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ReadoptSection 6458to read:
 

Section 6458: 2014 Standard Benefit Plan Designs
 

(a)For plan year and calendar year 2Q14,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: GovernmentCode Section 100504
 

Reference: Government Code Sections 100503and 100504(c); Health and Safety Code
 
Section 1366.6(e)and Insurance Code Section 10112.3(e)
 



Covered Galifornia 
2014Standard BenefitPlan Designs-FINAL 
SummaryofBenefits.and Goverage 

CASTSHARING AMOUNTS DESCRIBETHE Platinum Platinum 
ENROLLEE'S OUT OF ROCKETCOSTS Coinsurance Plan Copay Plan 

7/18/2013 

Overall rie~asc~ihie $D $0 
Other dar~uc4te~las for specific services 

i~aedirzf $0 $0 
~P~PC{7 ~?Pia9~ ~~ $~ 

D~at~ai See Uentai Design Below See Dental Design Below 
Ouf:~f—oocKe~ limi~~ on expenses $4,000 $4,000 

... _.~._ 

~;~~h it ,.lr i,•;~l i c';.I~~ 7~ ]' ~ ~( nl.*.], s h _ ' ~~ 7~tc
 

_ .._ '	 r..::-, ...:..~,.
 

_ f. ___ _r,~—	 Ylv_ '~~:~)~~ i
 

Primary care visit to treat an injury or illness $20	 $20
V9sit to a health
 
care provider's
 
office or cUnic Specialist visit $40 $40
 

Other practitioner office visit $20 $20
 
Preventive care/ screening!immunization No cost share No cost share
 
Laboratcry ?gists $20 $20
 

Tssts	 X-rays and Diagnostic Imaging $40 $40
 
Imaging(CT/PET scans, MRIs)
 10% $150
 
Generic drugs $5 $5
Drugs to treat
 
Preferred brand drugs	 $15 $15
illness or
 
ion-preferred brand drugs	 $25 $25
condition
 
Specialty drugs 10% 10%
 

flutpatieni Facility fee(e g , ASC)
 ~~°~~
 $250
 surgery	 Physicianls~rgeon fees 10%
 
Emergency room services(waived if admitted} $150 $150
 
Emergency medical transportation $150 $150
 

Aleed immediate
 
attention
 

Urgent care	 $4G $40
 

Faality fee (e.g., hospital room) 	 10% $250 per day up
Hospital stay	 __
 
Physician/surgeon fee	 10°/o to 5 days
 

Menial/Behavioral health outpatient services $20	 $20
 

Mentor! heakh,
 $250 per day up
Men,al/Behavioral health inpatient services gyp%

behavioral health,
 to 5 days
 
or substance
 
abuse needs
 

Substance use disorder outpatient services $2G	 $2G
 

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

Prenatal care and preconception visits No cost share No cost share
 
Pregnancy	 Delivery and all inpatient Hospital 10% $250 per day up
 

services Professional 10% to 5 days
 
Home health care 10%
 $20
 
Rehabilitation services $20 X20
 

Help recovering Habilitation services $2Q $20
 
or other special	 $150 per day up
Skilled nursing care	 10%
health needs
 to 5 days
 

Durable medical equipment 90% 10%
 
Hospice service No cost share No cost share
 
Eye exam (ded~.~ctible waned) 0% 0%
 
Glasses	 1 pair per year 1 pair per year
Child needs
 Dental check-up -Preventive and Diagnostic


dental oreyecare
 
Dental Basic Services See dental Design Below See Dental Des+gn Below
 
Dental Restorative and Orthodontia Services
 

NcAea:
 

1)FamiR~ rletluct~bles ansl out-of-~oc::et maximumg are equal4o 2times the 9ndrvv~ual values. F~ccept jor high deductlCle health glens yHIJHPs} linked to HeaHh Ss~~ipg~
 
ACconnt~s(HS~~},in e tomiR'Phan, an individual is r~sponSjWB nnh~ 1oTthe sl~gle out-of-pocket deductible and a slrtgie out of pocV:et mexlmum amount. L'eductibfegand
 
4fhEr cost sherin4 Feyments msde ~p each in~iriduei in s family contribute to the famlfy deductible or out of FocL:et maximum. Once tha family deducible amountis
 
SBtisf~etl b}~ any cnm6ination ofindi~~ual tleductiple payments, plan copsys or coinsurance apph•untilthe family aut of pn c6:et msx"mum is reached, after which the glen
 
pays ell costs ioftoveCed ser+ices for sE fsmih~ memCers.ilnCer HDHF plans,She farruly~ deductital~ must4e 5atisfieA before the plan psys anything firservl¢Ca fo[sfiy
 
indiv6fpol ~n the famHy,6fld ShC famih~ put-af-Fflc4.et msxlmum most be satLsfied befpre any indlvitluats costsharing resporsibiljty ends..
 
