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access health 7 %

Connecticut’s Health Insurance Marketplace

<

__Stand Alone Dental Pian - ”ngh Option

Plan Overview MemberPays
b
Deductible {Does not apply to Preventive & Diagnostic Services) 560 per member, up to 3 famaly
. membars
Out-of-Pocket Maxirmum
fozz’:‘i:::'z.:;fm”‘”’y 35
$700

Two or mare chlldren

Oral Exams
twice per year

X-Rays

Periapicals :

four per year S0

Bitewing Radiographs :

Ghce every year

Panoramic or Complete Series

once every three years
Preventwe Serwces

Cleanings

twice per year

Periodontal Scaling and Root Planing

Periodontal Maintenance
once every 3 months following periodontic surgery : $0
Fluoride '
twice per vear, under age 19
Sealants

for children under 19

Filings
Slmple Extractions -

20% after deductible

Major Serwces

Surg:ca] Extractions ”
Endodontic Therapy {1 e. Rook Canai Treatment)
periodontal Therapy

Crowns and Cast Restorations 40% after deductible

Prosthodontics (Complete and Partial Dentures; Fixed
Bridgework) :

Other Ser\nces

SOA after deduct:bie

Medm]iy Necessary Orthodontic Services

: nd:'P'lan Maximums {for adu!ts aged 19.ar a'__o!der on!y)

App!;cable Waltmg Perlod for Beneflt

Diagnostic and Preventive Services no waiting period
Basic Services 6 months
Major Services 12 months

Plan Maximum 52,000 per adult member

This Plan Design sample Is representative and is not intended to be g legal contract, Please see the actwal plan documenis for a fuil
list of beaelit coverage, exclusions and the terms of the policy.
High Option Dental — 87% AY 4/28/2014




To: Access Health CT Board of Directors;

Date:
Subject:

April 30, 2014

2015 Plan Designs — handout

These charts are a representation of the changes between AHCT’s current plans and the 2015 proposed plans.

Bronze

2015 Proposed Plans

AV calculator inputs current - 2014 | Preferred*' |  Secondary Health Sav. Acct.
Medical Deductible $3,250 $5,000 $5,000 $4,600
Drug Deductible n/a n/a n/a n/a
MOOP (Max Out-of-Pocket) $6,250 56,600 56,600 $6,450

Emergency Room Services A40%d’ $200 40%d 50d
All Inpatient Hospital Services (inc. MHSA) 40%d 40%d 40%d S0 d
Primary Care Visit to Treat an Injury or lllness ,$_40 d {first 3

. visits are before
(exc. Preventive, and X-rays) $30d $35 deductible) 04
Specialist Visit 40%d $50 40%d $0d
Imaging (CT/PET Scans, MRIs) 40%d 40%d 40%d $0d
Rehabilitative Speech Therapy 40%d 40%d 40%d 50d
Rehabilitative Occupational and
Rehabilitative Physical Therapy 40%d A40%d 40%d sSod
Preventive Care/Screening/Immunization 0 0 0 50
Laboratory Outpatient and Professional
Services 40%d 40%d 40%d S0d
X-rays and Diagnostic Imaging 40%d 40%d 40%d sS0d
Skilled Nursing Facility 40%d 40%d 40%d sod
Outpatient Facility Fee (e.g., ASC) 40%d 40%d 40%d $0d
Qutpatient Surgery Physician/Surgical
Services 40%d 40%d 40%d 50d

Drugs
tier 1 $10d $5 $5 55d
tier 2 40%d 45%d 50% d $35d
tier 3 40%d 50% d 50%d 40%d
tier 4 40%d 50% d 50%d 40%d
Maximum # of Days for Charging an IP Copay? n/a n/a n/a n/a
actuarial value 57.0 50.6 61.9 61.4

! AHCT s walting on an approval by CCIIO to adhere to a certain interpretation in the AV calculator. The preferred option will only be
offered if CClIO grants such approval. The interpretation supported by the actuary used by AHCT would result in a plan that must

be structured like the secondary plan design.

