COVERED

May 30, 2014

ADVANCE NOTICE OF READOPTION OF EMERGENCY REGULATIONS

This notice is sent in accordance with Government Code Section 11346.1 (a)(2), which requires
that State of California agencies give advance notice at least five working days of their intent to
file emergency regulations with the Office of Administrative Law (OAL). The California Health
Benefit Exchange (“Exchange’) intends to file an Emergency Rulemaking package with the
Office of Administrative Law (OAL) that establishes the 2014 Standard Benefit Plan Designs
for health plan issuers and insurers in the individual and small group market both inside
and outside of the Exchange. As required by subdivisions (a)(2) and (b)(2) of Government
Code Section 11346.1, this notice appends the following: (1) the specific language of the
proposed regulation and (2) the Finding of Emergency, including specific facts demonstrating
the need for immediate action, the authority and reference citations, the informative digest and
policy statement overview, attached reports, and required determinations.

The Exchange plans to file the Emergency Rulemaking package with OAL at least five working
days from the date of this notice. If you would like to make comments on the Finding of
Emergency or the proposed regulations (also enclosed), they must be received by both the
Exchange and the Office of Administrative Law within five calendar days of the Exchange’s filing
at OAL. Response to these comments is strictly at the Exchange’s discretion.

Comments should be sent simultaneously to:

California Health Benefit Exchange
Attn: Brandon Ross
1601 Exposition Blvd
Sacramento, CA 95815

Office of Administrative Law
300 Capitol Mall, Suite 1250
Sacramento, CA 95815

Please note that this advance notice and comment period is not intended to replace the public's
ability to comment once the emergency regulations are approved. There will be a 45-day
comment period within the 180-day certification period following the effective date of the
emergency regulations.

If you have any questions concerning this Advance Notice, please contact Brandon Ross at
(916) 228-8281.

COVERED CALIFORNIA™ 1601 EXPOSITION BLVD., SACRAMENTO, CA 95815 WWW.COVEREDCA.COM

A

BOARD MEMBERS Diana S. Dooley, Chair  Kimberly Belshé  Paul Fearer  Susan Kennedy RobertRoss, MD EXEC DIRECTOR Peter V. Lee




May 30, 2014
Page 2

FINDING OF EMERGENCY

The Director of the California Health Benefit Exchange finds that an emergency exists
and that this proposed emergency regulation is necessary to address a situation that
calls for immediate action to avoid serious harm to the public peace, health, safety or
general welfare.

The Exchange has proceeded with diligence to comply with Government Code §
11346.1(e), and it has made substantial progress in that regard. The Exchange intends
to make these emergency regulations permanent and has completed multiple steps in
fulfilling the obligations required to seek a permanent rulemaking following this re-
adoption. For example, the Exchange has finalized the Initial Statement of Reasons for
the permanent rulemaking. The Exchange has been working with the Department of
Finance to correctly identify whether this regulation is a “major regulation” and in
completing the full fiscal and economic impact statement. The emergency first
readoption rulemaking previously approved by OAL on March 17, 2014, will expire on
June 17, 2014.

DEEMED EMERGENCY

The Exchange may “Adopt rules and regulations, as necessary. Until January 1, 2016,
any necessary rules and regulations may be adopted as emergency regulations in

accordance with the Administrative Procedures Act. The adoption of these regulations
shall be deemed to be an emergency and necessary for the immediate preservation of
the public peace, health and safety, or general welfare.” (Gov. Code, § 100504(a)(6)).

AUTHORITY AND REFERENCE
Authority: Government Code Section 100504.
Reference: Government Code Sections 100502, 100503, 100504, 100505, and 100507.

INFORMATIVE DIGEST/POLICY STATEMENT OVERVIEW
Documents to be incorporated by reference:

The California Health Benefit Exchange Standard Benefit Plan Designs - FINAL,
dated July 18, 2013, will be incorporated by reference in the proposed regulations.

Summary of Existing Laws

Existing law, the California Patient Protection and Affordable Care Act, established
the California Health Benefit Exchange. The Exchange is responsible for arranging
and contracting with health insurance issuers to provide affordable, quality health
insurance coverage to qualified individuals and qualified employers through the
Exchange. (Gov. Code, § 100500 et seq.) In order to provide health care coverage
through the Exchange, the Exchange must contract with health insurance issuers
through a competitive selection process based on uniform standards and criteria that

COVERED CALIFORNIA™ 1601 EXPOSITION BLVD,, SACRAMENTO, CA 95815 WWW.COVEREDCA.COM

BOARD MEMBERS Diana 5. Dooley, Chair  Kimberly Belshé  Paul Fearer Susan Kernedy Robert Ross, MD  EXEC DIRECTOR Peter V. Lee




May 30, 2014
Page 3

must be developed by the Exchange. (Gov. Code, §§ 100503, 100504). Existing law
further allows give the Exchange the authority to standardize products that will be
offered through the Exchange. (Gov. Code, § 100504(c)).

The proposed regulations will provide the public with the clear standards for how
health insurance issuers must design critical components of their plans in order to be
certified as a Qualified Health Plan. The regulations will ensure that all health plan
issuers are on a level playing field and have an equal opportunity to be selected for
participation in the Exchange. Additionally, these regulations will increase
competition among the plans by allowing consumer to compare Qualified Health
Plans side by side, which will allow health issuers to compete on price and value.
Lastly, the regulations will increase transparency in the Exchange’s process for
selecting qualified health plans, which will result in greater consumer confidence in
the Exchange.

The proposed regulations will provide the standards upon which health issuers will
construct their health plans to be certified by the Exchange as Qualified Health Plans
and offered through the Exchange to millions of Californians. The proposed
regulations will specifically benefit millions of Californians by providing them with the
ability to make a side by side comparison of Qualified Health Plans, which will allow
them to make informed choices on which plan will provide the most value for
themselves and their family members. The Exchange is the sole marketplace where
Californians at certain income levels will be able to use federal tax credits to reduce
the cost of their health insurance premiums and to purchase coverage that is eligible
for federal subsidies that will reduce the cost-sharing requirements in their health
plans. Without these proposed regulations, Californians would be unable to use
federal tax subsidies for the purchase of Qualified Heath Plans that allow such a side
by side comparison of benefits.

After an evaluation of current regulations, the Exchange has determined that these
proposed regulations are not inconsistent or incompatible with any existing
regulations. Further, the proposed regulations are not inconsistent or incompatible
with any other regulations that address health plans outside of the Exchange.

MATTERS PRESCRIBED BY STATUTE APPLICABLE TO THE AGENCY OR TO
ANY SPECIFIC REGULATION OR CLASS OF REGULATIONS

None.

LOCAL MANDATE

The Executive Director of the California Health Benefit Exchange has determined that
this proposed regulatory action does not impose a mandate on local agencies or school

districts.

FISCAL IMPACT ESTIMATES
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This proposal does not impose costs on any local agency or school district for which
reimbursement would be required pursuant to Part 7 (commencing with Section
17500) of Division 4 of the Government Code. This proposal does not impose other
nondiscretionary cost or savings on local agencies.

COSTS OR SAVINGS TO STATE AGENCIES (Attached Form 399)

The proposal does not result in any costs or savings to any state agency.

