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

]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
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 Plan Copay Plan

7/18/2013

$0 ‘ $0

$0 $0
$0 $0 ,
See Dental Design Below See Dental Design Below
$4,000

- Member Cost | Deductible | Member Cost I Deductible

$20

Primary care visit to treat an injury or illness $20

Speciatist visit $40 $40
- Other practitioner office visit $20 $20
Preventive care/ screening/ immunization No cost share : No cost share
Laboratory Tests $20 ] i $20
X-rays and Diagnostic imaging . L840 : 340
Imaging (CT/PET scans, MRis) 10% $150
Generic drugs 5 $5 $5
Preferred brand drugs : 315 : $15
Non-preferred brand drugs $25 $25
Specialty drugs 10% 10%
Facility fee (.., ASC) : 3 10% " §250
Physician/surgeon fees 10%

Emergency room services (waived if admitied) $150 8150
Emergency medical transportation $150 $150

Urgent care ’ $40 . $40

Facility fee (e.g., hospital room) L 10% $250 per day up -
Physician/surgeon fee ) 10% to 5 days

Mental/Behavioral health outpatient services $20 $20
Mental/Behavioral health inpatient services 10% $250 per day up
) to 5 days

Substance use disorder outpatient services $20 $20

o $250 per day up
) ) 10% to 5 days
Prenatal care and preconception visits No cost share No cost share
Delivery and all inpatient Hospital 10% $250 per day up
Professional 10% to 5 days
; 10% $20
Rehabilitation services o $20 $20
Habilitation services ‘ ‘ $20 , $20
$150 per day up
i ) to 5 days
Durable medical equipment 10% ' 10%
Hospice service No cost share No cost share
Eye exam (deductible waived ) 0% 0%
Glasses ) 1 pair per year 1 pair per year
Dental check-up - Preventive and Diagnostic
Dental Basic Services See Dental Design Below See Dental Design Below

Substance use disorder inpatient services

Skilled nursing care 10%

Dental Restorative and Orthodontia Services

fotes:

1} Family deductibles snd sut-of-pocket maximums are equal to 2 times the individusl values. Except for high deductible health plans {HDHPs} linked to Health Savings

Accounts (HSAs)in a family plan, an individual is responsitile only for the single out-of-ppcket deductible and a single sut of pocket i t. Deductibles and

other cost sharing payments made by each individual in a family contribute to the family deductible or out of pocket maximum, Once the family deductibie smount is
tisfied by any instion of individual deductible payments, plan copays or coinsurance apply until the family out of pocket maximum is reached, after which the plan

pays &l costs for covered services for all family members. Under HDHP plans, the family deductible must be satisfied before the plan pays snything for services for any

individual in the family, and the family cut-of-pocket maximum must be satisfied before any individual's cost sharing responsibilty ends.

2) Cost sharing amounts for sl in-network services ac fate toward the out-of-pocket expense.

3} Cost sharing for services with copayments is the jesser of the copayment amount or aliowed amount.

4) Forthe Bronze and Catastrophic plans, deductitle is waived for three office or urgent care visits, including outp t idental Health. Abuse visis.

£} "Other Practitioner Dffice Visits™ includes Therapy Visits, other nffice visits not provided by either Primary Care or Specialty Physicians or not specified in another

benefit category.




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE . God ' Géid
ENROLLEE'S OUT.OF POCKET COSTS Coinsurance Plan . CopayPlan

7/18/2013

§0

$0
o 80 (e Y %0
See Dental Design Below - See Dental Design Below
$6,350

Common Medical| Viember Co juctible 1 Member Cost | Deductible 1

. : $50 , : $50

ther practitioner office visit 0 ... . 830
reventive care/ screening/ immunization: . Nocostshare. - .. -Nocostshare
) $30
$50
_20%
$18
$50
$70
20%
20%
20%
$250

$250

$60

20% . $600 per day up
Phys:cxan/surgeon fee 20% . tobdays

Menta!!BehaViora% health outpatient services o $30 : 830

© $600 per day up

] L . o
Mejtal/th?v1?rgl ‘hﬂealth unpetgnf serwoes’ 2<‘M>“ “to5days

‘Substance use disorder outpatient services . : $30 ‘ : $30

$600 per day up
) o to 5 days
Prenatal care and preconception visits No cost share - . Nocost share
Delivery and all inpatient H o 0, : . $600 per day up
services - Professional % to 5 days
Home health care o : 20% , $30

ion services %30 r $30
Habilitation services e $30 $30
$300 per day up
. S S S - . loSdays
Durable medical equipment. L 20% ‘ : 20%
ice No cost share .. No cost share
Eye exam (deductible waived) ; 0% o 0%
1 pair per year 1 pair peryear -