? Benefits followed by a “d" are subject to either the corresponding drug deductible, medical deductible, or in Bronze, a combined

deductible.




2015 Proposed Plans

Silver std.
AV calculator inputs current - 2014 70% 73% CSR | 87% CSR | 94% CSR
Medica! Deductible $3,000 $2,600 $2,600 5400 S0
Drug Deductible 5400 525 S400 $25 S0
MOOP (Max Out-of-Pocket) $6,250 $6,600 $5,200 | $1,750 $600

Emergency Room Services $150 $150 $150 $100 575
$500 d per $500 d $200d $100d
$500 d per day day $2,000 per day perday | perday
$2,000 max ma;( $2,000 $800 5400
All Inpatient Hospital Services (inc. MHSA) max max max
Primary Care Visit to Treat an Injury or lliness
{exc. Preventive, and X-rays) 230 230 230 520 »20
Specialist Visit $45 $50 $50 $35 $35
$75 575 S75 $75 $75
Imaging (CT/PET Scans, MRIs)
Rehabilitative Speech Therapy $30 $30 $30 $20 $20
Reha.bilitative QOccupational and Rehabilitative $30 30 $30 $20 $20
Physical Therapy
0 0 0 0 0
Preventive Care/Screening/Immunization
Laboratory Qutpatient and Professional Services $30 $35 $30 $25 520
X-rays and Diagnostic Imaging 545 $45 $45 545 $45
$500 d per $500d $200d 5100 d
$500 d per day day $2,000 per day perday | perday
$2,000 max ’ $2,000 $800 $400
Skilled Nursing Facility max max max max
Outpatient Facility Fee {(e.g., Ambulatory Surgery $500 d $500 d $500 d 4200 d $100 d
Center)
Outpatient Surgery Physician/Surgical Services $500d $500d $500 d sS200d 5100d

Prugs
Tier 1 $10.00 $5 $5 $5 $5
Tier 2 $254d 530 $30 $20 $20
Tier 3 $40 d $55 $55 $35 $35
Tier4 40% d S60d 560 d S50 d S50
Maximum # of Days for Charging an |P Copay? 4 4 4 4 4
actuarial value 71.8 71.9 73.3 87.3 94.1
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AV calculator inputs current - 2014 2015
Medical Deductible S 1,000 S 1,000
Drug Deductible $ 150 $ 0
MOOP 5 3,000 S
Emergency Room Services 5150 $150
X . .o $500 d per day $500 d per day
All Inpatient Hospital Services (inc, MHSA) 41,000 max 41,000 max
Primary Care Visit to Treat an Injury or
HIiness {exc. Preventive, and X-rays) $20 $20
Specialist Visit §45 $45
{maging (CT/PET Scans, MRIs
ging (CT/ ) ) 575 575
Rehabilitative Speech Therapy $20 $30
Rehabilitative Occupational and
Rehabilitative Physical Therapy $20 530
Preventive Care/Screening/Immunization 0 0
Laboratory Outpatient and Professional
Services $20 530
X-rays and Diagnostic Imaging $45 $45
. . - $500 d per day $500 d per day
Skilled Nursing Facility $1,000 max $1,000 max
Outpatient Facility Fee {e
Drugs
Generics $10 $5
Preferred Brand Drugs $25d S25
Non-Preferred Brand Drugs $40d $50
Specialty Drugs (i.e. high-cost) 30% d $60
Maximum # of Days for Charging an 1P
Copay? 2 2
actuarial value 7.0 80.5
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Conaegdiont’s Hea'th lnturange Matkelptace

Standard Platinﬁm Plan - 90%

Deductible

qu_:'ly

Individual
Family >0 32,000
(copays are not applied to deductible) 30 54,000
Cut-of-Pocket Maximum
Individual £2,000 $4,000
$4,000 $8,000

Physician Office

Preventive Care/Screenings/immunizations

50

20% coinsurance

Primary Care {injury or iliness) $10 copay 20% coinsurance®
Specialist 330 copay 20% coinsturance*

