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Adopt Section .6460, which is all new regulation tee to be added, to read:

SECTION 646Q: 2015 STANDARD BENEFIT PLAN DESIGNS

(a) For plan year and calendar year 2015, The California Health Benefit
Exchange adopts the Standard Benefit Plan Designs identified as the 2015
Standard Benefit Plan Designs, dated April 17, 2014, which is incorporated by
reference.

Authority: Government Code Section 100504

Reference: Government Code Sections 100503 and 100504(c); Health and Safety Code
Section 1366.6(e) and .Insurance Code. Section 10112.3(e)
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2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee's out of
pocket costs.

Actuanal VawQ • AV ::alculator

Indfvlduat ~verait detluctible
Othar intlividual dBductibl~s for specfic sezrvices

M1AeQicai
Firand OruBs
Oenfai

lnd)viduat put-at—pocket ma~umunr

~~~~ COVEREp
~~ vet .. €,x

~r:

Platinum PiaUnum
Coinsuran Ce Plan Copay Pian

88.10 h 88.00
.. 
$0 $0

_ 
$D $0
$0 $0
$0 $0

$4,D00 $4,D00

Primary care visit ornon-specialist practitioner
Health care

„sit to treat an injury or illness $20 $20
providers
office or
Ginic visit ~Pecialist visit $40 $40

preventive care/ screening! immunization No cost share No cost share

i_aboratory Tests $20 $20
Yests ~C-rays and Diagnostic Imaging $40 $40

imaging (CTlPET scans, MRIs} 10 % $150
drugs $5 $5

Dn~gs to treat
?enenc
refavredbrand drugs ~ $15 $15 -fllriess or

Nun-preferred brand drugs $25
_

$25cortdition
Spe:.ialty drugs 1D% 10%

Outy~atien( F2cilft7 fee (e g., ASCj 10%
surgery Physiaan/surgeon fees 10 ~ $250

Emergency room services (waived if admitted) $150 $150
Emergency medical transportation $150 $150

Neetl
.. _.

immediate
attention Urgent care goo $40

~ aciliry fee (e.g. hospital room) 10% $250 per day up
Hosuitat stay

'hysician/surgeon fee 10 % to 5 tlays

MentaVBehavioral health outpatient services $20 $20

Mental health,
behavmral $250 per day upMentalBehavioral heaNh inpatient services 10 % 

to 5 tlaysheaitn, nr
substance
abuse needs gubstance use disorder outpatient services $20 $20

Substance use disortler inpatient services ~ ~p / 5250 per day up
to 5 days

prenatal care and preconception visits No cost share No cost share.
pregnancy ~,pi very and all inpatient Hospital 10 % 8250 per day up

services Professional 10 % to 5 days
Home health care 10 % $20
Outpatient Rehabilitation services $20 $20

HeVp Jutpatient Habilitationservices $20 $20
recovering or

Skilled nursing care 10 %
550 per day up

otliar speaat to 5 days
health neeas Durable metlica~ equipment 10% 10 0

hospice service No cost share No cost share

Child eye ~Ye exam No cost share No cost share

care ~ Pair of glasses per year (or camaa lenses m heu No cost share No cost share,t glas6es)
Viral Exam

Child Uental Preventive -Clearing
piagnost~c Preventive - X-ray

No cost share - No cost share
antl Sealants per Tooth
preventive Topical Fluoride Application

space Maintainers -Fixed

Child Dental
6esic amalgam FIII. 1 Surface 20%
$erv~nes

Root Canal- Molar
~ingivectpmy,per quad

Chid peotai
F~Rraction- Single Tooth Exposeo Root or~a o

~
50

Erupted
Services

traction- Complete Bony
porcelain with Metal Crown

Child 
~~~~pynecessaryorthodonrics 50%

Orthodontics

$25

$300
$150

$65

$160

$1.000

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrouce s out of
pocket costs

Actuagal Yalue - AV Catcuiator ..

Ind(vidual Overall deducUDie
tither individual deductibles for specific services

AAetl~cal 50 SD
Brnnd Chugs SO So
Dental SO SO

individual Out-pt—pocket maximum S6,250 26,250

Gold Gold
Coinsurance Pian Copay Plan

78 80% 78.60%

$0 50

Primary care visitor non-specialist practitioner
':Heaim care ,sit to Uaat an injury or illness 530 S3o

PNlCB 0/
Clinic visit Specialist visit $50 S~0

PreveoUve care/ screeNng! imrnunizatlon ,.. No cost share No cast share

Laboratory Tests $30 Sao
Tests X-rays and Diagnostic Imaging $50 550

ImaG~ng (CTIPET scans, MRis) 20°!0 5250
generic drugs $15 515

Drugs ro oast
Preferred brand drugs $5Q X50

illness or
Nurnprefer~ed brand dugs $70 S7Ctvntlition
Speaalty drugs 20% 20%

4irtpatient Facillry fie (e.g., ASCj 2Q%
surgery Physcianisurgeon fees 20%

X600

Emergarcy room services (waived if admitted) - $250 5250
Emeryency medreal transportalion $250 $250.

Need ._

immediate
atte❑lion Urgent care $60 $60

`acility Fee (e g room) 20% $BDO.per day up
Noepital stay

_hospital
Physicia~Nsurgeon fee 20 % - - to 5 tlays

Menta~Behaworai health outpatient services $30 '.:: $30

Mental health.
behavioral ti~tentallBehavioral health inpatient services 20Mo

3600 per day up
to 5 days

substance
abuse nnetls

Subst2nce use disorder outpatient servicas $39 $30

Substance use tlisorder inpatient services 20%
5600 per day urn

to 5 days

?renatalca~eand preconcepGonxisRe No cost share No cost share
Vrepnancy

U~Irrery and all inpatient Hospital 20%. $600 pecday up
services Professional 20% to5days
Home health care 20°l0 530
Outpatient Rehabilitation services $30 53o

Help Outpatient Habilitation services $30 S30
zecoveri~g or

Skilled nursing care 20%
$300 pe, day up

Ot~lO! 5~1@Gldi lG J d~y5
health needs Durable medical equipment 20% FO`!

Hospice servire No cost share No cost shape

Child eya
'=ye exam No cost share No cost share

care
1 pair of glasses per year (or wntact lenses in lieu

No cost sfiare No cost snareal yl~~yes}
vrat exam

Child Denial Prevent~ae -Cleaning
Diagnostic Preventive -X-ray No cost share No cost shape
and Sealants per Tooth
Areventive topical Fluoride ApplicsUon

Space Maintainers -Fixed

Ghtld Danta~
88sic amalgam FiII - 2 Surface 2040 S25

Services

Root CanaV- Mora[ S300
,~ny~ve tomy per Quad 550

Child Dental xtracuorn Single Tooth Exposed Root or
Major

Erupted
50% $65

Services _~i~acnorn ComplEta Boni. . 5'Iso
?orcela~n wiU~ Metal Crown ~ $3C0

child Med;wlly necessary orthodontics 50% 51.000
ORhodonhcc

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 1T, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of
pocket r^^'.

/pctuariat Value -Ate Cale~~ntor

Individual C?verall deductible
Other intl~v7dual tleducGbles lot 6{seCifc servipes
.. Medlca!

Bland gruSiS
Dental

Intlivicival 4utwt—pocket mattimum.

~norvitlual Individual

Silver S~Wer
Coinsurance Pian Cupay Plan

70.30°r6 69.90Yo

N/A N!A

52.000 52,000
$250 5250
i0 50

$6,250 56250

Health care
Pr~rnary care ~~.+it or nonspecialist pracucioner

~5 545,,,sit tc treat an injury or illness
provider's
OffICF D/
CliluG v15ii 5P'=G481151'VISI~ $f>5 $f)5.'

r~reventive care/ screening/ immuriiza6on No cost share No cost share

Laboratory Tests $45 $45
7osts x-rays and Diagnostic Imaging $85 $65

imaging (C7/PET scans, MRis) 20% X $250
Oenenc drugs $15 ~ $15

drugs to [rear
Preferred brand drugs $50 X 550 X

illness o~
,~orrpreferred brand drugs $70 X $70 Xoonait~ort
Specialty drays 20% X 20% X

6utpat~ent Facility fee (e.g.; ASC) 20% 20°i
surgery ahysician/surgeon fees 2030 20%

Emergency room services (waived it admitted) $250 i X S250 X
':mergency medical transportation $250 X $250 X

Need
immediate
attention 'Jrgenc care $90 $90

Facility fee (e.~. hospital roam) 20 % XHospital stay
physician/surgeon fee 20%

20% X..

~+AentaiBehaviaral health oatpaUent services $45 $45

MerWl health.
behaviura~ ~ientai/Behavioral health inpatient services 20% X 20% X
health. or _ _.
substance
abuse needs Substance use disorder outpatient services $45 $45

Substanceuse disorder inpatient services 2D% X 24% X

?renatai care and preconception visits - No cost share - No cost share
Pregnancy

peuvery and all inpatient Hospital 20% X 20% Xseances professional 20%
Homz health care 20°!0 $45
Outu~t,ent Rehabilitation services $45 S45

Helo Jutpauen[ HaCiUtation services $45 ... $45
recovering ~r

Skilled nursing care 20°!o X 20% Xother special .

health needs Dureble medical equipment 20% 20%

Hospice service No cost share No cost share

Child eye =Ye exam No cost share No cost share

care 'Pair of glasses per year (or contact lenses in lieu No cost share No cost share~f glasses)
Oral Exam

Child perual Preventive -Cleaning
~iagnceUc ~revendve - X-ray No cost share No cost share
and Sealants per Tooth
vrevennve 1."opical Fluoride Application

Space Maintainers - Fixetl

ChPIC 6antal
basic Amalgam Fiil - 7 Surface 20% $25
Servlcbs

Root Canal- Molar $30C
G~ngrfectomyparQuad 5150

Child pentad
,h~actiom Smgle Tooffi Exposed Root orMajor F~uptaa 50~ $65

Services
~tradion- Complete Bony $16Q
PcrceleinwithMetalCrown $300

Child V~edicallynecessaryorthodontics 50% $1,000
Orthodontics

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Erno~lee's oat of
por_ket costs.