Substance use disorder inpatient services 20%

Skilled nursing care 20%

neck-up - Preventive and Diagnostic , , ; ;
Dental Basic Services 3 Ses Dental Design Below - See Dental Design Below
ental Restorative and Orthodontia Services :

Notes:
1} Family deductibles and sut-of-pocket maximums are equal fo 2 times the individuel values. Except for high deductible health plans (HUHPg} finked to Health Savings
Accounts {HSAs),in a family plan, an individual is responsitie only Jor the single out-of-pocket deductibie and & single out of pockst § 1. Deductivles and

other cost sharing peymenis made by each individuslin & femily contribute fo the family deductible or out of pocket maximum. Once the family deductible ampunt is
suatisfied by any combination of individual deductibie payments, plan copsys. or coinsurance apply until the family cut of pocket maximum is reached, after which the plan
pays. all costs for covered services for sl family members. Under HDHP plans, the family deductible must be satisfied tefore the plan pays anything for services for any
individual in the fanily, and the family cut-of-pocket maximum musgt be safisfied before any individuals cost sharing responsibiity ends.

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

3} Costsharing for services with copayments is the lesser of the copayment amount or sliowed smount. :

4} For the Bronze and Catastraphic plans, deductible is waived for three office or urgent care visits, including ouipatient Mental Hesth/Substance Abuse visits.

§) "Other Practitioner Office Visils” includes Therapy Visits, other ofice visits not provided by either Primary Care or Specially Physicians or not specified in another
benefit category.




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage k Mdivic(uat Only . Individual Only

COST SHARING AMOUNTS DESCRIBE THE Sitver Silver
ENROLLEE'S OUT OF POCKET COSTS Coinsurance Plan Copay Plan

7/18/2013

N/A

$2 000
$250 , $250
See Dental Destgn Below See Denta! ﬁestgn Below

DutlbleA ] t Dedutnb&

rimary care visit to treat an injury or iliness

pecialist visit $65 365
ther practitioner office visit $45 $45
Preventive care/ screanmgf immunization No cost share No cost share
aboratory Tests $45 ) $45
~rays and Diagnostic imaging L $65 $65
maging (CT/PET scans, MRis) 20% $250
Generic drugs 3 $19 319
$50 $50
$70 $70
20% 20%
, 20% 20%
| i van/surgeon fees 20% 20%
Emergency room services (waived if admitted) $250 , $250
 Emergency medical transportation . $250 $250

$90 $90

Facility fee (e.g., hospital room) e : 20%

0,
hysician/surgeon fee ) ] 20% 20%

ental/Behavioral health outpatient services $45 $45

Mental/Behavioral health inpatient services 20% 20% X
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

Delivery and all inpatient Hospital 20% 20% X

services Professional 20%

Home health care 20% : i $45
Rehabmtatlon services $45 $45
Habilitation services $45 $45
20% 20%

Durable medical equipment. : , 20% : 20%
Hospice service » No cost share No cost share
Eve exam (deductible waived ) 0% - 0%
Glasses 1 pair per year 1 pair per year

Skilled nursing care

Dental check-up - Preventive and Diagnostic
Dental Basic Services See Dental Design Below See Dental Design Below
Dental Restorative and Orthodontia Seryices

Notes:

13 Family deductibles and out-of-pocket maximums are equal to 2 times the individual values. Except for high deductibie health plans (HDHPs} linked to Health Savings
Accounts (HSAs),in a femily plan, an individual is responsible only for the single out-of-pocket geductibie and a single out of pocket maximum smount, Deductibles and
other cost sharing payments made by each individualin a family contribute to the family deductible or out of pocket meximum, Once the family deductible amount is
satisfied by any combination of individial deductible payments, plan Copays of coinsurance apply untll the family out of pocke! maximum is reached, sfter which the plan
pays all costs for covered services for all family mémbers. Under HDHP plans, the famity deductible must be satisfied before the plan pays snything for services for any
individual in the family, and the family sut-cf-pocket maximum must be satisfied before any individuals cust sharing respons;bﬂﬂy ands.

