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standardize the way health plans are designed. The 2015 Standard Benefit Plan
Designs are incorporated by reference in section 6460 of title 10 of the California Code
of Regulations.

OAL approves this emergency regulatory action pursuant to sections 11346.1 and
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Adopt Section 6460, which is all new regulation text to be added, to read:

iSECTION 6460: 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)



2015 Standard Benefit Plan Designs

April 17,2014



See endnotes.

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

COVERED

CALIFORWEAR

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee’s out of : Platinum Platinum
pocket costs. “ Coinsurance Plan ) Copay Plan
Petiarai vaive: 88.10% 88.00%
Sndidduat Ove | %0 $0

Primary care visit or non-specialist practitioner
visit to treat an injury or ifiness

Specialist visit $40 $40
Preventive care/ screening/ immunization No cost share No cost share

Laboratory Tests - 820 $20
X-rays and Diagnosticimaging ~ . $40 $40
imaging (CT/PET scans, MRIs) 10% $150
Geneicdrugs 8§ 85

Preferred brand drugs . $15 ) $15
Non-preferred brand drugs 7 $25 .. %25
Specialty drugs 10% 10%
Facility fee (e.g., ASC) o e 10%

Physician/surgeon fees 10% 5250
Emergency room services (walved if admitted) - - $150 $150
Emergency medical transportation ) $150 $150
Urgent care $40 - $40
Facility fee {e.g. hospital room) 10% $250 per day up
Physician/surgeon fee 10% to 5 days
Mental/Behavioral health outpatient services $20 $20
. " $250 per day up
Mental/Behavioral heaith inpatient services 10% to'5 days
Substance use disorder ocutpatient services $20 $20
. . . . $250 per day up
N 0
Substance use disorder inpatient services 10% to 5 days
renatal care and preconception visits No cost share No cost share
Delivery and all inpatient  Hospital BT $250 per day up
services Professiona 10% to 5 days
Home health care ) . 10% $20
Qutpatient Rehabilitation services $20 $20
QOutpatient Habilitation services $20 $20
. N $150 per day up
Skilted nursing care 10% to0 5 days
Durable medicatl equipment 10% 10%
Hospice service No cost share No cost share
Eyeexam I No cost share No cost share
1 pair of glasses per year (or contact lenses in lieu No cost share No cost share
of glasses)
Oral Exam
Preventive - Cleaning
Preventive - X-ray . Nocostshare - - No cost share
Sealants per Tooth
Topical Fluoride Application
Space Maintainers - Fixed
Amalgam Filf - 1 Surface 20% $25
Root Canal- Molar — $300 -
Gingivectomy per Quad . $150
Extraction- Single Tooth Exposea Root or 50% 565
Erupted
Extraction- Compiete Bony $160
Porcalain with Metal Crown 3300
Medically necessary orthodontics 50% $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 Enroliee's out of
pocket costs.

Primary care visit or non-specialist practitioner
visit to treat an injury or iliness

$30 $30

Specialist visit $50 $50

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

Laboratory Tests $30 $30
X-rays and Diagnostic Imaging $50 $50
maging {(CT/PET scans, MRis) 20% $250
Generic drugs $15 $15
Preferred brand drugs . $50 $50
on-preferred brand drugs $70 $70
20% 20%
20%
Fhysician/surgeon fees . 20% $500
Emergancy room services (waived if admitted) $250 $250
mergency medical transportation $250 $250
$60 $60
Facility fee (e.g. hospital room) 20% $600 per day up
Physician/surgeon fee 20% to 5 days
Mentai/Behavioral health outpatient services $30 : $30
. . . . $600 per day up
Mental/Bebaworal heaith inpatient services 20% 105 days
Substance use disorder outpatient services $30 . $30-
. . . . $600 per day up
Substance use disorder inpatient services 20% 105 days
Prenatal care and preconception visits - No cost share No cost share
Delivery and all inpatiént Hospital 20% $600 per.day up
Professional 20% 10 5 days
20% $30
$30 $30
$30 $30
. N $300 per day up
Skmgd nursnfag care 20% 105 days
Durable medical equipment 20% 20%
Hospice service No cost share No cost share
Eyeexam. . No cost share . Nocostshare
1-pair of glasses per year (or contact fenses in lieu No cost share No cost share
Preventive - Cleaning
Preventive - X-ray No cost share No cost share
Sealants per Tooth ¢ ol © .o
Topical Fiuoride Appiication
Space Maintainers - Fixed
Amaigam Fill - 1 Surface 20% : $25
Root Canal- Molar B $300
Gingivectomy per Quad _ ~~ . - " 5 . X $150
Extraction- Single Tooth Exposed Root or 50% $65
. S siee
$300
Medically necessary orthodontics 50% . $1,000



2015 Standard Benefit Plan Designs

10.0 EHB
Date: April 17, 2014
Summary of Benefits and Coverage individual Individual
Member Cost Share amounts describe the Enroileg’s out of g  Silver - Silver.
pocket costs; Coinsurance Plan Copay Plan
70.30%. 89.90%
NiA ST NIA

mary care visit or non-specialist practitioner $45 $45

isit to treat an injury or ilingss .
pecialist visit L - 65 365
reventive care/ screening/ immunization No cost share No cost share
aboratory Tests . $45 $45
X-rays and Diagnostic Imaging $685 $65
maging (CT/PET scans, MRIs) 20% X $250
_ Generic drugs $15 . $15
Preferred brand drugs $50 X $50 X
Nor-preferred brand drugs $70 X $70 X
Speciaity drugs 20% X 20% X
acinty fee (e.g.. ASC) 0% 20%
Physician/surgeon fees 20% 20%
mergency room services (waived if admitted) $250 X $250 X
Emergency medical fransportation $250 X $250 X
Urgert care $90 $90
acility fee (e.3. hospital room) 20% X 20% X
Physician/surgeon fee 20% ’
Mental/Behavioral health outpationt services $45 $45
_ MentauBéhaworaI health inpatient services 20% X 20% X
Substance use disorder outpatient services $45 545
Substance use disorder inpatient services 20%. X 20% X
Prenatal care and preconception visits No cost share No cost share
efivery and all inpatient Hospifal o ,é0%> x0T 20% . X '
ervices Professional 20%
Home health care 20% $45
Qutpatient Rehabilitation services $45 ) $45
Outpatient Habilitation services $45 $45
- Skilled nursing care 20% X 20% X
Durable medical equipment 20% 20%
Hospice service No cost share No cost share
Eye exam No cost share No cost share
pair of glasses per year (or contact lenses in ey No cost share No cost share
f glasses)
Oral Exam
Preventive - Cleaning
Praventive - X-ray No cost share No cost share
Sealants per Tooth g
Topical Fluoride Application
Space Maintainers - Fixed
Amaigam Fill - 1 Surface 20% $25
Root Canal- Molar ] ] ] $300
ngivectomy per Quad_ .. . . . . 8180
Extraction- Single Tooth Exposed Root or 50% X $65
Erupted . . .
Extraction- Complete Bony ) $160
Porcelain with Metal Crown $300
Medically necessary orthodontics 50% $1,000

See endnotes.