Act~anal yalua - AY Calculator

li~dividuai Overall deCuutible
Ottia~ intlivldual daduotibles (or specific services

Medfcat
Brand Drugs
Dental

jndividuat Out—of—packet maximun)

SHOP

Silver
Coinsurance Plan

$HOP

Silver
Copay Plan

7'i SO% i 1.00%

NIA NIA

$1,500 $1.SOD
5500 SSOC
50 £0

56.25G SE 250

Health care
~~imary care visitor norrspeciallst pracGnoner ~5

S45
providers

visit to treat an in;ury or illness

ONICE Of
Ginic visit Specialist visit $65 565

?reventive care! screeningi immunizafon No cost share No cost share

l.abostory Tests $45 545
Tests X-rays and Diagnoslic Imaging $65 $65

Imaging (CTiFET scan,, MRlsl 20`16 X 325G
Generic drugs $15 ~~5

Drugs fa treat ,referred brava drugs $50 X 5~0 Xilloass or
condition

yorrpreferred brand drugs $70 X 570 X
Specialty drugs - 20°!0 X 209ro X

Outpatient Fa,~ility fee (e g., ASC) 2Qq ~~°~
au~gery Pnyscianisurgeon fees 20% 20'.~~

emergency room services (waived if admitted) $250 k 9250 X
cmergancy metlical iransportahon $250 X S~So X

Need
immetliate
attentfpn Uf~80l C8B ' $JQ $9U

r - actlity fee (e q. hospital room) 20% XHospital stay ~,hysicianlsurgeoq fee Zp~ '0-i~ X