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

3) Cost sharing for services with copayments is the lesser of the copay or slowed

4) For the Branze and Catastrophic plans, deductible is walved for three office orurgent care visits, including outpatient Mentsl Health/Substance Abuse visits.

§) "Other Practtioner Office Visits” includes Therapy Visits, sther office visits not provided by either Primary Care or Specialty Physicians or not specified in snother
benefi category.




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

NIA

$1,500
3500
~See Dental Design Below
$6380 - o
Member Cost ¢ Deductible
Share | Applies |

$65
, $45 } PR .
‘No cost share : No cost share
$45 ; $45 -
865 , 365
. $250

referred brand drugs
on-preferred brand drugs
jalty drugs

Phys:cnan/surgeon fee

Mental/Behavioral health outpatient services g4 : $45

Mental/Behavioral health inpatient services 20%

Substance use disorder outpatient services $45 $45

Substance use disorder inpatient services 20% 20%

Prenatal care and preconception visits No cost'share No cost share
Delivery and all inpatient 20%

$45
$45
$45

20% 20%

20% - 20%

No cost share ) No cost share
0% R 0%

1 pair per year ) 1 pair per year

Professional

See Dehtal Design Below See Dentai Design Below

Notes:

1} Family deductibies and out-of-pocket maximums are equal to 2 fimes the individual values. Except for high deductible health plans {(HDHPs) linked to Health Savings

Accounts (HSAs)in.a family plan, an individual is responsible only for the single out-of-pocket deductible snd 8 single out of pocket waximum amount. Deductibles and

other cost sharing payments msdz by esch individual i :n a famity contribute to the family deductible or out of pocket maximum. Once the famiy dedurtible smount is
tisfied by sny ofindividus! deductible pay . plan copays or.cul & 8pply until the family out of pocket maximum is reached, afler which the plan

pays sfl cosis for.covered services for ail family members. Under HDHP plans, the family geductible must be salisfied Before the plan pays snything for services for any

individual in the family, and the family sut-of-pocket maximum must be satis fied before any individua’s cost sharing responsibilty 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 aliowsd amount,

4} For the Bronze and Catastrophic plans, deductible is waived for three offics orurgent care visils, 4 4 tpatient Wental Health Abuse visils.

&) "Cther Practioner-Office Visils" includes Therapy Visits, other oifice visits not provided by either Primary Care or Specialty Physicians or.not gpecified in another

benefit category. .




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

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

118/2013

 $1,500 integrated Med/Rx

N/A
N/A
See Dental D sxgn Below
$6 350

Common Medical | MemberCost Deductible
Event - _ Servicefype . Share 1 Applies

x

rimary care visit to treat an injury or iliness 20%

pecialist visit 20%
 Other pracutnoner office visit 20%
reventive care/ screening/ immunization No cost share

3 Laboratory Tests : - 20%
~rays and Diagnostic imaging 20%

Imaging (CT/PET scans, MRIs) . 20%

Generic drugs : 20%

erred brand drugs 20%
20%

Facility fee {eg. ASC) 20%
hysician/surgeon fees 20%
_Emergency room services (waived if admitted) 20%

mergency medical transportation 20%

HAHXKMNX I KPR PN XN

x

Urgent care : . L 20%

Facility fee (e.g., hospital room) ' 20%
Physician/surgeon fee . 20%

Mental/Behavioral health outpatient services 20%

Mental/Behavioral health inpatient services 20%

Substance use disorder outpatient services 20% X

20%

Prenatal care and preconception visits , No cost share
Delivery and all inpatient Hospital

services _ Professional

Home health care

Rehab tation services

Habilitation services

bt

Substance use disorder inpatient services

Skilled nursing care

Durable medical equipment
Hospice service . :
Eve exam (deductible waived )
Glasses 1 pair per year
Qentai check-up - Preventive and Diagnostic

XX X M XXX X

Dental Basic Services See Dental Design Below
Dental Restorative and Orthodontia Services

Notes:

13 Family deductibles and sut-of.pncket maximums are equalto 2 times the individus! values. Except for high deductible health plans (HDHPS) inked o Heatth Savings
Accounts (HSAS),in a family plan, an individual iz responsible oaly for the single sut-of-pocket deductible and a single out of pocket maximum smount. Deductibles and
other cost sharing payments mavde by each individualin a fanﬂy contribute to the family deductible or out of pocket maximum. Once the family deductible amount is

by any of individuat deductibh , plan cogays or coinsurance apply until the family out of pocket maximum is reached, after which the plan
pays all costs for covered services for alf family members Under HDHP plansg, the family deductible must be satfisfied before the plan pays anything for services for any
individual in the family, and the family out-of-pocket maximum must be satisfied before any individual's cost sharing responsibility ends.