COSTS OR SAVINGS IN FEDERAL FUNDING TO THE TO STATE (Attached Form
399)

The proposal does not result in any costs or savings in federal funding to the state.
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Readopt Section 6458 to read:

Section 6458: 2014 Standard Benefit Plan Designs

(a) For plan year and calendar year 2014, The California Health Benefit Exchange
adopts the Standard Benefit Plan Designs identified as the 2014 Standard
Benefit Plan Designs — FINAL, dated July 18, 2013, 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)






Covered California
Standard Benefit Plan Designs - FINAL
Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Platinum Platinum
ENROLLEE'S OUT OF POCKET COSTS Coinsurance Plan Copay Plan
7118/2013

Overall deductible $0 $0

“Other deductibles for specific services
Medical $0 $0
Brand Drugs $0 $0
Dental See attachment See attachment

Out-of-pocket limil on expenses $4.000 $4.000

Common Medical Member Cost | Deductible | Member Cost | Deductible
Event Service Type Share Applies Share Applies

Primary care visit to treat an injury or iliness (see

Visit to a health  footnote ) $20 ey
. ¢are provider's
, office or elinic Specialist visit $40 $40
Other practitioner office visit $20 $20
Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests $20 $20
Tests X-rays and Diagnostic Imaging $40 $40
imaging (CT/PET scans. MRIs) 10% $150
Generic drugs $5 $5
,:"m?;':r"w Preferred brand drugs $15 $15
‘ it J Non-preferred brand drugs $25 $25
i Specialty drugs 10% 10%
' Outpatient Facility fee (e.g.. ASC) 10% $250
-surgery Physician/surgeon fees 10%
| Emergency room services (waived if admitted) $150 $150
Emergency medical transportation $150 $150
:Need immediate
.aftention Urgent care $40 $40
Facility fee (e.g.. hospital room) 10% $250 per day up
Hospltal stay Physician/surgeon fee 10% to 5 days
Mental/Behavioral health outpatient services $20 $20
{Mental health, T T T T [ dayup
behavioral healih, ental/Behavioral health inpatient services 10% to 5 days
L OF substance
sbuse needs Substance use disorder outpatient services $20 $20
R ) i i $250 per day up
0,
Substance use disorder inpatient services 10% to 5 days
‘ Prenatal care and preconception visits No cost share No cost share
Pragnancy Delivery and all inpatient Hospital 10% $250 per day up
services Professional 10% to 5 days
Home health care 10% $20
Rehabilitation services $20 $20
Help recovering  Habilitation services $20 $20
- or other special . . o $150 per day up
hebith neads Skilled nursing care 10% io 5 days
Durable medical equipment 10% 10%
Hospice service No cost share No cost share
Eye exam (deductible waived ) 0% 0%
Chitd nepds Glasses 1 pair per year 1 pair per year

Dental check-up - Preventive and Diagnostic
Dental Basic Services
Dental Restorative and Orthodontia Services

Pediatric Dental Standard
Plan Design attached

dentai or eye carg Pediatric Dental Standard

Plan Design attached

Hotes:
1} Family deductibles and out-of-pocket maximums are equs) o 2 times the individuzl values. Except for high deductible heath plang (HOHPS} linksd to Health Savings
Accounts (HSAs).in 8 family plan, an individual iz responsible only for the singie cut-of-pocket deductible and & single out of packet maximum amount. Deductibles snd
other cost sharing payments made by esch individuai in a & mily contribute to the family deductible or out of pocket maximum. Dnee the family deductible amount is

i by any combination of indivk deductible payments, plan copays or coinsurance apply until the family out of pocket maximum is reached, after which the plan
pays sl costs for covered services for all fanily members. Under HDHP plans, the family deductible must be satisfied before the plan pays znything for services for any
individualin the family, and the family out-of-pocket maximum must be satisfied before &ny individuals cost ahsring responsibility ends.
2) Cest sharing amounts for ak in-network services accuruiste toward the meximum out-of-pecket expense,
3; Cost sharing for services with copayments is the issser of the pay it
4} For the Brenze and Catesirophic plans, deductibie is waived for three office or urgent care visits, including cutpatient Mental Heath/Substance Abuse visits.
£} "Other Practiioner Office \Visits” includes Therapy Vieits, other office visits not provided by either Primary Care or Speciaky Paysicians or not specified in ancther

% or ol &




Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Gold Gold
ENROLLEE'S OUT OF POCKET COSTS Coinsurance Plan Copay Plan
7/18/2013

Overall deductible $0 $0

Other deductibles for specific services
Medical - ] $0 $0
Brand Drugs $0 $0
Dental See attachment See attachment

Out-of-pocket limit on expenses $6.350 $6.350

Common Medical Member Cost | Deductible | Member Cost | Deductible
Event Service Type Share Applies Share Applies

Primary care.visit to treat an injury or iliness (see

Visit to a health  footnote) 430 330
care provider’s
office or clinic Specialist visit $50 $50
Other practitioner office visit $30 $30
Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests i $30 $30
Tests X-rays and Diagnostic Imaging $50 $50
Imaging (CT/PET scans. MRIs}) 20% $250
Generic drugs $19 $19
:I)Ir:e:g;t:rueat Preferred brand drugs ) $50 $50
condition Non-preferred brand drugs $70 $70
Specialty drugs 20% 20%
Outpatient Facility fee (e.g.. ASC) 20% $600
surgery Physician/surgeon fees 20%
Emergency room services (waived if admitted) $250 $250
Emergency medical transportation $250 $250
Need immediate
tsqtin Urgent care $60 $60
X Facility fee (e.g.. hospital room) 20% $600 per day up
Hospital stay Physician/surgeon fee 20% to 5 days
Mental/Behavioral health outpatient services $30 $30
Mental health, . R . o $600 per day up
behavioral health, Mental/Behavioral health inpatient services 20% to 5 days
or substance
abusé peeds Substance use disorder outpatient services $30 $30
Substance use disorder inpatient services 20% $600RCrdaUR
to 5 days
Prenatal care and preconception visits No cost share No cost share
Pregnancy Delivery and all inpatient Hospital 20% $600 per day up
services Professional 20% to 5 days
Home health care 20% $30
Rehabilitation services $30 $30
Help recovering Habilitation services $30 $30
or other special : . o $300 per day up
Hagithaweds Skilled nursing care 20% t0.5.days
Durable medical equipment 20% 20%
Hospice service No cost share No cost share
Eye exam (deductible waived) 0% 0%
Glasses 1 pair per year 1 pair per year
Child needs - -
B i o) checkeup - Preventive ahd Diagnostic Pediatric Dental Standard ~ Pediatric Dental Standard
KeiaUBasio s oS Plan Design attached Plan Design attached
Dental Restorative and Orthodontia Services 9 9
Notes:

1) Family deduciibles and syt-of-pociet meximums are equsl tc 2 times the individusl vatues. Except for high deduciitle heath plans (HOHPs; linked to Health Savings
ALccounte (HSAs)in & famity plan, an individual is responsible only for the singis cut-of-pocket deductibls and a gingle out of pockel maximum amount. Deductibles and
other cost sharing payments made by esch individual in a Temily contricule ta tne fsmily deduciitle or out of pockel maximum, Cnee the family deductible amount is
satisfied by any combinatien of individual deductitle pay iE, plan copAys of Coi apgly uniil the family out of pochet maxinwm is resched, after wihich the plan
pays sll costs for covered services for all family members. Under KDHP plans, the famile deductinie must be satisfied before the plan pays anything for services for any
individual in the Tamity, and the family out-of-pocket maximum must be satisfied before any individual's. cost sharing responsibiity ends.

23 Cost i ts for al in. rk services d the it out-of-pocket expense.
2 Cost sharing for servicea with copayments is the lesser of the copay t or allowed
4} For the Bronze and Catastrophic plans, deductibie is waived for three office or urgent care visits, including outpatient Mental Healih Abuse visits.