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

Summary of Benefits and Coverage E SHOP ' e SHOP
Member Cost Share amounts describe the:Enroflee’s out of : Silver : S Silver
pocket costs. . . Coinsurance Plan Copay Plan
& 71.50% 71.00%

Primary care visit or non-specialist practitioner

isit to treat an injury or illness $45 : $45

Spéqiéliﬁ(visit 4_ o ees ' o $65

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

Laboratory Tests - - o %48 $45
-rays and Diagnostic imaging : o885 $65

maging {CT/PET scans, MRis) 20% X $250
815 815
8§80 X 7850 X
$70 X $70 X
20% X 20% X
20% 20%
20% 20%
$250 s X SR80 X
$250 X 8260 X
$90 $90
Facility fee (e.g. hospital room) 20% X
B -~ 20% X
Physician/surgeon fee 20%
joral health outpatient services $45 $45
Mental/Behavicral health inpatient services 20% X 20% X
Substance use disorder cutpatient services $45 $45
Substance use disorder inpatient services 20% X 20% X
Prenatal care and preconception visits . No cost share ““No cost share
Delivery and allinpatient ~ Hospitul B 20% X 0% : X
ervices Professional 20%
ome health care ; 20% $45
itp habilitation services - $45 $45
Quipatie itation services $45 : 345
Skilled nursing care 20% X 20% X
U 20% ) S20%
No cost share No cost share
eexam’ ;o foosrimiennon i i Nocostshare o o No costshare
pair of glasses per year {or contact lenses in ueu‘ No cost share No cost share
glasses)
Oral Exam
Preventive - Cleaning )
Preventive - X-ray No cost share Ne cost share
Topical Fluoride Application
Space Maintainers - Fixed
Amalgam Fill - 1 Surface 20% $25
Root Canai- Molar $300
ngivectomy per Quad $150
Extraction- Single Tooth Exposed Rooi or "
Eupted 50% $65
Extraction- Complete Bony $160
Porcelain with Metal Crown $300
Medically necessary orthodontics 50% $1,000

See endnotes.



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

Summary of Benefits and Coverage - SHQP
Member Cost Share amounts describe the Enrollee’s out of . Silver
pocket costs - -HSA Plan
3 L 711.60%

500 integrated Med/Rx Ded

NIA
N/A
NIA

$6,250

Primary care visit or non-specialist pracﬁtioner

3
visit to treat an injury or illness 20% X
Specialist visit 20% X
Preventive care/ screen}ngl immunization No cost share
Laboratory Tests 20% X
X-rays and Diagnostic imaging 20% X
tmaging (CT/PET scans, MRIs) 20% X
Generic drugs i 20% X
Prefer(;d brand drugs 20% X
Non-preferred brand drugs 20% X
Specialty drugs 20% X
Facility fee (e.9., ASC) 20% X
Physician/surgeon fees 20% X
Emergency room services (waived if admitted) 20% X
Emergancy medical transportation 20% X
Urgent care 20% X
Facility fee {e,g. hospital room) ) 20% X
Physician/surgeon fee 20% . X
Mental/Behavioral health outpatient services 20% X
Mental/Behavioral health inpatient services 20% X
Substance use disorder outpatient services 20% X
Substance use disorder inpatienf services 20% X
Prenatal care and preconcaption visits No cost share
Delivery and all inpatient  Hospital 20% X
services Professional 20% X
Home health care 20% X
QOutpatient Rehabilitation services 20% X
Qutpatient Habilitation services 20% X

kifled nursing care 20% X

. Durable medical equipment 20% X

’Hospice service ) No cost share X

ye exam No cost share

i iass er year (of contact lenses in fieu
1 pair of giasses per year ( No cost share

Preventive - Cleaning
reventive - X-ray

Sealants per Tooth

- Topical Fluoride Application
Space Maintainers - Fixed

No cost share

 Amalgam Filt - 1 Surface Lo 20%

- Root Canal- Molar ]
Gingivectamy per Quad .
Extraction- Single Tooth Exposed Root or

50%
rupted . L
Extraction- Complete Bony
Porcelain with Metal Crown
Medically necessary orthodontics 50%

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 or Coinsurance Plan. - Silver Coinsurance Plan.
pucket costs. <  150%-200% FPL
88.00%

NIA

Primary care visit or non-specialist practitioner. % $15
5it to treat an injury or iliness - 3

e B8 : 820 .
reventive care/ screering/ immunization No cost share No cost share

Laboralory Tests e . 33 : $15

> nd Diagnostic Imaging - . 35 $20

maging (CT/PET scans, MRIs) 10% 15% X
Generic drugs " " . $3 $5

referred brand drugs B . $5 - ) $15 X

Non-preferred brand drugs $10 $25 X
Specialty drugs 10% 15% X
Facility fee (e.g., ASC} 10% 15%
Physician/surgeon fees 10% 15%

. Emargency room services (waived if admitted) $25 $75 X
Emergency medical transportation $25 $75 X
Urgent care $6 $30
Facility fee (e.g. hospital room) 10% 15% X
Physician/surgeon fee 10% 15%

ental/Behavioral health outpatient services 33 $15
Jental/Behavioral heaith inpatient services 10% 15% X
ubstance use disorder outpatient services $3 $15
ubstance use disorder inpatient services 10% : 15% X
renatal care and preconcebu’on visits No cost share No cost share
elxvery"\and all mpéuent ) VHos'b‘iiéi o 10% i 15% X
i Professional 10% 15%
: 10% 5%
utpatient Rehabilitation services . $3 - $15
utpatient Habilitation services $3 $15
Killed nursing care 10% 15% X
urable medical squipment ‘ “40% 15%
ospice service No cost share No cost share
ye exam - No cost share No'cost share
pair of glasses per year (or contact fenses in lieu No cost share No cost share
f glasses)
ral Exam
reventive - Cleaning
roventive - X-ray No cost share No cost share
ealants per Tooth §
opical Fiuoride Application
pace Maintainers - Fixed
malgam Fill - 1 Surface 20% 20%
Root Canal- Molar
ngivectomy per Quad . g
Ext(acnpn- Single Tooth Exposed Root or 50% §0%
Erpted

Extraction- Complete Bony

Porcelain with Metal Crown

Medically necessary orthodontics E 50% 50%

See endnotes.