2y Cost sharing amounts for afl 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 sliowed amaunt.

4) For the Bronze and Catastrophic plans, deductible is waived for three office or urgent care visits, including outpatient fental t e Abuse visis.

&) *Other Practitioner Dffice Visilts™ includes Therapy Visils, sther office visits not provided by either Primary Care or Specisly Physicians or not specified in another
benefit category.




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE Siiver Coinsurance Plan Silver Coinsurance Plan
ENROLLEE'S OUT OF POCKET COSTS ~ 100%-150% FPL . 150%-200% FPL

S

7/18/2013

 See Dental Design Below  See Dental Design Below

Member Cost | Deductible | Member Cost | Deductible
_ Shar ppiies | | Applies

$15

320
$15
No cost share
$15
$20
15%
$5
on-preferred brand drugs : 310 ' 825
pecialtydrugs 1% 5%
15%
15%
375
375

$30

Facility fee (e.g., hospital room) - 0% 15%
Physician/surgeon fee : , 1 o - 15%

ental/Behavioral health outpatient services ‘ ' 315

15%

Mental/Behavioral health inpatient services

Substance use disorder outpatient services - 83 L 8

Substance use disorder inpatient services 15%

10%
Prenatal care and preconception visits  No cost share - ~ Nocostshare
Hospital ; - 15%
Professional o 15%
e 15%
Habilitation services . , o8 815

10% 15%

Birable Fedal oL T T E L T
ice service "No cost share -No cost share

Eve exam (deductible waived) : o 0% ~ . 0%

1 paar per year 1 pair per year

See Dental Desagn Below  See Dental Design ’Be’{l’ygwﬂ

Hotes:
1) Family deductibles and out-of-pociket maximums ere equalio 2 times the individusi values, Except for high deductible health plans (HDHPs) linked to Heatth Savings
Accounts (HSAs) in-a family plan, an individusl is responsible only for the single out.of-pocket degductivie and a single out of pocket i i and
other cost sharing payments made by each individua! in & family contributs to the family deductible or out of pocket maximum. Once the famiy deﬂuctable srount is

isfied by any ination of individual deductible pay , pln COPBYS OF GO apply until the famity out vf pocket maximum is reached, after swhich the plan
pays gl costs for covered services for al family members. Under HDHP #lans, the family deductible must be satisfied before the plan pays anything for services for any
individual in the famiy, snd the family sul-of-pocket maximum must be satisfied before any individual's cost sharing responsibility ends.
2} Cost sharing amounts for all in-network services accumulate tasard the maximum out-of-pocket expense,
3} Cost sharing for services with copayments is the jesser of the copayment amount or sliowed amount.
4} For the Bronze and Catastrophic plans, deductible is waived for three office or urgent care visits, including ient Mentsl Health/Subsiance Abuse visis.
&} "Other Praciificner Office Visiis" includes Therapy Visits, sther office visits not provided by either Primary Care or Specialty Physicians or not specified in-ansther,
benefit category.




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE - Silver Coinsurance Plan
ENROLLEE'S QUT OF POCKET COSTS 200%-250% FPL.

7/18/2013

N/A

$1,500
$250
See Dental Design Below
; $5,200

Common Medical Member Cost | Deductible

rimary care visit to treat an injury or iliness $40

pecialist visit . $50

Other practitioner office visit $40
reventive care/ screening/ immunization No cost share

Tests $40

Diagnostic imaging - §50

20%

$19

efer $30

on-preferred brand drugs ; $50

cialty drugs .

acility fee (e.g., ASC) 20%

hysician/surgeon fees 20%

mergency room services (waived if admitted) $250

mergency medical transportation $250

rgent care $80

acility fee (e.g., hospital room) 20%
hysician/surgeon fee 20%

Mental/Behavioral health outpatient services $40

- Mental/Behavioral health inpatient services 20%

ubstance use disorder outpatient services $40

20%

Prenatal care and preconception visits No cost share
Delivery and all inpatient Hospital 20%
Professional 20%
ealth - 20%
ehabilitation services ] $40
abilitation services ' L os40

20%

ubstance use disorder inpatient services

. Skilled nursing care

urable medical equipment : L 20%
ospice service ) ; No cost share
ye exam (deductible waived ) ; 0%

- Glasses 1 pair per year
ental check-up - Preventive and Diagnostic .