~Aental~Behavioral health outpatient services ` $45 - S15

Mental health,

~~~a'~o~~ ^AentaVBehavicral health inpatient services 20% - X - 20~~~~ X
health. ar
substance
abuse neeci~:

Substance use disorder outpatient services $45 545

Svostance use disorder inpatient sernces 20% X~ 2o`r. X

Prenatal care and preconception wells No cosh share No cost share
P.egnanay

sell eery and ail inpatient Hospuai 20% x
sernces Professional 205

~0-~ X

;tome healtfi care 20°/0 5a5
Outpanent Rehabilitatwn services $45 ~4~

Help Outpa?lent NaGllitation SefvlGes -$45 S45
recovering or

S~~'lled nursng Cere 20~/~ X 20% Xothe7 spatial
hea tYh needs Du~aole meh~cai equipment 20'/0 20°~6

8ospme serviw No cost share No cost share

Child eye
~Ye exam Mo cost share No cost share

care
1 pair of glasses per year {oroonta~.Y lenses In Iles

No cost share No cost shareof yias,es~
Oral Exam

Child S~ental Preventive-Cleaning
D+agnostic PrevenUva - X-ray No cost share Nc co,t snare
and Sealants per Tooth
Preventive Topical Fiuoridc Applioatlon

Space Maintainers -Fixed

eh~aa oe~i
Baxic Amalgam Fili - 1 Surtace 20% 525
Services

Root Canal-Molar ~ y3oC

Child hetrtai
Grngivectomy per Quad 3156

Alajor
Ex~ractiorn Single Tooth Exposed Rooi or

50% 365

~ry~~$
_rupted
_xtraction C.omplate Bony S16G
Porcelain with MetalCrown y3G0

Child
Fdedicaliy necessary orthodontia 5p% $1,000

G.tnOdontica

See endnotes.



2015 Standard Benefit Plan Designs
1Q.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts tlescribe the Entoilee's out of
Docket costs.

Actuanat Value - AY Calculator

Indivitluat Overall deductible
pihar individual deductiGles for spacifis 9arvices

SHON

Sewer
HSA A~,i~

7t6G°h

51,500 integrated Med/Rx Ded

MCdtcal NSA
Brand O~uga NrA
aunta~ NIA

fnd(v~d,4a1 QNt-of-pocket rpazjq}urr~ SB,250

?rimarycare visit or non-specialist practitioner
XHealth care

~jsit to Veat an injury or illness
20'/0

Qrovider's
dtfice~ or
clinic visit Specialist visit 20% X

?~eventive cage/ screening/ immunization No cost share

~_aboratory Tests 20 % X
lusts X•rays and Diagnostic Imaging 20% X

Imaging (CT/PET scans, MRis) 20 % X
Genenc drugs 20h X

tirWus ro wat
_ .._...

Preferred brand drugs 20 % X
iiln~ss or

Non-preferred brand drugs 20^'o X
condition

Specialty drugs 20 a X

Outpat~en! Facility fee (e.g., ASC} 20% X
surgery Physicianlsurgeon tees 20% X

Emergency room services (waived if admitted) 20 X
Emergency medical transportation 20 % X

Need _ .. .. ..

immediate
attention Urgent care 20% X

~ acility fee (e, g, hospital room) 20 % X
Hoepltat stay

t~hysic~aNsurgeon fee 20 % - X

MentaUBehavioral health outpatient services 20 % X

Mental health,
benaviora! MentaitBehavioral health inpatient services 20% X
health. or ..
substance
abuse needs

Substance use disorder o~rtpatient services 20% X

Substance use disorder inpatient services 20 ~ X

Prenatal :.are and preconcaption visits No cost share
pregnancy

delivery and all inpatient Hospital 20 % X
services Professional 20% X
Nome health care 20°b K
Outpatient Rehablitatlon services 20 % X

Help Outpatient Habilitation services 20% X
renoverina or

killed nursing care 20 f X
other special
health needs Durable medical equiprcieM 20°!0 X.

i iospice service No cost .hare X

Chd~f eye EYa exam No cost share

care ~ Pair of glasses per year (or contact lenses in lieu No evst share
of glasses)
Oral Exam

Child Dental ~'reventive -Cleaning
OiagnasFc areventive-X-ray No cost share
and Sealants per Tooth
Preventive r~~pical Fiuontle Application

Space Maintainers -Fixed

Chdd Oentat
~sas~c ~.malgam Fib- t Surface ,. 20°10

Servioes

Roos Canal-Molar
Gingnectomy per Quad -..

Child 6ental
~~radron- Sn91e Tooth Exposed Root or

Mayor
Erupted

50%'
Services

,xtract~on- Complete Bony ..:... _ 
-orcelain withMetal Crown

Child
Medically necessary orthodontics 50%

Onhoaontics -

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage.
Member Cost Share amounts describe the Ertrdlee'S out of Silvar Coinsurance Plan Silver Coinsurance Plan
Docket costs. 100°/P150%FPl 15~'o-20D°ia FVL

Rctuana3 Va94e - AV Ca1Gu(atot 94.80°~ 88.00%

Indi~iduai Ov@rLll ~ieductibie $0 N1A
Oinc, ~nrlivldual duducfiCles [or apecitic anrvlces

Medical $0 5500
- Brand Dryags SG S5q

pental $0 5L

1n0ividual put-t7f-flooket ma~cimum $2,250 52,25Q

primary care visd or non-spedallst practltioner
Health care

iisd to treat an injury or illness
$3 515

providePs
Of(IGB Qf
aHnic visit .S'pecialist visit $5 $20

Preventive care/ screening/ Immunization No cost share No cost share

~ahoratury Tests 53 ~ S15

Tests X-rays and Diagnostic Imaging 

~. ~
55 520

Imaging (CiiPET sc:~ns, MRis). `50°le 15'~:~ X
Generic drugs $3 55

Dn~gs to Veal
~~eterred brand drugs $5 5~5 X

iuness or
Norrpreferred brand drugs $10 S25 XcunCitioo
Specialty drugs 10% i5°r.: X

putpatienf ~sciiityfee{e.g.,ASC).:. 10"/0 15°r~

surgary Ph~sicianlsur~eon fees t0% ?5~~~

Em~rgencyroomservices.(waivsdifadmitted} $25 5;,~ X

Eciergency metlical transportation $25 ~%': X
Neea
immediate
attention Urgent care $8 3S0

°acilityfee(e.g.hospitalroom) 10% ~5;o X
Hospitalstay

PhysiciaNsurgeon flee 10% 15 ~~

fvlental: E3ahavioral health outpa}ient services $3 S15

Mental health,
behavio2l MentaG6~~aworal heath inpafiient S¢MCes 10% - 1596 X
heaim. o,

substance
aLuse neetls

S~bstanca use disorder outpal;ent services $3 $15

Substance use disorder inpatient services 10°/a 1SG, X

?renatal care and preconception visits. No cost share - No cost share

Pregnancy
~Delivery and aV4 Vnpa~ient Hospital ~Dio 15% X

services :Professional 10'6 15~%

Home health care 10°~0 t5%

O~,tpatient Rehabilitation services $3 $15

Neip O~ipatieM Habilitation services ~ S3 515
eacover~np or

Skived nursing care 10% ~59L X
other special

~health needs -Durable medical equipment. 10% 15°,

Hospice service - No cost share tJa cost share

Child eye `-ye ~'~~m No cost share No cost snare

care ~ Pair of glasses per year (or. contact lenses in lieu No cost share Pm cosy share
o f glasses)
Oral Exam

Child Dental Preventive -Cleaning
O;agriostw preveM~ve-X-ray

No cost share No cost snarz
and Sealants per Tooih
fNeventive Topical Fluoride Application

Space Maintainers -Fixed

Child Dental

Basic Amalgam Fili - 1 Surface: 20Mo 20°~~

S@NlC,tlS

Roil Canal- Molar

~~ngivactomy per Quad
Child Dental

Extraction- Single Tooth Exposed Root or
Major

Erupted
50% 50wo

Services Cxvadion-Complete-Bony
Pcrceiain with Metal Crown

Child tiq~~~py necessary orthodontics 50% 50%Ottl~odontics

See endnotes.



2 15 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cosi Share amounts describe tha Enrollee's out of Sih•er Coinsurance Pian
pxket costs. ~Otl°h250%FPL

Aauen~i 'Jalue-HV CalcWamr ~r~unded up tv 74.01

)gdividual Overall deductfbie N/A
'Other idd(vitlua[ dpduct441es (or SpeoiTte servfetas

MetfiCa! $1,600
Brand prags $250

j~Clviau~~ Out-ol-pocket ma~cjmum $5,206

?~~mary care visit or nod-specialist practitioner
Neanh care

visit to treat an injury or illness
~p

providers
of~ka m
clinic visit Specialist visft $50

?reventive care! screening/ immunization No cost share

i_aboratory Tests S40
Tests ;t-rays and Diagnostic Imaging .350

niaging {CT/PET scans, MRIs) 20% X
3eneric dnigs $15

Orugs to «eat F roferred brand drugs $35 X
illrress or ,yin-ureterced braAtic drags $6p Xcondition

Spacialty drugs 20% X

Outpatient ~acilityfee(e.g.,ASC). 20%
surgery Physicianlsur9eon fees 20%

emergency room services (waived if admitted) 8250 X
Emergency medical transportation $250 X

Need 
_.

immediate
attention Urgent care $80

facility fee (e.g. hospital room) X20 %
Hospit::! stay 

physician/surgeon fee 20%

Mental/Behaviorel health outpatient services S40

Men[a~ health,
Iwhav~orai P,Aentai/Behavioral health inpatient services 20/. x
heeltY,, ar

6ubsf:.nct~
abuse+ naetls 

Substance use disorder outpatient services $40.

Substance use disorder inpatient services. 20 % X

Prenatal care and preconception visits No rost share
Pregnancy 

~e~~very and aVl inpatient Hospital 20 % X
services Professional 20%
Home health c3 fa 20~
Outpat~ont rZehabditation serzices 540

Help Cvtp,ic~nt H~tb Iitatfon seNiceS $40
reco~sring or 

~kdled nursing care 20 % Xath?r spsaa!

h~aith needs curable medical equlpmeM 20

Hospice service No cost share

Chad eyo 
`-Ye exam No cost share

care ~ pair of glasses per year (or contact lenses in lieu No cost shareof glasses)
Graf Exam

Child Dental Preventive -Cleaning
Diagnostic preventive-X~ray.

No cast share
and Sealants per Tooth
➢reventi~e r opicai Fluoride Application

Space Maintainers -Fixed

Child Dental

Basic AmalgamFill - 1 Surtace :?0%
Services

Root Canal- Molar
"~ngivectomy per Quad

Chi W Uencal
E~raction- Single Tooth Exposed Root or

Ma or
~ Erupted

5~

Sero~ces 
_xtraction-CompleteBony
Porcelain with Metal Crown

Child 
Medically necessary orthodontics 50%

Orthodontics

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April'i7, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollees out of Silver Copay flan Silver Couay Plan

pc .ket casts tOD ro- 150% FoL 150 iP200%FPL

Actuarial Valu,6 ~ AV G61ct4pRof _..- _ 94, 90=~ 83.00°0

(ndividuat Overall tieducttble 50 N/A

Other ~ndrvidual deductibles for specific services
Madloai $0 550G

E3rand Drugs 50 S50

Dentai 50 50

Individual Out-of—packet maximum s2,<5o S225o

Primary care visit or rton-specialist practitioner
Healthcare ~3 5~5

~~isit to treat a~injury ur illness
provides
atiice or

clinic visit Specialist wsit $5 520

Preventive caret screenings.immunization No wst share No cosy she; z

laboratory Tests S3 Si 5

Tas[s x rays and DiagnosticJmaging $5 b20

imaging (CT/PETscans,- MRIs} $50 S1oG

Generic drugs $3 55
Drugs to treat 

preferred brad drugs. ~ $5 S~5 X
illness or 

Non-p[eferretl brand drugs $10 525 X
nondrtion 

specialty drugs 10% 15°~~ X

Outpatient Gacility fee (e.g., ASC) ;. 10% ...,.

sur~ary Physician/surgeon fees 10% 1590

mergency room services (waived if admitted) S25 3'S X
Emergency medicaRransporfat~on $25 S'S X

Need

atterrtion Urgont cafe $6 $30

Hospital stay 
Facility fee (e.g. hospital room}

X~0% 75"~
Phys;cianisurg~on fee

~tienialiBehavloral health outpatient services S3 515

Mental health, _
bohav~oral Mental/8ehevioral health inpatient services 96% 15°'~ X
health. or _

eu6stanae

abuse reeds 
~ubsta~ce use disorder outpatient services $3 X15

Substance use disorder inpafie~t services 10% 15 % X

prenatal care and preconception visits No cost share No cost share

Pregnancy 
Delivery and all inpatient Hospital

70 % 1 ~ it X
services Professional

Home health care $3 S~ 5

Outpatient Rehabilitation services $3 5 ~ 5 _

Help outpatient Habilitation services $3 ~ 15

racovoriog nr 
Sk~dletl nursing rare 10% t=:,,~ X

other speaiaf

hearth neetls Duraola medical equipment 10% ~5`.~

ricspice service No cost share No cost snarE