2615 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 Sifver Coinsurance Plan
pocket costs. 200%-250% FPL.
Fertanai e A : 2 " Tetnded Up fo 74.0%

N/A

Primary care visit or non-specialist practitioner

visit to treat an injury or iliness 340

Specialist visit ) $50

Preventive care/ screening/ immunization No cost share

L aboratory Tests ) $40

X-rays and Diagnostic imaging ) 350

imaging (CT/PET scans, MRIs) 20% X
Generic drugs L 315 .
Preferred brand drugs B . $35. X
Norn-preferred brand drugs . $60 X
Specialty drugs 20% X
Facility fee (e.g., ASC) 20%
Physician/surgeon fees 20%

Emergency room services (waived if admitted) 250 X
Emergency medical transportation ) $250 X
Urgent care $80

Facility fee (e.g. hospital room) 20% X
Physician/surgeon fee 20%
Mental/Behavioral health outpatient services $40
Mental/Behavioral health inpatient services 20% X
Substance use disorder outpatient services $40

Substance use disorder inpatient services " 20% X
Prenatal care and preconception visits No cost shars

Déiivery and all inpétient ) Héspitél - 20% - . X
services Professional 20%

Home health care i 20%

Outpatient Rehabilitation services 340 -

Outpatient Habilitation services $40

kifled nursing care 20% X

Ourable medical equipment - 20%

Hospice service No cost share

Eye exam No cost share

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

Oral Exam

Preventive - Cleaning

Preventive - X-ray

Sealants per Tooth

Topical Flucride Application

Space Maintainers - Fixed

No cqtst share

No cost share

Armalgam Fill - 1 Surface 20%

Root Canal- Molar

- Gingivectomy per Quad )
Extraction- Single Tooth Exposed Root or
Erupted

Extraction- Complete Bony

Porcelain with Metal Crown

50%

Medically necessary orthodontics 50%

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 Enroliee’s out of i:g;,(’,pbay?lan, - . Silver Copay Plan

pocket costs. 100%150%FPL. - 150%-200%FPL
: 94%0% . . .. 8800%

$2,250

Primary care visit or non-specialist practitioner

visit to treat an injury oriiliness 88

$15

Spetialist visit 85 520
Preventive care/ screening/ iminunization No cost share No cost share
Laboratory Tests $3 $15
rays and Diagnostic Imaging $5 $20
maging (CT/PET scans, MRIs) $50 $100
Genenic drugs ] ) $3 35
Preferred brand drugs $5 $15 x
Non-preferred brand drugs $10 $25 X
Specialty drugs 10% 15% X
10% X 18%
Physician/surgeon fees 10% 15%
Emergency room services (waived if admitted) $26 $75 X
Emergency medical transpariaton 325 $75 X
36 $30
Facm’ty‘ fee (e.g. hospital room) 10% 15% X
Physician/surgeon fee
Mental/Behavioral health outpatient services - $3 K $15
Mental/Behavioral health inpatient services 10% 15% X
Bubstance use disorder outpatient services $3 - $15
Substance use disorder inpatient services 10% 15% X
Prenatal care and preconception visits No cost share No cost share
Deliyery and all inpatient Hospita? 10% 15% X
services Professionat
Home health care $3 1]
Qutpatient Rehabilitation services ) $3 $15
Outpatient Habilitation services $3 §15
Skilled nursing care 10% 15% X
Durable medical equipment 10% 15%
Hospice service No cost share No cost sharg
£ye exam e o No cost share No cost share
pair of glasses per year (or contact lenses in fieu No cost share No cost share
Preventive - Cleaning
Preventive - X-ray
h;
Seatants per Tooth No cost share No cost share
Topical Fluoride Application
Space Maintainers - Fixed
Amalgam Fill - 1 Surface $25 $25
Root Canal- Molar . $300 : ) $300
~§$150 g ... $150
$65 $65
Extraction- Complete Bony T ggg T T T g 960
Porcelain with Metal Crown $300 $300
$1,000 - $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 Enroflee's out of Silver Copay Plan:
pocket cost: 200%-250% FPL
Eetfianal 73.50%

fhdi TN

rinary care visit or non-specialist practitioner

isit to treat an injury of illness $40
Specialistvist L ss0
Preventive care/ screening/ immunization No cost share
_ Laboratory Tests 540
-rays and Diagnostic Imaging $50
imaging (CT/PET scans, MRis) $250
Generic drugs $15
Preferred brand drugs $35 X
Nor-preferred brand drugs 360 X
Specialty drugs 20% X
Facility fee {e.g., ASC) 20%
Physician/surgeon fees 20%
mergency room services (waived if admitted) 250 X
mergency medical transportation $250 X
Urgent care §80
acm‘!y fee (e.g. hospital room) 20% X
hysician/surgeon fee
Mental/Behavioral health outpatient services $40
‘ental/Behavioral heaith inpatient services 20% X
ubstance use disorder outpatient services %40
ubstance use disorder inpatient services 20% X
’ Prenatal care and preconception visits No cost share
. Deli\._'ery and all inpatient Hospvtaf 20% X
services Professional
Home health care ’ $40
Qutpatient Rehabilitation services . . $40
QOutpatient Habilitation services $40
killed nursing care 20% X
Durable medical equipment 20%
Hospice service No cost share
ye exam No cost share
pair of glasses per year (or contact lenses in lieu No cost share
of glasses)
QOral Exam

reventive - Cleaning
raventive - X-ray

Sealants per Tooth

Topical Fluoride Application
pace Maintainers - Fixed

No cost share

malgam Fill - 1 Surface 25

Root Canal- Malar $300
ingivectomy per Quad ) $150
. Extraction- Single Tooth Exposed Root or

rupted ; i ) ’365
Extraction- Complete Bony $160

‘orcelain with Metal Crown $300

edically necessary orthodontics $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 Enrolles's out of
pocket costs.

5060%
$5,000 integrated: Med/Rx Ded . $4,500 integrated Med/Rx

N/A NiA
NA
N/A

36,250

After 1st three

non-
60 ©:preventive 40% : x

visits

rimary care: visit-or non-specialist practitioner
isit-to treat an injury or'fliness

ecialistvist . 870 X % X
Preventive care/ screening/ immunization #No.costshare = No cost share