Dental Basic Services See Dental Design Below
ental Restorative and Orthodontia Services :

Notes:

1} Femily deductibles and out-of- pocket maximums are equal to 2 times the individual vaiues. Except for high deductible health plans (HDHPs) inked to Heakh Savmgs

Accounts (HSAs),in a family plan, an individusl is responsitie only for the single cut-of-pocket deductible and a single out of pocket 3 Deductibles and

other cost sharing paymants made by each individuatin a family contribute to the family deductible or out of pocket maximum. Once the family deductible amount is
tisfied by any ¢ of individual deductible payments, plan’ copays or coinsurance apply until the family out of pocket maximum is reached, sfter which the plan

pays all costs for covered services for all family members. Under HDHP plans, the family deductible must be satisfied before the plan pays anything for services for any

individusi in the famdly, and the family sut-of-pocket maximum mwst be satisfied before sny individual's cost sharing responsibilty ends.

2} Cost sharing amounts for all in-nebwork services accumulste toward the maximum out-of-pocket expense,

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

4) For the Bronze and Catastrophic plans, deduclible is waived for three office or urgent care visits, including t Kental Heatth/Subst Abuse visits,

&) *Other Practitioner Office Visits™ includes Tharapy Visits, other office visits not provided by sither Primary Care or Speciatly Physicians or not specified in another

benefit category.




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

COST SHARING AMOUNTS DESCRIBE THE _ . silverCopayPlan
ENROLLEE'S OUT OF POCKET COSTS , 100%-150%FPL  150%-200%FPL

7/18/2013

See Dental Design Below ”Seé Dental Design Below

v %2200

Common Medical | Member Cost | Deductible | Member Cost | Deductible
* " hare | Applies B Share | Appiies

‘ $3 ,
No cost share
33
35
$50

$5
$15
$25
15%
15%
( on o ; 15%
mergency room services (waived if admifted) : 2 S $75

mergency medical transportation ' $75

$30

acility fee (e.g., hospital room)
Physician/surgeon fee

15%

Mental/Behavioral health outpatient services : : S ,$15

Mental/Behavioral health inpatient services

15%

Substance use disorder outpatient services 33 $15

Substance use disorder inpatient services 10% 15%
Prenatal care and preconception vnsns No cost share . No cost share
Delivery and all inpatient 10%
services ) P
Home healthcare . o8

ion services R T
Habilitation services , $3

10%
Durable medical equipment o qpe ,

i ice . : Nocostshare . No cost share
Evye exam (deductible waived) , ' 0% ; 0%
1 pair per year 1 pair peryear

Skilled nursing care

check-up - Preventive and Diagnostic \ o o
Dental Basic Services . e See Dental Design Below  Sse Dental Design Below -
tal Restorative and Orthodontia Services ‘ , :

Kotes:

1} Family deductibles and out-ofpockel maximums are equalic 2 times the individusl values. Except for high deductibie health plans {HDHPs) finked o Health Savings
Accounts (HSAs},ina family plan, an individual is responsible oaly for the single sul-of-pocket deductivle snd a single out of pocket maximum smount, Deductibles snd
other cost sharing payments made by each individualin. a family contribute to the family deductible or vut of pocket maximum. Once the family deguctible smount is
sstisfied by any combination of individual deductible payments, plan copays or coinsurance apply until the family out of pocket maximum is reached, after.which the plan
pays gl costs for covered services for-all family members. Under HDHP plans, the family deductible must be satisfisd before the plan pays anything for services for any
individusl in the family, and the family out-of-pocket & must be satisfied before any individual's cost sharing responsility ends.

2) Cost shaving amounts for all in-network senvices acoumuiate toward the out-pf-p

3) Cost sharing for services with copayments is the lesser of the copayment amount or aﬂowaﬁ amoum

4) For the Bronze and € ophic plans, is ived for three office or urgent care visits, including outpstient Mental Health/Substance Abuse visits,

S} “Other Pracittioner Office Visits™ includes Therapy Visits, other office visits not provided by either Prwnary Care or Specially Physicians or not specified in.another
benefit category.




