access health 7

Connzclicut’s Health Insurance Marketplace

¢ 2015 Proposed Plan Design —
Silver 87% CSR

Standard Silver CSR Plan - 87%

Medical Deductible

f:;j;‘;ﬁ”a’ $400 $6,000
{copays are not applied to deductible} 2800 $12’000mw
Prescription Drug Deductible

Indfwdual $25 4350
Family $50 $700
{copays are not applied to deductible)

Out-of-Pocket Maximum

individual $1,750 $12,500
Famfl_y _ $3,500 $25,000

ffl

Preventive Care/Screenings/Immunizations 50

40% coinsurance

Primary Care (injury or illness)

320 copay

40% coinsurance**

$35 copay

40% coinsurance**

Urgent Care Center or Facllity

S50 co;ﬁay‘* 40% coinsurance™*
Emergency Room §100 _cbpay $100 copay

Ambulance

S0

s0

Inpatient

$200 copay peraay to a maximum of
S800 per admission®

40% coinsurance™*

faciiity)

Outpatient (performed at hospital or ambulatory

$200 copay*

40% coinsurance**

Skilled Nursing Facility
80 day calendar year moximum

$200 copay per day to a maximum of
$800 per admission®

40% colnsurance™*

ntal Heal )

Covered same as any other iliness

Covered same as any other illness

40% coinsurance**

Heoime Health Care
100 visit calendar vear maximum

S0

25% coinsurance subject to
a $50 deductible

Advanced Radiology (CT/PET Scan, MRI)

$75 copay per service up toa
combined calendar year maximum of
$375 for MRi and CT scans;
$409 for PET scans

40% coinsurance®*

“#pafter in-hetwork medical deductible is meat

**After out-of-netwoark medical deductible is met

This Standard Plan Design sample is representative and is not intended to be 3 legal contract. Please see the actuat pian documents for a full list of benedit coverage,

exclusions and the terms of the policy.
87.3% AVC

Favay:
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access health O %

Connecticut's Healthnsurance Marketplace

Standard Silver CSR Plan - 87%

Plan Overview

‘Outpatient Services:

20 visit calendar maximum

Nen-Advanced Radiology (X-ray, Diagnostic) $45 copay 40% coinsurance®*
Laboratory Services 525 copay 40% coinsurance**
Rehabilitative &.Hab:htatwe Therapy (Physical, 420 copay o .\
Speech, Occupational) 40% coinsurance
combined 40 visit calendar year maximum

Chiropractic Care $35 copay 40% coinsuranca®*

oth

Durabie Medical Equipment

40% coinsurance

Prosthetics

40% coinsurance™*

- ~40% coinsurance

40% colnsurance**

Diabetic Supplies & Equipment

40% coinsurance®*

Prescription

e _S5 copay

40% coinsurance

Generic Drugs o
Preferred Brand Drugs $20 _cdpéy 40% coinsurance® ¥**
Non-Preferred Brand Drugs $35' cﬁpay_ 40% coinstrance® ¥ **

Specialty Drugs

$50 copay ¥¥¥

40% coinsurapce®***

Pediatric-Only Services (fqr hildren und

‘Pediatric Dental Cars

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

50

50% coinsurance®*

Basic Restorative :
{Filling, Simple Extraction)

40% colnsurance

50% coinsurance®*

Major Restorative
{Endodontic, Crown)

50% coinsurance®

50% colhsurance*®*

Orthodontia Services
medically necessary only

50% coinsurance®

50% coinsurance®*

Routine Eye Exam by Specialist

S35 copay

40% coinsurance

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

lenses: S0
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 be entitled to

a negotiated discount

100% coinsurance

*After in-network medical deductible is met

¥*¥EAfter in-network prescription drug deductible is met

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

**xxAfter out-of-network prescription drug 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,

excissions and the terms of the policy.
87.3% AVC
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Qutpatient Facility Fee {e.g., Ambulatory Surgery Center)

Outpatient Surgery Physician/Surgical Services

Drugs All

© $5.00
$20.00
$35.00
$50.00

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

SRR
NN )

{1

| .