2;~Gos#sheringamauntsfni:sllurnetv:orl:servicesaccumutafeto~•:ardthema.Kvnumovz-of-packetexGertse.
 
3}Coatsharin¢forservices with coFavments is the kssar cfthe cppaymentamountor ailo~.vedamount.
 
4}fLriheBranze and~C.ates+ropRic plans,deductible is waived far three office or urgent csre visits, inchr~mg outpatienti~teni~i NeakhMsuhSdsntei4huse ~tisits.
 
53"Other Practdionar OfficeVisits' inclutles TheraFY `~~rts~ other office ~~isils not provided by ether Primary Care orSpecia[y PhysiGansarnatspeaifieilin another
 
henefitoatepory.
 



Covered California
 
2014Standard BenefitPian Designs-FINAL
 
Summary of Benefits and Coverage ~ndividuai Only individual Onl~r
 

COST SHARING AMOUNTS DESCRISE THE Silver Silver
 
ENROLLEE'S OUT OF POCKET COSTS Coinsurance Play Copay Plan
 

7!18/2013
 

overall dedurtabi~	 NlA N/A
 
Other ~e~~,eGti~les #orspeck services
 

fU~ggicat $2,OOD $2,000
 
~f~ane Grug~ $250 $250
 
~enra! See Dental Design Belaw See Dentai Design Below
 

~S~re-~f-ppcuaL Iimir on ex}~enses $6,350 $6,350
 
~, _ _ __ _-_- _ -- r- ,_- _ ,~ n
 

.. r-,
~~ ~..	 ~
 

Primary care visit to treatan injury or illness $45	 $45

Visitto a health
 
care provider's
 
office or cilnic Specialist visit $65 $65
 

Other practitioner office visit $45 $45
 
Preventive care!screening/;mmu~ization 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 g19 $19


Drugs to treat
 
Preferred brand drugs	 $50 X $5D X


~1~ness sr
 
~Qn-preferred brand drugs	 $70 X $70 X
 

condition
 
Specialty drugs 20% X 20% X
 

Outpatient Facility fee(e.g . ASC) 20% 20%
 
surgery Physician/surgeon fees 20% 20°/o
 

Emergency room services(waived if admitted) $2,5D X $250 X
 
Emergency medical transportation $250 X $250 X
 

Need lmmedlata
 
attentlon
 

Urgent care	 $90 $90
 

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

Hospital stay	 20% X
X
Physician/surgeon fee.	 20%
 

Mental/Behavioral health outpatient services X45	 $45
 

Metal health,
 
Mental/Behavioral health inpatient services 20% X 20% X
 

behavioral health,
 
or substance
 
abuse needs
 

Substance use disorde{outpatient services X45	 $45
 

Substance use disorder inpatient services 20% X 20°/o X
 

Prenatal care and preconception visits No cost share No cost share
 
Pregnancy Delivery and all inpatient Hospital 20% X
 2~%o X
 

services Professional 20%
 
Nome health care 20% $45
 
Rehabilitation services $45 X45
 

'	Help recovering Habilitation services $45 $45
 

or other spec~ai
 
Skilled nursing care	 20% X 20°/o X
 

health needs
 
Durable medical equipment 2D% 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
 Dental check-up -Preventive and Diagnosifc

dental orgye care
 

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

t#+otes:
 
7jFsritiFy deduc[(~les and nut-of-Docket maximums are equalto2times the indNboal°aalues_ ~Ercept Tor high dedudl~le health pleas {liDHpgjlin'kEd AoHeekfiSavings
 