5} "Other Practitioner Office Visits™ includes Therapy Visits, other office visits not provided by either Primary Care or Specialty Physicians or not specified in another



Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage Individual Individual
COST SHARING AMOUNTS DESCRIBE THE Silver Silver
ENROLLEE'S OUT OF POCKET COSTS Coinsurance Plan Copay Plan
7/18/2013
‘Bveratl deductible N/A N/A
Other deductibles for specific services
Medical $2.000 $2.000
Brand Drugs $250 $250
Dental See attachment See attachment
Out-of-pocket limit on expenses $6.350 $6.350

Common Medical Member Cost | Deductible | Member Cost | Deductible
Event Service Type Share Applies Share Applies

Primary care visit to treat an injury or illness (see

Visit te-a heaith  footnote ) $45 43
care provider's
office or clinic Specialist visit $65 $65
Other practitioner office visit $45 $45
Preventive care/ screening/ immunization No cost share No cost share
| Laboratory Tests $45 $45
‘Tests X-rays and Diagnostic imaging $65 $65
Imaging (CT/PET scans. MRIs) 20% X $250
i I Generic drugs $19 $19
‘D"Irugs : Preferred brand drugs $50 X $50 X
i fition Non-preferred brand drugs $70 X $70 X
Specialty drugs 20% X 20% X
‘Outpatient Facility fee (e.g.. ASC}) 20% 20%
isurgery Physician/surgeon fees 20% 20%
Emergency room services (waived if admitted) $250 X $250 X
Emergency medical transportation $250 X $250 X
Need immediats
o2y Urgent care $90 $30
Facility fee (e.g.. hospital room) 20% X N
Hospital stay Physician/surgeon fee 20% Al X
Mental/Behavioral health outpatient services $45 $45
klﬂental health, - . " . = =
 behavioral health, Mental/Behavioral health inpatient services 20% X 20% X
. or substance
|ebuss nesgy Substance use disorder outpatient services $45 $45
Substance use disorder inpatient services 20% X 20% X
Prenatal care and preconception visits No cost share No cost share
. Pregnancy Delivery and all inpatient Hospital 20% X 20% X
services Professional 20% ’
Home health care 20% $45
Rehabilitation services $45 $45
Help recovering Habilitation services $45 $45
or other special . . o %
haxith nabah Skilled nursing care 20% X 20% X
Durable medical equipment 20% 20%
Hospice service No cost share No cost share
Eye exam (deductible waived ) 0% 0%
! Glasses 1 pair per year 1 pair per year
1Child naeds 5 - . .
.tental or eye care gz::: ;:ZT: ;2 Niz;zvemxve and Disgnobic Pediatric Dental Standard Pediatric Dental Standard
: Plan Design attached Plan Design attached

» Dental Restorative and Orthodontia Services

Notes:

1} Family deductibles and out-of-packet maximums are equal to 2 times the individual values. Except for high deductible health plans (HDHPs) linked ta Heatth Savings

Accounts (HSAsg),in 8 family plan, an individual is responsible only for the singie out-of-pocket deductible and a single out of pocket maximum amount, Deductibles and

other cost sharing payments made by each individual in a Tamily contricute to the family deductible or out of pocket maximum. Cnee the family deductible amount is
tizfied by any combination of individua! deductible payments, plsn copays or coinsurance apply until the family out of pocket maximum is regched, &fter which the plan

pays sl costs for covered services for all family members. Under RDHP pians, the family deductibie must be satisfied before the plan pays anything for services for any

individua! in {he family, and the family oui-of-pocke: maximum must be satistied before any individuals cost sharing respansibiliy ends.

2} Cos! sharing smounts for ak in-netwark services sccemulsts toward the maximum out-ef-pocket expenss.

2) Cost sharing for services with copayments is the lesser of the copayment amount or allowsed amouni.

4} For the Bronze and Catssirophic plans, deductible Is waived for three office or urgent care visits, including HWental H e Abuse visits.

£} "Other Praciiiioner Office Visits™ includes Therapy Visits, other office visits not previded by either Primary Care or Specialty Physicians or not specified in another




Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage SHOP SHOP
COST SHARING AMOUNTS DESCRIBE THE Silver Silver
ENROLLEE'S OUT OF POCKET COSTS Coinsurance Plan Copay Plan
7/18/2013
Overall deductible N/A N/A
Other deductibles for specific services
Medical $1.500 $1.500
Brand Drugs $500 $500
Dental See attachment See attachment
Out-of-pocket limil on expenses $6.350 $6.350

Common Medical Member Cost | Deductible | Member Cost | Deductible '
Event Service Type Share Applies Share Applies

Primary care visit to treat an injury or illness (see

Visit to a heaith  footnote) $45 $45
care provider’s
office or clinic Specialist visit $65 $65
Other practitioner office visit $45 $45
Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests $45 $45
Tests X-rays and Diagnostic Imaging $65 $65
imaging (CT/PET scans. MRIs) 20% X $250
: Generic drugs $19 $19
:‘r;gs:t:r"'“ Preferred brand drugs $50 X $50 X
condition Non-preferred brand drugs $70 X $70 X
Specialty drugs 20% X 20% X
Outpatient Facility fee {e.g.. ASC) 20% 20%
surgery Physician/surgeon fees 20% 20%
Emergency room services (waived if admitted) $250 X $250 X
Emergency medical transportation $250 X $250 X
Need immediate
AenUon Urgent care $90 $90
" Facility fee (e.g.. hospital room) 20% X A
Hospitalstay . ician/surgeon fee 20% ks X
Mental/Behavioral health outpatient services $45 $45
Mental health, . I . : =
behavioral health, Mental/Behavioral health inpatient services 20% X 20% X
or substance
Suswatils Substance use disorder outpatient services $45 $45
Substance use disorder inpatient services 20% X 20% X
Prenatal care and preconception visits No cost share No cost share
Pregnancy Delivery and all inpatient Hospital 20% X .
. - 20% X
services Professional 20%
Home health care 20% $45
Rehabilitation services $45 $45
Help recovering  Habilitation services $45 $45
or other special ; ; o o
health Hoeds Skilled nursing care 20% X 20% X
Durable medical equipment 20% 20%
Hospice service No cost share No cost share
Eye exam (deductible waived) 0% 0%
Child needs Glasses 1 pair per year 1 pair per year

dental or Dental check-up - Preventive and Diagnostic
2 Oreye Caré n.ntal Basic Services

Dental Restorative and Orthodontia Services

Pediatric Dental Standard Pediatric Dental Standard
Plan Design attached Plan Design attached

Notes:

1} Family deductibles and out-cf-pocket maximums are equal to 2 times the individual values. Except for high deductitle heatth plans (HDHPs; linked to Healh Savings
Acoounte (HESAS).in a family plan, an individual is resporgitle anly for the single cut-of-packet deductible and a single out of pocket ductibles and
other cost sharing payments made by each individual in a family i to the family deductible or out of pocket maximum. Once the family deductible amount is

sati by any « tion of ind { ible pay , plan copays or coi ance apply until the family out of packet maximem is reached, after which the plan
pays alt costs for covered services for al family members. Under HDHP plans, the famiy deductible must be satisfied before the plan pays snything for servicee for any
individual in the family, and the family out-of-pocket maximum must be satisfied before any individuals cost sharing responsibility ends.

2; Cost sharing amounts for afl in-network services ac lat d the oui-of-pocket expense.
3} Cost sharing for Bervices with copayments is the lesser of the copay it tor a d
4} For the Bronze and Catastrophic plans, deductible is waived for three office or urgent care visits, including ient Mental Health € Abuse visits.

