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NOTICE OF APPROVAL OF EMERGENCY
REGULATORY ACTION

Government Code Sections 11346.7 and
11349.6

OAS File No. 2013-0910-03 E

The California Patient Protection and Affordable Care Act established the California
Health Benefit Exchange (HBEX). HBEX 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. In this emergency
regulation, HBEX adopts the 20.14 Standard Benefit Plan Designs, which standardizes
the way. health plans are designed.

OAL appro~~es this emergency regulatory action pursuant to sections 11346.1 and
11349.6 of the Government Cade.

This emergency regulatory action is effective on 9/19/2013 and will expire on 3119/2014.
The Certificate of Compliance for this action is due no later than 3/18/2014.

Date: 9/19/2013
Thanh uynh
Attorney
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Original:.Peter Lee
Copy: Brandon Ross
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NOTICE REGULATIONS
f
AGENCY WITH RULEMAKING AUTHORITY AGENCY FlI.E NUMBER (If any)

California Health Benefit Exchange

A. PUBLICNTION OF NOTICE (Complete for publication in Notice Register)
1. SUBJECT OF NOTICE TITLES) FIRST:

3. NOTICE TYPE 4. AGENCY CONTACT PERSON TELEPHQNE NUMBER FAX NUMBER (Optional)
(~ Notice re Proposed

Reaulatory Action ❑Other

OAL USE ACTION ON PROPOSED NOTICE i NOTICE REGISTER NUMBER PUBLICATION DATE

ONLY ❑ 
Proved as ❑ Approved as ❑ Disapproved/

Submitted Modified Withdrawn

B. SUBMISSION OF REGULATIONS (Complete when submitting regulations)

ta. SUBJECT OF REGULATIONS) tb. ALL PREVIOUS RELATED OAL REGULATORY ACTION NUMBER{S)

2014 Standard Benefit Plan Designs

2. SPECIFY CALIFORNIACODEOEREGUlAT10NSTITLE{S)ANDSECTION(S) (Iocludiogtitie26,iftoxicsrelated)

SECTION(S)AFFECTED
(List all section numbers)

individually. Attach
additional sheet if needed.)
TITI.E(S)

10

3. TYPE OF FILING

Regular Rulemaking {Gov.
Code §11346)

~ certificate of Compliance: The agency officer named ❑Emergency Readopt (Gov. ❑Changes Without Regulatory

Resubmittal of disapproved or
below certifies that this agency complied with the
provisions of Gov. Code §§t 1346.2-17 347.3 either

Code, §11346.1 th}) Effect (Cal. Code Regs., title

withdrawn nonemergency before the emergenty regulation was adopted or
~ 

File &Print

~ §~ ~~

~ Print Onlfiling (Gov. Code §§113493, within the time period required by statute. y
11349A)

Emergency (Gov. Code, ~ Resubmittai of disapproved or withdrawn ~ Other (Specify)
§71346.1{b)} emergencyfiiing(Gov.Code, §17346.1)

4. ALL BEGINNING AND ENDING DATES OF AVAI~ABIIiTY OF MODIFIED REGULATIONS AND{OR MATERIAL ADDED TO THE RULEMAKING FILE (Cal. Code Regs. title 1, §44 and Gov. Code §i 1347.1)

5. EFFECI7VE DATE OF CHANGES (Gov. Code, 4§ 11343.4, 11346.1(d); Cal. Code Rags., title t, 4100 )
Effective January 1, April 1, July 1, or ~ Effective on filing with §t 00 Changes Without Effective
October 1 (Gov, Code §11343.4(a}) ~ Secretary of State ~ Regulatory Effect ~ other (Specify)

6. CHECK IF THESE REGULATIONS REQUIRE NOTICE TO, OR REVIEW, CONSULTATION, APPROVAL OR CONCURRENCE BY, ANOTHER AGENCY OR ENTITY

Department of Finance (Form STD. 399) (SAM §6660) ~ Fair Polikical Practices Commission ~ State Fire Marshal

Other t5pecify)

7. CONTACT PERSON TELEPHONE NUMBER FAX NUMBER (Optional) E-MAIL ADDRESS (Optional)
Brandon Ross (916) 228-8281 brandon.ross@covered.ca.gov

8• i certify that the attached copy of the regulations) is a #rue and correct copy For use by Office of Administrative Law (DAL) only

of the regulations) identified on this form, that the information specified on this form
is true and correct, and tha# i am the head of the agency taking this action, ~
~r a'desig~~a a~.~E~ ead of Ilse agea~ey, Ana! am au#~eariz~c~ t~ make this eertifitatian.

SIGNATURE OF A 0 G . i_ ~~'GNEE~% DATE

f

TYPED N AND TITLE OF GNATORY

Peter V. Lee, Executive Director



Adopt Section 6458, which is all new regulation text to be added, to read:

SECTION 6458: 2Q14 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 1 Q0503 and 100504(c); Heal#h and Safety Code
Section 1366.6(e) and Insurance Code Section 10112.3(e)



Covered California
2014 Standard Benefit Plan Designs -FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Platinum Platinum

ENROLLEE'S OUT OF POCKET COSTS Coinsurance Pfau Copay Plan

7/18/2013

Overalt tfeciuctii~fe ~Q $0
Other ded~~ctibies far specific services

P1ledical $0 $0
Sr~i5~1 Druga $0 $0
Dental See Dental Design Below See Dental Design Below

Oiit—+>f--pocket limit on expenses $4,000 $4,000

Ss

',7d1`~,.o y ,.... ~.~ . _ ... , _ _ ~. D~.iLJ,l.~.r..3d;a ._,.... _W.r._ ...Y,~ .., ~ ~ ~l~~~.__ ~., E...,~.C~~~~ `~- ~_._ ~ E~ .

P~'mary care visit to treat an injury or illness
Visit to a health
care provider's
otfiae or clinic Specialist visit

Other practitioner pffice visit
Preventive care/ screening/ immu~iization
Laboratory Tests

Tests X-rays and Diagnostic Imaging
Imaging (CT/PET scans, MRis)

Qrugs Ya treat
generic druys

illness or
Preferred brand drugs

condition
Non-preferred brand drugs
Specialty drugs

Outpatient Facility fee (e.g . ASC)
surgery Physician/surgeon fees

Emergency room services (waived if admitted)
Emergency medical transportation

Need immediate
attention

Urgent care

Hospital stay 
Facility fee (e.g., hospital room)
Physician/surgeon fee

Mental/Behavioral health outpatient services

Mesta! heaath, 
Mental/Behavioral health inpatient services

behavioral health,

or substance

abuse needs 
Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care and preconception visits