Accounts{HS~.s ,in s fami~~ ~I&n, an indlvidusl is ras~onsitrle ony~ iorthe single vut-of-Fvcket deductiCle snd a s{ngle out of pocket maximumamDurtf ~~daeh'hles~8pd
 
other coalsoaring payments made Cy each indisidual m a family cnntri6ute to the famlh~ dcductSb,~e orou:of pocke'i ma~clmum.Once the faituly~lgditt~itYkamoun#is
 
yetisfietl by any combination of indivitluaSde~uctlGle payments, plan copays or coinsurance epR,'unt7the fa m;ty outof Roclef rr~imum isieaiGhed 'akar rVhfeM theyl8n
 
pay3eU costs for covered services for alI tamiiy memters. Under HBHP plans,the famiy Cetluctibl~ must to sansfind Cefore the plan{78ysSAyHlino for serr~ces foTany
 
indiv63u81 in the family,and ~tGe~ famii~'~ut-¢tFoCk81 maximum must be satisfied befo-re any Sntlividue7s teal sharing reaponsibl(dy +tnd9.
 

2}Costsharing amounts ffl~ atlin-netwOrk SErviCessec~mufate ta~•:ard the maximum out-ci-pocket expens6.
 
3}CusSshaningtoraer;icaswRficopeT'mentsisthetesserottheco,^.symenYsrr~ountorallowadamount..
 

4}F~nrthe9ronze ar~d CafastroFhic Runs,dedue±~le is vrah:etl for three off~c~or urgentcare visas. mclurfingoutpatientMentalHeakhASu4sfanae!abuse visas.
 

b}"DthesPractitroner OfTice A+'isiks" includesnherapy Visits,ether office v~.a~s oot pravidett by eQher F'rirt+aryCarsorSpaeislly~h}rsieians arnutspepfied an another
 
benet3cnttgory.
 



Covered California
 
2014Standard Benefit Plan Designs-FINAL
 
Summary of Benefits and Coverage St~oP only
 

C05T SHARING AMOUNTS DESCRIBE THE Silver
 
ENROLLEE'S OUT OF POCKET COSTS H5A Plan
 

7/18/2013
 

Overall decSucYhbse $9,500 integratEd Med/Rx
 
Other dec4uc#ibis far specific services
 

;Vlec4i~~~ iV1A
 
fsraa~tS ~ru~~ N/A
 
tse~+rai See Dental Design Below
 

l~~t—o7—~ockeYlimit on expenses $6,350
 

~1a~Div~ijf2"
~'~')~~ ~~l~~i-Yf ~•lw~~l~~ '1-)~~I b ~;tl~ ~
 
., ,
?1~~}~ ~_ mil_~~;au- ~ ..~ ~aLlr~. ~ ~5~~
 

Primary care visit to treat an injury or illness 20% X

Visit to a health
 
care provider's
 
office or clinic Specialist visit 20% X
 

Other practitioner office visit 20% X
 
Preventive care/ screenings immunization No cost share
 
Laonrafory Tests 2G°io X
 

Tests X-rays and (~iag~ostic Imaging 20% X
 
Imaging(CT/PET scans, MRIs) 20% X
 
Generic drugs 20% X


Drugs to treat
 
Preferred brand drugs 20% X


Illness ar
 
Non-preferred brand drugs 20% X


condition
 
Specialty drugs 20% X
 

Qutpatfent Facility fee (e.g., ASC) 2Q% X
 
surgery Physician/surgeon fees 20% X
 

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

Need immediate
 
attert#ion
 

Urgent care 20% X
 

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

Hospital stay
 

Physician/surgeon fee 20% X
 

MentaflBehavioral heaifh outpatient services 20% X
 

Mental health, 

MentallBehavioral health inpatient services 2D% X


behaWoral health,
 
or substance
 
abuse needs
 

Substance use disorder outpatient services 20% X
 

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% X
 
Home health care 20% X
 
Rehabilitation services 20% X
 

Help recovering Habilitation services 20°ro X
 
orotfierspeclai
 

Skilled nursing care 20%

'health needs X 

Durable medical equipment 2Q% X 
Hospice service No cost share X 
Eye exam(deductible v✓afved) U% 
Glasses 1 pair per year

Child Heads
 
Dental check-up -Preventive and Diagnostic


dental oreye care
 
Dental Basic Services See Dental Design Below
 
Dental Restorative and Orthodontia Services
 

Hotel:
 

1', Famih~ deductibles and out-of-pocV:ei maximums arE squsito ~ times the mdiv~dusl values.:~ecept for high detluctible health ptail8{iiDHPS3iGlked to 118akh Savings
 