Emergency/Urgent Cart

$50 copay

Urgent Care Center or Facility 20% colnsurance®
Emergency Roomi $100 copay $100 copay
Ambulance S0 50

Hospital Services

inpatient

5250 copay per day to a maximum of
$500 per admission

20% coinsurance*®

Cutpatient {performed at hospital or ambulatory
facility)

$250 copay

20% coinsurance®

Skilled Nursing Facility

$250 copay per day to a maximum of
$500 per admission

20% coinsurance®

Mental Health, Substance Abuse & Behavioral
Heszlth Services

Covered same as any other iliness

Covered same as any other illness

S0

20% coinsurance®

Hosplce Services

Home Health Care
100 visit calendar year maximum

$0

20% coinsurance subject to
a $50 deductible

Advanced Radiology {CT/PET Scan, MRI)

$75 copay per serviceup to e
combined calendar year maximum of
$375 for MRt and CT scans;
$400 for PET scans

20% coinsturance*

Non-Advanced Radiology (X-ray, Diagnostic)

330 copay

20% colnsurance*

*after out-of-network deductible is met

This Standard Plan Design sample is representative and is nat Intended io be a legal contract. Please see the actual plan docoments for a full st of benefit coverage,

exclusions and the terms of the policy.
Exhibit 6] ~91.8%

L

8/30/2013
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Cordectiout's Haath bnrurange Makelptice

Standard Platinum Plan - 90%

Plan Overview

20 visit calendar maximum

Lahoratory Services $10 copay 20% coinsurance®
Rehabilitative & Habilitative Therapy (Physical,

Speech, Occupational) $10 copay 20% coinsurance®
combined 40 visit calendar year maxirmum

Chiropractic Care $30 copay 20% coinsurance™®

‘Other Services

Durable Medical Equipment

20% coinsurance

20% coinsurance®

PFrosthetics

20% coinsurance

20% coinsurance*®

Diabetic Supplies & Equipment

20% coinsurance

20% coinsurance*

Generle Drugs $5 copay 20% coinsurance®
Preferred Brand Drugs $15 copay 20% coinsurance®
Non-Preferred Brand Drugs $30 copay 20% coinsurance™®
Specialty Drugs 20% coinsurance 20% coinsurance®

Pediatric-Only Services {for children under age 19}

Pedi nial €

Diagnostic & Preventive
{Oral Exam, Cleaning, X-ray)

$0

50% coinsurance®

Basic Restorative
(Filling, Simple Extraction)

20% colnsurance

50% coinsurance®

Major Restorative
{Endodontic, Crown)

A40% coinsurance

50% coinsurance®

Crthodontia Services
medically necessary only

50% coinsurance

50% coinsurance®

Routine Eye Exam

$10 copay

20% coinsurance

Prescription Eye Glasses
one pair of frames & lenses per calendar year

lenses: S0
collection frames: S0
non-coilection frames: Members

cheosing to upgrade from a collection
frame to a non-cellection frame will be
given a credit equal to the cost of the
collection frame and will he entitled to

a hegotlated discount

100% coinsurance

*afrer out-of-network deductible Is met

This Standard Plan Deslgn sample is representative and is not intended to be a legal contract. Please see the actual plan documents for a full list of benefit coverage,

exclusions and the terms of the policy,
£xhibit 6R - 91.8%

L

8/30/2013
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Specizalty Drugs (i.e. high-cost)

80%

Outpatient Facility Fee {e.g., Ambulatory Surgery Center) & =
Outpatient Surgery Physician/Surgical Services ] ]
Drugs ] ar O a
Generics , O Cl
Preferred Brand Drug | ] $15.00
Non-Preferred Brand Drugs ] ] $30.00
| (4]

Options for Additional Benefit Design Limits:
Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:
Seta Maximum Number of Days for Charging an IP Copay?
# Days (1-10}): Z
Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

n

0 0

Begin Primary Care Deductible/Coinsurance After a Set Number of Copays?
, # Copays (1-10}:

Output

Status/Error Messages: Calculation Successful.
Actuarial Value: 90.7%
Metzal Tier: Platinum
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Connecticul's Health nsurance Marketplace

2015 Proposed Plan Design — Gold

Standard Gold Plan - 80%

Medical Deductible
Individual

Family $1,000 $3,000
{copays are not applied to deductible} ME’ELO"OO 26,000
Prescription Drug Deductible

Individual

Family ] >0 | »350
{copays are not applied to deductible) N »0 »700
Cut-of-Pocket Maximum .

individual $3,000 46,000
Family 56,000 - $12,000

Preventive Care/fScreenings/immunizations 50 : "30% coinsurance
Primary Care {injury or illness) - 520 copay 30% coinsurance**
Specialist : $45 cbpéy _ . 30% coinsurance**

[Emergency/Urgent Car

Urgent Care Center or Facility - $75 cop'ay 30% coinsurance®*
Emergency Room 5150 copay 5150 copay

Ambuiance 50 50
fHospltal —— : , S— : : S

5500 copay per day to a maximum of

Inpatient 41,000 per admission® 30% colnsurance®*
gté::isl)tz‘;:ent (performed at hosplta! or ambulatory 4500 copay* 30% coinsurance™*
Skilled Nursing Facility - ~ $500 copay per day to a maximum of \ .
L . 3 300 Fd
90 day calendar year maxrmum S $1,000 per admission® % coinsurance

;;Mentai ‘Health"'s ' bsta

Mentai Hea!th Substance Ahuse & Behaworai

Covered same as any other iliness Covered same as any other illness
Health Serwces

Hospice Services o 50 30% coinsurance®*

Home Health Care $0 25% coinsurance subject to
100 visit calendar year maximuim a §50 deductible

$75 copay per service up to a
combined calendar year maximuin of
$375 for MREand CT scans;

- 5400 for PET scans
*After in-network medical deductible is met #=after out-of-network deductible is met

Advanced Radiclogy {CT/PET Scan, MRI) 30% coinsurance™®*

This Standard Plan Design sample is representative and is not inteaded to be a legal contraci. Please see the actual plan documents for a {ull list of benefit coverage,

exclusions and the terms of the policy.
0.5% AVC 442843014
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Conngcticul’s Health Insurance Markelplace
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Standard Gold Plan - 80%

Non-Advanced Radiology (X-ray, Diagnostic)

20 visit calendar maximum

$45 copay 30% coinsurance®*
Laboratory Services $30 copay 30% colnsurance®*
Rehabilitative & Habilitative Therapy (Physical,
Speech, Occupational) 530 copay 30% coinsurance®*
combined 40 visit calendar year maximum
Chiropractic Care 545 copay 30% coinsurance®*

Burable Medical Equipment

30% coinsurance

30% coinsurance™*

Prosthetics

30% coinsurance

30% coinsurance™*

Diabetic Supplies & Equlpment

30% colnsurance

30% coinsurance™*

Prescrlptlon Drugs

Generic Drugs $5 copay © 30% colnsurance® #**
Preferred Brand Drugs $25 éopay 30% coinsurance® **
Non-Preferred Brand Drugs $50 copay 30% coinsurance****
Specialty Drugs . 360 copay 30% colnsurance* *=*

Pediatric-Only Serwces (for chtidren nder age 19)

Pedaatnc Dentaj Care

Dlagnostlc & Preventwe
___{Oral Exam, Cleaning, X-ray)

50

50% coinsurance®*

Basic Restorafive
{Fiiling, Simple Extraction)

20% coinsurance

50% colnsurance**

Malor Restorative
{Endodontic, Crown)