Pregnancy Delivery and ail inpatient Hospital

services Professional

Home health ca~a

Rehabilitation services

Help recavering Habilitation services

or other spac~a~
Skilled nursing care

health needs
Dur2bie medical equipment

Hospice service
Eye exam (deductible waived ~

Glasses
Child needs

Denfal check-up - Preventive and Diagnosfic
d~niai or eye care

Dental Basic Services

Dental Restoratwe and Orthodontia Services

$ i:~

$40

$20

No cast share
S20
fan
10%
$5
$15
$25
10%

10%
10%

$'f50
$150

$4d

10%

10%

$26

10%

X20

10%

No cost share
10%
10%

10%
$20

$2Q

10%

10%

No cost share
0%

1 pair per year

See Dental Design Below

$20

$40

$20

No cost share
$20
$40
$150

$5
$15
$2S
10%

$250

$150
$150

$40

$250 per day up
to 5 days

$20

$250 per day up
to 5 days

$20

$250 per day up

to 5 days

No cost share
$250 per day up

to 5 days

$2Q
$20

~zn
$150 per day up

to 5 days
10%

No cost share
0%

1 pair per year

See Dente{ Design Below

ao4es:

1 p Fa~ty dedudbits sn~f ovi-of-pacAet maximums are equal ta'2 times the indiv~uel values. Exoe{rt for tvigh 4ed¢ctiale hasNh plans (MDHPs) iinkcd to Hea#h Savings

Accounts (HSAsj;in a tartxly plan, an in+diu~usl is respunsYrle oroiy far tt~e single out-af-pocket deductib~ a~f1 a ssa~gle out of pocket moximum amount. Deafuctibies snd

other cost sharing psymertts made by~ each 9n¢kiv dual in a famiy contribute to the fsrauh,+Ceductible or Dirt a# pocRet maximum. Qnce the f8mi7y deductible amount is

sat~fiesi by sny camtainatiun mf in~drvkSual deducible peymer~ts, gtart eapays or coinsura~tca epp7y unto the family uut aY packet rnsximum is reachext, after which the plan

days a9i costs for x~vered aarvicea for etl fismm~yy members. Under HDHA pf~ns, the famdg~ deductible must be satisfierJ before the plan pays myth Irtg far ~servicEa for any

{ndrwidua! in the farre'iy, ertd the faintly gut-of-Rocket matcimum must ire sai~fied treiore grey ind~ridwusrs cost sharing raspansftsiuly ends.

2} Cpst sharing smounfa fnr a~ &ti-net~rsrwk services accumu~ft totasrd the rr~cNnumaut-oi-packet expanse_

3, Cost aharing for services viiCfi copayments is tAe 3esset of 4he capayrtrent amoant ar aAowed amount.

9) Fartfie Brgnze-and CatsatraphiC pins, deductible is vrsived far three aftice ar urgettt care visits, inclut7ing outpe4ior~t IteMal HeafthfSubstsnce t+buse visits.

fi3 "Ot3ter PractiGaner Once Ursits,~ inGuc~s'Th~rapy Visits, other office visits nut prnvpi~t Uy eifhar Pr'unsry Care or Specialty Physicians or nmt aFscifie~ irz anaiher

benefd ca#egor}.



`° Covered Cali#ornia
2014 Standard Benefit Plan Designs -FINAL
Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE
ENROLEE'S OUT OF POCKET COSTS

7/18/2013

Qvera~l deductible
Other deductibles for specffic services

Medical
brand grugs

Dental
{jut ~#-pocket limp an expenses

Visit to a he~alYh
Primar; care visit tp treat an injury or ,I;ness

care provider's

o~ca or clinic Specialist visit
Other practitioner office visit
Preventive care/ screening/ immunization

Laboratory Tests
Tests X-rays and Diagnostic lmagin9

Imaging (CT/PET scans, MRIs)