Begin Primary Care Deductible/Ccinsurance After 2 Set Number of Copays?
# Copays {1-10);

Output

Status/Error Messages: , CSR Level of 87% (150-200% FPL), Calculation Successtul.

Actuartal Vajue: 87.3%
Metzl Tier: Gold
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access health 7 '

Connectlcul's Hea'th nsurance Marketplzce

2015 Proposed Plan Design —
Silver 73% CSR

Standard Silver CSR Plan - 73%

Medical Deductible

L’;ﬁ:’iﬁ”a’ $2,600 $6,000
{copays are not applied to deductible)} 55,200 »12,000
Prescription Drug Deductible

individual

Family 525 ¥350
{copays are not applied to deductible) 550 »700
Out-of-Packet Maximum

Individual $5,200 512,500
Family_ 225,000

i Offce Visits

Preventive Care/Screenings/Immunizations $0

40% colnsurance
Primary Care (injury or illness) $30 copay 40% colnsurance™®*
Specialist $50 copay © . 40% coinsurance**

Urgent Care Center or Facillty $75 copay* 40% coinsurance™*
Emergency Room S150 copay $150 copay
S0 50

Ambulance

Inpatient

$500 copay per day to a maximum of
"..$2,000 per admission®

40% coinsurance®*

Cutpatient (performed at hospital or ambulatcjry_

facHity)

_ $500 copay*

40% coinsurance**

Skilled Nursing Facility
90 day calendar year maximum

$500 copay ber day to a maximum of
$2,000 per admission®

40% coinsurance®*

‘Mental He

Su e & Behaui

Covered same as any other illness

Covered same as any other iliness

40% colnsurance**

Home Health Care R
100 visit calendar year moximum

50

25% colnsurance subject to
a $50 deductible

Advanced Radiology (CT/PET Scan, MRI)

$75 copay per service up to a
combined calendar year maximum of
$375 for MRl and CT scans;
$400 for PET scans

40% coinsurance™*

“#After in-network medical deductible is met

=*After out-of-network medical deductible is met

This Standard Plan Desige sample is representative and is not intended to be 2 legai contract, Please see the actual plan documents for a full list of benefit coverage,

axclusions and the terms of the policy.
73.3% AVC

4/28/2014




access heaﬁth
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Connecticut’s HealthInsurance Marketplace

Standard Silver CSR Plan - 73%

Speech, Occupational)
combined 40 visit calendar year maximum

Non-Advanced Radiology (X-ray, Diagnosiic) $45 copay 40% colnsurance**
Laboratory Services $35 copay 40% coinsurance**
Rehabilitative & Habilitative Therapy (Physical, 430 copay

40% colnsurance**

Chiropractic Care
20 visit cafendar maximum

$30 copay 40% coinsurance*®*

-Other Service

Durabte Medical Eguipment

40% coinsurance 40% coinsurance**
Prosthetics 40% coinsurance 40% coinsurance™*
Diabetic Supplies & Equipment 40% coinsurance ' . 40% coinsurance®**

Prescription Drugs

$5 copay - 40% coinsurance®**¥

Generic Drugs
Preferred Brand Drugs $30 copay 40% coinsurance®***
Non-Preferred Brand Drugs $55 copay 40% coinsurance®***

Specialty Drugs

) A e o o, u %W
$60 copay *** 40% coinsurance®**

Pediatric-Only Services {for children unde.r.'ag'e.,lg} :
“Pediatric Dental Care

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

S0 50% colinsurance™*

Basic Restorative
{Filling, Simple Extraction)

40% coinsurance 50% colnsurance™*
(]

Major Restorative
{Endodontic, Crown)

G, H £
50% coinsurance 50% colnsurance

Orthodontia Services

50% coinsurance 50% coinsurance®*

medr‘cqﬂi{ necessary only
Pediatric Vision Care

Routine Eye Exam by Specialist -~

$50 copay 40% coinsurance

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

lenses: 30
collection frames: S0
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
coltection frame and will be entitled to

a negotiated discount

100% coinsurance

*After in-network medical deductible is met
=*After in-network prescription drug deductible is met