40% coinsurance

50% coinsurance**

Crthodontia Services
medically necessary only

50% colnsurance

50% coinsurance**

Pedlatrlc Vismn Care

Routine Eye Exam by Specialist

545 copay

30% coinsurance

Prescription Eye Glasses
one pair of frames & lenses per calendar year

fenses: 50
collection frames: $0
non-collection frames: Members

choosing to upgrade from a collection
frame to a non-collection frame will be
given a credit equal to the cost of the
collection frame and will he entitled to

a negotiated discount

100% coinsurance

*After in-network medical deductible is met

=¥ After In-network prescription drug deductible is met

**pfter out-of-network medical deductible is met
FxExxafter out-of-network prescription drug deductible is met

This Standard Plan Design sample is representative and is not intended to be a legal contract. Please see the actual pian documents for a fuli list of benefil coverage,

exclusions and the terms of the policy.
80.5% AVC

Vi

4/28/2014
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Cutpatient Facility Fee {e.g., Ambulatory Surgery Center)

|
QOutpatient Surgery Physician/Surgical Services o ]
Drugs O A o
Generics ] J
Preferred Brand Drugs O N $25.00
Non-Preferred Brand Drugs [ L] $50.00
Spedialty Drugs {i.e. high-cost) O ] $60.00

Options for Additionzal Benefit Design Limits:

Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:

O

Set a Maximum Number of Days for Charging an IP Copay?
# Days {1-10):

Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

Begin Primary Care Deductible/Coinsurance After a Set Number of Copays?
# Copays (1-1C}):

g o

Cutput

Status/Error Messages:
Actuarial Value:
Metal Trer: -

Calculation Successful.
80.5%
Gold
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access health 7w

Connecticut’s HeathInsurance Marketplace

L 2015 Proposed Plan Design —
Silver

Standard Silver 70%

Medical Deductible

f:a‘?;‘;}j”“’ $2,600 $6,000
, 5,200 12,000
{copays are not applied to deductible) 3 3 >
Prescription Drug Deductible
Individual
s s
50 700
{copays are not applied to deductible} 5 >
CQut-of-Packet Maximum
Individual 56,600 512,500
Family $13,200 $25,000

Preventive Care/Screenings/Immunizations

S0 “40% coinsurance
Primary Care {injury or illness) $'33_(_)"c_o_pay 40% coinsurance®*
Spemallst $50 topéy 40% coinsurance®*

Urgent Care Center or Facility 575 cop_ay* 40% coinsurance®*
Emergency Room 5150 éopay 5150 copay
Ambulance S0 ' 50

j';Hospltal Seruuce :

Inpatient

$500 c"‘opay pet day to a maximum of
+$2,000 per admission*®

40% colnsurance™*

Outpatient {performed at hospital or ambulatory
facility)

' 7 5500 copay*

40% coinsurance™*

Skilled Nursing Facility
90 day m!endar year . maximum

_SSOO copay per day te a maximum of
$2,000 per admission™®

40% coinsurance™*

Health Seru:ces

Mentai Health Substance Abuse & Behaviora!

Covered same as any other illness

Covered same as any other illness

40% coinsurance™*

Home Health Care _
100 visit calendar year maximum

50

25% coinsurance subject to
a 550 deductible

Advanced Radiclogy {CT/PET Scan, MRI)

$75 capay per service up to a
comblned calendar year maximum of
$375 for MRI and CT scains;
$400 for PET scans

40% coinsurance™*

*After in-network medical deductibie 1s met

¥ after out-of-network medical dedu&?ﬁ@ is met

Tiis Standard Plan Design sample is representative and is not intended to be a fegal contract, Please see the actual plan decuments for 2 full list of benefit coverage

exciusions and the terms of 1he policy.
71.9% AYC

%

4/28/2014




Connacticut's Health Insurance Marketplace

Standard Silver 70%

S45 copay 40% coinsurance**
Laboratory Services $35 copay 40% coinsurance**
R uge . ufe 1 . -— T
ehabilitative &.Habmtatwe Therapy (Physical, $30 copay . .
Speech, Occupational) 40% coinsurance™®?
combined 40 visit calendar vear maximum
Chi i .
Iropractic Care $50 copay 40% coinsurance®*