£ "Other Practiticrer Office Visits™ includes Therapy Vieits, oiher office visits not previded by either Primary Care or Specialty Physicians or not specified in ancther



Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE

SHOP

Silver

ENROLLEE'S OUT OF POCKET COSTS

7/18/2013

‘Overall deductible

Dther deductibles for specific services

Medical
Brand Drugs
Dental

Out-of-pocket limit on expenses

Common Medical Member Cost | Deductible
Event Service Type Share Applies

Visit to a health  footnote )
care provider's
office or clinic Specialist visit
Other practitioner office visit
Preventive care/ screening/ immunization
Laboratory Tests
Tests X-rays and Diagnostic Imaging
Imaging (CT/PET scans. MRIs)
Generic drugs
?“rr:g?:f“ﬁ Preferred brand drugs
condition Non-preferred brand drugs
i Specialty drugs
Outpatient Facility fee (e.g.. ASC)
sBurgery Physician/surgeon fees
Emergency room services (waived if admitted)
‘ Emergency medical transportation
. Need immediate
aitantion Urgent care
: Facility fee (e.g.. hospital room)
ety Physician/surgeon fee
Mental/Behavioral health outpatient services
“Mental health, . e .
\behavioral health, Mental/Behavioral health inpatient services
ior substance
Bbuse nesds Substance use disorder outpatient services
Substance use disorder inpatient services
Prenatal care and preconception visits
-Pregnancy Delivery and all inpatient Hospital
i services Professional
Home health care
Rehabilitation services
iHelp recovering  Habilitation services
?.nr' mlth .ml It Skilled nursing care
Durable medical equipment
Hospice service
y Eye exam (deductible waived )
Glasses
onia nesds . Dentalchecicip - Paverive and Diagnostc ™
i Sreveicars Dental Basic Services
Dental Restorative and Orthodontia Services
Hotes:

1} Family deductibles and out-of-packet meximums a

Primary care visit to treat an injury or iliness (see

HSA Plan

¢ lpairperyear .

$1.500 integrated Med/Rx

N/A
N/A
See attachment
$6.350

20% X

20%
20%
No cost share
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%
20%

x x

KX XXX XXX XXX

20%

bl

20% X
20% X

20% X

20% X

20% X

20%

No cost share
20%
20%
20%
20%
20%

20%

20%
No cost share
0%

x

XX X XX XXX

Pediatric Dental Standard
Plan Design attached

re equsl to 2 times the individual values. Except for high deductible health plans (HDHPs} inked to Health Savings

Accounts (HSAs)in 8 family plan, an individuzl is responsible anly for the zingle out-cf-pocket deductible and & single oui of pecket maximum amount. Deductibles and

other cost sharing pavments made by esch individual in

tistied by sny

pays &l costs for covered services for all family members.
individualin the family, and the family out-of-pocket

8 family coniribute to the family deducticle o1 out of pocket maximum. Once the family deductible amount is

of individus| deductible payments, plen copays or cainsurance apply until the family out of pocket maximum is resched, after which the plan
Under KDHP plans, the family deductible must be saiisfied before the plan pays anything for services for any
maximum must be salisfied before any individua's cost sharing rezpansibilty ends.

2; Cast sharing amounts for all in-network services accumulate toward the meximum oui-of-pocket expensa.
3} Cost sharing for services with copayments is ke lesser of the capayment amount or allowred amsunt.

4} For ihe Brenze and Catsstrophic plans, deductible is waived for
S "Other Practiticner Office Visits” includes T

three offics or urgent care visits, mciuding outpalient Menta! Health/Substance Abuse visits.
heragy Vieits, other office visits not previded by either Primary Care or Speciaky Physicians or not specified in another



Covered California
Standard Benefit Plan Designs - FINAL
Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Silver Coinsurance Plan Silver Coinsurance Plan
ENROLLEE'S OUT OF POCKET COSTS 100%-150% FPL 150%-200% FPL
7/18/2013
Overall deductible $0 N/A
Other deductibles for specific services
Medical 5 $0 $500
Brand Drugs $0 $50
Dental See attachment See attachment
Out-of-pocket limit on expenses $2.250 $2.250
Commeon Medical Member Cost | Deductible | Member Cost | Deductible
Event p Share Applies Share Applies
Primary care visit to treat an injury or iliness (see $3 $15

Visit to a health  footnote )
care provider’s

office or clinic Specialist visit $5 $20
Other practitioner office visit $3 $15
Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests $3 $15
Tests X-rays and Diagnostic Imaging $5 $20
Imaging (CT/PET scans. MRIs) 10% 15% X
Generic drugs $3 $5
ﬁ;:‘:;i‘:r" 838t preferred brand drugs $5 $15 X
condition Non-preferred brand drugs $10 $25 X
L Specialty drugs 10% 15% X
Outpatient Facility fee (e.g.. ASC) 10% 15%
surgery Physician/surgeon fees 10% 15%
Emergency room services (waived if admitted) $25 $75 X
Emergency medical transportation $25 $75 X
Need immediate
L Urgent care $6 $30
Facility fee (e.g.. hospital room) 10% 15% X
Hospital stay Physician/surgeon fee 10% 15%
Mental/Behavioral health outpatient services $3 $15
Mentai heaith, . N . o N
beliavioral heaith, Mental/Behavioral health inpatient services 10% 15% X
or substance
MnEs eeds 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
Pregnancy Delivery and all inpatient Hospital 10% 15% X
services Professional 10% 15%
Home health care 10% 15%
Rehabilitation services $3 $15
Help recovering  Habilitation services $3 $15
or other special . . " o
health needs Skilled nursing care 10% 15% X
Durable medical equipment 10% 15%
Hospice service No cost share No cost share
Eye exam (deductible waived) 0% 0%
p Glasses 1 pair per year 1 pair per year
Child needs — - - -
dental or eye care g::::: g!e::;: Nil:;:ventlve afd Piagnostic Pediatric Dental Standard Pediatric Dental Standard
Plan Design attached Plan Design attached

Dental Restorative and Orthodontia Services

Notes:

1} Femily deductitles and sut-of-pociet meximums are equelic Z times the individuel values. Except for high deductitle heaith plans (HDHPe} finked to Health Savings

Accounts (HSAs).in 8 family pian, an individual is responsitle anly for the singie out-of-pocket deductible and a single oul of pockel maximum amount. Deductitles ang

other cost sharing payments made by egch individualin & family ¢ 1o the family deductitle or out of packet maximum. Dnce the family deductisie amount is
tisfied by any ination of individual deductible payments, plan copays of Coi ance apgly until the family cut of pocket maximum is reached, after which the pian

paye all costs for cevered services for all family members. Under HDHP plans, the family deductitle must be saiisfied before the plan paye anything for services for any

individusl in the family, and the family out-of-pocket maxinum ryat ke satistied before any individuats cost sharing respansibility ends. .

2; Cost sharing amountis for all in-netwark: services at it d the i sul-pi-pocket expenss.

2} Cost sharing for services with copayments is the asser of the copayment amsunt or aligwed amount,

4 Forihe Bronze and Calsstraphic plans, deductibie is wwaived for three sffice er urgeni care visits, including tient lenta: Health Abuse visiis.

