuance 80| | [ Consuance 0 listed here are an example.
What isn't covered What isn't covered What isn't covered .
Limits or exclusions ‘ $60 Limits or exclusions ‘ $0 Limits or exclusions ‘ $0 YU ur COStS Wi “ va fy h aSEd
‘The total Peg would pay is $7,410 The total Joe would pay is $6,990 The total Mia would pay is $1,900
[ s on your plan and where you
8 R .
The tlan would be responsible for the other costs of these EXAMPLE covered services. recelve care.
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HOW TO VIEW YOUR SBC

You can view your SBC and Uniform Glossary on your secure member site on MedicaMember.com. Or, you may request a paper

copy by calling the number on the back of your Medica ID card. We'll mail your documents to you within 7 business days.

For an overview of how cost-sharing works, read our
“Deductibles, Copays and Coinsurance” tip sheet found on
your secure member site.

Have a question?

Call Customer Service at the number on
the back of your Medica ID card.

MEDICA.

© 2021 Medica. Medica® is a registered service mark of Medica Health Plans.
“Medica” refers to the family of health plan businesses that includes Medica Health
Plans, Medica Community Health Plan, Medica Insurance Company, Medica Self
Insured, MMSI, Inc. d/b/a Medica Health Plan Solutions, Medica Health Management,
LLC and the Medica Foundation.
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Medica complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability or sex.

If you want free help translating this information,
call the number included in this document or on
the back of your Medica ID card.

Si desea asistencia gratuita para traducir esta

informacion, llame al nimero que figura en este
documento o en la parte posterior de su tarjeta
de identificacion de Medica.

Yog koj xav tau kev pab dawb kom txhais daim
ntawv no, hu rau tus xov tooj nyob hauv daim
ntawv no los yog nyob nraum gab ntawm koj
daim npav Medica ID.
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