20 visit calendar maximum
Other Services

Durable Medical Equinment 40% coinsurance 40% co_in_Surance* *
Prosthetics ) . 40% coinsurance “40%_'¢oins'urance**
Diabetic Supplies & Equipment L 40% coi'ns"urance - 409% coinsurance®*
Generlc Drugs . $5 copay 40% coinsurance®***
Preferred Brand Drugs sgb_’ cpp‘éy 1 40% coinsurance®***
Non-Preferred Brand Drugs $55 copay 40% coinsurance®***
Speciaity Drugs 360 copay *** 40% coinsurance®***

Pediatric_-c}n!y Services (for children under age 19)
Pediatric Dental Care - .

Dlagnostic & Preventive

. 0 50% coinsurance®*

{Oral Exam, Cleaning, X-ray) . ? ’ o
Basic Restorative LT o ot 50% coinsurance®*

{Filling, Simple Extraction) 40% coinsurance

Major Restorative o L _ o 3 50% ceinsurance®*
{Endodontic, Crown) ' ' ' 50% coinsurance

Crthodontia Services R 50% coinsurance 50% coinsurance**

Routine Eye Exam by Specialist e $50 copay 40% coinsurance

lenses: SO
Prascription Eye Glasses collection frames: 30
one palir of frames & lenses per calendor year non-collection frames: Members

cheoosing to upgrade from a collection

frame to a non-collection frame will be

given a credit equal to the cost of the

collection frame and wiil be entitled to
a negotiated discount

*After in-network medical deductible is met #=after out-of-network medical deductible is met

¥ After in-network prescription drug deductible is met *xEAfrar out-of-network prescription drug deductible is met

100% colnsurance

This Standard Plan Design sample is representative and is not intended to be a legal confract. Please see the actual plan documents for a full fist of benefit coverage,
exclusions and Lthe terms of the policy.

71.9% AVC Z 4/28/2014




00°00SS 7} Aaoed SuIsINN D[NS
QUSts O . SuiSewy} 211S0USeI] PUB SARI-X
00°5€S O SIDIAISS |BUOISSTIOLG PUB 1Uaieding Aloleroge]
R Do AT S B UOREZIUNWIW]/SUIUS8105/ 518 SARUSARI]
Adessu] [e1sAYd AR IGEYDY pue [Buoiednss) @ ljigeys
00°0€$ ] O YL [€ANSALd saREl|igeySy PUE [BUOlY O =AaneljIgey@y
00°0€$ 1 ] AdesayL yoseds sAnEN|IGRySY
00°SLS O ] (SIYW ‘suens 134/10) Buisew)
S30IALBS
00'8S$ O [ _ 1SS
JUBHEdINE JOPJIOSI] JSNYY FOUBISGNS PuB Yi|esH [RIoneyag,/fequsiy
00°05$ ] ] SIA 151 R105dS
000ES 4 M (sARu=X PUB ‘@AlUBARId "OX3) $$UIT JO AInfu} UR Je341 03 JSIA dJe) AtBWLd
00°C0S$ 1 7] {¥SHI 2u1) s321u3S 1eldsoH wanedu) iy
00°CSTS O] ] SaMAIRS Wooy Aduasiswg
z%%m%%@%% O Jea1paln
mco_ubmbmc_ TUELIOA U] J0) S40H A9

Tl (S) saeiedas | WRWIXRIN 400

oo oom ES

%00'00T
00°009°ZS

9%00°C0T
00°SZS

($) wnwixent JOO
(2Jeys 3507 S 48uNsU] 94} SoUBINSUIOY)

{9) signanpag

tﬁiw_, SR

“f,ﬂ:

JBL1 1e3IR paJisag
¢PJEPURIS WS SI9DIA URld 1 S1B0IpY]
éSutpuads Snug pue [EDIPSIAl 105 WRUIXeN OO #1raedss asn
iheq Jad Aedon Aneq Buisinn pafis Alddy
iheq Jad Aedop qusnedu] Addy
£3lqaonpa Snuqg pue |2oIps pateSaiul 3sn
siajalUBIRd UR{d 10} sindu) Jasn

i



Qutpatient Facility Fee (e.g., Ambulatory Surgery Center)