RecountsIHSAs ,in a iamis~ ptaq sn fn~ly ltlual ~s responsi~{e onry iorthe single out-ef-.pockat deducible and a single out of poc};ef mgxjmum~mDun#.ISedUctdrlea~nd
 
other costshar3n9 payments made Gy ~asch individual in a family cootr~bute 1a the famig~deductiWe or out of Fociet maximum. Once The famly deductible.gmount ~s
 
s~tisfled byany combination ofIndividual deductible pa~~ments, plan copays orcoinsorance eppA~ un5lihe famly eutof pncl.et msxu~num is reached,after3vh~ch theplan
 
pays all Costs far coveretl services for ail famiy memC~ers. llnder HCNP plans,:he fa mitt' Ceduci~le must be satisfied before the plan pays anl2hin5 fo~sen:ices f0~8ny
 
indiwi0ual7n the fa~ih,~,8~t+d the famiy autaf-pocke! maximum rrwst Cesatisfied before anN Ind NiduaTs castshsnng responsibility ends.
 

TCostsharing smoUAts[ur atl i.~-nebr,crl:sen•icec ~ccumuletctoward the m~imum out-~i-podetexpense.
 

3'}CDSfSharing fob BEfYfees +J Hh copa;•ments i5 the le5sgd pf th6pogaymentam~unt Dr all~sveSt amoqnt­

4)Fmrlhe6ronzeand~Wstropnicpisns,daductmleisvlat~~edforLhreeofificearurgentcere~~ts8s.includi~gnutpstfent#,lentait9eeHhlSubstanaelabusgvisits.
 
5}'OYi~er Pr~sai~wn~r O#fice 1lisiis' includesaheragY Vis6ts,okMeratSice +-isAs not pru+~ide4~by AbetPrimary Careor Spectia~y'Physic~nsar notspecified in.enMher
 
benefA category.
 



Covered California
 
2014Standard BenefitPlan Designs-FINAL
 
Summary of Benefits and Coverage ~ndividua~ On~y
 

COSTSHARING AMOUNTS DESCRIBE THE Silver Coinsurance Plan
 
ENROLLEE'S OUT OF POCKET COSTS 200%-250% FPL
 

7118/2013
 

Overall ~~~ucttbl~	 N/A
 
Other dedi~c4c~iies for specific services
 

Niedi~a( $1.50Q
 
~r~t~~ 4r~r~s $250
 
~aer~t See Dental Design Below
 

iJaat~f—}~oct~et li~~on expenses	 $5,200
___.
 

I~~`~i t~i!a:- rl fit-1:T~t~li ~	 ',E=1n1 i c~:Y~ ~ c; ~~Dl~iln~ 
-,
 

Primary care visit to treatan injury or illness $40

Visit to a health
 
care provider's
 
office or clinic Specialist visit $50
 

Other practitioner office visit $40
 
Preventive care/ screening/ immunization No cost share
 
Laboratory Tesfs $40
 

Tests	 X-rays and Diagnostic Imaging $50
 
Imaging(CTIPET scans, MRIs) 20% X
 
Generic drugs $19


Drugs to treat
 
Preferred brand drugs	 $30 X
 

iligess or
 
ion-preferred brand drugs	 $50 X
 

condFtion
 
Specialty drugs 20°o X
 

Outpatient Facility fee (e.g-, ASC) 20°/u
 
surgery Physician/surgeon fees 20%
 

Emergency room services(waived if admitted] $250 X
 
Emergency medical transportation $250 X
 

Need Immediate
 
attention
 

Urgent care	 $80
 

Facility fee (e.g., hospital room)	 20% X
 
~lospftal sEay
 

Physician/surgeon fee	 20%
 

Mental/Behavioral health outpatient services $40
 

Menta!health,
 
Mental/Behavioral health inpatient services 20% X
 

behavioral heaFth,
 
or substance
 
abuse seeds
 

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 X40
 

Help recovering Habilitation services $40
 
or other special
 

Skilled nursing care	 20% X
 
health needs
 

Durable medical equipment 20%
 
Hospice service No cost share
 
Eye exam (deductible waived) 0%
 
Glasses 1 pair per year


Child needs
 
Dental check-up -Preventive and Diagnostic


dental oreye care
 
Dental Basic Services See Dental Design Below
 

Dentaf Restorative and Orthodontia Services
 

Hates:
 