£} "Dther Practitioner Office Visits” includes Therapy Visits, other office visits nct provided by gither Primary Care or Specialty Physicians cr not specified in another




Covered California
Standard Benefit Plan Designs - FINAL
Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Silver Coinsurance Plan
ENROLLEE'S OUT OF POCKET COSTS 200%-250% FPL
7/18/2013
_Overam deductible N/A
Other deductibles for specific services
Medical $1.500
Brand Drugs $250
Dental See attachment
Out-of-pocket limit on expenses $5.200

Common Medical Member Cost | Deductible
Event Service Type Share Applies

Primary care visit to treat an injury or illness (see

Visit to a health  footnote ) L
‘care provider's
- office or clinic Specialist visit $50
Other practitioner office visit $40
Preventive care/ screening/ immunization No cost share
Laboratory Tests $40
Tests X-rays and Diagnostic Imaging $50
Imaging (CT/PET scans. MRIs) 20% X
: Generic drugs $19
P Preferred brand drugs $30 X
‘iliness or
- condition Non-preferred brand drugs $50 X
{ Specialty drugs 20% X
. Outpatient Facility fee (e.g.. ASC) 20%
surgery Physician/surgeon fees 20%
' Emergency room services (waived if admitted) $250 X
Emergency medical transportation $250 X
Need immediate
o Urgent care $80
Facility fee (e.g.. hospital room) 20% X
Hospltal stay Physician/surgeon fee 20%
Mental/Behavioral health outpatient services $40
- Mental health, - ' — ) E
ibehavloral heath, Mental/Behavioral health inpatient services 20% X
: or substance
hbiiss nesits Substance use disorder outpatient services $40
Substance use disorder inpatient services 20% X
Prenatal care and preconception visits No cost share
. Pregnancy Delivery and all inpatient Hospital 20% X
services Professional 20%
Home health care 20%
Rehabilitation services $40
.Help recovering  Habilitation services $40
{or other speclal . ) ,
health s Skilled nursing care 20% X
Durable medical equipment 20%
Hospice service No cost share
Eye exam (deductible waived ) 0%
Child } Glasses 1 pair per year

Dental check-up - Preventive and Diagnostic
Dental Basic Services
Dental Restorative and Orthodontia Services

,dental or eye care Pediatric Dental Standard

Plan Design attached

Notes:
1} Family deductibles and out-o¥-packet meximums are equs! to Z times the individus] values. Excep! for high deductible heatth plans (HDHPs) linked to Healh Savings
Accaunts (HSAs)in a family plan, an individuzl is rezponsible anly for the single out-of-packet deductils end & single out of pocket maximum amount. Deductibles and
other cost sharing payments made by each individualin s Tamily contribute ta the family deductible or out of pocket maximum. Crice the family deductible smount is

isfied by any combination of individual deducticle paymenis, plen copays er coinsurance apgly until the family out of pocket maximem is resched, after which the plan
pays all costs for covered services for ali family members. Under KDEP plans, the family deductible must be satisfied before the plan pays anything for services for any
individual in the famity, and the family sui-of-pocke: maximum must be satisfied befare any individual's cost sharing respansibility ends.
2} Cost sharing amounta for all in-netwaork services accumuiste toward the maximum oui-of-pocket expense.
3; Cost sharing for services with copayments & the lesser of the pay t t or all d £
4 For the Brenze and Catestrophic plans, deductible is waived ‘or three offize or urgent care visits, including outpatient Menta! HeakhiSubstance Abuse visis.
S} "Other Prsctiticner Office Visits” includes Therapy Visits, other office visits not previded by either Primary Care or Speciatty Physicians or not specified in another




Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Silver Copay Plan Silver Copay Plan
ENROLLEE'S OUT OF POCKET COSTS 100%-150% FPL 150%-200% FPL
7/18/2013
Overall deductible $0 N/A
Other deductibles for specific services
Medical $0 $500
Brand Drugs $0 $50
Dental See attachment See attachment
Out-of-pockel limit on expenses $2.250 $2.250

Common Medical Member Cost | Deductible | Member Cost | Deductible
Event Service Type Share Applies Share Applies

Primary care visit to treat an injury or illness (see

Visit to = health  footnote ) $3 Sl
care provider's
office or clinic Specialist visit $5 $20
Other practitioner office visit $3 $15
Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests $3 $15
Tests X-rays and Diagnostic Imaging $5 $20
imaging (CT/PET scans. MRIs) $50 $100
wh N Generic drugs $3 $5
fl"':‘fs?:r"‘“ Preferred brand drugs $5 $15 X
e dition Non-preferred brand drugs $10 $25 X
Specialty drugs 10% 15% X
Outpatient * Facility fee (e.g.. ASC) 10% 15%
surgery Physician/surgeon fees 10% 16%
Emergency room services (waived if admitted) $25 $75 X
Emergency medical transportation $25 $75 X
Need immediate
aREnEOn Urgent care $6 $30
Facility fee (.g.. hospital room) N 5
Hosgitsi stay Physician/surgeon fee 10% 19 X
Mental/Behavioral health outpatient services $3 $15
Mental health, . N . . -
Bokasloral health; Mental/Behavioral health inpatient services 10% 15% X
or substance
ahuse nesds Substance use disorder outpatient services $3 $15
Substance use disorder inpatient services 10% 15% X
3 Prenatal care and preconception visits No cost share No cost share
Pregnancy Dell\_/ery and all inpatient Hosplta! 10% 15% X
services Professional
Home health care $3 $15
Rehabilitation services $3 $15
Help recovering  Habilitation services $3 $15
or other special : . " B
fisaithceds Skilled nursing care 10% 15% X
Durable medical equipment 10% 15%
Hospice service No cost share No cost share
Eye exam (deductible waived ) 0% 0%
Glasses 1 pair per year 1 pair per year
Child needs : - -
dental or eye care Depial chec_‘,k-up - 'Preventlve and Diagnostic Pediatric Dental Standard Pediatric Dental Standard
Dahtal Baslt Condeas Plan Design attached Plan Design attached
Dental Restorative and Orthodontia Services 9 9
Hotes:

1} Family deductiblee and cut-of-pociet maxinwne are sgusl to 2 times the individus! values. Except for high deduciitis heslh plans {HDHPs} linked to Health Savings
Accaunte (HS&s).in 8 family plan, an individual is respeneible aaly for the singie cut-of-pocket deductible and a single out of pocket maximum amournt. Deductisies and
other cost sharing pavments made by esch individual in a Tamily contricute to the family deductitle or out of pocket meximum. Cnce the family deductidle ameunt is
satisfied by any combination of individual deductitle pay is, plan copays or coi -ance apply until the family out of pocket maximurm is resched, after which the plan
pay= all costs for covered services for ail family members. Under HDHP plans, the famiy de ductinle must be satisfied nafore the plan pays enything for services for any
individual in the famity, and the family out-of-pocket maximum must be satisfied before any individual's cost sharing responsibiity ends.

2} Cost sharing amounts for all in-network services accumulate toward the maximum out-of-pocket expense.

3) Cost sharing for services with copayments is the lesser of the copayment amount or aliswed amount.

4} For the Bronze and C phic plans, deductible is waived for three office or urgent care visits, including outpatient Mental Health, e Abuse visits.