Chiid eye ~Y'' exam -.. No cost share
--No cost share

1 pair of glasses per year (or contact lerrses in lieu
.care No wst share No cyst share

~,r glasses)
Oral exam

Child pentai ?reventive -Gleaning

piagnost;e Preventive -X-ray.... No cost share No cost share
aid Sealants per Tooth
Preventive Topical FluondeApplication

Space Maintainers -Fixed

Chfid Dental

Basic AmalgamFill- 1 Surface $25 - 525

Services

Root Canal- Molar :.. 8300 ~3oD

r'~~ivectomy per Quad $i50 5150
Child Dental

xFracUon- S~ngie Tooth Exposed Root or
Major 

BuPted
S65 565

Sen'„'Bs 
extraction-CompleFeBony ~ ~~ 3 60 S16o_._.....
~'orcelain with Metal Grown S300 5300

Child 
Med~callynecessaryoAhodondcs =.$1,W0 51,oCq

pr7hodantics

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts Describe the Enrollee's out of... Silver Copay Plan
pocket costs. 200% 250% FPL

Actuarial Value-Av Calcuintor 73.50%

Individu&t Overnit deduofibie N;A
Oth~•r ~ndlv~du+~l dequgtibles for rpecKlc services

Mecilcef $1,600
Brand Drvga 5?50
Oentat SG

lndividuat Qut—ot—ptick@t mdximum 55,200

H2afth care
u nary case vise or noo-specialls~ prac!Itioner

~~yit to h eat an m~ury or Jiness

clinic visit Specialist visit $50

Nreventive care/ screening! immunizatwn ~ No cost share

Laboratory Tests 540
Tests z-rays and Diagnostic Imaging X50

imaging {CTlPET scans, MRisj $250
"eneric drugs $15

Drugs m traac F refenad brand drugs $35 X
iuness or

Yon-preferzed brand drugs S60 - Xoonditior7
Specialty drugs 20% X

Outpatient Facility fee te~9-~ ASCj 20%
surgery PhysiciaNsurgeon fees ?0%

Emergency room services (waived if admifled) $250 X
E=mergency medical transportation 6250 X

Need
Immediate
ettenUon Urgent care i80

Facility fee (e. g. hospital room)
Hospital s[ay

uhysicianlsurgeo~ fee
~Q~ x

Mentali8ehaviwal health outpatient services 340

Mental health,
bwiaviora~ MentallBehavioral health inpatient services 20 % X
health.. nr
substance
abuse needs

Substance use disorder outpatient services ?40

Substance use disorder inpatient services 20 % X

Prenatal care andpreconception visits No cost share
Pregnancy

~~eliveryand ail inpatient Hospital
20% X

services Professional
Home health care. $40
Outpatient Rehabilitation services $40 .

Help ~~utpapent Habilitation services ..... $40 . .
ra000zring or

skilled nursing care 20 % Xother special
t,eatth ❑eeas durable medical equipment 20q

Hospice seivice No cost share

Child dye
'=Ye _exam No cost share

care ti pair of glasses per year (or cooled lenses in lieu No cost shareof glasses)
'oral Exam

CMIa Dena! Preventive -Cleaning
Oiagnoshc i~reventive - X-ray No rust share
anti Sealants per Tooth
Preventive Topical Fluoride Application

Space Maintainers -Fixed

Chi1C Oontaf
Basic Amalgam Fill - t Surface 125
Serv~cer.

Root Canal- Molar ~~00
'~~9~Vettomy per Quad $150

Chiltl 6ental
Extraction- Single Tooth Exposed Root orms ~

~ rupted
$~5

Service3
~~raction-Complete8ony $160
''orcelain with Metal Crown $3J0

Cntld
y~zdical(y necessary oModonGcs $1,000ortnodo~rc~os

See er,d~otes.



° 2075 Standard Benefit Plan Designs
10,0 EHB
Date: April 17, 2U14

Summary of BeneFts and Coverage.
Member Cost Share amounts describe the Enrollee's out of

Bronze Pian
Bronze

:pocket costs HSA Plan

Aatuanal Valu6 • AVCajculato! 60.0'0 59.409'0

Individual (fverdll deductibi6 55,000 integrated Medlftx Detl 5:,500 mtegratatl Med/Ru
Criher indivitluai de0uctib~as far specific services

AAegtc»I N/A NiA
8reotl Drugs N; F:. N:A
Dental 50 N/A

indivltlual Out-ol-pocket maximum 56250 36 250

After 1st three
primary care visit or nen-specialst praclilioner

Health care ~~
noo-

4C% Xy~slt to freat on injury or illness preventive
provider's visits
office or
Clinic visit Spcci~hst visit X70 X 40°ro X

Preventive care/ screening/ immunizatlon No cost share No cost share

Laboratory Tests 30'90 X AO% X
Tests X-rays a~ io Diagnostic Imay~~ng 3C`/o X 40 % X

Imaging (CTiPET scans, MRIs) 30`Y X 40°/ X
~enenc drugs 515 X 40% X

Drugs fo ireaf 
preferred brand dru sy $50 ;t 40% X

illnes6 or
"ion-preferred brand drugs 575 X 40°0 Xcondition
Speaal~y drugs 30'-o X 40;4 X

Outn3tient Facility fee (eg., F~SC) 809e X 40% X
surgery Physiaan~surgecn fees 30WS X 40Y6 X

cmerg~ncy room services (waived ifadlnittCd) S3o0 X a0% X
Emer~ercy me~~cal Sransportation

Need
$30o x 4o°h X

immediate A,fier 1st thres

attentron Urgern. care ~5~~
non-

40:'o X
preventive

visas

~c~ii~y tee (e. g. hospital room) 30% X ao~% X
Hospital stay 

physiaan;urgeon fee 30%.:r X nC4i~ X

After 1st three

~~tentaUBehavioral health outpatient services ;. g6Q ,.
Horn

40% X
pr9ventivo

vslts
M1tentai health,
buhav;oral Menia~: F:eha~iioral hea1N inpatient services 304'0 X 40°-_~ X

substance After 1st [nree
abuaa nee4s Subs!ance use disorderoutpatfenf services 360

non-
40% X

.: sds

S~c;t=',nee use disordQr inpatient aervicas. 30>~o x ao+~ X

prenatal care and pr@eoncepgon visits No cost share No cost share
flrognarrcy 

Delivery and all inpatient Hospital 30'~o X "Gvo X
servfres professional 307, X 405'o X
Home haaEtKCHf6 30 ~o X 40 % X
Outpaueo[ Rehabilitation services 560 X 40 % X

Help Ourpatient h~abdltanon services ~ 560 X 40% X
rac~venng of

Skilled nuring care 30°/ X 40"/o X
other >oecial
heeith needs D~~rable me~~ical equipment 30% X 40 ro X

Hospice sSNice No cost share X No cost share X

Child eye 
~=Ye exam NC cos! share No cost share

~e~ t par o~ glasses per year {u. contact lenaes In Ilau
of gla;,es~ No COsI share No cost share

Oral Exam
Child Dental Prevantrae-G~aning
Diag~ioeuc Preventive - X-ray

No cost share No cosh share
and Sealants Vei -Tooth
Qrevenuve ropical FWoride.P,ppllcaUon

Space Maintainers -Fixed

'—Child ~entai
Bu6~c Amalgam Fi11. 1 Surface. 20%` ~~,~
Service&

Root Canal- Molar
Gingivectom~ per Quad

Chlid Denim
—traction- Sog~e Tooth Exposed Root or

Major 
erupted

50?L So'='o
Services 

~Uactiorn Complete Bony
porcelain with R4etal Crown

Child ,q~icalty necessary orthodontics -:50% 56°;~
Arthodontics

See endnotes.



2015 Standard Benefit Plan Designs
10.0 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts desuib=_ the Enrollee's ouf of
poCkBt Costs.

Actua~el Value-A`J ~.Jalculatc~

tgdividunk Overall deducti6ie
Qttwr j~idivitluai Qeduetibtes for specific servlCefr

Meciicat
Brand Drups
Uentat

Indlviduxa Dyt—of-pgcket rnanimum

Catastrophm Plan

36,6001ntegra~ed Med,Rx Ded

N.-A
N. A
NiA

56.6Gv

After 1st
Primary care visit or nonspecialist practitioner three non-

Healtli care ~ isit to treat an in ur or illness
~ Y

~ preventive
provider's

0~114e tlf
VISIT$

cfinic wsd Specialist visit 0% X

preventive care/ screening/ immunizatwn No cost share

Laboratory Tests - 0°io X
Tests X-rays and Diagnostic imaging OI X

imaging (CT/PET scans, MRIs) ql X

`'enenc drugs ~0 % X
grugs to treat

'referred brand drugs 0 % X
illness or

Non-preferzedbrand drugs 0% - Xconmtion
Specialty dnigs 0% X

Outpatiuni racility fee (e.g., ASC) 0°10 X
surgery ?hysician/surgeon fees ~% X

c_mergency room services {waived if atlmittedj q % X
~_mergency medical transportation 0% X

NeeQ
iavweUiaty - Afta~ 1st

anention Urgent care 0~
three nun-
preventive

visits

F=acility fee (e.g. hospital room} 01 X
Hospital stay

~hysicianlsurgeon fee 0% X

After ist

'dentaliBehaviora~ health outpatient services. Oq
three non-
preventive

visits
h9e~taf health.
bal~rvn~,r~il Mental/Behavioral health inpatient services 0! X
health. ur

sutrstance After 1st
aduse needs

ubsta~ce use disorder outpatient services .. pqo , three non-
preventive

visits

Substance use disorder inpatient services - '0°!o X

Prenatal care and preconception visits - No :ost share
Preynanry

~~elivery and all inpatient Hospital 0% X
services Professional. OI X
Home health care 0 % X
Outpatient Rehab~lifation services 0% X

Help Jutpatient Habilitation services Onto X
recovering or

Skilled nursing care U°6 Xother special
neait+~ ncvsds purabiemedicalequipment ~J% ~ X

Hospice service No cost share X

Cniid eye
~Ye exam No cost share

care
i Pair of glasses per year (or comact lenses in Iieu

No cost share xof glasses)
Oral Exam

Child ~entat Preventive -Clewing
Diagaosnc Nreventive-X-ray

No cost share
and Sealants per Tooth -
Prevenave i'opicalFluorideApplication

Space Maintainers -Fixed

ChilU Uontat -

Basic %+malgamFill-1 Surtace 20% X

Services

soot Canal- Molar X
~,ng~~ectomyper~tuad ' X

Chifd Deental
Extraction• Single Tooth Exposed Root or

btajor
Erupted

50% X
Services

..,~Vacfion-~CompieteBony X..
Porcelain with Metal Crown - X

IIniltl
Orth UdJ(tt~:,s

Medically necessary orthodontics 50%. X

See end~otes.



2015 Standard Benefit Plan Designs 10.4 EHB

Notes:

1)

3)

4)

5)

6)
7)

8)

9)

Family deductibles and out-of-pocket maximums are equal to 2 times the
individual values. Except for the deductibles in High Deductible Health Plans
(HDHPs) linked to Health Savings Accounts (HSAs), in a family plan, an
individual is responsible only for the individual deductible and the individual out-
of-pocket maximum amount. Cost sharing payments. (deductibles, copayments
and coinsurance, ,but not premiums) for essential healfh benefits made by each
individual-apply to the deductible and out-of-.pocket maximum. However, cast
:sharing payments made for non-emergent out-of-network services that are not
plan-authorized exceptions do not apply to the in-network family deductible and
out of pocket maximum. The family deductible may be satisfied by any
combination of individual deductible payments, after which rr~ernber capays or
coinsurance apply until the family out of pocket maximum is reached. Once the
family out-of-pocket maximum is reached, the carrier pays all costs for covered
services for all family members.
For HDHPs linked to HSAs; in a family plan; eac~i individual in the family must
meet a deductible of-:$2;600. until the family as a ~~vhole meets the family
deductible. For HC}HPs linked. to HSAs, in a family plan, .each indiv(dual in the
family must meet the individual out of pocket maximum amount that is the same
as that for self-only coverage until the family as a .whole meets the family out of
pocket maximum amount.
Cost sharing payments far all in-network services accumulate toward the
deductible, if deductible applies to that service, and the out-of-pocked maximum.
.Cost sharing for services with copayments is the I~sser of the copayment amount
or allowed amount {the. maximum amount on which payment is based for
covered health care services}.
For. the .Bronze and CatastropF~ic ̀plans, deductible is waived for the first three
non-preventive office or urgent care visits, including outpatient Mental
Health/Substance Abuse visits.
Member cost-share for oral anti-cancer drugs shall not exceed $200 per month.
In the Platinum and Gold Copay Plans, hospital, in-patient and skilled nursing