drugs to Lre2t
Generic drugs

~~~n~g$ ~~ Preferred brand drugs
Non-preferred brand drugs

condition
Specialty drugs

Outpatient Facility fee (e.g , ASC)
surgery. Physician/surgeon fees

Emergency room services (wa+ved if admitted}
Emergency medical transportation

Need immed+ate
attention

Urgent Care

~QSP~~~ $may Facility fee (e.g., hospital room)

Physician/surgeon fee

MentallBahaviorai health outpatient services

Mental health, 
Mental/Behavioral health inpatient services

behavioral health,

or substance
abuse needs 

Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care and preconception visits
Pregnancy Delivery and all inpatient Hospital

services Professional
Home health care
Rehabilitation services

Halp recovering Habilitation services

or other special
Skilled nursing care

t,ealth needs

Durable medical equipment
Hospice service
Eye exam (deductible waived )

Child needs
Glasses
pentai check-up -Preventive and Diagnostic

dental or eye care
Dental Basic Services
~entai Restorative and Orthodontia Services

Gold
Coinsurance Plan

$0

•,~

.~

:Share ►~ I,i+~s,

$30

$50
$30

No cost share
$30
$50

20%

$79
$50

570

20%
26°l0

20%
$250

$250

$60

20%

20%

$30

20%

$30

20%

No cost share
20%

20%

20%
$30

$30

20%

20%

No cost share
0%

1 pair per year

See Dental Design Below

Gold
Copay Plan

$0

$0

~0
See Dental Design Below

$6, 350

.:

$30

$50
$30

No cost share
$30
$50

$250

$19
$50

$70
20%

$60~

$250

$250

$60

$600 per day up
to 5 days

$30

$600 per day up
to 5 days

$30

$600 per day up
to 5 days

No cost share
$600 per day up

to 5 days

$30
$30

$30

$300 per day up
to 5 days

20°1u
No cost share

Q%
1 pair per year

See Dental Design Below

19otes:
1} Fpm~ty dada cables and nut-o i-pocket maximums are equal to 2 times the Sn dig. ~Cuel vaWes. 6ccept for high deductible heatrh plans [HDHPs; IinAed to Hearth Sa ;~I~~gs~
ACt~Urtts fHSAs),ln a fs mih~ plan, en indirldual is responsible only forthe single out-o f-pocket de6uctible and a s7ngle oat of pvcY.et maximum artrourt. Paductibles anC
pfryeTopSt sharing Raymenis made ~y each vndiv idual in a family contrib¢te to the famlh,~ daduc?iGle or nut of pocket maximum_ Once the famih• deductible amount is
89tisfie~7 Cy any ComGineiion ai indfvidusi deducible payments, plan coFays or coinsurance appy until thg fgifuly out otpocket marlmum is reachea, sfter •,~hich the plan ,
pays all costs fof Oro veretl services far ell family members. llnder HDHP Flsns, the famiry deductible must Ce calla fie~~efore tns plan pays an}~thing far services far anp~
LWividual in #te family, snd the family cut-af-~nef:et maximum tratst 6e satisiietl teicre any indi~: iduats co st Sh9rirtg rzsGonsicildy ends.

2}Goat sharing amounts tdf aN in-Ttctwurk 3errice s a ccu mu.Vata toward the maxima m nvi-9 f-pocket expsilse.
3}~tstterinq for strviees trrdfi. eupayments~iha leaser of 3ha egAaymertt smaunt or allcv+ed amount.
4g For the Sriunze and Catastrophic ptan.s, dada ctiC}e is v. aiy~e¢ for tierce ~n~ez or urgent care vlsils, ancluding:OUtyatient t•+aural Neetth;S~ksten ce iabuse visits.
Sy "Other Prsc3itaner Ottice Visits"' inchrdee Yherapy Visits, other oTfice visds nat.P~~vice7. Cy edher Arims~y.Care or Specialty Physicians or na{ ~pec~fied it snoUrer
4enefitcategory.



Covered California
2014 Standard Benefit Plan Designs -FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE
ENROLLEE'S OUT OF POCKET COSTS

7!18/2013

Overaii dc:ductik~le
Other deductibles for specific services

M~dic2t
6ranci prugs

Dental
CSut—of—pocket ~e~r~ir on expenses

o
~; ,

Visit to a health
care provldePs

office or clinic

Tests

Dregs fo treat

illness or

condition

Outpatient
surgery.

individual Only IndividualOnty

Silver Silver

Coinsurance Plan Copay P(an

N/A

52,000

$250
See Dental Design Below

$6,350

Primary care visit to treat an injury or illness $45

$2,000

$250
See yenta! Oesign Below

$6, 350

$45

Specialist visit $65 $65

Other practitioner office visit $45 X45
Preventive care! screening! immunrzation No cost share No cost share

Laboratory Tests $45 $45
X-rays and Diagnostic Imaging $65 $65
Imaging (CT/PET scans, MRis) 20% X $250
Generic drugs $'f 9 X19

Preferred brand drugs $50 X $50

Non-preferred brand drugs X70 X $70

Specialty drugs 20% X 20%

Facillfy fey (e-g , ASC) 20% 20%

Physician/surgeon fees 20% 20%

Emergency room services (waived if admitted) $250 X $250

Emergency medical transportation X250 X $250

X
X

X

X

X

Need immediate

attention 
argent care $90 $90

Hospital stay 
Facility fee (e.g., hospital room) 20% X Z~o~o
Physician/surgeon fee 20% X

Mental/Behavioral health outpatient services $45 $45

Mental health, 
MentalBehavioral health inpatient services 20% X 20% X

behavioral health,

Of $UbSLafiCB

abuse needs
Substance use disorder outpatient services $45 $45

Substance use disorder inpatient services 20% X 20% X

Prenatal care ano preconceptipn visits Nn cost share No cost share

Pregnancy Delivery and all inpatient Hospital Z~°~ X
20% X

services Professional 20%o

Home health care 20% $45

Rehabilitation services $45 $45

Welp recpvering H2bilitation services $45 $45

or other specie!
Skilled nursing Care 20% X 20% ̀ X

health s~eads
Durable medical equipment 20% 20%

Hospice service No cost share No cost share

Eye exam (deducirble waived) 0% U%

Glasses 1 pair per year 1 pair per year
Child needs

Dental check-up - Preventwe and Diagnostic
dental of eye Gare

Dental Basic Services See Dental Desiyn Below See Dental Design Below

Dental Kestorative and Orthodontia Services

Noiass
1 q Fam~jr ~eduetd~les and out-ai-packet maximums are cG.ual {0 2 fimes tha irufiv~zluel rralues. Fxce~t far high deduct~bie neatth plans {HDHPs) Grtkcd io Heakh Savings

Accounts (HS~is),irt a femiy piao. art nrfivHIusl is responsible only for Ute srttgle out-ofpacket deductibfC and a sin4~ out of packet maximum amount. Lieductlbiss anc€