£ "Cther Practitioner Office Visits" includes Theragy Vieits, other affice visits not provided by sither Primary Care or Speciaty Physicians or ng! specified in ancther




Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Silver Copay Plan
ENROLLEE'S OUT OF POCKET COSTS 200%-250% FPL
7/18/2013

‘Overafl deductible N/A

‘Other deductibles for specific services
Medical $1.500
Brand Drugs $250
Dental See attachment

Out-of-pocket limit on expenses $5.200

Common Medical Member Cost | Deductible
Event Service Type Share Applies

Primary care visit to treat an injury or illness (see

Visitto a health  footnote ) $40
care provider's
office or clinic Specialist visit $50
Other practitioner office visit $40
Preventive care/ screening/ immunization No cost share
Laboratory Tests $40
‘Tests X-rays and Diagnostic Imaging $50
imaging (CT/PET scans. MRIs) $250
: ¢ Generic drugs $19
::'mgs t:r Preferred brand drugs $30 X
co" fition Non-preferred brand drugs $50 X
Specialty drugs 20% X
Outpatient Facility fee (e.g.. ASC) 20%
‘surgery Physician/surgeon fees 20%
Emergency room services (waived if admitted) $250 X
Emergency medical transportation $250 X
"Need Immediate
o Urgent care $80
Facility fee (e.g.. hospital room) .
"SRR Physician/surgeon fee 20 N
Mental/Behavioral health outpatient services $40
{Mental health, . . . o
| behavioral heaith, Mental/Behavioral health inpatient services 20% X
.or substance
ahuse Aeeds Substance use disorder outpatient services $40
Substance use disorder inpatient services 20% X
Prenatal care and preconception visits No cost share
-Pregnancy Delivery and all inpatient Hospital 5
i . - 20% X
services Professional
Home health care $40
| Rehabilitation services $40
{Help recovering  Habilitation services $40
\or other special . ) .
health needs Skitled nursing care 20% X
| Durable medical equipment 20%
Hospice service No cost share
Eye exam (deductible waived ) 0%
=) Glasses 1 pair per year
Child nesds Dental check-up - Preventive and Diagnostic =
dental or eye care o - Pediatric Dental Standard
Dental Basic Services Plan Design attached
Dental Restorative and Orthodontia Services 9
Hotes:

1} Family deductities and out-of-packet maximums are equal fo 2 times the individual values. Except for high deductible heatih plans (HDHPB} linked to Heath Savings
Accounis (HSAs}in 8 family plan, an individual is responsible only for the single cut-of-pocket deductible and a single out of pocket maximum amount. Deductibles and
other cost sharing payvments made by each individual in & family cantribute ta the family deduciible or out of pocket maximum. Once the family deductible amount is

isfied by any bination of individusl deductible paymenis, plsn Supays or cainsurance &pply untiithe family out of pociet maximum is reached, after which the plan
pays &l costs for covered services for all family members. Under HDRP plans, the famiiy deductible must be satisfied before the plan pays anything for services for any
individuatin the family, and the family out-of-pocket maximum must be satistied before any individuals cost sharing responsibility ends.
2} Cost ring ta for all in-network services accu ts toward the i aut-of-pocket expense.
3} Cost sharing for servicas with copayments is ihe fesser of the capsymer: amount or aliowed amount.
4} For the Bronze and Calssirophic plans, deductivie is waived for three office or urgent care visits, including outpatient Kental Heafth/Substance Abuse visits.
£} "Other Practitioner Office Visits” includes Therapy Visits, other office visits not previded by either Prima ry Care or Specialty Physicians or nat specified in another




Covered California
Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Bronze Plan Bronze
ENROLLEE'S OUT OF POCKET COSTS HSA Plan
7/18/2013
Overall deductible $5.000 integrated Med/Rx $4.500 integrated Med/Rx
Other deductibles for specific services
Medical N/A N/A
Brand Drugs N/A N/A
Dental See attachment See attachment
Out-of-pocket limit on expenses $6.350 $6.350
Common Medical Member Cost | Deductible | Member Cost | Deductible
Event p Share Applies Share Applies
After 1st 3
Primary care visit to treat an injury or illness (see non- o
Visit to a healtk  footnote) i $60 preventive G0 X
care provider's visits
office or clinic  Specialist visit $70 X 40% X
Other practitioner office visit $60 X 40% X
Preventive care/ screening/ immunization No cost share No cost share
Laboratory Tests 30% X 40% X
Tests X-rays and Diagnostic Imaging 30% X 40% X
Imaging (CT/PET scans. MRIs) 30% X 40% X
Generic drugs $19 X 40% X
::I’I:’f:s':r"“‘ Preferred brand drugs $50 X 40% X
CoRdition Non-preferred brand drugs $75 X 40% X
! Specialty drugs 30% X 40% X
Outpatient Facility fee (e.g.. ASC) 30% X 40% X
surgery Physician/surgeon fees 30% X 40% X
Emergency room services (waived if admitted) $300 X 40% X
Emergency medical transportation $300 X 40% X
Need immediate After 1st 3
attention non- 5
Urgent care $120 preventive 40% X
visits
Facility fee (e.g.. hospital room) 30% X 40% X
Hosplamisty Physician/surgeon fee 30% X 40% X
After 1st 3
. = non- 5
Mental/Behavioral health outpatient services $60 preventive 40% X
visits
Mental health, . . . . o .
behavioral heaith, Mental/Behavioral health inpatient services 30% X 40% X
or substance After 1st 3
abysemeads Substance use disorder outpatient services $60 NoR: 40% X
preventive
visits
Substance use disorder inpatient services 30% X 40% X
Prenatal care and preconception visits No cost share No cost share
Pregnancy Delivery and all inpatient Hospital 30% X 40% X
services Professional 30% X 40% X
Home health care 30% X 40% X
Rehabilitation services 30% X 40% X
Help recovering  Habilitation services 30% X 40% X
or other special ; . o o
health needs Skilled nursing care 30% X 40% X
Durable medical equipment 30% X 40% X
Hospice service No cost share X No cost share X
Eye exam (deductible waived ) 0% 0%
. Glasses 1 pair per year 1 pair per year
Child needs - ;
dental or eye care gg::: gl;e;:—;gn-liz:ventwe angd Baguostic Pediatric Dental Standard Pediatric Dental Standard
Plan Design attached Plan Design attached

Dental Restorative and Orthodontia Services

Notes:

1} Famity deductibles and cut-of-pocket mexinwms are equslic 2 times the individual values. Except for high deducitle heath ptans (HDHPs) linked to Healk Savings
Lccounis (HSAeLin a family pisn, an individual is respeneitie snly for the single cut-of-packet deductible 8nd a single oul of packet maximum amount. Deductibles and
other cost sharing pevments made by esch individual in a Tamily contribute ts the family deductitle or out of pocket maximum. Crce the family deductibie amount is.
satizfied by any ticn of individual uctible payments, plan copays or coinaurance spgly until the family out of pocket maximum is reeched, after wwhich the plan
pave sk costs for covered services for all family members. Linder HDP plans, the famiy deductible must be satiafied before the plan pays gnything for services for any
individual in the famiy, and the family out-ci-pocket maximum must be satisfied before sny individuals cost sharing responsibilty ends.

23 Cost sharing emounts for all in-netwerk services accumuiste toweard the maximum oui-si-pecket expenss.

3; Cast sharing fer services with copayments is the izsser of the copayment amounti or allw ed amount.

4 For the Brenze and Caiastrophic plans, deductible is waived for three office cr urgent care visits, includi tpaiient lientat Heakh/Subst: Abuse visits.