Qutpatient Surgery Physician/Surgical Services

Drugs

z

All

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

$55.00

Specialty Drugs (i.e. high-cost)

o o o ) [

CRONE e

$60.00

Options for Additional Benefit Design Himits:

Set a Maximum on Spedialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:

O

Set a Maximum Number of Days for Charging an [P Copay?
# Days (1-10):

Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

Begin Primary Care Deductible/Coinsurance After a Set Number of Copays?

al O

# Copays (1-10):
Qutput .

Status/Error Messages:
Actuarial Value:
Metal Tier:

Calculation Successful,

71.8%
Silver
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access health C7 %)

Conneclitut's Health Insurance Marketplace

2015 Proposed Plan Desigh —
Silver 94% CSR

dard Silver CSR Plan - 94%

_ Plan Overview.

Medical Deductible

Indiv‘idual $0 $6,000
Family $0 $12,000
{copays are not applied to deductible) ’
Prescription Drug Deductible
Indr'v'iduaf 50 4350
Family $0 4700
{copays are not applied to deductible}
Cut-of-Pocket Maximuin
Individual $600 512,500
Family $1,200 525,000

Specialist

Preventive Care/Screenings/Immunizations S0 40% colnsurance
Primary Care (injury or illness) $20 copay 40% coinsurance®*
© 40% coinsurance**

$35 copay

Urgent Care Center or Facility

$50 copay 40% coinsurance**
Emergency Room 575 copay $75 copay
S0

S0

Ambulance

inpatient

$100 copay per day to a maximum of
. 5400 per admission

40% colnsurance™*

Cutpatient (performed at hospital or ambulator
facility)

|8 _ 5100 copay

40% coinsurance®¥

Skilled Nursing Facility
90 day calendar year maxinium

. .. $100 copay per day to a maximum of
$400 per admission

40% coinsurance®*

Mental Health, Substance Abuse & Behavioral

Covered same as any other illness

Covered same as any other iliness

Health Services

50

40% coinsurance**

Home Health Care
100 visit calendar year maximnam

50

25% coinsurance subject to
a $50 deductible

Advanced Radiology {CT/PET Scan, MRI}

875 copay per service up to a
combined calendar year maxinmum of
5375 for MRl and CT scans;

3400 for PET scans

40% coinsurance®*

*After in-network medical deductible is met

**pfter out-of-network medical deductible is met

This Standard Plan Design sample is representative and is not intended 1o be a legal contracl. Please see the actuat plan decuments for a full list of benefit coverage,

axclusions and the terms of the policy.
24.1% AVC

S
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access health 77

Connetticul’s Hza'th Insurance Marketplace

Standard Silver CSR Plan - 94%

‘Quipatient Services:

Non-Advanced Radiology (X-ray, Diagnostic) 545 copay 40% coinsurance®*

taboratory Services 520 copay 40% coinsurance**
- l!l . e » . T

Rehabilitative &.Habliltatwe Therapy (Physical, $20 copay . .

Speech, Occupational) 40% coinsurance™

combined 40 visit calendar year maximum

Chiropractic Care $35 copay 40% coinsurance**

20 visit calendar maximum

Durable Medical Equipment

40% coinsurance

" A0% coinsurance®*

Prosthetics

40% coinsurance

A40% colnsurance™*

Diabetic Supplies & Equipment

40% coinsurance

40% coinsurance**

‘Prescription Drugs

Generic Drugs 385 COD.a.\i/. 40% coinsurance™  *
preferred Brand Drugs $20 copay 40% coinsurance®***
Nan-Preferred Brand Drugs $35 copay 40% coinsurance®***
Specialty Drugs $50 copay 40% coinsurance®***

Padiatric-Only Services {for children under age 19}

‘Pediatric Dental Car

Diagnostic & Preventive |
{Oral Exam, Cleaning, X-ray]