aborafory Tests o 30% X 40% - X
ays 80d Diagnostic Imaging . oo 30% X 40% o
maging (CT/PET scans, MRis) 30% X 40% X
818 X 40% X
850 ot e X 40% X
$75 X 40% X
30% X A0% X
30% X 40%. X
30% X 40% X
$300 X 40% X
$300: X 40% X
After 1st three
non- 5
$120 preventive 40% x
visits
Facilily fee (e.g. hospital room) 30% X 40% X
Physiciarysurgeon fee 30% X 40% X
. . After 1st three
. ) . non-
Mental/Behavioral health ou?pauem services $60 praventive 40% X
visits
Mentai/Behavioral health inpatiert services 30%! X 40% . X
After 1st three
. . . . g non-
Substdpce use disorder outpatient services $80 preventive 40% X
) “Visits
Substance use disorder.inpatient services 30% X 40% X
Prenatal care and preconception visits No.cost:share No cost share
Delivery and all inpatient Hospital 0% X 40% X
i Professional 30% X 40% X
30% X 40% X
Oulpatﬁent Rehabilitation services ) 5 $60: X -40% X
Outpatieht Habilitation services $60 X 40% X
Skilled nursing care ' 0% X 40% X
30% X 40% X
Hospice service No cost share X No cost share X
Eyooxdm oo oo No cost share ~.-/1:No cost share
1 pair of glasses per year (or contact lenses infieu No cost'share No cost share
Preventive - Cleaning
Preventive - X-ray 3
Sealants per Tooth No cost share No cost share
Topical Fluoride Application
Space Maintainers - Fixed
Amalgam Filt - 1 Surface 20% 20%
Extraction- Single Tooth Exposed Root or 5 : 5
Erupted 50% - 50%.
Extraction- Complete Bony
Porcelain with Metal Crown
Medically necessary orthodontics 50% 50%

See endnotes.



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 Catastrophic Plan

$6,600 iniégrafed Méd/Rx Ded
e
NIA

$6,600

After 1st

Primary care visit or non-specialist practitioner 0% three non-
visit to treat an injury or iliness ° preventive
visits
Specialist visit 0% X
Preventive care/ screening/ immunization No cost share
Laboratory Tests 0% X
-rays and Diagnostic imaging 0% X
Imaging (CT/PET scans, MRIs} 3% X
Seneric drugs 0% X
Preferred brand drugs 0% X
Non-preferred brand drugs 0% X
Speciaity drugs 0% X
Facility fee (e.g.. ASC) 0% X
Physician/surgecn fees 0% X
Emergency room services (waived if admitted) % X
Emergency medical transportation 0% X
After 1st
three non-
Urgent care 0% preventive
visits
Facility fee (e.g. hospital room) 0% X
Physician/surgeon fee A% X
After st
: " " three non-
Mental/Behavioral health outpatient services 0% preventive
visits
Mental/Behavioral health inpatient services 0% X
After 1st
. : . three non-
o
Substance use disorder outpatient services . ‘0 Yo preventive
visits
Substance use disorder inpatient services : 0% X
Prenatal care and preconception visits No cost share
Delivery and all inpatient Hospital 0% X
services Professional 0% X
Home heaith care 0% X
-~ Qutpatient Rehabilitation services 0% X
__Outpatient Habilitation services 0% X
Skilled nursing care 0% X
Durable medical equipment 0% * X
Hospice service No cost share X
Eye exam No cost share
1 pair of glasses per year (or contact Jenses in fieu No cost share X
- of glasses)
Orai Exam
Preventive - Cleaning
Preventive - X-ray
No cost share
Seatants per Tooth
Topical Fiuoride Application
. Space Maintainers - Fixed
Amalgam Fill - 1 Surface 20% X
oot Canal- Molar X
GingivectomyperQuad - . . X
Extraction- Single Tooth Exposed Root or 50% X
rupted )
Extraction- Complete Bony X
Porcelain with Metal Crown X
adically necessary orthodontics 50% X



2015 Standard Benefit Plan Designs 10.0 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 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 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
deductible. For HDHPs linked 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, if deductible applies to that service, and the out-of-pocket maximum.

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

5) For the Bronze and Catastrophic plans, deductibie 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 shall not exceed $200 per month.

- 7) In the Platinum and Gold Copay Plans, hospital, in-patient and skilled nursing
facility stays have no additional cost share after 5 days.

8) For drugs to treat an iliness or condition the copay or coinsurance applies to the
‘prescription supply. Nothing in this note precludes a carrier from offering mail
order prescriptions at a reduced cost.

9) For the child dental portion of the benefit design, a carrier may choose the copay
or coinsurance child dental benefit design, regardiess of whether the carrier
selects the copay or the coinsurance design for the non-child dental portion of
the benefit design. In the Catastrophic plan, the deductible must apply to copays
for non-preventive child dental benefits.

2015 Standard Benefit Plan Designs April 17, 2014



See endnotes.

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

Summary of Benefits and Coverage

Mernber Cost Share amounts describe the Enrollee’s out of
pocket costs.

Primary care visit o non-specialist practitioner
visit to treat an injury or iliness

Specialist visit

Preventive care/ screening/ Immunization

RED

LRy

Piatinum "Platinum
Coinsurance Plan Copay Plan
88.10% 88.00%
$0 $0
$0 $0
$0 $C

$0

$20 $20
$40 ) $40
No cost share ' No cost share

{aboratory Tests $20 $20
X-rays and Diagnostic Imaging $40 $40
imaging (CT/PET scans, MRIs) 10% $150
Generic drugs $5 $5
Preferred brand drugs $15 $15
Non-preferred brand drugs $25 $25
Specialty drugs 10% 10%
Facility fee {(e.g., ASC) 10% $250
_ Physician/surgeon fees 10%
Emergency room services (waived if admitied) $150 $150
Emergency medical transportation $150 $150
Urgent care $40 . $40
Facility fee (e.g hospital room) 10% $250 per day up
Physician/surgeon fee 10% to 5 days
Mental/Behavioral health outpatient services $20 $20
Mental/Behavioral health inpatient services 10% $250 per day up
. to 5 days
Substance use disorder outpatient sefvices $20 $20
Substance use disorder inpatient services 10% $250 per day up
{0 5 days

Prenatal care and preconception visits

No cost share No cost share

Hospice service

Delivery and ali inpatient Hospital 10% $250 per day up
services Professionat 10% to 5 days
Home heaith care ) 10% $20
Outpatient Rehabilitation services $20 $20
‘Outpatient Habilitation services $20 - $20
Skifled nursing care 10% $150 per day up
; . to 5 days
Durable medical equipment 10% 10%

No cost share No cost share

Eye exam

f glasses)

1 pair of glasses per year (or contact lenses in liew

No cost share No cost share

No cost share No cost share

Oral Exam .
Preventive - Cleaning
Preventive - X-ray

Sealants per Tooth

Topical Fluoride Application
- Space Maintainers - Fixed

Not Covered Not Covered

malgam Fill - 1 Surface

Not Covered Not Covered

Root Canal- Molar

Gingivectomy per Quad .
Extraction- Single Tooth Exposed Root or
Erupted

Extraction- Complete Bony

Nol Coversd

Not Covered
Not Covered Not Covered

Not Covered
Not Covered

Porcelain with Metal Crown

Medically necessary orthodontics

Not Covered Not Covered



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 - God . Gold!