aYtrgr cusY sbarirtg payments made "4y each ircdividuet m a family canNlbute to the fema7y dedu ctible ar out gf packet mexirtwm. 4nce~ the tarr~7}• deductible amount is

sstisfied'by any cumbine3io~t aI individual deOuctitile {aayme~ts. pFen copsys or cainsurance ePRh' unt➢the family oufot packet maximum is reaehcd: after v✓hich tRe pWn
pays aA casts for cuvsred sarvices for atl tartuly memt,ers. Under HdHP pfans, the famfiy deductible mus3 ~e satisfred before the plan pays an}+thing fiar sarvices far any

inaiividual in flit #artuly, en~J the family out-of-pockEY maximum moat be setisice~f before any individuaYs cost sharing respanaitiNfty ends:

2} Cast shsr~g amounts for all in-network services accumulafs toward 41ts marcMswm ouFof-pucF:~et expenss. -

9j Cost sharing far:services w~lh copsymenis is She 3cssero#ih~ copay'men2amoun# m spowed amourst

4; Far the 8runzt and Cataslraphiepians;`de~4ucCibie is vesWed Ior tfiree af£~cr a~:UsgeRt care risks, metuding outpatient tdenta7 H~atthlSuhsSance Abuse visits.

s}..C}ther Atactitianer Office Visits". inGudes Therapy'Visits, other ~ifiee visits not pr~v~ed try ed[iter Primary Care n~Specialty Physictans ar eta# spaciTaed ut enaYher

deneflt category.



Covered. California
2014 Standard Benefit Plan. Designs -FINAL
Summary of Benefits and Coverage

GOST SHARING AMOUNTS DESCRIBE THE
ENROLEE'S OUT OF POCKET COSTS

7/18/2013

Overall cledu~tibis
Other ded~icUb[es for specific services

M2d"rC31
E3rat~r! Drugs
Dental

Oui--of—pocket lim+f on expenses

~
~ ~ R ~~ 9v

~~Yw.~u fr... u rw. ~ ~. v...ai 6

Visit to a health
Primar, care visit to treat an injury or:iilness

care provider's
office ar clinic Spec~alisi visit

Other practitioner office visit
Preventive care/ screening/ immunization
Laboratory Tests

Tests X-rays and Diagnostic Imaging
Imaging (CTIPET scans, MRis)

Dfu]S tQ ~tE81
Generic drugs

ii~ness 4r
Preferred brand drugs

condition
Non-preferred brand drugs
Specialty drugs

Outpatient Facility fee {e.g-, ASC)
surgery Physician/surgeon fees

Emergency room services (waived if admitted)
Emergency medical transportation

Need immediate
attention

Urgent care

Hospital stay 
Facility fee (e.g., hospital. room)
Physicianlsurgeon fee

Mental/Behavioral health outpatient services

Mental health,
behavioral heakth,

MentallBehavioral health inpatient services

ar substance
abuse needs

Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care and preconceptipn visits
Prsgna~cy Delivery and all inpatient Hospital

services Professional
Home health care
Rehabilitation services

Help recovering Habilitation services
or other special

Skilled nursing c2re
health needs

Durable medical equipment
Hospice service
Eye exam (deductible waived)

Child needs
Glasses

dente/ or eye care
Dental check-up - Preventive and Diagnostic
Dental Basic Services
De~taf Restorative and Orthodontia Services

SHOP Only SN{aP Onty

Silver Silver
Coinsurance Plan Copay Plan

N/A N/A

$1,500 $1,SOQ
$500 $500

See Dental Design Below See Oentai Design Below
$6,350 y6,350

- .• .~. is ~- o _

$45 $45

$65 $65
$45 $45

No cost share No cost share
$45 $45
$65 $65
20% X $250
$19 $79
$50 X X50 X
$70 X $70 X
20% X 20% X
20% 20%
20% 20%
$250 X $250 X
X250 X $250 X

$90 $90

20%a X
20%

20% X

$45 $45

20% X 20% X

$45 $45

20% X

No cost share
20% X
20%
20%
$45
$45

20% X

20%
No cost share

0%

1 pair per year

See Dental Design Below

20% X

No cost share

20% X

$45
$45
$45

20°/ X

20%
No cost share

0%

1 pair per year

See Dental Design Below

Notes
1;Family deductikles and euFof-pocket mexirnums are equal3a ~ tirr~s the v~dn~ibual values. Esccept tar i~~}h deductible heatth.~rlens {HDHAs) Ie~ketl to Health 5av~rgs
Rccaunts(HSAs)~~nafemiryRian,anindiuidualisresponsitieontyfirihesin~feout-af-pucketsEedud~s4rend~esmgMeoutufpacketmaximumairaaunt:DcductitrlesanN
oiher cost sharing Fa?"ments made by esch in~iv~iduai in a tamely caatff~sute to the fam~y tteductAsle car out of paci~et meximum.-4nce tree fsmly deductible amount is
satisfied Cy Eny i:ombhtetion of indiiriduaY daductdste peyments, plan copeys or twirtsur~aaB:ePP~i'' ~n#d the famiy out ~f pocket maximum is /cached. s8er which U+e pin
ysysn~cas4sforcov~eredservicesforslliar[~7ymembers.UnrferNDHPpiens,ihefamfydedudifskmu~stirasat~fiedbetorethapNanFayssnythingfar~servicesfareny
indiv~usl m #hc fsmiy, $nd fhe famiy ou!-afi puc~:et maximum rrntst be setisfce d before any individuaTa cnsf sitarktg respanshitity ends.
2) Cast ahering amounts fw eU irt-netevork services accuenu4sla #u~aerd the maxunum aut-af-pnekeYzacpensc.
3j dos# rinp fur services wdh copeyments ~ the lesser of the caPaYment ~rrtaun# ar aNvwsd amouttL
4; Fw.3he bronze and Catashopbrc plans, <!¢ducT~rYs is waived far free oil~ce ar urgent carp v~tls, ~.cluding auipaHemt ~ ientei HealthlSuOatance ,abuse visiCs.
43 "tither PraCitionar Office V~.siGs" includes ~erapY ~~s, +ether ~ifice vis&s oat pr+~+rateai ixy s~her Paimary Care or SpeciaCy Physicians ornot specified ~ soother
banefR categrsry.



Covered California
2014 Standard Benefit Plan Designs -FINAL

Summary of Benefits and Coverage

COST SNARING AMOUNTS DESCRIBE THE
ENROLLEE'S OUT OF POCKET COSTS

7/18/2013

SHOP dniy

Silver
HSA Plan

Qverait c9educfiibie $1,506 integrated Med/Rx
Other detfuetshtes for specific services

Niedica~ NlA
~3rarid tlri~gs N/A
Ger~ta! See Dental Design Below

C3uY—oF—pocket liraaiY an ~x~nses $6,350

Primary care visit to treat an injury or illness 20% X
Visit to a health
cage provider's
office or clinic Specialist visit 20°Io X

Other practitioner office visit 20% X
Preventive care/ screening! ~mrcwnfzation N~ cost share
Laboratory Tests 20% X

Tests X-rays and Diagnostic imaging 20% X
Imaging (CT/PET scans, MRIs) 20% X

Drugs to treat