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage ~ !:Sdlvwwai Only
COST SHARING AMOUNTS DESCRIBE THE Silver Copay Plan
ENROLLEE'S OUT OF POCKET COSTS 200%-250% FPL
711812013

NiA

RS
oo $280
See Dental Design Below
. §5200
Common Medical | Member Cost | Deductible
_ Event . Semvicefype 2 Share 1 Applies

$40

$50
Other practitioner office visit $40
Preventive care/ screening/ immunization No cost share
$40
$50
$250
$19
$30
$50
cialty drugs ; 20%
Facility fee (e.g,, ASC) . 20%
Physician/surgeon fees 20%
mergency room services (waived if admitted) $250
mergency medical transportation $250

rgent care $80

acility fee (e.g., hospital room)

0,
hysician/surgeon fee 20%

Mental/Behavioral health outpatient services $40

Mental/Behavioral health inpatient services 20%

ubstance use disorder outpatient services $40

Substance use disorder inpatient services 20%

renatal care and preconception visits " Nocostshare
elivery and all inpatient Hospital _ 20%
ervices Professional
lome health care L $40
ehabilitation services $40
bilitation services : $40

killed nursing care 20%

yyrable medical equipment o 20%
ospice service No cost share
“ye exam (deductible waived) 0%
_Glasses 1 pair per year
tal check-up - Preventive and Diagnostic
ental Basic Services See Dental Design Below
ental Restorative and Orthodontia Services

Notes:
1} Family deductibles and out-of-pocket maximums are equsl to 2 times the individual vatues. Except for high deductible health plans (HOHPS) linked to Health Savings
Accounts (HSAS),n a family plan, an individual is responsibie only for the single out-of-pocket deductible and a single out of pocket i Deductibles and
other cost sharing payments made by each individuad i & family {o the family 4 or out of pocket maximum. Once ihe family deductible smount is

d by any i ofindividual deductible payments, plan copays or coinsurance apply untli the Tamily out of pocket maximum is reached, sfter which the plan
pays sl costs for coveren services for all family members, Under HDHP plans, the family deductible must be safisfied before the plan pays anything for services for any
individua! in the family, and the family out-of-pocket maximum must be sstisfied before any individuars cost sharing responsiuity ends.
2} Cost sharing smounts for sl in-network services 1 d the gut-cf-pocket expense.

_ 3j Cost sharing for services with copayments is the lesser of the copayment amount or allowed amount.

4) For the Bronze and Catastrophic plans, deductible is waived for three office or urgent care visils, including outpatient Mental Health/Substance Abuse vishs.
) "Other Practtioner Office Visits” includes Therapy Visits, sther office visits not provided by either Primary Care or Specialty Physicians or not specified in another
beneft categury. )




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DESCRIBE THE

ENROLLEE'S OUT OF POCKET COSTS Brome Plan

7/18/2013

- $5,000 integrated Med/Rx  $4,500 integrated Med/Rx -

Deductible I Member Cost © Deductibie 1

Share ¢ Applies | Share . Applies

o After 1st3 E o

_ non-
preventive

visits
$70 X
$60 X 40%

No cost share No cost share
40%
40%
40% g
40%
40%
40%

: 40%
40%
40%
40%

b

$60

30%
30%

Emergency room services (waived if admitted) . 8300
mergency medical transportation $300

XXX X XX X X X X
XXX XK KR KAK T XX

After 15t 3
non-

- preventive

Facility fee (e.g., hospital room) . 30% X 40%

Physician/surgeon fee . - e 30%,, ) Koo 40%

‘ ' After 1st 3 o
non- -

preventive
visits

40%

Urgentcare i ‘ $120

Mental/Behavioral health outpatient services 360 40%

Mental/Behavioral health inpatient services 30% X 40%

After 1st 3
non-
_ preventive
visits

Substance use disorder outpatient services $60 40%

bed

Substance use disorder inpatient services 30% X 40%

enatal care and preconception visits Nocostshars . Nocostshare
elivery and all inpatient - 'Hospital 40%

i ‘Professional ) 40% -
' ( 40%
40%
40%

40%

' . 40% :
No cost share No cost share :
0% 0%
1 pair per year o 1 pair per year

XXX NN N X X

Dental check-up - Preventive and Diagnostic v o
Dental Basic Services See Dental Design Below See»Dental Design Below ;
Dentai Restorative and Orthodontia Services : : pi