facility stays have na .additional cost .share after ~ days.
For drugs to treat an illness or condition the copay ar coinsurance applies to the
prescription supp,l~. Nothing in this note precludes a carrier from offering mail
order. prescriptions at a reduced cost
For the child,dentai portion of the benefit design, a carrier may choose the copy
or coinsurance child dental benefit design, regardless of whether the carrier
selects the copay or the coinsurance design for the non-child dental portion of
the benefit design. fn the Catastrophic plan, the deductible must apply to copays
for non-preventive child dental benefits.

2015 Standard Benefit Plan Designs April 17, 2014



2015 Standard Benefit Pian Designs

9.5EH6 a `a COVERED
Date: April 17, 2014 ~ ~ y F r e "`

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee's out of Platlnum Platinum
pocket costs. Coi~surencu Plan Copay Plan

Actuadaf Value- AV CalcWamr 86.10% 88.00%

Individual OveraN deductible $0 $0
Other intlividua! tleduct)bles for 5{wtitic aernces

Medical $0 $0
Brand Urugs $0 $0
Dental $0 $0

1pdrviduai Oui~f-pocket ma~umum $4.000 $4.000

Prii.~arycarevisitofrion•specialistpractitioner
Healthcare vast to treat an injury or illness $20 $20
providers

clinic visit Spcaalist visit $40. $40

preventive caret screening/ Immunizatwn No cost share No cost share

laboratory Tests $20 $20
Tests X-rays and Diagnostic Imaging $40 $40

Imaging (CT/PET scans, MRis} 10% 5150
~enenc drugs $5 - $5

CHvgs Yo treat
~feferred brand drugs $15 $15

~Ilness or
yoo-preferced brand drugs $25 825condition
Specialty drugs 10% 10%

Outpatient Facility fee (e.g., ASC) 10°!0
sury~ry ''hysiciaNsurgeon fees 10% $2~

Emergency room services (waived if admitted} i $150 $150
Emergency medical transportation $150 $150

Need
immr~tliate ..
attention Urgent care $40 g4p

$250 per day upFacility fee (e. g. hospital room) 10%
Hospital stay

Physician/surgeon fee 10 % to 5 days

'AentaliBehavioral health outpatient services $20 $20

Mental health,
o~ahoviorei Mental%Behavioral health inpatient services 101

$250 per day up

hualth, or ~ to 5 days

c. ~.ibs[arice
n6use needs Substance use disorder outpatient services $20 S20

Substance use disorder inpatient services ~p ~ $250 per day up
to 5 days

prenatal care and preconception visits No cost share No cost share
Pregnancy

delivery and al4 inpatient Hospital 10 % - 5250 per day up
services Professiona6 10 % to 5 days

Home health care 10 % $20
Ciutpat~ent Rehabilitation services $20 $20

Help OwpatientHabihtatwnservices $20 - $20
recovering 4~ gkilled nursing care ~~ ~. $750 per day up
other special to 5 days
health needs Jurabla medical equipment iD% 10%

Hospice service '. No cost share No cost share

CMIo eye
~Ye ezam _ No cost share No cost share

sere ~ P~~r of glasses per year (or contact lenses m I~eu No cost share No cost share~f glasses)
Oral Exam

Child Dental Preventive -Cleaning
Diagnosctc ~:~reventive-X-ray

Not Covered Not Covered
and Sealants per Tooth
preventive iopicai Fluoride Application

Space Mainta7ners-Fixed

Chdd Derna!
Has~c Amalgam Fill - t Surface Not Covered Not Covered
Services

Root Canal- Molar Not Covered

Chifu ~entai
Gingivectomy per Quad Not Covered

traction- Single Tooth Exposed Root or
Mayor Not Covered

Erupted Not Covered
Servrnces

Extraction- Complete $ony Not Covered
Norcetain with Metal Crown Not Covered_

Ch~~`~ Medica4ly necessary orthodontics Not Covered Not Covered
OrthadontiC6

See endnotes.



k 2015 Standard Benefit Pian Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee's oert of Gold Gula
oce'~o'rosts. Cgmsurance P an Copay Plan

Actuan3l Ydiue-AV Cdla4lator 78.80% 78.60%

1n~rvia~ai Overaft deducGbta SO 50
~hcr individual Aeducti bias for 5peciAc serviccr5

R9 edical SO $0
6rantl Drug6 SO $0
pentat SO :~0

Individual Out-pf-poakat maximum 56250 56.750

Primary care visit or non-specialist practitioner
Health Dare vlsd to treat an injury. or illness

$3U 530
proaider's
office or
ciinie visit Specialist visit $50 `550

Prevennve care/ screening/ immunization No cost share No cost snare

Laboratory Tests $30 53G
.. Fasts X-rays and piagnostic Imaging $56 S50

imaging (CT/PET scans, MRIs) 20M S25C
~enerictlnags $15 S?5

drugs to treat prefarrea brand drugs $50 SSo
Illness or 

Non-preferred brand tlrugs $70 b70
condition 

~Fecialry dtu9s 20% ?r1`,':,

piitpatient Facility fee (e.g., ASC) 20%
surgery Phys~clan surgeon fees Z~y 5600

Emergency7ewm services (wai~•ed if atlmitted} $250 "$250
Emerc ercy medical transportation- $250 '$250

Need

attention '~Jrgart care $60 $6Q

Fac~l~ly fee (e g. hospital room) 20% $600 per day up
Hospital stay 

~hysklan/surgev~ fee. 20% io5 days

V~entall6ehavioral health outpatient services S30 530

Mental health,
behavioral Mentai~Behaviorai health inpatient services Zp~ S600 perday up

health, or _ .... to 5 days

substance
abuse needs ~ubstarice use disorder outFatient services $30 'X30

Substance use disorder inpatient sernces Zp ~` $600per day up
l0 5 days

Prenatal care and preconception visRs No cost share No cast sharz
Pregnancy 

Gelrvery and all inpatient Hospital 20°!,'. $600 per ;]ay ~u
sorvfces Professional 20%' '' to _days

home health care - 20°fo 53U
O~cpat~eiit Rehabilitation services $30 530

Help O~ipatient Habilitation services - $30 B3G
recovering or 

~hdled nursing care 20 %
X300 p~-r day ~p

ether special to ~ days
health needs DurabYe medical equipment 20°/ 2G

Hospice service No cost share No cosy snare

Child e ye 
tYe exam "' No Cost Shafe No cost share

care ~ Pair of glasses per year (or contact lenses in Gee
t ~I~rses7 No cost share No cost share

Oral Exam — ----
ChildOertal Preventive -Cleaning
Diagnostic ureven;rve X-ray Not CoVBfed Not Covered
anc3 Sealants per Tooth
Preventive topicalRuo~deApplication

apace i.4ainta'n~rs -. Fixed

Child genial -
gey;~ Amalgan~i rill - 1 SudaCe Not Covered Not Covered

Sen~ices

Root Canal- RRolar Not Coverod
GingrvectacnY pef Qued Not Covered

Chltd pental 
.~iraction- Smgle Tooth Exposed Root or

~Ma~ot Fruptad
Not Covered Not Covered

-Services 
Extrac4on- Complete Bony ~ ~ ~ Not Cove. ed
Porcelain w th Metal Crown NOf Coverec

Child ~~e4iczlly necessary orthodontics Not Covered .Not Covered
Urthvdontics

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts desaibe the Enrollee's out of
pocket costs.

Anur, r~ai Yalue - AV Calculator

fndrvidual Ovarall daducHble
Other lndrviduai deducY(btes /or 5pecifiC servi"_

Med~Cai
Brand Orugs
6ental

,(nCiv~dua4 Out-ot-pocket maximum

InaiviUual Indiv~aual

Silver Silver
Coinsurance Plan Copay Plan

70.30`76 69-90'io

N;A N/F

$2.000 .. $2.000
5250 $250.
50 $0

56,2`G $6.250..

' ~~mary care visit or non-specialist pracfitioner
tiea~th care

visit to treat an injury or illness
~5 845

uNtce or
conic visit aPecialist visit $85 $65

Preventive care! screening/ immunization No cost share No cost share

Laboratory Tests $45 $45
Tuts X-rays and Diagnostic Imaging $65 385

imagin9(CT/PET scans, MRis) 20% X $250
3enericdrugs S15 $t5

Orvgs ro vest
~,~~ferred brand drugs $50 X $50 X

illness or ,~on~preferred brand drugs $70 X $70 Xwna~tion
Specialty drugs 20 % X 20 % X

Ou[pat~ent Facility fee (e.g., ASC) 20 % 20%
auryery ~'hysiciaNsurgeon fees 20% 20%

flmergency room services (waived if admitted) $250 X $250 X
emergency medical transportation $250 X $250. X

Need
immediate
attention Urgert cars $90 $90

Hospital stay 
Facility fee fe o. hospital room) 20% X 20~
Physician/surgaon fee 20%

X

^Aentel/Behaviorel health outpatient services $45 $45

Mental health, _
behav,oral Mental/Behaviorel health inpatient services 20%.. X 20% X.
health.. or
substance -
abus~ nr,eUs

gubstance use disorder outpatient services $45. $45

Sucstsnce use disorder inpatient services 20%. X 20% X.

r~renatal care and preconception visits No cost share No cost share
Pregriincy

De~i,;ury and ail ~npetient Hospdal 20 % X
services Professional 201

zor x

Home health rare 20 % $46
Outpatient Rehabilitation services $45 $45

Heap Outpatient Habilitation services $45 $45
recovering or

SktlYed nursing care 20% X 20% Xother special
heattn neeas durable medical equipment 20% 20% ,

Hospice service No cost share No cost share.

Chtld uye =Ye exam No cost share No cost share

cery 1 pair of glasses per year (or contact lenses in lieu
No cost share No cost share„f glasses)

Jral Exam
ChVld 6entai Prever:ive -Cleaning
Diug~oshn preventive - X-ray

Not Covered Not Covered
ana Sealants per Tooth
Prevenc~ve Topical Fluoride Application

Space Maintainers -Fixed

Child Uuntal - --
8asic 4malgam Fiil - 1 Surface Not Covered Not Covered
Services

foot Canal- Molar Not Coveretl

Chad Duni,i' 
"9~vectomy per Quad Not Covered

Major
Extraction- Single Tooth Exposed Root or

Not Covered Not Covered

~`""'~"~
erupted

'-~Mradion- CompleteBony Not Covered
Porcelain with Metal Crown Not Covered

~h~~~ 'Aedically necessary orthodontics Not Covered Not Covered
pnrtodontics

See endnotes.



2015 Standard Benefitplan Designs
9.5 EHB
Date: April 17, 2014.

Summary of Benefits and Coverage. sHv~ sHop
.Member Gost Share amounts describe fhe Enrollee's out of Silver Silver
pocket costs. Coinsurance Plan Copay Plan

pc[uanai Value-AV Caiculatar 7.50% 700'.%

Individual Qverall deAuttible WA N/A
Other Indivitlua( aeductibies for speciYit services

0.4etlical 51,500 51.500
8re~d Drugs SSOG 550G
panta~ bD a0

(gdrvlqyal Out-~ot-pvckst ma~timum S6,250 56250

arimary care visit or non-specialist practitioner
Health care 545 Say

visit to treat an injury or illness
p.ovidets
office or
glinic visit Specialist visit $65 505

Preventiveearelscreenmg/.immuniza~on ,: No cost share Nucos~share

Laboratory Tssts $45 545
Tests x-rays and Diagnostic Imaging $65 Sos

Imaging (CT/PET scans. MRIs) 20% X 5250
Generic drugs " $15 $15

prugs to treat prefe« ed brand drugs 550 X a50 X
illness or 

Non-prefe~retl brand drugs S70 X S70 XcoorfiGon
Speaalty tlrugs 20% X 20~% X

Outpatiert Faclliry fee le.g , qSC) 20% ?_0%

surgery Physicianlsurgeon tees 20% 20'~%,

Err;ergency rAom service_ (waived'+f admitt6tl) $250
—X 5250 X

emergency medical transportation $250 x 52~C X
Neetl ..

immediate
attention Urgent care $90 S90

Facility fee (e. g. hospital room) 20%
~Hospital stay 

~hysiciaNsurgeon fee 20~ 20~~ X

~~ientall8ehaviorai health outpatienbservicas -$45 S45

Mental health,
behaviovat I~7entallBebavioral health Pnpatient services 20% X...... ;C.S X
health, or

abuse needs 
SubstancE use disorder outpatient services $45 545

Substance use tlisorder inpatient services 20% - X ~ ~ =0°-~ X

Prenatal care and preconception visits No cost share Nu cost share
Pregnancy 

peliveryandall~npatieot Hospital 20% X
~~ ~~ Xservices - Professional 20%

dome heaRh care. 20% 546
Gutpat en[ Rehabilitation services $45 545

Help Ou[papent tlaUilitahon services ~.$45 54S
recovering or 