Generic drugs 20% X

illness or
Preferred brand drugs 20% X
Non-preferred brand drugs 20°ic X

condition
Specialty drugs 20% X

O~tpatienf Facility flee (e-g , ASC) 20% X
surgery Physician/surgeon fees 20% X

Emergency room services (waived if admitted) 2U% X
Emergency medical transportation 20°/o X

Need irremediate
aitentior~

Urgent care 20% X

Facility fee (e.g., hospital room) 20~/o X
Nospitaf stay

Physician/surgeon fee 20 /o X

MentaUBehavioral health outpatient services 7U% X

Menfat health,
behavioral ~eaith,

Mental/Behavioral health inpatient services 20% X

arsubstance
abuse needs

Substance use disorder outpatieN services 20% X

Substance use disorder inpatient services 20% X

Prenatal care end preconception visits No cost share
Pregnacicy Delivery and ail inpatient Hospital 20% X

services Professional 20% X
Home health care 2p°/ X
Rehabilitation services 20°/o X

Help recovering Habilitation services 2d% X
or other spacial

SkiOed nursing care 20%
Xhealth needs

Durable medical equipment 2D% X
Hospice service No cost share X
Eye exam (deductible waived} U%
Glasses 1 pair per year

Child nestle Dental check-up -Preventive and Diagnostic
dental or eye c8r¢ Dental Basic Services See Dental Design Below

Dental Restorative and Orthodontia Services

Nags:
1 } Famdyr dsCuct~,rles arW out-af-pocket maximums ate equsl3o 2 fiimes the ind'r.~~ust values. E~cccept For h4gh rleducfible health Rims (FfDHPs} Rnacd to Heakh Savings

Accounts (HSF.s},in a famiy plan, an- individusi is respatkaibMle only for the single au!-of-packet dedudibie snd a setgM1e out of pocket max9mum amount. Deductibles snd

other cost adyr3ng psYments made by each irtdivSduai in s fsmiy contribute io the #army daductib9e ur out of pocket maximum. Oanet the fatuity deductible amaurtt is

satisfi~F try arty comtiinaiion of individual deductble paymenTs, kisn eo~ays nr cainsur~na~ apply untN the famiy oW of pvckei ma~cimwn is reached, nRsr twhiclt the plan

pays s9 costs fw covored services far a~ famiy mcmLers. ~7rrefer HDFiP p{erts. the familyr z7ecfuctiWe must Ue:satis'fiet€ before the plan pays snyFhing for services for any

indNidua7 m the fsmylyy, and fife fiamily out-of-pocket maximum must lee s~iisfieti before any irufivid~ats coat sharing res(f~nsit~iltty ands.

2}Cast shermg amounts far a~ dn-network seruices eccu~iat~ toward the ma~cimum ou4-of-pockM e~c{eemse.

33 Cost sharsrg for setvicts with copayments is 3ltic lesser of Yt~e capaymen3 atrmuwt or sgaweC amount.

4) For ilia Sr~nza and ~.atsstropfiic plans, deduct~ele is waived far three otfic~ or organ; care vis~Ts, including autpatkent 47en#af HeattMlSu6stance C.tsuse visRs: .

S} "Other Prsditianet ORice Visds" incWdes Therapy ~fisAs, u#her uifice uisds net provided by+e~har Primary Gare w 8peciariy PhY~icians ar mnt specified in anoiher

beneftt category.



Covered California
2014 Standard Benefit Plan Designs. -FINAL
Summary of Benefits and Coverage ~ndiviauai arty Individual gniy

COST SHARING AMOUNTS DESCRIBE THE Silver Coinsurance Pian Silver Coinsurance Plan
ENROLLEE'S AUT OF POCKET COSTS 100%-150% FPL 15q%-2(10% FPL

7/18/2Q13

Vis~i to a health
Primary care visit to treat an injury or illness $3 $15

care providers.
gffice or clinic Specialist visit $5 X20

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 g5 $20
Imaging (CTlPET scans, MRIs) 10% 15% X

Drugs to treat
generic drugs $3 $5

iilAess or
Preferred brand drugs $5 $15 X

condition
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% 15%

Emergency room services (waived if admitted) $25 X75 X
Emergency medical transportation $25 $75 X

Need immediate
attention

Urgent care $6 $30

~o$~~~~ S~y Facility fee (e.g., hospital room) 10% 15% X
Physician/surgeon fee 10% 15%

MentailBehavioral health outpatient services ~3 X15

Mental health,
behavioral health,

Mental/Behavioral health inpatient services 10% 15% X

or substance
abuse needs

Substance use disorder outpatient services $3 $~ 5

SubstanCt; use disorder inpatient services 10% 15% X

Prenatal care aid preconception visits No cost share No cost share
Pregnancy Delivery and all inpatient Hospital 10% 15% X

services Professional 10% 15%
Home health cars 10% 15%
Rehabilitation services $3 $15

Help recovering Habilitation services $3 $15
or other special

Skilled nursing care 10% 15% Xheakh needs
Durable medical equipment 10% 15%
Hospice service No cost share No cost share
Eye exam {deductible waived 1 0°10 0%

Child nerds
Glasses 1 pair per year 1 pair per year
Dental check-up -Preventive and Diagnostic

dental or eye care
Dental Basic Services See Dental Design Below See Dental Design below
Dental Restorative and Orthodontia Services

Hotes:.

1}FamiydetluctiE~lesenzfout-ot-Goci:etmsxinwmsaresqua!'#o2timesltkeindivn#~$lvaPueS,EitceptfurhighdesluctU~ebealt3l#tiensiH~Hpsj~tkadtaHeahhSavings
AccqunYsrHSgs).in e famihfplan, an indivadu~tisresponsila&.only#w~.fhesirtg~eout~f-{rookeideatudibieanIIsa~gieauTofgnciceYmaximumemoteni.'Beductils3eaand..
othu cost sha rm g GeYmenta made ay e actr individual3n a fsrsmlY cootr&~uta to the family alerluci~ie or out of pockei ~ m..Once the famdy~ deduct~te ama-unl is
sans fxd try.~ny ca~iraa3 on of m<tividusi de d uctib~e poy+merMs, Rlan ca~eys ar cuin~surance apply uM+l ths,famiy oul of packet max'mnem is icaghed, sfl~r wh ch tAe plan
gays all coats far covcced services for sii remiq~ memtr~rs. Under HDriP;pinns, the famiy deductible racist he satisfied befare Ise p~.n asoy~s any#h:ng tar services for a~ry~
individual ~ Me family, snd the fsrtisy oui-of-pucksi rt3axxknum nurat be sstigfreci inafore any ~ntlryidusYs cos9 aharirsg rasponsitiAity ends.
23 dust sharing amounts for aH irt-netevotk services acacmuta{g tawvard the maxirtwm cut-af-~sacket racpense.
3} Cosi attaring lot serrkas svRh capayments is the lesserof the capaymerrk smavr~t ar aNawed ~~meunt