£ “Other Practiiorer Office Visits™ includes Therapy Vieits, other affice visits not previded by sither Primsry Cere or Speciaty Physicians or not specified in ancther




Covered California
Standard Benefit Plan Designs - FINAL
Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE

ENROLLEE'S OUT OF POCKET COSTS LD
7/18/2013
‘Overall deductible $6.350 integrated Med/Rx
“Other deductibles for specific services
Medical N/A
Brand Drugs N/A
Dental See attachment
Out-of-pocket limit on axpenses. $6.350
Common Medical Member Cost | Deductible
Event Service Type Share Applies
After 1st 3
] Primary care visit to treat an injury or iliness (see 0% non-
"Visit to a health  footnote) ¢ preventive
care provider's visits
‘office or clinic Spegcialist visit 0% X
Other practitioner office visit 0% X
Preventive care/ screening/ immunization No cost share
Laboratory Tests 0% X
‘Tests X-rays and Diagnostic Imaging 0% X
Imaging (CT/PET scans. MRIs) 0% X
; Generic drugs 0% X
;:'eg:st:r"“t Preferred brand drugs 0% X
‘condition Non-preferred brand drugs 0% X
] Specialty drugs 0% X
‘Qutpatient Facility fee (e.g.. ASC) 0% X
:surgery Physician/surgeon fees 0% X
| Emergency room services (waived if admitted) 0% X
Emergency medical transportation 0% X
:Need immediate After 1st 3
! SpseLop Urgent care 0% O
] preventive
visits
Facility fee (e.g.. hospital room) 0% X
g pitalstay Physician/surgeon fee 0% X
After 1st 3
Mental/Behavioral health outpatient services 0% 0on=
preventive
visits
, Mental heaith, A s . o
'behavioral health, Mental/Behavioral health inpatient services 0% X
or substance After 1st 3
abuse nueds Substance use disorder outpatient services 0% non-‘
preventive
visits
Substance use disorder inpatient services 0% X
Prenatal care and preconception visits No cost share
i Pregnancy Delivery and all inpatient Hospital 0% X
services Professional 0% X
Home health care 0% X
Rehabilitation services 0% X
‘Help recovering Habilitation services 0% X
‘ or other special . . .
‘health needs Skilled nursing care 0% X
Durable medical equipment 0% X
Hospice service No cost share X
Eye exam (deductible waived) 0%
“Child needs Glasses i 1 pair per year

Dental check-up - Preventive and Diagnostic
Dental Basic Services
Dental Restorative and Orthodontia Services

Pediatric Dental Standard
Plan Design attached

‘dental or eye care

Notes:

} Famity deducfibles and out-of-pocket meximume are equel to 2 times the individus! values. Except for high deductibie heslth plans (HDHPs} linked to Health Savings
Accaunts (HSAS)in & family pian, an individual is resporsible only for the gingle out-of-pocket deducticie and a single out of pocket maximum emount. Deductibles snd
cther cost sharing payments made by esch individuat in a family contribute to the family deductible or out of pocket maximum. Once the family deductible smount is
satisfied by sny combination of individusl deductible payments, plsn copays or coinsurance apply uatilthe family out of pocket maximum is reached, after which the plan
pays sl costs for covered services for ali famity members. Under HDHP plans, the family deductinle must be satisfied before the Plan pays enything for services for any
individual in the famity, and the family sut-of-pocke: maximum must be satisfied before any individuals cost sharing responsibilty ends.

2} Cast sharing amounts for ali in-netvsork services t: d the i out-of-pocket expenss.
3; Cost sharing for services with copayments is ihe lssser ofthe pay 1t or allowed it
4; For the Brenze and Caisstrophic plans, deductible is waived for three office or urgent care viaits, includi tpatient Kenta! Health ¢ Abuse visita.

£} "Other Practitioner Office Visits™ includes Therapy Visits, ather office visits not provided by either Primary Care or Speciaty Physicians or not specified in another
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Covered California
Standard Pediatric Dental Essential Health Benefits Plan Design
-For the 2014 Plan Year

. ! ‘ DPPO DPPO DHMO DHMO

Procedure Categories High Low High Low
Plan Pays: Enrollee Pays:
Diagnostic & Preventive (D&P) 100% 100% $0 S0
X-rays, Exams, Cleanings
Sealants
Office Visit n/a n/a S0 $20
Basic Services - Basic Restorative 80% 50% $40° $95°
Major Services - Crowns & Casts, . .
Prosthodontics, Endodontics, Periodontics, Oral |  50% 50% $365 $365
Surgery
Enrollee Pays:
Orthodontics (Medically Necessary) 50%  S50% $1,000 $1,000
$50 $60
Deductible (nc?t (applied None None
applied to all
toD&P)  services)

Annual Maximum None _ None None None
OOP Maximum $1,000 $1,000 $1,000 $1,000
Waiting Periods (Major & Ortho) None None None None
Actuarial Value (AV) 86% 72% 87% 72%

Notes:
1. Actuarial values are based on pediatric claims experience.

2. Orthodontics includes medically-necessary orthodontia only, ‘

3. DHMO Basic Services copayments vary by procedure within this category. Using a statistically significant
set of claims data, the plan’s average co-pay charged for procedures in this category cannot exceed the
stated amount.

4. DHMO Major Services copayments vary by procedure within this category. Using a statistically significant
set of claims data, the plan’s average co-pay charged for procedures in this category cannot exceed the
stated amount, ‘

5. When more than one child is covered by a pediatric dentai plan or policy, the policy/plan deductibles and
out of pocket maximum amounts are equal to 2 times the individual values, however each individual child
is responsible only for the single deductible and out of pocket maximum in a plan year.

6. Dental Exclusive Provider Organization (DEPO) products must conform to the DHMO Benefit Plan
Design.
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STATE OF CALIFORNIA — DEPARTMENT OF FINANGE

ECONOMIC AND FISCAL IMPACT STATEMENT

(REGULATIONS AND ORDERS)

STD. 399 (REV. 12/2008) See SAM Section 6601 - 6616 for Instructions and Code Citations

DEPARTMENT NAME CONTACT PERSON TELEPHONE NUMBER

California Health Benefit Exchange Brandon Ross 916-228-8281

DESCRIPTIVE TITLE FROM NOTICE REGISTER OR FORM 400 NOTICE FILE NUMBER
2014 Standard Benefit Plan Designs Z

ECONOMIC IMPACT STATEMENT

A. ESTIMATED PRIVATE SECTOR COST IMPACTS (Include calculations and assumptions in the rulemaking record.)

1. Check the appropriate box(es) below to indicate whether this regulation:

D a. Impacts businesses and/or employees D e. Imposes reporting requirements

D b. Impacts small businesses D f. Imposes prescriptive instead of performance
D ¢. Impacts jobs or occupations D g. Impacts individuals

D d. Impacts California competitiveness D h. None of the above (Explain below. Complete the

Fiscal Impact Statement as appropriate.)
h. (cont.)

(If any box in Items 1 a through g is checked, complete this Economic Impact Statement.)

2. Enter the total number of businesses impacted: Describe the types of businesses (Include nonprofits. ):

Enter the number or percentage of total businesses impacted that are small businesses:

3. Enter the number of businesses that will be created: eliminated:

Explain:

4. Indicate the geographic extent of impacts: D Statewide D Local or regional (List areas.):

5. Enter the number of jobs created: or eliminated: Describe the types of jobs or occupations impacted:

. Will the regulation affect the ability of California businesses to compete with other states by making it more costly to produce goods or services here?