~~~~~ed nursing care 20% ~ X ?_0°;'~ X
other spucla, __
health needs Durable medical equipment 20% 20°io

~ospiceservice No cast share No cost share

Chiltl eye ~>'`' exam No cost share No cost share
1 oair ai glasses per year (or cant t i - see ~n Geu

care Na cost share ~ No cosy share~~ gasses)
Oral 6cam

Chi1tl Dental ur?ventive - Cleaning
DiagnosGe Preventive-X-rat Not Covered Not Covered
and Sealants per Tooth
Preventive Topical Fluoride Application

Space Maintainers - Fixetl

Ch;ltl Dental
Basic ~rnalgam Fill - 1 Surface Not Covered Noi Covered

Services

Root Canal-Molar Not Oo~~ere~f

Child Dental 
~~~9~~edomy pe~Ctuad Not Covered
Extraction- Single Tooth Exposed Rooi or

A5 a)or Not Coveretl Noi Co. era
&erviaes 

Erupted _
Eutract~on-Complete Bony hoc Covered
'~~orcelain with Metal Crown Noy Covered

Child 
Medically necessary orthodontics Not Covered Not Gooered

Orthodoo[ics

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage sHoP
Member Cost Share amounts desuibe the Enrollee's out of Si Ivor
pocket costs. HSA Pfan

;pccuerial Yalue - 9Y Ca(cuiator 71.60'G,

~ndivfdual Overall dequMibfa $1,500 integrated MediRx Ded
Other individ~ia4 deducf~6les for specific services

Medical Nr,a
Brand Uru9~ NSA
pantal N,A

(11Q~Ktd~AI Ouf-bf-pocket maximum Sd,750

'rimary care visit or nonspecialist practltioner
Heaitn care

visit to treat an injury or illness 20 % X
provider's
atfioe or
clinic vis~c Specialist visit 20 % R

?reventive care! screening/ immunizatioa. No cost share

Laboratory Tests 20 % X
7vs•.s X-rays and Diagnostic Imaging 20% X

imaging (CT/PET scans, MRis) 20 % X
~enedc drugs 20% X

Drugs to trdaf
Preferred brand drugs 20 % X

illnass or 
Non-preferred brand drugs

condition 20q X
Specialty drugs 2D% X

putpatien[ Facility fee (e.g., ASC) 20% X
euryery Physicianlsurgeon fees - 20% X

trnergency room services (waived it admiKetl) 20 o X
emergency medical transportation 20'/o X

Nee6
immetlfate
attention Urgent care 20°io X

iiospiwl stay ~ acility fee (e. g. hospttalroom) 20l X
PhysiciaNsurgeon fee 20% X

Pdenta~/Behavioral heaftti outpatient services 20 0. X

Nen[al health, .
Doiiavwral MentaUSehavioral health inpatient services 20% X

supstance
abuse ~eeAs 

substance use disorder outpatient services 20% X

Substance use disortler inpatient services 20 % - X

Prenatal care and preconception visits No cost share
Pr~ynanpy 

pelivery and all inpatient Hospital 20 % X
services Professional 20°l0 X
dome health care 2040 X
Outpatient Rehabilitation services 20% X

Meip Jutpatient Habi~itaGon services 20% X
recovering or

Skil;ed nursing care 20aa Xother special
healchneeas Durable medicalequipment~ 204'0 X -

Hospice service No cost share X

Chid eye Eye exam No cost share
~a ~ 1 pair ofgasses per year (or contaa lenses in lieu

No cost shareof glasses)
Oral Exam

Chid peotal Preventive -Cleaning
piagnostic n~eventive - X-ray

Not Covered
and Sealants per Tooth
Prevantive Topical Fluoride Application

Space Maintainers -Fixed

Cniid Dental
Basic Amalgam Pill - 1 Surface Not Covrred
$erv~ces

Boot Canal- Molar

Ch+id Oetttal -"'ngivectomy per Quad 
~

N ajur 
~tractwn- Single TooN+ Exposed Root or

Not Coveredtrupted
Services

cxvact.on- Complete Bony
porcelain with Metal Crown

Chid 
Medical necessa orthodontics

Y ~` Not Co~rered
flrtnoauntics

See endnotes.



` 2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee's out of Silver Coinsurance Plan Silver Coinsurance Plan
pcc4=t Costs. 100°r>150%FPS 150%200% FPL

Hctuariol Value-AV Celculamr 9a.80% 88.OGvo

1ndn~iduai 9verall deductible 50 N/i,
Ou,enndividuai deductibiea for sNCelflc services

Medical $0 5500
Brand Orugs $o S50

dental SO SO

ndiviauai Ovt-of-pocket (~laxirrlum 32,250 52.250

Primary care vi51t orison-specialist praclitioner
Health care 

~~isit to 6 eat an in)~ry or l4ness
~3, 515

providers
Office or _......

sl3nic visit Speclatist uisi~ $5 X20

Preventive cars!screening/ immunizatlon No cost share No cost share

LaGoratory Tests $3. S t s

Tests x-rays and Diagnostic Imaging $5 S20
Imagmg{CT7PET scans, MRls) 10% 15°~o X

Generic drugs $3 S5
Drvgs to treat ~,, Eferred brand drugs $5 - S15 X
ilirteas or 

Non-preEerrad brand drugs $10 825 X
condition

Speaaltydrugs 10% ~5~i~. X

Ouipatinn[ Facility fB9 (e.g , ASC) 10 0 1570
surgery Phys~ciaNsurgeon fees .gyp( 15°:;,

Emergency room sarvices.(w~aived if admittetl) $25 5 ~ 5 X
emergency medical transpoGatior. $25 5s'. X

Need

attention Urgent care $8 53G

t acihty fee (e g. hospital room) 10% >> -" X
Naspital utay 

PhysiciaNsurgeon fee 1p% 1Se'.;

Mentai/8ehaviorai heslthoutpatieot services -' $3 515

MerNal heaittt, ... -

benaoiorat ,U,ema~;9enavioral health inpatient services 10% ~5`W X
health. of _.. .

substanrx

abuse muds 
Substance use disorder outpatient sevvices $a S~5

S~rostance use disprder inpatient services 10% ~ ~ t5"~~ X

Prenatal care and preconception visits No wst share ~~o wst share
Pregnancy 

Delivery and alI inpatient Hospital 10 r 75=t. X
services. Professionaf 90% ?5-;'~:
home health care 10% is i~
Gutpatient Rehabilitation services $3 710

Help Outpatient Hadilitation services $3 Sts ~.
recoveong or 

Gkilled nursing care 10°!0 ~ 5°%~ Xother special

:+<atm needs purable medical equipment 10% 15~~5

Hospice service No cost sfiare No cost share

Ch11C eye =Ye exam No cost share " No ccst share
1 pair o! g)aases per year (orwntad lenses in lieu

care No cost share No cost snare
~t glasses)...
O€al Exam

Child pente~ Preventive -Cleaning
OiagnQstic preventive • X-ray Not Covered t:oi Covered
and Sealants per Toott
Preventive i opical Fluoride Application

Space Maintainers -Fixed

Child DaMai 
~basic Finaigam Fill -.1 S~rfacs Not Covered No[ Covered

Services

Root Cana- Molar

Chitdpencl 
GingivectomyperQuad
F~ctraction- Single Tooth E~cposetl Root orMajor Noi Covered Nat Coverer
Erupted

Services
Extraction-GompletaBony
Porcelain with Metal.Crown

Child 
Medicatly necessary orthodontics ~ Not Covered Not Covered

QrthodOntiCS

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee's out of
pocket costs.

Actuarial Value-AV Calcuiaf4r

Individnef Qveralt deduetlbla
Other indwidual detluctibles for specific services

Medical
Brand Qrugs
6entai

Individual (k,t-oi-pocket mazi~num

Silver Co1n5Urepce Plan
20p~10-2Sd`/e FPl-

rounded up to 74A~6

N!A

$1 600.
$254
$C

$5,2W

Heath care 
Primary care visit or non-specialist practitioner ~~

provider's 
~~sit to treat an injury or illness

oRicv or
olinic visit Specialist visit $50

'reventive cafe/ screening/ immunization No cost share

Laboratory Tests $40
Tess x-rays and Diagnostic Imaging $50

maging (CT/PET scans, MRIs) - ?0% X
3enenc drugs

Drugs to great
$15

preferred brand drugs
Illness nr $35 X

y~~preferfed brand drugs 860 Xconnuian
Specialty drugs 20% X

Outpatient Facility fee (e.g., ASC) ZO%
surgery "hysiciaNsurgeon fees 20l

Emergency room services (waived if admitted) y~250 X
emergency medical transportation 5250 X

Need ..

immediate
attention Urgent care $80

XFacility fee (e.g. hospital room) 20 %Hospital slay
PnysiciaNsurgeon fee 20°6

~,tentaVBehavwral health outpatient services $40

Mental health,
behavioral Mentalr8ehavioral health inpatient services 2U1 X
health, or
substance
ahusa nueUs

S'u65tance use disorder outpatient services $40.

Substance use disorder inpatleni services 2U% X

Prenatal care and preconception visits No cost share
prugn~ncy

pelivery and all inpatient Hospital... .20 % X
services Professional. 20
Home health care 2D

. Outpaiient Rehabilitation services 340
Help ,~ucpanent HabtlRation services $4D
recovering or

Skilled nursing care 20 % Xother special
health Heads Durable medical equipment 20%

Hospice service No cast share

Child eye EYe exam NO c05t shale

care ~ Pair of glasses per year (or contact lenses in lieu No test shareof glasses)
oral Exam

Child Dental Preventive -Cleaning
Diapnnstro Preventive - X-ray

Not :;overed
and Sealants per Tooth
Presvvntiv~ Topical Ftuonde Application

Space Maintainers -Fixed

Chico Oenta!
9asic Amalgam Fill - 1 Surface Not overed
Services

Root Canal- Molar

Child UentaE
'~~ngivectomy per Quad

Major
~tradion- Single Tooth Exposed Root or

Not Covered
Services

Erupted
c;~{raction•Compiete$o~y
Porcelain with Melal Crown

Chad
y~edically necessary orthodontics Not Coveredprthodontica

See endnotes.



2G15 Standard Benefit Plan Deigns
9.5 EHB
Date: April 17. 2014

Summary of Benefits and Coverage
Member Cost Shat amounts describe the Enrollee's out of Silver Copay P!an Silver Copay Plan
pocket costs iD0°/ 150%FPS i50iP2DU°io PPL 

-(~cjuanal Value-pV CalaulaSor _ 94.90% _ 88.00%

Individual Overall ucau ctible 50 NiF

(Nhei indlviduul deductibles tqr apocltic services

M1§eCical SO 5500

aran~ drugs So s5c~

Dental ~~ =-~
#ntllviUua! Qut—at-~ioCkgf maximum 52 25C 52,250..

Primary care visit or non-speciaiistpractitioner
Health care $3 S15

v i, it ,o treat an injury or i0ness -

oftice or

cllnle visit SPeclaliat v~sd $5 S?o

Preventive care/ screening/mmun¢ation <No cost share Ko cost share

abu~aiory Tests $3 51 E.

Tests X~rays and Diagnostic Imaging $5 52G

imaging (CTlPET scans, MRIs) $50 - StoC

3e~eric drugs $3 55
Drugs to treat ~ referred brand drugs ~ $5 S15 X
Nlnessor 

rJor~pref>rzedbranddrugs $10 525 X
conUitio~i 

Specialty drugs 10%a 15 r~ X

Ou:patiort Faci!fry#ee{e.g.,ASC}. 10% 15°,':

surgery Physiciardsurgeon fees. 10°k ~5>.,

Emergency room servioes (waived if admitted) 525 ~%5 X
Emergency r~edica) transportation $25 S75 X

Need
Immediate
attention Urye~t Cafe $8 S30

Facility fee (e g. hospital room)
Nospitai stay ~,r~ysician/surgeon tee ~~~ 75;;, X

Mental/Behavioral health.outpatientservices $3 S~5

A9enial health,
behavloraf klentatlBehavioral health ir~pa6:nt services 10% t b " X

subsfance
abuse needs 

Substance use disorder outpatient services $3. S

Substance use disorder inpatient services 10% - ]5'^-'" X

Prenatal care andpreconception wsds No cost share No cost snare

Pregnancy 
;~eVrvery and aU inpatient Hospdal

t0 0 15~'~ X.