43 Far the Bronze and ~atasNaphie plans, deufuc4jbie is vraived far thte~:att~ce ur urgent car~.visits, i~ciwling outpatient t~7ental MealttNSutrstance.~.buse visits.
~} ̀a#her Practitio-ner.0~ee V7s~s".includes 3herapy Vi~Bs, oihervtfice ri~s~s not gruvkled by e~har Primary Care or S3sscieity Physicians or nut specifjed in anmther
benef~ category.



Covered California
2014 Standard Benefit Plan Designs -FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE
ENROLLEE'S OUTOF POCKET COSTS
......

7/18/2013

Overall deducfiibte
Other cSerSuctitries for specific services

Pltedic'!

Brand Drugs

Dent81

Out—cif—p4efcet lim+t on expense

primary care visit to treat an injury or i8ness
Visit fa a health
care provider's
office or clinic Speaalist visit

Other practitioner office visit
Preventive care/ screenmgt immunization
Laboratory Tests

Tests X-rays and Diagnostic Imaging
Imaging (CT/PET scans, MRIs)
Generic drugs

Drugs to treat
Preferred brand drugs

illness or
Non-preferred brand drugs

condition
Specialty drugs

OuipatieFlf Facility fee (e g-, ASC)
surgery Physician/surgeon fees

Emergency room services (waived if admitted]
Emergency medical transportation

Need immediate
attention

Urgent care

Hospifad stay 
Facility fee (e.g., hospital room)
Physicianlsurgeon fee

Mental/Behavioral health outpatient services

Merrtat fieaith, 
MentaUBehavioral health inpatient services

6ehaviofaJ health,

or substance

abuse needs 
Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care and preconception visits

Pregnancy Delivery and all inpatient Hospital

services Professional

Home health care

Rehabilitation services

Help recovering Habilitation services

ar other speclat 
Skilled nursing care

health Xteeds
Durable medical equipment
Hospice service
Eye exam (deductible waived )

Child needs 
Glasses
Dente( check-up -Preventive and Diagnostic

rient~i or eye care Dental Basic Services
Dental Restorative and Orthodontia Services

individual Only

Silver Coinsurance Plan
200%-25U% FPL

N/A

X1,500
$250

See Dental Design Below
$5,200

«. = e

$40

$50
$40

No cost share
$40
$50
20% X
$19

$30 X

$50 X

2~% x

20°/0
20%
$750 X
$250 X

$80

20% X
20%

$40

20% X

$40

20%

No cost share
20%
20%

20%
$40
$40

20%

20%
No cost share

0°1r
1 pair per year

X

X

X

See Dental Design Below

Notes:

1 }family IIeductibles end gut-o( packet maximums are equal to 2 times the individual values. Exoe~t Tor high rlesfoctble health Mans (HDH Psj knAed to Health Savings

Accounts (HS~`+s),irt a fe~mly R3en, sn ~rfividue! is respurtsiGle nary fur the sing3e uut-of-pocieet dtductibte and a sk~q~ gut of pocket msxunum aunt. OpafuctiYales srrd

ether cos4 sharing. payments mace by each individual in s family cantrlbute to the fffimigr 8ettuctibie ar out of packet maximum. Once the family tf~ductible amount is

seiisf~c€ by anq combinsFion a! inQivirFual deGuctdrke Reyments. Wan cugeys ar cuinatrrance a~py un51 the family au3 of pocket ma~cimum is reache¢E, after which the pion .

pays aR cas~ss far covered services for aB fartuly membexa. Unger HUHP p~ns..the femity fted~ctitsle must be satisTied before tfia plan ~eays anything fior services for any

individ~rai in itrE tsts~y, a~ the #amih} au7-not-pncl at maxcimum must be satisfred be#era any insEividusPs cost sharirvg respnnsibilily enAs...'.

2} Cos# sharing amounts fee aA m-netvlark services aerumulsfe toward Uta ~raa~imum out-a#-pocket racperrsa..

3) Cost sfiarinq far services vrifh. capaymen3s is the lesser of the copaymeast smauni or nkowed amauret

4} For the Bmaze an~f Gatssirophic plans, rier&pc[~bte is vre va3 for Ntree of#ice or urgent care visiEs; inclu3ing outpatient I,tental HesRluSubstance t~buse visiks.

53 "tither Pmctitianer D~ce;llsits" ~idudga TharspY ~ . ~~+ Office via@s got prav~ed by e@her Primary Dare ur SperJariy Physicians ar net specified ~ wrath er

benefit eategary.



Covered California
2014 Standard Benefit Plan Designs -FINAL
Summary of Benefits and Coverage inatv~a~a~ only individual Dnly

COST SHARING AMOUNTS DESCRIBE THE Silver Copay Plan Sliver Copay Pian
ENROLLEE'S OUT OF POCKET COSTS 100%-95R'/o FPL 1SD%-200% PPL

7/f 812013

Overadi dQdu~tible $0 NIA
Offier daduat~bles for specPffc services

medical ~0 $500
Branr3 Drugs $0 $50
Dental See Dental Design Below See Denta~ Design Below

Dui-of-pocket limit an expenses $2,250 $2,250

„ s_ _ _ ,,, a rr~ r_

Visit to a health 
Primary care visit to treat an injury or illness ~3 $15

Care provider's
ogee or alirric Spec~ahst visit ~5 X20

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 g5 $2D
Imaging (CT/PET scans, MRis) $50 $100

prugs to treat 
Generic drugs $3 $5

illness or 
Preferred brand drugs $5 $15 X
Non-preferred brand drugs

condition $10 $25 X
Specialt dru sY 9 10% 15% X

Outpatient Facility fee (e.g , ASC) 10% i 5%
surgery. Physician/surgeon fees 10% 15%

Emergency room services (waived ff admitted) $25 $75 X
Emergency medical transportation $25 $75 X

Need immediate
attention 

Urgent care ~& $30

Hoapitai stay 
Facility fee (e.g., hospital room)

10% 15% XPhysician/surgeon fee

Mental/Behavioral health outpatient serv+ces $3 $15

Mental health, 
Mental/Behavioral health inpatient servicesbehavioral health, 10% 15% X

4r substance
abuse needs 

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

services Professional
10% 15% X

Home health care $3 $tg
Rehabilitation services $3 $15

Help recovering Habilitation services $3 X15
or other special 

Skilled nursing care 10% 15°/o Xhealth needs
Durable medical equipment 10% 15%
Hospice service No cost share No cost share
Eye exam {deductible waived) 0% b%

Child needs 
Glasses 1 pair per year 1 pair per year
De~tai check-up -Preventive and Diagnostic

denYa! or ¢ys care Dental Basic Services See Dental Design Below See Dental Design Below