pocket costs. . CoinsurancePlan . Copay Plan
7880% 7860%

rimary.care visit or non-specialist practitioner
isit to treat an injury or illness

pecialist visit $50 $50

No cost share

Preventive care/ screening/ immunization No cost share

aboratory Tests $30 $30

-rays and Diagnostic Imaging $50 $50
imaging (CT/PET scans, MRIs) 20% $250

seneric drugs $15 $15

referred brand drugs . 850 350

on-preferred brand drugs $70 $70

pecialty drugs 20% 20%
Facility fee (e.g., ASC) 20%

hysician/surgeon fees 20% $600
Emergency room services (waived if admitted) $250 $250
mercency medical transportation $250 $250
rgent care $60 $60
acibity fee (.g. hospital room) 20% $600 per day up
hysician/surgeon fee 20% 1o 5 days
ental/Behavioral health outpatient services $30 : $30
. N . . 3600 per.day up
/ e
enta Ber?avmral healm 1‘npa.tsent‘ssrv1ces 20% 1 5 days
ubstance use disorder outpatient services $30 $30
" $600 per day up.
" o
ubstance use disorder inpatient services 20% 105 days
_Prenatal care and preconception visits No cost share No cost share
elivery and all inpatient Hospital 20% $600 per day up
services Professionat 20% to 5'days
ome heaith care 20% $30
utpatient Rehabilitation services $30 $30
Outpatient Habilitation services $30 $30
; ) $300 per day up
o
killed nursing care 20% to 5 days
urable medical equipment T20% 20%
ospice service No cost share No cost share
ye exam No costshare No cost share
pair.of glasses per year (or contact lenses in lieu
{ glasses) No cost share No cost share
Qral Exam
Preventive - Cleaning
reventive - X-ray Not Covered Not Covered
ealants per Tooth
opical Fluoride Application
Space:Maintainers - Fixed
malgam Fill - 1 Surface Not Covered Not Covered
Root Canal- Molar Not Covered
Not Covered
Not Covared | Not Covered
- Not Covered
Porcelain with Metal Crown Not Covered
Medically necessary orthodontics Not Covered Not Covered



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

Summary of Benefits and Coverage Individuai Individual
Member Cost Share amounts describe the Enroliee’s out of Silver Silver
pocket costs. Coinsurance Plan . Copay Plan

70.30% 69.90%

-

Primary care visit or non-specialist practitioner

visit to treat an injury or illness $45 845
Specialist visit . $85 $65
Preventive care/ screening/ immunization No cost share No cost share

Laboratory Tests $45 $45
rays and Diagnostic Imaging $65 $65
imaging (CT/PET scans, MRis) 20% X $250
Generic drugs $15 $15

Preferred brand drugs 850 X $50 X

- Non-preferred brand drugs $70 X $70 X

— Specialty drugs 20% X 20% X
Faciity fee (6.9., ASG) 20% 20%
Physician/surgeon fees 20% 20%

- Emergency room services (waived if admitted) $250 X $250 X
Emergency medical transportation $250 X $250 X
Urgent care $90 $90
Facility fee (e.q. hospital room) 20% X 20% X
Physician/surgaon fee 20% ’
Mental/Behavioral health outpatient services $45 $45
Mental/Behavioral health inpatient services 20%. X 20% X
Substance use disorder outpatient services $45 - $45

__ Substanice use disorder inpatient services 20% X 20% X
Prenatal care and preconception visits No cost share No cost share
Delivery and ail inpatient ) ‘Hos'pita!” 20%. X ! 20% X
SEIVICes Professional 20%
Home health care 20% $45
Outpatient Rehabilitation services $45 $45
Outpatient Habilitation services $45 $45
Skilled nursing care 20% X 20% X
Durable medical equipment 20% 20%
Hospice service No cost share No cost share
Eye exam No cost share No cost share
1 pair of glasses per year {or contact lenses in lieu No cost share No cost share
of glasses)
Oral Exam
Preventive - Cleaning
Preventive - X-ray Not Covered Not Covered
Sealants per Tooth
Topical Fluoride Application
Space Maintainers - Fixed
Amalgarn Fill - 1 Surface Not Covered Not Covered
Root Canal- Molar Not Covered
Gingivectomy per Quad R Not Covered
Extraction- Single Tooth Exposed Root or Not Covered Not Covered
Erupted . . )
Extraction- Compilete Bony Not Covered
Porcelain with Metal Crown Not Covered
Medically necessary orthodontics Not Covered Not Covered

See endnotes.



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

Summary of Benefits and Coverage . SHOP : i . : SHOP.

Member Cost Share amounts describe the Enrofiee’s out of : Silver. : Silver.

pocket costs. U Coinsurance Plan Copay Plan
; / - = 71.50% 7100%

NA

$1,500
$500
$0
56,250

P}imary care visit or non-specialist practitioner
yisit to treat an injury or iliness

$45 $45

pecialist visit $65 E $65

Preventive care/ screening/ immunization No costshare No cost gshare

oratory Tests . . $45 $45

ys and Diagnostic Imaging B $65 $65
imaging (CT/PET scans, MRis) 20% X ::$250
Genericdrugs . - o818 s LS
refered brandarugs sk X 850 x
on-preferred brand drugs e $70 X $70 X
pecialty drugs 20% X 20% X
Facility fee (e.g., ASC) . 20% X 20%
Physician/surgeon fees 20% 20%
Emergency room services (waived if admitted) - $260 X $250 X
Emergency medical transportation ) $250 X : $250 X
rgent care $90 $30
Facility fee (e.g. hospital room) 20% %
L 20% X
Physician/surgeon fee 20%
Mental/Behavioral health outpatient services $45 $45
Mental/Behavioral health inpatient services 20% X 20% X
Substance use disorder ouipatieni services $45 g $45
Substance use disorder inpatient services 20% X - 20% X
Prenatal care and preconception visits No cost share No cost share
Delivery and all inpatient Hospital 20% ! X ) .
. ) 20% X
services Professional 20%
_Home heaith care. 20% $45
ujpaliem Rehabililation §ervices %45 $45
utpatient Habilitation services : $45 ! $45
Skitied nursing care 20% : X 20% X
Ddrable medical equipment ) 20% 20%
- Hospice service No cost share No cost share
Eye exam N No cost share No cost share
1 pair of glasses per year (or contact lenses in fieu No cost share 2 No cost share
reventive - Cleaning
Preventive - X-ray Not Covered “" Not Covered
Sealants per Tooth
Topical Fluoride Application
Space Maintainers - Fixed
Amalgam Filf - 1 Surface Not Covered Not:Covered
Roat Canal- Molar Not-Covered
Gingivectomy per Quad Not Covered
Extraction- Single Tooth Exposed Root or
Erupted o Not Covered Not Covered
Extraction- Complete Bony Not Covered
orcelain with Metal Crown Not Covered
edically necessary orthodontics Not Covered Not Covered

See endnotes.