**After out-of-network medical deductible is met
wExEAfter out-of-network preseription drug deductible is met

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

exclusions and the Lerens of the policy.
73.3% avC

i\z l ‘ 4/28/2014




[ Alzed Buisinn pIjIMs

O Suigew; J1rsousel] pue SARL-Y

| SB2IAIBS [BUOISSRI0Nd pue jusneding Aoleioge

o e UCHEZIUNWW]/3UUa3I05,/61BD BAITUBARI

00°08$ - , - Adesay] |eaisAud saieu[IqRYY pUe [euo3ednodp SAREIIGRYSY

.oo.o...mm O O Adeday | yoosds aAlIRNIGRYIY

QOELS | O {SIgW “sueas 13d/10} SuiSew
. S@0INR

00°8SS O O Wiss

weneding J2pJ0sSK] 8sngyY S2UBISANS PUE YI[ESH [RIOIARYSY/{RIUsIN

00058 M | USIA 151|E0adS

00°0ES ] 2 (shel-y pue “QAIUBARIJ X3} SSBU|( JO AInfU] UB 185, OF JSIA 34ED Aewiig

00°008S ] 7] {YSHW 2ul) seowuas |endsoH jusiedu Iy

oo.omﬁm - O SRIAIIS WooY AJuaSiaug

| %ﬁﬁ%@% i [J O [22IP3IA

oo oom mm...

%00°00T
00°009°C$

900°C0T
00°sT$

SUOTONIE U] JUEHOGIIT 105 910H I

($) 31RJRdaS )| WNWIXRI dOO
{$) wnuixen 400

(BJBYS 1507 S JBINSU| 9%} STURINSUIOD
($) siquonpag

.“mnowno..ﬂmxxdmm

D11 [BI8IN PRIISSC
EPIBPURLS YST S19BIN UBI Ji S3BJIpU|
sBuipuads 8niq pUe [BIIPIIN S0 WNWIXBW JOO 3)eiedss as
cAeq Jad Aedon Amed Buismp pes Alddy
iheq sad Aedon yuanedul Alddy
¢3quanpag Snuq pue |eAPIIN PRSI 3N
siglaweIed ue|d Jog syndug 195




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

Cutpatient Surgery Physician/Surgical Services
" Drugs

S

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

s/ )

Specialty Drugs (i.e. high-cost)

] ‘
2

$60.00

Options for Additional Benefit Design Limits:

1

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

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):

O

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

Output

i

Status/Error Messages: CSR Level of 73% (200-250% FPL), Calculation Successful.

Actuarial Value: 73.2%
Metzl Tier: ' Silver




Standard Bronze Plan 1 - 60%

’
ri T

access health CT %

Conasciiar’s Health Inturance Markelpizce

2015 Plan Design —
Preferred Bronze

Deductible

g{;;ﬁ” at 45,000 $10,000
{copays ore not epplled to deductible) 510,000 520,000
Out-of-Pocket Maximum

Individual $6,600 513,200

Family 513,200

Preventive Care/Screenings/immunizations 50 50% colnstirance
Primary Care {injury or illness) 535 copay 50% coinsurance®?
Specialist 350 copay 50% coinsurance™*

Urgent Care Center or Facliity

40% coinsurance®

50% colnsurance®*

Emergency Room

" 5200 copay

$200 copay

Ambulance

0%

Inpatfent

40% coinsurance®

50% coinsurance®?*

Outpatient (performed at hospital or.ai
faclity)

0% coinsurance™*

Skilled Nursing Facility
30 day calendar year maximum

. 40% colnsorance*

S0% colhsurance™*

Mental Health, Substance Abu
Health Services

Behavioral

Covered same as any other #iness

Covered same as any other lliness

50% coinsurance**

25% colsurance subject to

25% coinsurance subject to

100 visit calendar-year maximum, . a $50 deductible a $50 deductible
Advanced Radlology (CT/PET Scan, MRI) ° 40% colnsurance® . 50% coinsurance™*
o 40% coinsurance” 50% ¢oinsurance®* -

*After in-network deductible is imet

-

**After out-of-network deductible is met

This Standard Plan Destgn sample Is representative and is aot intended te be ategal contract. Please tee tha actusl plan documents for a fult list of banefit coverage,

exclusions and the terms of the pollcy,
59.5% AVC

=

5/24/2013
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access health CT %

ConnectioA's Heakh rvraoce Markelplacs

Standard Bronze Plan 1 - 60%

Lahboratory Services

40% coinsurance®

50% coinstirance®*

"~ Rehabllitative & Habllitative Tharapy (Physical,
Speech, Occupational}
___combined 40 visit calendar year maximum

40% coinsurance®

"Chiropractlc Care
20 visit calendar maximum

#5%-eolnsurance®
¥ 50 caperyy

50% colnsurance®*

50% coinsurance™®*

‘Durable Medical Equipment

40% colnsurance®

50% colnstifance™?