1}'~amiiy deauctitrles 2nd out-of-pocleat ma~c~rnums are equalic• Z tirttes the ind~~Idusl values.Except for high dedudltrle heetth p18Ps(HDHPs itnkgctf041~ekh Sa9.Htgs
 
A6caunts fHSAs),Sn a fami~y plsn,sn in0ivid uai is responsible only iortf~e single out-o7-pocket deductlbfe artd a single out ofPocket m~Ximum smoun..~BduC#3ales end
 
p{}~g~ cost sharing payments made 6yeach individual in s temi,~ contribute to the family deductltrle Qr out of RocY,et maximum_ Once the 4amBy+deduCN61e amDttiY[IS
 
satisfied by aqy combenation r~i individual dedudlble payments, ptsn nopays or cnlnsurance apgh~ untilthe family oo,of pod.ef max(mt~m is reached, after ivfiir_h ihE plan
 
pays flV costs for coverall serrices far all famih~ memCers. Under HDHP plans,the famih~deductibte must be sat'~sfie~ Cefnre the plan pays an,thinq for sen:lces foFany
 

individual fn tb~ ismmityy, rind th8famih~ cut-of-Foc4;eS rruxlmum must bs satisfied Defore any intlNiduats cost shsring responsibiidy ends.
 

2}~ASts'hefingamDnntsfns 8ltin-net~~~flrY ser:ices ~eccumulate to~ti•arfl the maximum out-of-poGet expense.
 

3~~nStaha~~ngfor siery~icEB v~.•fth co~symenfs is ihel~ses pf ~Th~e copa mentamnunt nrallQy,~erl amount.
 

4)'Farthe Bronze and Caiastrophic Mans,~educlible is t~:ai~.•ed for ti~rse office or urg~ntt Care vie@s, including outpa6ieM#dents131881M1SvCstsnce AbttSa vlsds.
 

Sj"OtherPractAioner(3tfiee Vissis~' includes Therapy Visits,other ctfice ti~isita not pruvafe¢ by eA.herPrimary~Csrsor &pec~ky Fhys~iciens ar notspecltied in another
 
trenat~ R:ategary.
 



Covered California
 
2014Standard Benefit Plan Designs-FINAL
 
Summary ofBenefits and Coverage ~nai~iauai only
 

COSTSHARING AMOUNTS DESCRIBE THE Silver Copay Pian
 
ENROLLEE'S OUTOFPOCKETCOSTS 200%-250% FPl
 

7118/2013
 

'Overall s§eda~cti9~le NIA
 
Other c~e~i~sct'sbles far specific services
 

~+le~ii~ui $1,50D
 

sand r:arisgs $250
 
~r~a~tai See Dental Design Below
 

~uh-gg~Qce=.~t ~i~i8on expenses $5,200
 
,,
 

Primary care visit to treat an injury or illness $40
 
Visit to a health
 
care provider's
 
office qr 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(CTlPET scans, MRis) $250
 
generic drugs $19
 

Drugs to heat
 
Preferred brand drugs	 $30 X
 

illness or
 
Non-preferred brand drugs	 $50 X
 

condition
 
Specialty drugs 20% X
 

Outpatient Facility fee(e.g , ASC) 20°/o
 
surgery Physician/surgeon fees 20%
 

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

Naeclimmediate
 
aiteniion
 

Urgent care	 $80
 

Facilityfee (e.g., hospital room)

Hospital stag	 20% X
 

Physician/surgeon fee.
 

MentallBehavioral health outpatientservices $4G
 

Mental health,
 
Mental/Behavioral health inpatient services 20% X
 

behaviarai Mealth,
 
orsubstance
 
abuse needs
 

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 o
 

20/o X
 
services Professio~ai
 
Home health care $40
 
Rehabilitation services X40
 

Help recovering Habilitation services $40
 
orothe~special
 

Skilled nursing care	 20% X
 
health needs
 

Qurable medical equipment 20%
 
Hospice service No cost share
 
Eye exam (dedurtible waived) 0%
 
Glasses 1 pair per year


Child needs
 Dental check-up -Preventive and Diagnostic

dental or eye cage
 Dental Basic Services See Dental Design Below
 

Dental Restorative and Orthodontia Services
 

Ho#es:
 

1)Paritily deductibles and outof-pocket maximums are eauaito Zti~nes the indn~idual values.Fxce~}#pffiigh dBdudiCle peBRlt pins{HDHPS3~inkEd to`#3ee~h Savinj3
 