services Professional

Hpme health care c.... $3' ~t5

Jatpatient Rehabifitafion services $3 5 ~5

Help ~utpalient Habilitationserviees $3. S15

iecavaring or 
Skilled nursing care 10°!0 ~ , s3 X

other ~pecia!

trealth needs Durable medical equipment , ~ 40% 15"~

Hospice service No cost share No cesi snare

Child eyn 
~Ye ezam - No cost share No cost share
1 pair ofglasses per year (or contact lenses in lieu

care No cost share No cost snare
of glasses)
Oral Exam ----

Chiidpenta~ ?reventive-Cleaning
Diagnostic ~revent~ve-X-ray_

Not Covered Not Govcred
sna Soalagts per Tooth
Preventive TapicaiFluorideApplication

Space Maintainers -Fixed

Chid Dental
6as;c 5malgam Fiil -1 Surface Not Covered No: Covered

Serviced

Root Canal-Malec Not Covered Not Covered _

~ingivectomy per Quad Not Coveted Not Covered
Child Dental

c*trac~~on- Singe Tooth F~posed Rooi or
Ma)or

Erupted
Not Covered Not Covered

Serrices 
c~trac,ian Complete6ony ~ NotCovered NctCoverea

Porcela n with Metal Crown Not Coveretl Net Co~:~erad .

~~°~d Medicai!y necessary orthodontics Noi Covered Na Covered
Orthodontics

See end~otes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Beneftts and Coverage
Member Cost Share amounts describe the Enrollee's out of Siivar Copay Plan
pocket costs. ~ 200%250% FPL

Actuarial V81ua - AV Calculator 73.509%

fndivitl ~;l riverall deductible MA
Other u,mv~duni deduc~fibles For speciFlc services

Medicpl 51,660
Brand Drugs $250
Dental 50

l~dividual Out-of-pocket maximum 55.200

Primary cara visit or nonspecialist practitioner ~~
Health care

~isrt to treat an injury nr illness
provider's
office or
ofinic visit ~Peciai~st vist

~ 

$50

Preventive care/ screening! immunization No cost share

Laboretory Tests $40
Tests X-rays and Diagnostic Imaging g50

Imaging (CT/PET scans, MRIs) ,250
Generic drugs $15

Drugs to treat
preferred brand drugs $35 X

iflnesti or
Non-preferred grand drugs 360 Xconcl ition
Specialty drugs 20l X

Uu[patien! =acility fee (e,g., ASC) 20l
aurpery Physlc~an/surgeon fees 20°0

~.mergency room services (waived if admitted) ~ffi250 X
Emergency medical transportation 1250 K

Need
tmmed~ate
anention Urgent care S80

Facility fee (e g. hospital room)
Hospi[al stay

Physician/surgeon fee
20°!a X

'.1ental/behavioral health outpatient services 840

Mental health,
behav~orai rytental/Behavioral health inpatient sen~ices 20 % X

substance
abuse needs

Substance use disorder outpatient services $40

Substance use disortler inpatient services 20% X

Prenatal care and preconceptior, visits No cost share
Pregnancy _.. ...

~?elivery and alb inpatient Hospdal
_.. _.

?0 % X
services professional
Home health care ,040
Outpatient Rehabilitation services $10

Meip Outpatient Habilitation services - S40
recovaiing or

Skilled nursing care ~ 20% Xother special
heaiih needs ~urabie medical equipment - ZO°10

Hospice service No cost share

Child eye cYe exam No cost share

pare ~ pair of glasses per year (or contaa lenses in lieu No cost shareo(glassas}
-"Oral Exam ~

Child Dental Preventive - geaning
Diagncsbc Preventive • X-ray

Not C;ovarad
and Sealants per Tooth
Preventive Topical Fluoride Application -

Space Maintainers -Fixed

Ch11Q Dontaf
Basic Amalgam Fiil - 1 SuAace Npt Covered
Services

Root Canal- Molar Not Covered

Child 6untat
Gingivectomy per Quad Not Covered

en ajor
~tractiorn Single Tooth Exposed Root or

Not Covered

$°rv̀ 10"~
~rupted
~xtrectian-Complete Bony Not Covered
Norcelain with Metal Crown - - Not Covered -

Chiia ,,i~icaily~necessaryorthodontics NotCuvered
prlYiaduntics

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
.Member Cost Share amounts describe the Enrollee's out of Bronze Plan

Bronze
pecker costs. HSA Plan

:Actuarial Valua ~ AV Calculator 60.60% 59.a0a~o

Iftdividuai Overall deductible 55.000 integrated MadIR< Ded 54.500 integrated Med/Rx
Other individual deduetiblbs for spet;ific services

Medical NiA N;A

9rena Oru9s PJ~n ,^n~
Dental 50 N/A

IndiY~duai Q❑;-~f—pocket mwrinzum X6,250 S62SD

After 1st three
?rimary care visd or Wort-specialist prac6tioner

Heaith care
X60

non-
40 ~ X

~~isit to treat an injury or illness preventive
providers visits
DfTtGe Of

clinic visit Speaalist visit $70 X 40'<. X

t~reventive care; screeninglimmunization No cost share Nc wst share

Laboratory Tasts 304' X 40'G, X
Trtsts X-rays and Diagnostic Imaging 30 % X 40 % X

Imaging (CT/PEl scans MFtls) 30',o X 40','~ X
"enenc drugs 515 X AQ% X

Drugs to treat
preferred brand drugs 55G X 40 r6 X

illness or
Norrpreterred brand drugs 5?5 X 40°i X

- conhrtion
Spenalty cl rugs 30°'~ X 4C% X

Oufpa2isnt Facility (ee (e.g.. ASC) 30 % X 409~o X
surgery P~ysid.anhurgeon fens 3G'io X 40°~o X

emergency room services.{waived iE:admitted) 5300 X 40 % X
Emergeery n~ed~cal irdnsportation 53~p X a0~6 X

tdeed
immediate Aft.r 1st tn: ee

attortfion Urgent csr~ $120 non- 40Pi~ X
pr2venhve

- vists

a_,I~ry fee (e g. hospital room} 3p /c ~ iG-~- X
Hospitzl stay 

Ph~saarnsurgeon fee: 30% a ~: X

Aher lst three

Mentali6enaviorai.health outpatient services ggp non-
40% X

pie~~entive

A7ental health,
,~islts

bchavfora~ Man~aCL~chaviural health inRatient services - 30% X ao% X
health, or
substance ~ After tsc three
ahuse needs Substance use disorderoutpatient services T~~O f10~ 40 % Xpreventi~de

visits

Scostanca use disorder: inpatient services , 30! x a0'-~:, X

Prenatal care and preeonceptlon visits No cost share No cost share

Pregnancy 
Delivery and all inpatientHospital 30% X 40~~ X
services Professwnal 30°~~ X ao~s X
Home health Care 30°~6 X 40'% ~ X

~wpane~t Rehabilitation services ash X ao% X

Help Outpatie~rt Habilitation seMces ~0 x 40% X
tecovaring or

Shiliea nu~smg care 30i~:, X n0°s: X
other special
heIDth seeds Durable medical equlpmeni 30% X 40% X

hospice saiwce -. ~ No cos: share X No cost share X

Chlb eye 
~Ye exam __ No cost share No cost share
1 ilea of glasses per year (o. contact lenses in lieu

care No cost share No cost sham
~f ~i~ssesi
Oral Exam

Child Aental Preventive-C~e~nu~g
piagn95tic PreventivO-X-lay Not Covered Not Covered
and ~ealanls per Tooth

_ ~ Preventive ~op'rcal Fkuoride ~pplicatlon
Space Maintainers -Fixed

Child Dentel
Basic Amalgam Fili-.i:SuAace Not Covered Not Covered

5erv~ces

- Root Canal- Molar

Child Denta~ 
GingivetKomy per Quad
Extraction- Single Toom Exposed Root or

Major Not covered Not Covered
Frupied

Services
Extractipn-Complete Bony
Porcelain with Metal Crown

Chotl p,~ydica~~y necessary orthodontics .Not Covered P:ot Covzred
Orthodontics

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: April 17, 2014

Summary of Benefits and Coverage
Member Cost Share amounts describe the Enrollee's out of
pocket costs.

Ca~asirophic Plan

ActusrtaiVa~us-AVCatcularor

- Individual OveraG deduMlWe 56,600 integrated Med/Rx Ded
Othr~ individual tleductibles for specific services

Medital NrF~
Brand Unigb N1n
Denta) N+h

individual Oyt-qf-pocket,manunum 55 6~0

After 1st

Hearth care
Primary care visit or non-specialist precUtioner

~ ~
three non-

Jisit to treat an injury or i0ness preventive
prooider's

visits
office o.
clines vlsi4 Specialist visit 7! X

Preventive caret screening/ immunization No cost share

laboratory Tests 0 % X
'fasts X-rays and Diagnostic Imaging 0 % X

Imaging (CT7PET scans, MRis) 0%. X
'enenc tlrugs p% X

6~ugs ro treat
'referred brand drugs 0% XIllness or

oondicmn ~~on-preferced brantl drugs 0% X
Specialty drugs 0 i X.

Outpatient Facility fee (e.g., ASC) 0 % - X
suryery :'hysician/surgeon fees 0%. X

Emergency room services (waived if admitted) 0%. X
Emergency medical transportation v % X.~~ .. _

immediate After 1st

attention Urgent care ~ ~ three non-
preventive

visits

Facility fee (e.g. hospital room) 0% XHospital stay
~hysiciaNsurgeo~fee 0°!0 X

After 1st

~~dantal/Behavioral health outpatient services p~ threw noo-
preventive

- visits
Mental haalth.
behaviora~ Mental/Behavioral health inpatient services - 01 X
h9alth, or _.. ..
substance Aftef 1St
abuse nearJs

Substance use disorder outpatient services 0%
three non-

- preventive
visits

Substance use disorder inpatient services ~ ~ X

Prenatal care and preconception visits No cost share

P~eg~~a ~̀'Y Delivery and all inpatient Hospital 0 ~ X
services Professional 0°fo X
Home health care - ~ % X
Outpatient Rehabilitation services 0 % X

Neip OutpatienfHabilitation services J% X
recover`np or

Skilled nursing care U% Xntnur spuc~al
heahrt needs purabie medical equipment 0°!0 X

Hospice service No cost share X

Chiitl eye dye exam No cost share
1 Pair of glasses per year (or contact lenses in lieucare
of glasses) No wsi share x

Oral Exam
Child Dental ?reventive-Cleating
Uiagnosnc preventive -X-ray No ws; share -
and Sealants per Tooth
Prevenoue topical Fluoride Application

space Maintainer= •Fixed

Chid C7nntal
Basic amalgam Fill - i Surface Not Covered
$CfViCB6

"r?oot Canal- Molar

chiio Dontui
''ngivectomyperQuad ~, ....

Major
~trection- Single Tooth Exposed Root or - Not Covered

Services
Eruvted _.. ..
~straction- Complete bony _..... _ .
~'orcelain with Metal Crown

.

Chia
~,~edically necessary orthodontics Not Covered

OrthodgntfCs

See endnotes.



2015 Standard :Benefit. Plan Designs 9.5 EHB

.Notes:

1) Family deductibles and out-of-pocket maximums are equal to 2 times the
individual values. Except_for,the deductibles in High Deductible Health Plans
{HDHPs) linked to Health Savings Accounts (HSAs), in a family plan, an
individual is responsible only for the individual deductible and the individual out-
of=pocket maximum amount..Cost sharing payments (deductibles, copayments

.and coinsurance, .but not premiums) for essential health benefits made by each
individual apply to the deductible and out-of-pocket maximum. However, cost
sharing payments made for nan-emergent out-of-network services that are not
plan-authorized exceptions do not apply to the in-network family deductible and
out of pocketmaximum. :The family deductible may be satisfied by any
combination of individual deductible payments, after which member copays or