Notes:
1} Family deductibles and out-of-pocket maximums sre equal fo 2 times fhe individusl values. Except for high deductible health plans {HDHPs} linked fo Health Savings
Accounts (HSAs)in a family plan, an individus! is responsible only forthe single oul-of-pocket deductivle snd a single out of pocket maximum amount. Deductiies and
other cost sharing peyments mede by each individus! in.a family contribute to the family deductible or vut of pocket maximum. Once the family deductibie amount is

g by any ination of individual d . plan copays or coinsurance apply untitthe family out of pocket maximum is reached, 8 fler which the plan
pays ail costs Yor covered services for al family members, Under HDHP:plans, the family deductible must be satisfied before the plan pays anything for services for Bay
individual in the family, and the family out-ofpocket maximum must he safisfied before any individuals cost shaering responsiuity ends. -
2} Cost shering smounts for all in-network services accumidate toward the maximum su-of-pocket expense.
3) Cost sharing for services with copayments is the lesser of the copayment amaunt or sliswed smount.
4) For the Brunze and Catastraphic plans, deductibie Js walved for three office or urgent care visits, including outpatient Mental Health/Substance Abuse visits.
S} "Other Practitioner Office Visits” includes Therapy Visits, other office visits riot provided by sither Primary Care or Specially Physicians or not specified in another
benefit category.




Covered California
2014 Standard Benefit Plan Designs - FINAL

Summary of Benefits and Coverage

COST SHARING AMOUNTS DFESCRIBE THE

ENROLLEE'S OUT OF POCKET COSTS Catastrophic Plan

71182013

$6,350 integrated Med/Rx

NIA
e A
See Dental Design Below.
‘ . $6,350
| Common Medical| | Member Cost | Deductible
| Event : . Share [ Applies
After 1st 3
non-
preventive
visits

0%

pecialist visit ‘ 0%

ther practitioner office visit 0%
revantrve carel screening/ immunization No cost share

aboratory Tests 0%

~rays and Diagnostic imaging 0%

maging (CT/PET scans, MRIs) : 0%

- 0%

referred brand drugs 0%

on-preferred brand drugs 0%

0%

0%

0%

. Emergency room services (waived if admifted) 0%

mergency medical transportation ) 0%

x>

M SR DM XK WX M X

After 1st 3
nor-
preventive

Facility fee (e.g., hospital room) 0% . X
Physician/surgeon fee ) 0% X
After 1st 3
non«
preventive
visits

rgentcare 0%

Mental/Behavioral health outpatient services 0%

Mentai/Behavioral health inpatient services 0% X

After 1st 3
non-
preventive
visits

Substance use disorder outpatient services 0%

Substance use disorder inpatient services 0% X

renatal care and preconception visits No cost share
Delivery and all inpatient Hospital 0%
Professional 0%
0%
Rehabilitation services , 0%
Habrhtatron services 0%

Skilled nursing care 0%

Durable medical equipment 5 ; 0%
Hospice service No cost share

ye exam {deductible waived ) s 0%
Glasses 1 pair per year
Dental check—up < Preventive and Diagnostic ,
Dental Basic Services See Dental Design Below
Dental Restorative and Orthodontia Services ‘

X X OIXXKIXIXIX

Notes:

13 Family deductibles and out-of-pocket maximums are equsl to 2 times the individual vaiues. Except for high deductible health plans (HDHPs} linked to Heath Savings

Accounts (H5As).in a family pian, an individual is responsible only for the single cut-sf-pocket deductible and & single out of pocket Deductibles and

other cost sharing peymenis made by each individual in a8 family contribute to the family deductible or out of packet maximum. Once the family deductible smount is
tisfied by sny ination of individual deductible pay ts, plan copays or coinsurance spply unfil the family out of pocket maximum is reached, after which the plan

pays all costs for covered services for afl family members. Unider HDHP plans, the family deductible must be satisfied before the plan pays anything for services for any

individuat in the family, and the family outof-pocket maximum must be satisfied before any individuals cost sharing responsitiity 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 Jesser of the copayment smount or slowed smount.

4} For the Bronze and Catastraphic plans, deductible is waived for three office or urgent care visits, including ouipatient Wentai HeathiSubstance Abuse visits.

S) “Other Practitioner Office Visits” includes Therapy Visils, other office visits not provided by either Primary Care or Specmﬁy Physiciang or not specified in anpther

benefit category.




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
Enroliee Pays:
Orthodontics (Medically Necessary) 50% 50% $1,000 $1,000
$50 $60
Deductible (ngt (applied None None
. applied to all
to D&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 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.