Prosthetics

Dlabetic Supplies & Equipment

ED

coinsurance™*

Generlc Drugs

50% colnsurance®*

Preferred Brand Drugs 50% coinsurance®*
Non-Preferred Brand Drugs 50% coinsurance®™*
B Spacialty Drugs 50% coinsurance®*

{Oral Exam, Cleaning, X-ray).

50% colnsurance®*

Baslc Restorative
{Filling, Simple Extraction)

40% coinsurance®

50% colnsurance®*

iMajor Restorative
{Endodontic, Crovmn)

50% colnsurance®

50% coinsurance**

Orthodontla Services
medically necessary only

50% colnsuwrance®

£0% colnsurance™?

Routine Eye Exam Ly SPeualI&f

ssocopay 350 2y

50% colnsurance**
. lenses: S0
Prescription Eye Glasses collection frames: S0
one pair of frames & lenses per colendar year nois-collection frames: Members
choosing ta upgrade from a collection .
osing b N 1060% coinsurance

frame to a non-collection frame will be

glven a credit equal to the cost of the

collection frame and will be entitled to
a negotiated discount

) *After in-network deductible is met

“This Standaed Plan Desiga sample Is representative and is not Intended Lo be a Jegat contrack, Please see the actual plan decuments for a full list of beaelit coverage,
N - 1-y)

pxctuslons and the terms of the policy.
SY.6%6 AVC

**After out-of-network deductible is met

.05

e

5/24f2013
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Outpatient Facility Fee (e.g., Ambulatory Surgery Center) @ [
Qutpatient Surgery Physician/Surgical Services ]
Drugs L) i
Generics ] $5.00
Preferred Brand Drugs | 55%
Non-Preferred Brand Drugs 4] 50%
Specialty Drugs (i.e. high-cost) 7] 50%

Options for Additional Benefit Design Limits:

Setz Maximum on Specialty Rx Coinsurence Payments? [
Specialty Rx Coinsurance Maximum:
Set 2 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 (1-10):
Qutput
Status/Error Messages: Calculation Successful.
Actuarial Value: 59.6%
Metal Tier: Bronze




access health:.

Connecticut’s Health Insurance Marketplace

2015 Proposed Plan Design -

Secondary Bronze

Standard Bronze Plan 1 - 60%

Deductible

gﬁ;ﬁum $5,000 $10,000
2
{copays are not applied to deductible) 310,000 320,000 o
Out-of-Pocket Maximum
individual $6,600 $13,200
_Family 513,200 $26,400

Ph 7 PR

Preventive Care/Screenings/immunizations

S0

50% coinsurance

Primary Care (injury or illness)

540 copay*

The first 3 mental heaith and first 3
medical visits are before deductible,
then must meet deductible before cost

-+ sharing resumes

50% coinsurance®*

Specialist

o <50 cop"ay_*

50% coinsurance™*

Emergency/Urgent Care,

Urgent Care Center or Facllity

40% coinsurance*®

50% coinsurance**

Emergency Room

40% coinsurance®

40% coinsurance®

50°

50%

Ambulance

Inpatient

40% coinsurance®

50% coinsurance**

facility)

Qutpatient (ﬁgﬁorr11ed at hospital or ambulatory

‘40% coinsurance™®

50% coinsurance**

Skilled Nursing Facllity

40% coinsurance*®

50% colnsurance**

Mental Health, Substance Abuse &'B'ghaviorai

Covered same as any other iliness

Covered same as any other iliness

Health Services

50% coinsurance®*

Home Health Care
100 visit calendar vear maximum

25% coinsurance subject o
a $50 deductibie*

25% coinsurance subject to

a §50 deductible

Advanced Radielogy (CT/PET Scan, MRI)