coinsurance apply until the family out of pocket maximum is reached. Once the.
family out-of-.pocket maximum is reached, the carrier pays all costs for covered
services. for all family members.

2) For HDHPs linked to HSAs, in a family plan, each individual in the family must
meet a deductible of $2,600 until the family as a whole meets the family
deductb#e. For HDHPsJinked to HSAs, in a family plan, each individual in the
family must meet the individual out of pocket maximum amount that is the same
as that for self-.only coverage until the family as a whole meets the family out of
pocket maximum amount.

3) Cost sharing payments for all in -network services accumulate toward the
-deductible, ifdeductible-applies to<thatservice, and the out-of-pocket maximum.

4) Cost sharing for services with copayments is the lesser of the copayment amount
or ailawed amount, (the. maximum amount on which payment is based for
covered health. care services).

5) For the Bronze and Catastrophic plans, deductible is waived for the #first three
non-preventive office or urgent care visits, including outpatient Mental
Health/Substance Abuse visits.

6) Member cost.-share for oral anti-cancer drugs shalt not exceed $200 per month.
7) In the Platinum and Gold Copay Plans, hospital, in-patient and skilled nursing

facility stays have. na additional cost share after 5 days:
8) For drugs to treat an illness or condition the copay or coinsurance applies to the

prescription supply. Nothing in this note precludes a carrier from ofifering mail
order prescriptions at a reduced cast.

2015 Standard Benefit Plan Designs April 17, 2014
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2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014

Summary of Benefits and Coverage Standalone DentaiPian Standalone Dental Plan

Member Cost Share amounts describe the Enrollee's out of pocket Pediatric Dental EHB Pediatric Dental EHB
costs. CopayPian Coinsurance Plan

Up to Age t9 Up to Age 18

Actuana! Value 83 0% 86.8%

1~c~ividual Deductible (waived for Diagnostic 8 Preventive} gp $65 In Network!
$65 Out of Network

Family Deductible (Two or more children $p $130 In Network/
{waived for Diagnostic &Preventives $130 Out of Network
individual Out of Pocket Maximwn $350 $350_
.Family Out of Pocket Maximum (Two or More Children} $700 $700
Office Co~ay $0 $0

1Naiting Period
(V~aiverQt~ ~~ ~nd~ton uroms~on, as ~at~neq -n :~eant~ & Sa±aty i:oCe N0118 N0~2
13~7_SQ ia~i~ItJil4i and insurance CoUe 4C+nN c (SG)(d?

Annual Benefit Limit
None None

jfn«: max~niu^< amuur !the ~entat p dr: mil pay =r' the oenai.; yearj

Oral exam $0 0°/a
Preventive - Cleaning $p p%

Diagnostic &Preventive 
Preventive - X-ray $0 0%
Sealants per Tooth $0 0°/a
Topical Fluoride Application $0 0%
Space Maintainers -Fixed $0 0%

Basic Services Amalgam Fiil -One Surface $25 20% x
Root Canal -Molar " $300

Major Services - C.rowns Gingivactomy per Quad $150
a~u Casts, Endodo~~ti~s; E~raction-Single Tooth Exposed Root
Perio~fontics, or Erupted $65 50% x
Prosthodonc~cs. oral Extraction -Complete Bony $160
Surgery

Crown -Porcelain with Matal $300

Orthodontia Medically Necessary Orthodontia $350 50% x

Pediatric Dental EHB Notes (only applicable to the pediatric portion of the
Standalone Dental Planar Fatuity Dental Piano

1) in a coinsurance plan, each child is responsible for the individual
deductible unless the family deductible has been met. Once a
child's individual deductible or the family deductible is reached,
cost sharing applies until the child's out-of-pocket maximum is
reached.
2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that child.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-neh+vork services contribute to
the family deductible. if applicable, as well as the fatuity out-of-
pocket maximum.
4) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Adult Oentai Benefit Notes (onty applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.
6) Families eligible to purchase a Family Dental Plan must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.
7) if a child is enrolled in the Family Dental Plan, ail children in the
family under age 19 years must be enrolled in the same Family
Dental Pian.
8) Oniy Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Pian are eligible to purchase the Standalone or Family
Dental Plana
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2015 Dental Standard Benefit Plan Designs

Date: April 77, 2014

Summary of Benefits and Couerage

Member Cost Share amounts describe the Enroiiee's out of pocket
costs.

Actuarial Value

individual Deductible (waived #or Diagnostic &Preventive)

Fatuity Deductible (Two or more children)
(waived for Diagnostic 8 Preventive
individual Out of Pocket Maximum
Femiiy Out of Pocket Maximum {Two or More Ch3idren)
QNice Gopay

Nlaitiny Period
{1~la~ve~ ~a ~~_ ~~ncJihon promsion, as 7efined in Me21th 8 Safety Gone
13S7S0 {a~(3;,.;: ~, a: antl tnsUrance Ccwe 1n+,5B9(1CJ)~tl~

Annual Benefit Limit
(Ihb maxmuR~ amoGn~ the a~ntal plan vyiii ~,ey +n the hennfit y5atj

Family Dental Plan

Pediatric pental EHB Adult Dental
Copay Pian Copay P{an

Up to Age 19 Aye 19 and Oider

83.0 % Not Calculated

$0 50

~C $0

$350 Not Flpplicable
$700 Not Applicable
$0 QO

None None

None None

Oral Exam 50 $0
Preventive -Cleaning ~0 $0

Diagnostic 8 Preventive 
Preventive - X-ray So SO
Sealants per Tooti~ $0 Not Covered
Topical Fluoride Application $0 Not Covereq
Space Maintainers -Fixed $0 Not Covered

9asic Services Amalgam Fili -One Surface $25 X25
Root Canal -Molar $300 X300

Major Services •crowns Gingivectomy per Quad $150 3150
and cases, Enaodonuca, Extraction-Single Tooth Exposed Root
Periodontics, or Erupted

g65 565

Proschodomics, Orai Extract(on - Complete Bony $16~ S100
Surgery

Crown -Porcelain with Metal $300 ' X300

Orthodontia Medically Necessary OKnodontia 3350 Not Covered

Pediatric Dental EHB Notos .(only applicable to the pediatric portion of the
Standalone Dantal Plan or Fatuity. Dental Plan}

1 ~ In a coinsurance plan, each child is responsible for the individual
deductible unless the family deductible has been met. Once a
child's. individual deductible or the family deductible is reached,
cost sharing applies until the child's out-of-pocket maximum is
reached
2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum,
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that child.
3j In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family oat-of-
pocket maximum.
4) Oniy Enrollees of a Platinum, Goid, Silver, or Bronze Qualified
Neaith Pian are eligible to purchase the Standalone or Family
Dental Plans.

AdWt Dental Benefit Notes (onty applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.
61 Families eligible to purchase a Family De~tai Pian must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.
7) If a child is enrolled in the Family Dental Pian, all children in the
family under age 19 years must be enrolled in the same Famiry
Dental Plan.
8; Only Enrollees of e Platinum, Goid, Silver, or Bronze Qualified
Neaith Pian are eligipie to purchase the Standalone or Family
Dental Plans.
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2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of pocket
costs.

Actuarial Value

Individual peductible (waived far Diagnostic &Preventive)

Family Deductible (Two ar more chiidrenJ
(waived fqr afagnostic &Preventive)
ludividuai Out of Pocket Maximum
Family Out of Pocket Maximuitl (Two or More Chtldrenf
Office Copay

Waiting Period
.(Wa-.erexi :ontliuvr pray stun, as het nett ~n ~ieaftt~ R 3atetp ""a7e

1357 SC l'a1~3) JJ~.~} a~~d msur~ece or1~ 11198 E Ci0~fr1!

Mnua{ Benefit Limit
(tt7e q~aximcrr, amour. the :iantd ;xa~~ wd± psy !r ;ha benefit 7Har

Family Der~tai Pian

Pediatric Dental EHB Adult Dental
Coinsurance Plan Coinsurance Plan

Up to Age 19 Age 19 and Oider

56.8% Not Calculated

$65 In Networkk $50 In Networkl
$65 Out of Network $50 Out of Network

$130 In Network/
Not Applicable

$130 Out of Network

$350 Not Applicable
$700 Not Applicable
$0 $0

6 months for Majar
None Services, Waived with Proof

of Prior Coverage.

None $1,500

Oral Exam 0% 0%
Preventive -Cleaning 0% 0°l0

Diagnostic 8. Preventive 
Preventive - X-ray 0% 0%
Sealants per Tooth 0%o Not Covered.
Topical Fluoride Application 0% Not Covered
Space Maintainers -Fixed 0% Not Covered

Basic Services Amalgam Fill -One Surface 20% x 20°/a x
Root Canal -Molar

PAajor Services -crowns Gingivectomy per Quad
ana Casts, Endovomics. Extraction- Single Tooth Exposed Root
Periodanucs, or E!'upted 50% x 50% x
Prosihodonu~s, Orai Extraction -Complete Bony
Surgery - ,

Crown -Porcelain with Metal

Orthodontia PAe~ically Necessary Orthodontia 50% x Not Covered

Pediatric Dental EHEi Notes only applicable to the pediatric portion of the
Standalone Dental Plan or Family Dental Plan)

1) In a coinsurance plat., each child is responsible for the individual
deductible unless the family deductible has been met. Once a
child's individual deductible or the family deductible is reached,
cost sharing applies until the child's out-of-pocket maximum is
reached.
2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all cost; for covered services for that child.
3) In a plan with h+ve or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family dedectible, if applicable, as well as the family out-of-
pocket maximum..
4) Oniy Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan ars eligible to purohase the Standalone or Family
De~tai Plans.

Adult Dental Benefit Notes (only applicable to the Family Dental Plan)
5) Each adult is responsible for an individual deductible.
6) FamiUes eligible to purchase a Family Dental Pian must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.
7) If a child is enrolled in the Family Dental Plan, ail children in the
family under age 19 years must be entailed in the same Fatuity
Dental Plan.
8) Oniy Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Pian are eligible to purchase the Standalone or Family
Dental Plans.