D Yes D No If yes, explain briefly:

B. ESTIMATED COSTS (include calculations and assumptions in the rulemaking record.)

- What are the total statewide dollar costs that businesses and individuals may incur to comply with this regulation over its lifetime? §
a. Initial costs for a small business: $

Annual ongoing costs: $ Years:
b. Initial costs for a typical business: $ Annual ongoing costs: $ Years:
¢. Initial costs for an individual: $ Annual ongoing costs: $ " Years:

d. Describe other economic costs that may occur:




ECONOMIC AND FISCAL IMPACT STATEMENT cont. (STD. 399, Rev. 12/2008)

n

. If multiple industries are impacted, enter the share of total costs for each industry:

w

If the reguiation imposes reporting requirements, enter the annual costs a typical business may incur to comply with these requirements. (Include the dollar

costs to do programming, record keeping, reporting, and other paperwork, whether or not the paperwork must be submitted.). $

4. Wil this regulation directly impact housing costs? D Yes D No i yes, enter the annual dollar cost per housing unit: and the

number of units:

5. Are there comparable Federal regulations? I_—_] Yes D No  Explain the need for State regulation given the existence or absence of Federal

regulations:

Enter any additional costs to businesses and/or individuals that may be due to State - Federal differences: $

C. ESTIMATED BENEFITS (Estimation of the dollar value of benefits is not specifically required by rulemaking law, but encouraged.)

1. Briefly summarize the benefits that may result from this regulation and who will benefit:

2. Are the benefits the result of D specific statutory requirements, or D goals developed by the agency based on broad statutory authority?

Explain:

3. What are the tolal statewide benefits from this regulation over its lifetime? §

S TTERNATVES TO THE REGULATION (Include calculations and assumptions in the rulemaking record. Estimation of the dollar value of benefits is not
specifically required by rulemaking law, but e_l_’ncouraged.)

1. List alternatives considered and describe them below. If no alternatives were considered, explain why not:

2. Summarize the total statewide costs and benefits from this regulation and each alternative considered:

Regulation: Benefit: $ Cost: $
Alternative 1: Benefit' $ Cost: §
Alternative 2: Benefit: § Cost: §

3. Briefly discuss any quantification issues that are relevant to a comparison of estimated costs and benefits for this regulation or alternatives;

4. Rulemaking law requires agencies to consider performance standards as an alternative, if a regulation mandates the use of specific technologies or

equipment, or prescribes specific actions or procedures. Were performance standards considered 1o lower compliance costs? D Yes D No

Explain:

E. 'ﬂ;i;\.'Jt(‘)ﬁF;“REGULll\ﬂat:l.smii}iéiaaé“c;féal;t{ans and assumptions in the rulemaking record.) Cal/EPA boards, offices, and departments are subject to the
following additional requirements per Health and Safety Code seclion 57005.

Page 2



ECONOMIC AND FISCAL IMPACT STATEMENT cont. (STD. 399, Rev. 12/2008)

1. Will the estimated costs of this regulation to California business enterprises exceed $10 million ? D Yes D No (If No, skip the rest of this section.)

2. Briefly describe each equally as an effective alternative, or combination of alternatives, for which a cost-effectiveness analysis was performed:
Alternative 1:

Alternative 2: e

3. For the regulation, and each alternative just described, enter the estimated total cost and overal} cost-effectiveness ratio;

Regulation: $ Cost-effectiveness ratio: $
Alternative 1: $ Cost-effectiveness ratio: $
Alternative 2: $ Cost-effectiveness ratio: $

FISCAL IMPACT STATEMENT

A. r—‘ﬂlé—C'AT._EFFECT ON LOCAL GOVERNMENT (Indicate appropriate boxes1 through 6 and-attach calculations and assumptions of fiscal impact for the currant
year and iwo subsequent Fiscal Years.)

D 1. Additional expenditures of approximately $ ___inthe current State Fiscal Year which are reimbursable by the State pursuant to
Section 6 of Article XllI B of the California Constitution and Sections 17500 et seq. of the Government Code. Funding for this reimbursement:

D a. is provided in , Budget Act of or Chapter , Statutes of

D b. will be requested in the ... Governor's Budget for appropriation in Budget Act of
(FISCAL YEAR) -

l:] 2. Additional expenditures of approximately $ in the current State Fiscal Year which are not reimbursable by the State pursuant to
Section 6 of Article XIIi B of the California Constitution and Sections 17500 et seq. of the Government Code because this regulation:

D a. impiements the Federal mandate contained in

D b. implements the court mandate set forth by the

court in the case of - VS,
D c. implements a mandate of the people of this State expressed in their approval of Proposition No. at the
election; (DATE)

D d. is issued only in response to a specific request from the )

E e ._...____»Which is/are the only local entity(s) affected:

[ e will be fuly financed from the , authorized by Section

(FEES, REVENUE, ETC.)

S e o ee_._Ofthe Code;

D 1. provides for savings to each affected unit of local government which will, at 2 minimum, offset any additional costs to each such unit;

D g. creates, eliminates, or changes the penality for a new crime or infraction contained in

D 3. Savings of approximately $ annually,

[:] 4. No additional costs or savings because this regulation makes only technical, non-substantive or clarifying changes to current law regulations.

Page 3



ECONOMIC AND FISCAL IMPACT STATEMENT cont. (STD. 399, Rev. 12/2008)

5. No fiscal impact exists because this regulation does not affect any local entity or program.

D 8. Other.

B. FISCAL EFFECT ON STATE GOVERNMENTTIndicaie appropriate boxes 1 through 4 and attach calculations and assumptions of fiscal impact for the current
year and two subsequent Fiscal Years.)

D 1. Additional expenditures of approximately $ in the current State Fiscal Year. ltis anticipated that State agencies will:
D a. be able to absorb these additional costs within their existing budgets and resources.
[:] b. requesl an increase in the currently authorized budget level for the fiscal year.

D 2. Savings of approximately § ~___inthe curent State Fiscal Year.

3. No fiscal impact exists because this regulation does not affect any State agency or program.

D 4, Other.

C.FISCAL EFFECT ON FEDERAL FUNDING OF STATE PROGRAMS (Indicate appropriate boxes1 through 4 and attach calculations and assumptions of fiscal
impact for the current year and two subsequent Fiscal Years.)

D 1 . Additional expenditures of approximately $ in the current State Fiscal Year.

D 2. Savings of of approximately $ in the current State Fiscal Year.

3. No fiscal impact exists because this regulation does not affect any federally funded State agency or program.

D 4. Other.

;—lg&\AL—OF ICER SIGNATURE DAT
P\ L‘ \—h a7 - slen|zny
~ DATE ,
AGENCY SECRETARY ' 4
APPROVAL/CONCURRENCE Z, /?
DATE

DEPARTMENT OF FINANCE ’
APPROVAL/CONCURRENCE

1. The signature attests that the agency has completed the STD.399 according fo the instructions in SAM sections 6601-6616, and understands the

impacts of the proposed rulemaking. State boards, offices, or department not under an Agency Secretary must have the form signed by the highest
ranking official in the organization.

2. Finance approval and signature is required when SAM sections 6601-6616 require completion of Fiscal Impact Statement in the STD.399.
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Agenda Item V Page 1 of 1
5/22/2014 Meeting

CALIFORNIA HEALTH BENEFIT EXCHANGE
BOARD RESOLUTION NO. 2013-38

In the matter of the readoption of the 2014 Standard Benefit Plan Design Regulations.

The Board hereby resolves that, in accordance with Sections 100500(i), 100504 (a)(6),
and 100504(c) of the Government Code, the Executive Director or his authorized
designee be authorized to finalize and submit to the Office of Administrative Law an
emergency regulations package concerning the 2014 Standard Benefit Plan Designs.
This emergency regulations package shall include the draft regulations and standard
plan designs reviewed and approved by the Board on this date.

ok ok ok ok k k k ok k ok k ok

CERTIFICATION

|, Peter V. Lee, Executive Director of the California Health Benefit Exchange, do hereby
certify that the foregoing action was duly passed and adopted by the California Health
Benefit Exchange Board at an official meeting thereof on May 22, 2014,

2

eter V. Lee
Executive Director
California Health Benefit Exchange