Aacqunts(NSAs1,in e tamilyr plan,an lndtv~dua7 is responsible onYy forthe single nut-of-pocket deductible ands single oq# of ppCkCtinsXimum~amOuM.iTedudibl~s'and
 
other Cystsharirg payments made 6y each ind ndual in a famly contriCute fo the famiy deductible or outGlRocket n;eximum dncethefamHyd~duetible amount is
 

satisfied bye any cumbtnatipn ofin~~tyi~ual detlu elible p9~ments, plan cope}~s or coinsurance sppy untilthe famlg- out of poc9ret me7timum 19~feached, attar v.~piedt xhe plan
 
pmt's ail aosffi fOr ep°iecE~ Services ter ell famih~ membet5.Untler HL~HP plans, tfie femil~~ dedudibl= mustbe sai~sfied hefore;he. plan pays~pything furservicesfpt boy.
 
individuafinfha:far3~ty,anddhefartfiR3nutrot-,~oekeicna~crtnam~ardstbesatisf~edbe~oresny~md'wWuarscostsharingresponsibilrty~nds
 

2}Cnsfsharingamountsfor allin-neiwurk ser~eices ~eCcumuiate toward the maximum out-of-poGet expense.
 

3)Gps#sharing forservlceswfthcoFe~•rn~rttsis#ha~sserofthecaRaYmentamountoraAov:etlamount
 

4}fartl~e8r4nzsandGatsstrcphiea~ans,dedvct ~swanedliarth*e~officeorurgentcarevasas,inek~dtngougrat~ent#ten:elNrstthlSubstanceAbusevasils.
 

~}"OtherPra~kionsroffice VisRs~ nctudss"harpy 4+'isfts,otheroffice v3s#s not pcovkied by etherPra~ry Cara or Spec~akyPhysicians~rnotspecified in srtnthsr
 

benefR category.
 



Covered California
 
2014Standard BenefitPlan Designs-FINAL
 
SummaryofBenefits and Coverage
 

COSTSHARING AMOUNTS DESCRIBE THE
 
Catastrophic Plan


ENROLLEE'S OUTOFPOCKET COSTS
 

7!18/2013
 

Overall dPductib3r~ $6,350 integrated Med/Rx
 
Other ~ed!~cYibfes for specific services
 

~Jler~i~at N/A
 
brand ~ieu~4~ N/A
 
tlesttat See Dental Design Below
 

~11tY~-D'~-=~A4C'~@& rlfE14~, p11 $X~@(IS@S ~ ~6,35~
 

~1flef 1~! .~
 

non-
polo
Primary care visit to treat an injury orillness
Visit to a health preventive
 
care provider's visits
 
aff{ce or ctinlc Specialist visit 0% X
 

Other practitioner office visi! 0% X
 
Preventive care/screernng/immunization No cost share
 
Laboratory 1-ests 0% X
 

Tests X-rays and Diagnostic Imaging 0% X
 
Imaging(CT/PET scans, MRIs) 0% X
 
Generic drugs 0°l X
Drugs to treat 

Preferred brand drugs 0% X
111ness or 

Non-preferred brand drugs 0% X
condition 

Specialty drugs 0% X
 

Qutpatient Facility fee (e.g., A5C) D% X
 
surgery Physician/surgeon fees 0% X
 

Emergency room services(waived if admitted) 0% X
 
Emergency medical transportation 0°o X
 

Need immed{ate After ist3
 
attent{gn non­~0~o
 

preventive
 
visits
 

Facility fee (e.g., hospital room) 0% X
 

urgent care
 

Hosp4tal stay 

Physician/surgeon fee 0% X
 

After 1s23
 
non­

Mental/Behavioral health outpatient services
 Q%
 preventive
 
visits
 

A4ental health,
 
Mental/Behavioral health inpatient services 0%o X
behavioral health,
 

dental or eye care
 

or substance After 7st3 
abuse needs 

Substance use disorder outpatient services ~o~o non­

preven5ve 
visits 

Substance use disorder inpatient services 0°/o X 

Prenatal care and preconception visits No Cost share 
Pregnancy Delivery and all inpatient Hospital 0% X 

services Professional 0% X 
Home health care p% X 
Rehabilitation services 0% X 

Help recovering Habilitation services p% 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) p°i~ 