2015 Standard Benefit Plan Designs

9.5 EHB

Date: April 17, 2014

Summary of Benefits and Coverage SHOP

Member Cost Share amounts describe the Enroliee’s out of G Silver:

pocket costs : HSA Plan
\eriaral 7160%

$1,500 integrated Med/Rx Ded

N/A

N/A

N/A
$6,250

Primary care visit or non-specialist practitioner

19
visit to treat an injury or iliness 20% X
Specialist visit 20% X
Preventive care/ screening/ immunization No cost share
Laboratory Tests 20% X
X-rays and Diagnostic Imaging 20% X
imaging (CT/PET scans, MRIs) 20% X
Generic drugs 20% X
Preferred brand drugs 20% X
. Non-preferred brand drugs 20% X
Specialty drugs 20% X
Facility fee (8.9, ASC) 20% X
Physician/surgeon fees 20% X
Emergency room services (waived if admitted) 20% X
Emergency medical transportation 20% X
Urgent care 0% X
Facility fee (.. hospital room) 20% X
Physician/surgeon fee 20% X
Mental/Behavioral health outpatient services 20% X
Mental/Behavioral health inpatient services 20% X
Substance use disorder outpatient services 20% X
Substance use disorder inpatient services 20% X
Prenatal care and preconception visits No cost shara
Delivery and all inpatient Hospital 20% X
services Professional 20% X
Home health care 20% X
Outpatient Rehabilitation services 20% X
Qutpatient Habilitation services 20% X
Skilied nursing care 20% X
Durable medical equipment 20% X
Hospice service No cost share X
Eye exam No cost share

1 pair of glasses per year {or cortact Jenses in lie
pair of glasses per year (or co s Y No cost share

Preventive - Cleaning

Preventive - X-ray
Sealants per Tooth

- Topical Fluoride Application

Space Maintainers - Fixed

Not Covered

Amalgam Fill - 1 Surface Not Covered

Root Canal- Molar

GingivectomyperQuad "
Extraction- Single Tooth Exposed Root or
Erupted .

Extraction- Complete Bony

Porcelain with Metal Crown

Not Covered

Medically necessary orthodontics Not Covered

See endnotes.



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

Summary of Benefits and .Coverage

Mempber Cost Share amounts describe the Enroliee's out of
pocket costs.

ilver Coinsurance Plan | “Silver Coinsiirance Plan
. 100%-150%FPL . 150%200%FPL.
©-194.80% 88.00%
THee NiA

$500
$50
$0
$2,250

Primary care visit or non-specialist practitioner

visit to freat an injury or iliness $3 - : §15

Specialistvist - ) S s : 320
No cost share No cost share
Laboratory Tests : $3. $18

rays and Diagnostic Imaging $5 $20
Imaging{CT/PET scans, MRIs) 10% 15% X
Generic drugs $3 35

Preventive care/ screening/ immunization

Preferred brand drugs $5 $15 X
$10 $25 X
10% 15% X
10% 15%

Physician/surgeon tees 10% 15%

Emergency room services (waived if admitted) §25 ' $75 X

Emergency medical transporiation $25 $75 X

Urgent care $6 $30

Facility fee (e.3. hospital room) 10% 15% X

Physician/surgeon fee 10% 15%

Mental/Behavioral health outpatient services 33 : $15

Mental/Behavioral health inpatient services 10% 15% X

Substance use disorder outpatient services $3 $16

Substarice use disorder inpatient services 10% : 15% X

Prenatal care and preconception visits No cost share No cost share

Delivery'and all inpatient -~ Hospital 10% . 15% X

services Professional 10% 15%

Home health care 10% . 15%

Outpatient Rehabilitation services $3 $15

Outpatient Habifitation services $3 $18

Skilled nursing care 10% 16% X

Durable medical equipment 10% 15%

Hospice service No cost share No cost share

Eye exam No cost share No cost share

W S ;

1 pair of glasses per year (or contact lenses in lieu No cos{ share No cost share

of glasses) .

Oral Exam

Preventive - Cleaning

Preventive - X-ray Not Covered Not Covered

Sealants per Tooth

Topical Fluoride Application

Space Maintainers - Fixed

Amalgam Fill - 1 Surface V Not Covered Not Covered

Root Canal- Molar

Gingivectomy per Quad

Extraction- Single Tooth Exposed Root or Not Covered Not Covered

Erupted . .

Extraction- Compiete Bony

Parcelain with Metal Crown

Medically necessary orthodonitics *Not Covered Not Covered

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 Envrollee’s out of Silver Coinsurance Plan. :
pocket cost! 200%-250% FPL.
Bedaana rounded up to 74.0%

rimary care visit or non-specialist practitionsr
isit to treat an injury or illness

- Specialist visit . ) $50

Preventive care/ screening/ immunization No cost share
Laboratory Tests - $40

-rays and Diagnostic Imaging ) $50 . :
maging (CT/PET scans, MRIs) 20% X
Generic drugs . . $15

Preferred brand drugs ' $35 X
. Non-preferred brand drugs 860 X
‘Specia!ty drugs 20% X
Fagcility fee (e.g., ASC) 20%
Physician/surgeon fees 20%
mergency room services (waived if admitted) 3250 X
Emergency medical transportation 250 X
Urgent care 380
Facility fee (e.g. hospital room) 20% X
Phnysician/surgeon fee 20%
Mental/Behavioral health outpatient services $40
Mental/Behavioral health inpatient services 20% X
Substarice use disorder outpatient services $40
Substance use disorder inpatient services 20% X
renatal care and preconception visits No cost share
Dé!ivéry and all inpatient Hospital 20% X
services Professional 20%
Home health care 20%
Outpatient Rehabilitation ;ewices ) $40
Cutpatient Habiiitation services $40
Skilted nursing care 20% X
Durable medical equipment 20%
- Hospice service No cost share
Eye exam e . No cost share
1 pair of glasses per year (or contact lenses in lieu

No cost share
of glasses)

Oral Exam

Preventive - Cleaning
Preventive - X-ray

Sealants per Tooth

Topical Fluoride Application
Space Maintainers - Fixed

Not Covered

Amalgam Fill - 1 Surface Not Covered

Root Canal- Molar

Gingivectomy per Quad

Extraction- Single Tooth Exposed Root or
rupted

Extraction- Complete Bony

orcetain with Metal Crown

Not Covered

edically necessary orthodontics Not Covered

See endnotes.