Dental Restorative and Orthodontia Services

Notes;
1} Femiy deductiCles and out-of-docket meaimums are equ&Ito 2 times the fndr; iduel slues. ExceGt for hlgb detludlCle 6eatth plans tHCHPsJ linked to. ~iCelth Savings
Accounts (HSAs},m a family plan, an individual is respcnsi6le onl~~ #or the single out-o f-pocket tleductiCie and e single out of poc4et maxmum amcunt. CaduCtibtas sn~
ptACf cost sharing payments made by each indivitlual in s famiy contribute to the famih,~ deductible ar out of packet maximum. Once the famPy tle~uctiCia atirouiEi is-
9atisfiad Cy any comGlnaYlnn of indivldusl derluctlble F~Yments, plan capays or coinsurance apply until the ~a milt' out oipod;et maximum is reac~etl. after y,~hieh the ¢IHn.
pays all costs for Co~aeretl sen~fcea far a~i famiy~ merr~ers. Under HPHP plans, the lamil~~deducti~fe muat be satisfied befare the plan pays an}2h leg icr s~rviGas #Or Bny
6nQlvidual [n the family, BaEd 11se #BmAy IIu{-mi-poc~Et maX`Unum must be safisfied Cefore any indi°: iduals cost sharing fespons~llity ends.
2} Cos# sheYetg amounts !or a8 a~-network services acCumu Wte to;v a rd the maximum o ut-o f-po cAat axp en se.
3p Gast sharatg Fof services wkh oopay~nis is tft~e fesser ut th~ copayittant ~tno u nt a r a Oo',v ed emou nt.
4t' Por t(sa Bronze and CatesWaptEie ns, deduct~sfc is wsiv~d 4.or three oifce or uryent care ~:isi[s, mcw~~ng cutpa4ert.61entalHealih;5~@stance ~.buse visRs,
5} "Other Araciitloner Office Vs&s" aic~des 7'herapy'Visds, otivar otflce visits nut pravitled Cy efther firpnsry Care or Specialty Physicians or nM specified in.:anpther
benafA caLegoay.



Covered California
2014 Standard Benefit Plan Designs -FINAL

Summary'of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE''
ENROLLEE`S OUT OF POCKET COSTS

7/1812013

fndividua! Oniy

Silver Copay Plan
200%-250°/ FPL

C7veralt dedu~fible N/A

Other dzdi~cti~les far specifip services

CWecli~af X1.500

$rand E3rugs $250

Creritaf See Dental Design Below

C3G~t~of—pocket IimiY an expenses $5,200

....~ .~..<~!r~ n:, cal: _ . ' "`ge~~~:....k .<: 
•.,
a~%~ b._h . ,,. ~:,,~~ - ..;, p... ...:..

.. .. ...4....... ........ ....:.:. .. ~..: 4. .:. ~... .......

V9sit to a health
Primary care visit to treat an injury or illness $40

care provider's.
office or clinic Specialist visit X50

Other practitioner office visit $40
preventive care! screening! imrnun2ation Na cost share
Laboratory Tests $40

Tests X-rays and Diagnostic Imaging $50
Imaging (CTIPET scans, MRIs) $250

Drugs to treat
Generic drugs X19

ii(nesa or
Preferred brand drugs $30
Non-preferred brand drugs $50

condition
Specialty drugs 20%

Outpatient Facility fee (e g , ASCj 20%
surgery Physician/surgeon fees 20%

Emergency room services (waived if admitted} $250

Emergency medical transportation $250

Need immediate

attention
Urgent carp $80

Hospital stay 
Facility fee (e.g., hosp~tai room)

Physician/surgecn fee

Mental/Behavioral health outpatient services

MenYa! heatttr, 
Mental/Behavioral health inpatient services

behavioral health,

or substance

abuse needs 
Substance use disorder outpatient sernces

Substance use disorder inpatient services

Prenatal care and preconception visits

Pregnancy Delivery and all inpatient Hospital
services Professional
Home health care
Rehabilitation services

Help retovering Habilitation sernces
or other special

Skilled nursing care
health needs

Durable medical equipment
Hospice service
Eye exam (deductible warned }
Glasses

Child needs ~enta4 cherk-up - Prevenvve and diagnostic
denYat or eyo care Dental Basic Services

Dental Restorative and Orthodontia Services

20%

$40

20%

$4Q

20%

No cost share

20%

$40

$40

$40

20%

20%
No cost share

0%

1 Pair per year

X
X
X

X
X

X

X

X

X

X

See ~entai Design Below

!talcs:
1 } Fsmlly deductiDtes surd cut-of-pnoket mexirtw ma are equal fn 2 tlmes thz ndiw duel va lute. Except for liigti deduddsle h~stth plans (HWiPs) linked to HeaIM Sevrt~gs

Accounts {#iSAs),kt a 1~migr plan, sn indrviduei is respona~rte only for the single ovt-of-rocket +ttrlUctibb3e and a single ottt of pocket maximum aunt. lAcdud{blea anA

okt~ar cast sharing rysymonts msQe by each ind'rriduat 3rr a family cutttr~nute 4o tits temNy deduct~ie or cut of packet maximum. Once the family deductitrle amw~nt is

ss#i~fierJ by arty combination of indivMuai daductitsie psymenis,: Ran capeys ar coirvsuranec apply u~vt~ the ismily out at pocket msuimum is reaChad, after avt~ich the plan

pays aU costs for cnv~cd services inr aR famiy memta~rs. Under Hl?NP {s{arts, the family deductible must Ge satisfied mafore tine plan pegs anything far scrviccs far any

individual in ilia faAru'ly~, ensJ ilia #amity out of-packet maximum must Ge sat~tified 4e7we say indrviCuaPs cast sharmgtespnns~aility enQa. .

2} Cost shnring amounts far a8 in-ir~ehvnrk serviees accumulate fa~vard the ~+cNrwm ovt-af-pocket expense:..

33 Cost sharing far services tivkfi coysyments is the lessor a#the capaymerrt amount ar allowed arrwunt.

4j for the Brrnnze anal Cfltsatrupiiic plans; dedudibfe is vraived far three ofFice ar urgent care visiks, irtcloding outpatient l~enisi HeatthlSubstartce Abuse ~~isits.

fr} "(RtEcrPradlNarte~.r Office V~ds~' includes "Therapy+lis~Rs, -other vfflce vksits not prvv~fed by' ~~her Primary Gare or Sp~aia3ty Physicians ar not specifieC rc~ another

benefit category.



Covered California
2014 Standard Benefit Plan Designs - FINAI
Summaryof Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE .THE
ENROLLEE'S OUT OF POCKET COSTS

7/1 812 01 3

Bronze Plan 
S~~nze
HSA Plan

~Ye~{~ ~~~u~t~~~e $5,Og0 integrated MedlRx $4,500 integrated Med/Rx
Atherdeductibies forspecific services

11~~dical NIA NIA
flrand Drugs N!A N/A
Dental See Dental Design Below See Dental Design Selow

Out—af—pocket limit on expensex $6,350 $6,350

. ~..

f