50

50% coinsurance**

Basic Restorative
(Filling, Simple Extraction)

40% coinsurance

50% coinsurance™*

Major Restorative
(Endodontic, Crown)

50% coinsurance

50% coinsurance™*

Orthodentia Services

50% coinsurance

50% coinsurance™*

medically necessary only
Pediatric Vi

Rouiine Eye Exam by Speci‘alist' =

535 copay

40% coinsurance

Prescription Eye Glasses
one pair of frames & lenses per calendar year

lenses: S0
collection frames: 30
non-collection frames: Members
choosing to upgrade from a collection
frarme to a non-collection frame will be
given a credit equal to the cost of the
collection frame and will be entitied to

a negotiated discount

100% coinsurance

*After in-network medical deductible is met

= After in-network prescription drug deductible is met

**afrer out-of-network medical deductible is met

#xEpfler out-of-network preseription drug deductible is met

This Standard Plan Design semple is representative and is not intended 1o be a legal contract. Please see the aclual plan documents for a fuli list of benefit coverage,

exclusions and the terms of the policy.
94.1% AVC

all

4/28/2014




00°00TS O Cl Apoed SuisinN pa|Inis

00'SFS O ] Suigewl| 213souSeIg pue sARI-X

£o0zs N M “SOIIAIRS [BUOISSaIOL PUR Jusneding Azo1Rioge]

R R o A e e UONEZIUNWILL/SUIUS8.05 /0480 SARUBARI]

00'0Z8 - Adesay] [eDisAyd SAIRRLGRYSY PUE [BUOIIBANDIO SANRUIIGRYY

00°0Z$ ] Adeiayl ydeads sAnBLiGRYSY

0SS ] {SidIN ‘sueds 13d/1D) Buidew]

$90

00°STS [ vUes

1ua1eding J9PIOSK] ISNQY SOURISYNS PUR YIESH [BICIABYSY/12IUBIN

00'SES 7 usiA 1Sy eads

00028 _U (shea-¥ pue “aAnUBA3L4 "DXa} SSau|| J0 AInful ue 18311 01 USIA 34eD AlRtilg

00°00TS ] " [WSHIN "2u1) $391A3S eIdsol Jusnedul |y

o eRTAN [ $991AJ9S WOooY AcuaSiaws
i O [IpoN

sy

8 oomm

%00700T

%00°00T
00°0$

e

mc H uEHmc_EmtooECQEmIv_uﬂ_u
I ($) s1esedas 3 wnWIXeN dOO

($) wnwixeN 40O

(s48US 250D S, I2JNSU( ‘94) BOURINSUIOD

($) sjqronpeg

JS1L [EISIN pRAISQ
PIBPURIS YS) S195 N UBld H1 91B3IpU]
JBuipuads Sruq pue [BaIPRN 104 WNWIXEIN JOO dieredss asn
sheq Jad Aedod Aaped Buisinn pa|iis Alddy
aheq iad Aedo auanedu) Aiddy
£319nanpag Bnuqg pue [EJIPSIA PaleIEA| F5N
sagjawered cm_n_ Joy sanduy Jasn




Outpatient Facility Fee (e.g., Ambulatory Surgery Center)

Outpatient Surgery Physician/Surgical Services
Drugs

&
z

Generics :
Preferred Brand Drugs
Non-Preferred Brand Drugs
Specialty Drugs (i.e. high-cost}
Options for Additionzl Benefit Design Limits:
Seta Maxtmum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:
Set a Maximum Number of Days for Charging an IP Copay?
# Days (1-10): 4
mmm_: Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

OoOooooiea O
|}

$50.00

E]

gl .«

Begin Primary Care Ded :negm\no_:mcazom After 2 Set Number of Co umﬁu
# Copays (1-10):

Qutput

Status/Error Messages: CSR Level of 94% (100-150% FPL}, Calculation Successful.
" Actuarial Value: 94.1%
Metal Tier: Platinum
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