40% coinsurance®

50% coinsurance®*

fNon-Advanced Radiology (X-ray, Diaghostic)

40% coinsurance™

50% colnsurance™*

*After in-network deductibrle is met

*After out-of-network deductible is met

This Standard Plan Design sample is representative and is not intended to be a legal contract, Please see the actuzi plan documents for a full fist of benefit coverage,

exclusions and the terms of the policy.
61.9% AVC

XTI

4/28/2014
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access health 7 %

Connectlcut’s Hea'th Insuwance Marketplace

Standard Bronze Plan 1 - 60%

(s} H * s} H L
Laboratory Services 40% coinsurance 50% colnsurance

Rehahilitative & Habilitative Therapy (Physical, 40% coinsurance® 50% coinsurance®*
Speech, Occupational)
__combined 40 visit calendar year maxirmum

Chiropractic Care $50 copay* 50% coinsurance**
20 visit calendar maximum

Durable Medical Equipment 40% coinsurance? 50% coinsurance®*
Brosthetics 40% colnsurance* - 50% coinsurance**
40% colnsurance® . 50% coinsurance**

Diabetic Supplies & Eguipment

‘Prescription Drugs

Generic Drugs S5 copay 50% coinsurance®*®
Preferred Brand Drugs .. 50% coinsurance* 50% coinsurance™*
Non-Preferred Brand Drugs . 50% coinsurance® 50% coinsurance™®*
Speciaity Drugs —_— .'; 50% coinsurance® 50% coinsurance®*

Pediatric-Only Ser\;lf;es (for chiidren under age 19)
Pedlatrlc Dental Care

Dagnostic & Preventive - 50 50% coinsurance™®*
{Oral Exam, Cleaning, X- ray) B

Basic Restorative i R 5 . N 50% coinsurance®*
{Filling, Simple Extraction) - RS - 45% coinsurance*

i
Major Restorative [ R R 50% coinsurance™*
(Endodontic, Crown) o >0% cainsurance®
AL,
Orthodontia Services 50% coinsurance® 50% coinsurance®*

medically necessary on!y
F‘ed(atr:c Vision Care’

Routine Eye Exam by Specialist.” * S50 copay 509% coinsurance™*
i lenses: $0

Prescription Eye Glasses 0~ collection frames: $0

one pair of frames & lenses per calendm yedar non-collection frames: Members

choesing 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 be entitled to
] a negotiated discount

*After in-network deductible is met **After out-of-network deductible is met

This Standard Plan Design sample is represeniative and is not intended to be a legal contract. Please see the actual plan documents for a fuil list of henefit coverage,
exclusions and the terans of the policy.

61.95% AVC m 44282014

100% coinsurance
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Cutpatient Facility Fee {e.g., Ambulatory Surgery Center) ] M
Qutpatient Surgery Physician/Surgical Services ] il
Drugs = Al 7] Al
Generics J J
Preferred Brand Drugs =] &
Non-Preferred Brand Drugs [/] il
Specialty Drugs {i.e. high-cost) ] v
Options for Additional Benefit Design Limits:
Set a Maximum on Specialty Rx Coinsurance Payments? [ ]
Specialty Rx Coinsurance Maximum:
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 (1-10): 4
Output
Status/Error Messages: Calcutation Successful.
Actuarial Value: 61.9%

Metzl Tier: Bronze



2015 Proposed Plan Design —
N
¥

access health 71 % Bronze HSA

Connecticut’s Health Insurance Marketplzce

Standard HSA Bronze Plan - 60%

Deductible

fc'; f:;’;”a’ $4,600 39,200
{copays are not applied to deductible) 39,200 218,400
Out-of-Pocket Maximum

Individual 56,450 $12,900

$12,900 $25,800

P
Preventive Care/Screenings/Immunizations S0 = © 50% coinsurance
Primary Care (injury or illness) g{; copay* e 50% coinsurance™®*
Specialist $0 copay* ) " 50% cqihs_url.'af'nce**