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

Summary of Berefits and Coverage

Member Cost Share amounts describe:the Enroliee's out of . Silver Copay Plan | . “Silver Copay Plan

pockst costs. . 100%150% FPL 150%200% FPL.
T9400% T eB00%

Primary care visit or non-specialist practitioner

vicit {0 treat an injury or itiness $ #15

Specialist visit $5 $20

Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests $3 $15
X-rays and Diagnostic imaging $5 $20 -
imaging (CT/PET scans, MRis) $50 $100
Generic drugs ) $3 $5
referred brand drugs s o 35 - $15 X
orr-preferred brand drugs $10 $25 X
Bpecialty drugs 10% 15% X
Facility fee (e.g., ASC}) 10% 15%
Physician/surgeon fees 10% 15%
Emergency room services (waived if admitted) $25 $75 X
Emergency medical transportation $25 $75 X
Urgent care - $6 $30
Facn!{t){ fee (e g. hospital room) 10% 15% X
Physician/surgeon fee
Mental/Behavioral health outpatient services $3 $15
Mental/Behavioral health inpatient services 10% 15% x
Substance use disorder outpatient services $3 . $15
Substance use disorder inpatient services 10% . 15% X
Prenatal care and preconception visits No cost share No cost share
De!i\{ery and all inpatient Hospntaf 10% 15% %
services Professional
Home health care $3 $15
Qutpatient Rehabilitation services $3 $15
Qutpatient Habilitation services $3 $15.
Skilled nursing care 10% 15% X
Durable medical equipment - 10% 15%
VHospice service . No cost share No cost share
Eye exam No cost share No cost share
pair of glasses per year (or contact lenses in fieu No cost share No.cost share
f glasses)
Oral Exam
Preventive - Cleaning
reventive - X-ray * Not Covered " Not Covered
ealants per Tooth -
Topical Fiuoride Application
- Space Maintainers - Fixed
malgam Fiil - 1.Surface Not Covered Not Covered
oot Canal- Molar .. ._i NotCovered o Not Covered
ingivectomy per Q . .-+ Not Covered Not Covered
:S;;(;!;on- Single Tooth Exposed Root or Not Covered Not Covered
xtraction- Complete Bony T Not Covered Not Covered
orcelain with Metat Crown Not-Covered Not Covered
edically necessary orthodontics Not Coversd Not Covered

See endnotes.



2015 Standard Benefit Plan Designs
9.5 EHB
Date: Aprit 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
Betuaral Value A TE 73.50%

Primary care visit or non-specialist practitioner

wisit to treat an injury or iliness 340
Specialist visit 880
Praventive care/ screening/ immunization No cost share
Laboratory Tests $40
X-rays and Diagnostic Imaging $50
imaging (CT/PET scans, MRIs) £250
Generic drugs $15
Preferred brand drugs $35 X
Non-preferred brand drugs $60 X
Specialty drugs 20% X
Facility fee (e.g., ASC) 20%
Physician/surgeon fees 20%
Emergency room services (waived if admitted) $250 X
Emergency medical transportation $§250 X
Urgent care $80
Factl{tx fee (e g. hospital room) 20% X
Physician/surgeon fee
Mental/Behavioral health outpatient services - $40
Mental/Behavioral health inpatient services 20% X
Substance use disorder outpatient services ’ $40
Substance use disorder inpatient services 20% X
Prenatal care and preconception visits No cost share
De!ivery"arid all inﬁaﬁent Hospitél ' 0% X
services Professional -
Home health care $40
Outpatient Rehabllitgtion services $40
Outpatient Habilitation services 340
Skilled nursing care : 20% X
urable medical equipment 20%
Hospice service No crst share
ye exam No cost share

pair of glasses per year (or contact lenses in lieu
of giasses}

- Oral Exam

Preventive - Cleaning

Preventive - X-ray

ealants per Tooth

- Topical Fluoride Application

Space Maintaners - Fixed

No cost share

Not Covered

malgam Fill - 1 Surface Not Covered

- Root Canal- Molar Not Covered
Gingivectomy per Quad Not Covered
Extraction- Single Tooth Exposed Root or
Erupted - ) o
Extraction- Complete Bony Not Covered
orcelain with Metal Crown Not Covered

Not Covered

edically necessary orthodontics ;- Not Covered

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 Enroilee’s out of Bronse Pi n i
pocket costs. . Premeran

Bronze
. HSAPlan
60.60% 59.40%

$5.000 integrated Med/Rx Ded 34,500 integrated Med/Rx
N/A
N/A

N/A
$6,250

After 1stthree

ﬁmary care visit or non-specialist practitioner on-

isit to treat:an injury or illness $60 preventive 40% X
visits
X 40% X

reventive care/ screening/ immunization No cost share Na:cost share

pecialist visit - §70

taboratory Tests "o - . 30% X 40% X
ays and Diagnostic Imaging -~ - . L B0%: R 40% X
maging (CT/PET scans, MRis) 30% X 40% X
315 x % X
$50:: P 40% X
375 X 40% X
30% X 40% X
30% X 40% X
hysician/surgeon fees 30% X 40% X
mergency room services (waived if admitted) . $300 X A% X
mergency medical transportation $300 X A0% X
After 1st three
non-
8120 preventive 40% X
visits
Facility fee (e g. hospital room) 30% X 40% X
Physician/surgeon fee 30% X 40% X
After 1st three
non: 5
$60 preventive 0% X
visits
30% X 40% X
After 15t three
non-
$60 preventive 40% X
visits
30% X 40% X
No cost share No cost 'share
Delivery and alt inpétiem Hospital 30% X 40% X
- services Professional 30% X 40% X
1 ? 30% X 40% X
Outpatient Rehabilitation services $60 X 40% X
Outpatient Habilitation services $60 X 40% X
30% X 40% X
30% X 40% X
Hospice service No cost share X No cost share X
Eyeexam = oo o 0 :No cost share . "4~ Nocost share
pair of glasses per year (or.contact lenses in lieu No cost share No costshare
Preventive - Cleaning i :
Preventive - X-ray !
= Not.Cor d
Seslants per Tooth . Not Covered Not Covere
Topical Fluoride Application
Space Maintainers - Fixed
‘Amalgam Fill - 1 Surface Not Covered . Not:Covered
Root Canal- Molar
Gingivectomy per Quad
Extraction- Single Tooth Exposed Root or Not Covered Not Covered
Erupted.
Extraction- Complete Bony
Porcelain with Metal Crown
Medically necessary orthodontics Not Covered Not Covered

See endnotes.