Child needfi 
Glasses 
Dental check-up -Preventive and Diagnostic 

1 pair per year 

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

Notes:
 
1)Famiy deductibles anti uut-uf-ppt'~:et me~imurrs~ arce~usida2times thx individualvaiu~s.Except for high ~eduetible hesRh ~~ns{HDMPa3iinRed to Heakh Sa~.°ings
 
Accounts ~ii5~cs},in a ismify piem,an a~dWidualis responsikVeonly forthe single uut-of-pocket deductibleandsstogie out nipocket maximum amount.Deductrttiasand
 
other coatsbarmgpayments macFe@peeah ~dhriduslina family eankrilaute tothe femSlyAeductibleornuf of poeAetmaximum.~D.nce the fa~dy dedudibfi2.smountos
 
seiisfie~ lo-ysoycombination flf indiv'vJuafdeductible payments,glen cape}+s or coinsuranceapply unt11the lsmiyoutofpnctet mercimum isrsache~d,aRer which tha pin
 
paysa]I costs Sarcnver~fserrices fura~ ~fsrrn7y members..UntlerHDHP plans,the femijy deductible must#esatisfied brfareShe plan paysanything forservices far any
 
intlhrzival3n.the fart~y,and thefsmiy nut~f-{anckeirimxim~m rtwst~esatis~tttbefore anyintliwiOuaC~ cnstahsring respansikriYiy enGs. ­
2}Cvsdsharing amounts for aA in-networkservicesaccumulate towersthe maximum nut-of-pocketaxpsnse.
 
3}Castsharing for.serv~ces with rapeyrnentsis rthe ksssr ofthe copeymenYarrw.untfltallowed amount.
 
4pfarthe 8rfln~eend C.afssfraR'~~Piens,deduet~~3s waived forthree office arurgentcore v~ks,including.outpatient l,4ental HeaNhhlSuhstanc~,~abuse uisds.
 
S}'Other Aractitioner O~Ifice.Visits"includes Therapy Visits,otheroffice v~dsnot prut~ided b}+titherflrimery Dare orSpge~ky Physicians or notspecafied in soother
 
benefd category.
 



Covered California

Standard Pediatric Dental Essential Health Benefits Plan Design


Forthe 2014 Plan Year
 

t 
Procedure Categories 

DPPO 
High 

DPPO 
low 

DNMD
High 

DHMO
Law


Diagnostic&.Preventive{D&P) 
X-rays,Exams,Cleanings
 
Sealants
 

Plan Pays: 

10~% 10Q3o 

Enrollee Pays:


$0 $0


Offlice Visit 

BasicServices-Basic Restorative	 
n/a 

8090 

n/a 

50~ 

$0 

$403 

$20


$953
 
MajorServices-Crowns&Casts,
 
Prosthodontics,Endodontics,Periodontics,Oral 
Surgery
 

50% SO% $3654 $365A


Orthodontics(Medically Necessary}
 
Enrollee Pays:


SO% 50~ $1,000 $1,000
 

Deductible
 

$50 
(nat 

applied 
to D&P)

$60
 
.(applied

to all
 

services)


None None


  

Annual Maximum 
OO.P Maximum
 

Waiting Periods Major&Ortho} 

None 

$1,000 

None 

None 

$1,000 

None 

None 

$1,000.

None 

None


$1,000


None
 

 

Actuarial Value(AVj	 $6%
 729 87'Yo 72'Yo
 

Notes;

l. 	Actuarial values are based on pediatric claims experience.

2. 	Orthodonticsincludes medically-necessary orthodontia only.

3. 	DHMOBasic Servicescopayments vary by procedure within this category.Usingastatistically significant


setofclaims data,the plan's average co-pay charged for procedures in this category cannotexceed the

stated amount.


4. 	DHMOMajor Servicescopayments vary by procedure within this category. Using astaGsticaUy significant

set ofclaimsdata,the plan's average co-pay charged.for proceduresinthis category cannotexceed the

statedamount.
 

5. 	When morethan onechild is covered by a pediatric dental plan or policy,fhe palicylplan deductibles and

outofpocket maacimum amountsare equalto2times the individual values,howevereach individual child

is responsible only for the single deductible and outofpocket maximum in a plan year.


6. 	Dental Exclusive Provider Organization(DEPO)products mistconform to theDHMOBenefitPlan

Design.
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