~~~, ,
~.~ ~~a r '~

~- . . ~• r:
''

After 1st 3

Visit io a heath
Prima care visit to treat an in'u or illness

ry ~ ry $60
non-

preventive
o

40 /o X

CdfB pYovidel~8 visits
Off1C8 Af E~3f1~O .Sp0C1811St YiSI( $7fl X 40% ~'.

Other practitioner office visit $60 X 40% X
Preventive care! screeningl immunization No cost share No cost share
Laboratory Tests 30% X 40% X

Test& X-rays and Diagnostic Imaging 30°i X 40% X
Imaging (CT/PET scans, MRIs) 30% X 40°/o X

Drugs to treat
Generic drugs $15 X 40% X

~~~~888 Qt Preferred brand drugs $50 X 40% X

condition
Non-preferred brand drugs $75 X 40% X
Specialty drugs 30% X 40°/ X

Outpatient Facility fee {e.g„ ASC) 30% X 4Q% X
surgery Physician/surgeon fees 30% X 40°io X

Emergency room services (waived if admitted) $300 X 40% X
Emergency medical transportation $300 X 40°~o X

Need immediate ARer 1st 3
attention

Urgent care
$~Z~

non-
40% X

preventive
visits

Hospital Stay
Facility fee (e.g., hospital room) 30% X 40% X
Physician/surgeon fee 30% X 40°/o X

After 1st 3

MentallBehavioral health outpatient services $60
non-

40% X
preventive

visits
Metal health,
behavioral health,

MentallBehavioral health inpatient services 30% X 40% X

or substancQ After 1st 3
abuse needs

Substance use disorder outpatient services X60
non-

40°/o 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

Welp recovering Habilitation services 30% X 40% X
or other special

Skilled nursing care 30% X 40% Xhealth needs

Durable medical equipment 30% X 40% X
Hospice service No cost share X No cost share X
Eye exam (deductible waived) 0% 0%

Child treads
Glasses 1 pair per year 1 pair per year

dental or eye care
Dental check-up -Preventive and Diagnostic
Dental Basic Services See Dental Design Below See Dental Design Below
Dental Restorative and Orthodontia Services

Notes:.

i j fam7y dfetluctiCles a^wf out-a~{~pCket ineztti~ttmg gre equsl fo 2 times the indh~iduel~values. Fxce pt for high ~educttble health plans lH6HPg.} Nnke.7 {o He81tM1 S8vings
ACCoaBfs fHSAs),in a family plan, an in~vk{ugl is responsible ony for the single out-of-ppcket Qetlu cYible end a single out of packat m8ximttm BrifB¢nt.'De~dttCt~Yles anG .
other Cost sharing payments mp.de by e~~h ]ndlVidual in a fa miry contribute to the fa miry dedutTiCle or rout ofi pocket maximum. Oncc the 4emdy dt4luCfltgle bmpunt is
sefisfeb ~y any combinaflvn of indiv~ual deductible Fe yments, plan copays or coinsurance aRGN until the famiy nut of pocket m~imum i6 rC~nched, 8ft~:svhich tRe ¢Ian
pays all costs for cnveretl sen~ices fnr all family memCers. Under HDHP plans, the Family detluctible must ba set~sfie~ hefare the plan psy8.anyihing for getyirxg {y}r gpy
indi4~ltluel in the family, snQ the t~mily° a[12-of-pa ct;et maxlmuAi must Gt aatis fled trefore any individ uais cost sharing responslCility ends.
2}Cast xharing ampuata lo7sli in-neiwotk services accu m~i:ffitg iowaid the mar.Imum aut-cf-G~c4;et expense.
3D~~'~~~+~4~rsarvicestvlhcgpaym~crtts~thelesse~afthecopeymen;amountorallovtadernount.
4D ForiheBmoze$eWCataatraphicglpng,destu[Xrbtels~,~glveal{prthreeatfiaeorurgentcerev~sRa, ocktd;ngout~at~rttl,`entaikLCettbtSuGstan~.ALsusevis~ts..
5) "atherPractiti¢~net Office'V's' a~dud~ 7tterapY: Visits, ;o#her ~nffice visits not Fro•: ided tsY eRfier Primary Care vr.Specia~yph}+sicians ar nqk specif~z~1. in snnther
beocfrtcategory.



Covered California
2014 Standard Benefit Pian Designs =FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE
ENROLLEE'S OUT OF POCKET COSTS

7/18/2013
...

Overall ci~d~~c;tibie
Other dsductfbies for specific services

MediraE
brand t~rugs
Dental

Out—af—p~ckei timFt on expenses

Primary care visit to treat an injury or iiiness
Visit to a health
care provfdeC's
o#fice or Glin(c Speaalist visii

Other practitioner office visit
Preventive caret screening) immunization
Laboratory Tests

Testa X-rays and Diagnostic Imaging
Imaging (CT/PET scans, MRIs)

Drugs to treat
Generic drugs

illness or
Preferred brand drugs

coaditio~
Non-prsferrecf brend drugs
Specialty drugs

OufpaGen# Facility fee (e.g , ASC}
surgery Physician/surgeon fees

Emergency room services (waived it admitted)
Emergency medical transportation

Need immediate
attention

argent care

tiospitat stay 
Facility fee (e.g., hospital room)
Physician/surgeon fee

Mental/Behavioral health outpatient services

~~R~~ fie~~~` Mental/Behavioral health inpatient services
t~ehaviofal health,
or substance
abuse needs Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care and preconception visits
Pregnancy Delivery and all inpatient Hospital

services Professional
Horne health care
Rehabilitation services

Help recovering Habilitation services
or other special

Skilled nursing care
heaKh needs

Durable medical equipment
Hospice service
Eye exam (deductible waived )

Glasses
Child needs

dP"tai check-up -Preventive and Diagnostic
derttai or eye care

Dental Basic Services

Dental Restorative and Orthodontia Services

Catastrophic Pian

$6,350 integrated Med/Rx

NIA
N/A

See Denta! Design Belaw
$6,350

_.~'

After 1st 3
po~a non-

preventive
visits

0% X

0% X

No cost share
0%

0%

0%

0°10

0%
O%U
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Notes:

1) Far~u'ly afeductibfe~s arttl aut-of-pocket maximums are a4~~~ #e ~ ~~s the ind'rriduel wsiuss. fxcEpt €nr high de3ur.~iWe health R~~s (HGHPs} gnAc+f io N~atth Savirfgs

Aocaunts. (HS.+X~s},In a fsm~y plsn, an in~ividusl is respons~b)e only for the sirtgie out-u~pucket daductibk end a s~gle auf of packe# mescimum amount. Desiuctibies snQ

other cost sharafg psy~nls made bq each itWividual In a fsrtiily oantrlbuta to Na family deduci~l~.ar aut v~f pocket msxirnam. Once the famly tFeducttbfe amount is

setis'fi~ hy~ any combinefinn at irtd~viduaT dealuctibie gsyments: R~rt co7seys ac cuinsuransa apply anti the tsmily out of packet maximum is reachrQ; after 4v~hicti the plan

pays aN cos3s far covered services fur all #sm~y members. {)rtider HDHP Pins, the fsmiiy deductits}~ ~awst be satisfied before the plan psys anything frsr services fnr sny

individual an the familyr, aced the femnly ouf-af poc#:at maximum most be satisfied iaefarc any irtdnkYua~s cost sharing respansrb~ity en4s.

2} Coss sharing amounts far an in-nxtsvark services accumulate taward-the maximum out-af-pocket ~exPense.

3) Cost shetinp Eor services wrtri capaymenks is the lesser a#the coPay+tneni ~mo~[nt or sAosve[E emottat.

~ j Far the Hranze and CafastrnPhic {clans, deducikaie 3s waived tar three ofi(~ce ar urgent cars xisAs, including outpatieni t«tental Iisa#thl5utrs4anae Ahuse visits.

~~) "Other Pract4~ner 6ffice Vis~.c" incWdes T#ierapy *lfsits; other off+ce vis~Ys rrot prpvkteC by eifrier Primary Care ar Spec~riy Physicians ar net specified in anuUter

baneCd category.



Covered California
Standard Pediatric Dental Essential Health Benefits Plan Design

For the 2014 Pian Year

r
Procedure Categories

DPPO
High

DPPO
Low

Plan Pays:

Diagnostic &Preventive (D&P) 100% 100%

X-rays, Exams, Cleanings

Sealants

Office Visit n/a n/a

Basic Services -Basic Restorative 80% 50%

Major Services -Crowns &Casts,
Prosthodontics, Endodontics, Periodontics, Oral 50% 50%

Surgery

Enrollee Pays:

Orthodontics (Medically Necessary) 50% 50%

$50 $60

Deductible
(not ,(applied

applied to all
to D&P) services)

Annual Maximum None None

OOP Maximum $1,000 $1,000

Waiting Periods (Major 
& Ortho) None None

Attuaria) Value (AV) $6% 72%

DHMO
High

DHMO
low

Enrollee Pays:

$0 $0

$0 $20

$403 $953

$3654 $3654

$1,000 $1,000

None None

None None

$1,000 $1,000

None None

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 dental 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.