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 Enrolles's out of
pocket costs
ﬁ, ng‘ Y

Catastrophic Plan

$6,600 integrated Med/Rx Ded

NiA

N/A

N/A
$6.600

After 1st
rimary care visit or non-specialist practitioner three non-

3
visit to freat an injury or iliness 0% preventive
visits
Specialist visit 0% X
Preventive care/ screening/ immunization No cost share
Laboratory Tests 0% X
~rays and Diagnostic Imaging 0% X
- Imaging {CT/PET scans, MRIs} 0% X
eneric drugs 0% X
referred brand drugs 0% X
__ Non-preferred brand drugs 0% X
Specialty drugs Q% X
Facility fee (a.g., ASC) 0% X
Physician/surgeon fees 0% X
Emergency room services {waived if admitted) 0% X
 Emergency medical transportation 0% X
After 1st
Urgent care 0% {hree non-
prevantive
visits
acility fee (e.g. hospital room) 0% X
hysician/surgeon fee 0% X
. After 1st
Mental/Behavioral health outpatient services 0% three non-
, preventive
visits
Mental/Behavioral health inpatient services 0% X
After 15t
Substance use disorder outpatient services % three nclm-
preventive
visits
Substance use disorder inpatient services % X
Prenatal care and preconception visits ~ Nocost share
Déhvery and all inpatient Hospital 0% X
_ services Professional D% X
Home health care 2% X
Outpatient Rehabilitation services 0% X
Outpatient Habilitation services 3% X
Skilled nursing care . V% X
Durable medical equipment 0% X
Hospice service No cost share X
Eys exam No cost share
1 pair of glasses per year (or contact jenses in fieu No cost share x

of glasses)

Oral Exam

Preventive - Cleaning
Preventive - X-ray

Sealants per Tooth

Topical Fiuoride Application
pace Maintainers - Fixed

No cost share

 Amalgam Fill - 1 Surface Not Covered

oot Canal- Molar
Gingivectomy per Quad S
Extraction- Single Tooth Exposed Root or

Not Coverad
Erupted ,
Extraction- Complate Bony
. Porcelain with Metal Crown
edically necessary orthodontics Not Covered




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 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 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
deductible. For HDHPs linked 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, if deductible applies to that service, and the out-of-pocket maximum.

4) Cost sharing for services with copayments is the lesser of the copayment amount
or allowed 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 shall not exceed $200 per month.

7) In the Platinum and Gold Copay Plans, hospital, in-patient and skilled nursing
facility stays have no additional cost share after 5 days.

8) Fordrugs to treat an illness or condition the copay or coinsurance apphes to the
prescription supply. Nothing in this note precludes a carrier from offering mail
order prescriptions at a reduced cost.

2015 Standard Benefit Plan Designs April 17, 2014



COVERED
CALIFOANIA

2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014

Summary of Benefits and Coverage Standalone Dental Plan . Standalone Dental Plan
Member Cost Share amounts describe the Enrollee’s out of pocket Pediatric Dental EHB Pediatric Dental EHBI
costs. Copay Plan Coinsurance Plan
Up to Age 19 Up to Age 19
T 830% 86.8%
$0 $65 In Network/

$65 Out of Network
$130 In Network/

%0 $130 Out of Network

$350 $350
3700 N $700

$0 0

None ' None

None

Oral Exam :
Preventive - Cleaning 30 0%
Preventive - X-ray ; $0 0%
Sealants per Tooth . : $0 ) 0%
Topical Fluoride Application ) $0 0%
Space Maintainers - Fixed $0 0%
Amalgam Fill - One Surface $25 20% X
Root Canal - Molar $300
Gingivectomy per Quad $150
Extraction- Single Tooth Exposed Root $65
or Erupted 50% x
Extraction - Complete Bony $160
Crown - Porcelain with Matal $300

Medically Neéessary Orthodontia $350 - 50% X

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

1) In a coinsurance plan, each child is responsible for the individual
deductible uniess 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 acerue 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-network services contribute to
the family deductible. if applicable, as well as the family 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 Dental Benefit Notes {only applicable to the Family Dental Plan)

§) 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 ervolled in the Family Dental Plan, all children in the
© family under age 19 years must be enrolled in the same Family

Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualifled

Health Plan are eligible to purchase the Standalone or Family

Dental Plans.



COVERED
CALIFGRHIA

2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014

Summary of Benefits and Coverage ._Family Dental Plan |

Member Cost Share amounts describe the Enrollee’s out of pocket Pediétric Dental EHB Aduit Dental

costs. : Copay Plan ; Copay Plan
Up to Age 19 Age 19 and QOlder

83.0% Not Calculated

30 30

$0 $0

Not Applicable
Not Applicable
$0

None

None

o

ral Exam $0
reventive - Cleaning $0
reventive - X-ray , $0
ealants per Tooth - = e SBY Not Covered
‘opical Fluoride Application ) : Not Covered
pace Maintainers - Fixed ‘ Not Covered
_Amalgam Fill - One Surface $25
Root Canal - Molar $300 $300

Gingivectomy per Quad $150 $150
xtraction- Single Tooth Exposed Root :
r Erupted - ’ 365 : ' $65
xtraction - Complete Bony $160 $160
rown - Porcelain with Metal $300 $300

Medically Necessary Orthodontia $350 - Not.Covered

Pediatric Dental EHB Notes {only applicable to the pediatric portion of the
Standalone Dental Plan or Family 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 deductibie 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-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum. -

4) Only Enroliees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible o purchase the Standalone or Family
Dental Plans.

Adult Dental Benefit Notes (only applicable to the Family Dentai Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dantal 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, all children in the
family under age 19 years must be enrolied in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Quaiified
Health Plan are eligible to purchase the Standalone or Family
Dental Pians.



COVERED

CALIFOBRMIA

2015 Dental Standard Benefit Plan Designs

Date: April 17, 2014

Summary of Benefits and Coverage Family Dental Plan

Member Cost Share amounts describe the Enrollee’s out of pocket - Pediatric Dental EHB Adult Dental

costs. Coinsurance Plan Coinsurance Plan
Up to Age 19 Age 19 and Older

£6.8% Not Calculated
$65 In Network/ $60 In Network/
$65 Out of Network $50 Out of Network

$130 In Network/

$130 Out of Network Not Applicable

$350 Not Applicable
$700 Not Applicable
30 $0
6 months for Major
None Services, Waived with Proof

of Prior Coverage
None

_Preventive - Cleaning
Preventive - X-ray
Sealants per Tooth
- Topical Fluoride Application

Space Maintainers - Fixed

malgam Fill - One Surface

oot Canai - Molar

ingivectomy per Quad

_Extraction- Single Tooth Exposed Root
r Erupted 50% X 50% X
xtraction - Complete Bony

0%
Not Covered
Not Covered
Not Covered
X 20% X

- Crown - Porcelain with Metal )
Medically Necessary Orthodontia 50% X Not Covered

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

1) In a coinsurance plan, each child is responsible for the individual
deductible uniess 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 twe 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 out-of-
pocket maximum.

4) Only Enroliees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligitle to purchase the Standalone or Family
Dentai Plans.

Adult Dental Bencfit Notes (only applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible,

6) Families eligible tc purchase a Family Dental Plan must include
at teast one adult who has purchased a Qualified Health Plan
through the Exchange.

7)1f a child is enrolied in the Family Dental Plan, all children in the
family under age 19 years must be enrolied in the same Family
Dental Plan.

8) Only Enroflees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans. :