Urgent Care Center or Facility o 80 copay* 50% coinsurance**

Emergency Room S0 copay* $0 copay*

Ambulance 30 copay* s0*
owpitalserice -

Inpatient 50 cohay* _ 50% coinsurance®*

Cutpatient (performed at hospital or ambulatory
facility) '
Skilled Nursing Facility

80 day calendar year maximum

S0 copay* 50% coinsurance™*

50 copay*® 50% coinsurance®*

Mental Health, Substance Abuse & Behavioral

. Covered same as any other illness Covered same as any other lliness
Health Services

Hospice Services
Se —

50 copay* 50% coinsurance®*

Home Health Care 25% coinsurance subject to

25% coinsurance®

100 visit cafendar year moximum '_ ' - a $50 deductible
| Advanced Radiology (CT/PET Scan, MRI) S0 copay*® 50% coinsurance®*
$0 copay™ 50% coinsurance™*

Non-Advanced Radiology [X-ray, Diagnostic)

*After in-network deductible is met *After out-of-network deductible ts met

This Standard Plan Design saraple is representative and is not intended to be a legal contract. Please see the actual plan decuments for a full list of benefit coverage,
exclusions and the terms of the policy.

61.4% AVC m 4/28/2014




Lt
€.

LS ara s f
:-f;o--'s,i

access health €71 %

Cennectleut’s Hea'th Insurance Macketplace

Standard HSA Bronze Plan - 60%

Laboratory Services 50 copay* 50% coinsurance®*
"~ Rehabilitative & Habilitative Therapy (Physical, 40 copay*® 50% coinsurance®*
Speech, Occupational)
____combined 40 visit colendar year maximum
S0 copay* 50% coinsurance**

Chiropractic Care
20 visit calendar maximum

Durable Medical Equipment $0 copay*® 50% coinsurance™®*
Prosthetics - S0 copay* . 50% coinsurance®*
S0 copay® o 50% colnsurance**

Diabetic Supplies & Equipment

‘Presceiption Drug:

Generic Drugs . 45 (;c“)‘pay* - 50% coinsurance®*
Preferred Brand Drugs _ $35 copay* 50% coinsurance**
Non-Preferred Brand Drugs _ - 40% coinsurance® 50% coinsurance®*
Specialty Drugs . P o _ 40% coinsurance® 50% coinsurance**

Pediatric-Only Services {fﬂr children under age 19)
Pediatric Dental Care

Dtagnostlc & Preventive 50% coinsurance®*®

s o
{Oral Exam, Cleaning, X- ray) >

Basic Restorative R AT o I % 50% coinsurance™®*
{Filling, Simple Extraction) R A0% coinsurance

Major Restorative R o . 50% coinsurance™*
(Endodo'nt'ic Crown) - - : 50% coinsurance?

Orthodontia Services - 50% coinsurance® 50% coinsurance®*
medically necessary only e
Pedsatrlc V;smn Care

Routine Eye Exam by Speclalist - . 50 copay 50% coinsurance®*
i lenses; $0*

Prescription Eye Glasses 77 coltection frames; $0*

one pair of frames & lenses per calendar year non-collection frames: Members

choosing to upgrade from a collection

frame to a non-collection frame will he

given a credit equal to the cost of the

collection frame and will be entitled to
a negotiated discount

*After in-network deductible is met **pafter out-of-network deductible is met

This Standard Plan Design sample is repeesentative and is not intended to be a legal contract, Please see the aciual plan documents for a full list of benelit coverage,

exclusicns and the terms of the nolicy.
G1.4% AVC 8 E 3 ! \? 4/28/2014

100% coinsurance
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Qutpatient Facility Fee {e.g., Ambulatory Surgery Center)

-

] [
Qutpatient Surgery Physician/Surgical Services ] & 5 R S S
Drugs [ A o e
Generics [ O $5.00
Preferred Brand Drugs “ [ $35.00
Non-Preferred Brand Drugs 7] = 60%
Specialty Drugs (i.e. high-cost) | [z 60%

Options for Additional Benefit Design Limits:

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

Set a Maximum Nurnber 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 {1-10):

O O O o

Qutput

Status/Error Messages:
Actuarial Value:
Metal Tier:

Calculation Successful.
51.4%
Bronze

e A



