State of California
Office of Administrative Law

In re: NOTICE OF APPROVAL OF EMERGENCY
California Health Benefit Exchange REGULATORY ACTION

Regulatory Action:

Government Code Sections 11346.1 and

Titl . . .
itle 10, California Code of Regulations 11349.6

Adopt sections: 6432
Amend sections:

Repeal sections: OAL Matter Number: 2015-0603-02
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This action re-adopts and amends the 2016 Standard Benefit Design, which
standardizes the way health insurers design their health plans.

OAL approves this emergency regulatory action pursuant to sections 11346.1 and
11349.6 of the Government Code.

This emergency regulatory action is effective on 6/15/2015 and will expire on 2/22/2017.
The Certificate of Compliance for this action is due no later than 2/21/2017.
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STATE OF CALIFORNIA
NOTICE PUBLICATION/REGULATIONS SUBMISSlON

STD. 400 (REV. 01-2013) (REVERSE)

INSTRUCTIONS FOR PUBLICATION OF NOTICE
AND SUBMISSION OF REGULATIONS
Use the form STD. 400 for submitting notices for publication and regulations for Office of Administrative Law (OAL) review.

ALL FILINGS
Enter the name of the agency with the rulemaking authority and
agency's file number, if any.

NOTICES

Complete Part A when submitting a notice to OAL for publica-
tion in the California Regulatory Notice Register. Submit two
(2) copies of the STD. 400 with four (4) copies of the notice
and, if a notice of proposed regulatory action, one copy each of
the complete text of the regulations and the statement of
reasons. Upon receipt of the notice, OAL will place a number in
the box marked "Notice File Number." If the notice is approved,
OAL will return the STD. 400 with a copy of the notice and
will check "Approved as Submitted" or "Approved as
Modified." If the notice is disapproved or withdrawn, that will
also be indicated in the space marked "Action on Proposed
Notice." Please submit a new form STD. 400 when
resubmitting the notice.

REGULATIONS

When submitting regulations to OAL for review, fill out STD.
400, Part B. Use the form that was previously submitted with
the notice of proposed regulatory action which contains the
"Notice File Number" assigned, or, if a new STD. 400 is used,
please include the previously assigned number in the box
marked "Notice File Number." In filling out Part B, be sure to
complete the certification including the date signed, the title and
typed name of the signatory. The following must be submitted
when filing regulations: seven (7) copies of the regulations
with a copy of the STD. 400 attached to the front of each (one
copy must bear an original signature on the certification) and
the complete rulemaking file with index and sworn statement.
(See Gov. Code § 11347.3 for rulemaking file contents.)

RESUBMITTAL OF DISAPPROVED OR WITHDRAWN
REGULATIONS

When resubmitting previously disapproved or withdrawn regu-
lations to OAL for review, use a new STD. 400 and fill out Part
B, including the signed certification. Enter the OAL file
number(s) of all previously disapproved or withdrawn filings in
the box marked "All Previous Related OAL Regulatory Action
Number(s)" (box Ib. of Part B). Submit seven (7) copies of the
regulation to OAL with a copy of the STD. 400 attached to the
front of each (one copy must bear an original signature on the
certification). Be sure to include an index, sworn statement,
and (if returned to the agency) the complete rulemaking file.
(See Gov. Code §§ 11349.4 and 11347.3 for more specific
requirements.)

EMERGENCY REGULATIONS

Fill out only Part B, including the signed certification, and
submit seven (7) copies of the regulations with a copy of the
STD. 400 attached to the front of each (one copy must bear an
original signature on the certification). (See Gov. Code
§11346.1 for other requirements.)

NOTICE FOLLOWING EMERGENCY ACTION

When submitting a notice of proposed regulatory action after an
emergency filing, use a new STD. 400 and complete Part A

and insert the OAL file number(s) for the original emergency
filing(s) in the box marked "All Previous Related OAL
Regulatory Action Number(s)" (box 1b. of Part B). OAL will
return the STD. 400 with the notice upon approval or
disapproval. If the notice is disapproved, please fill out a new
form when resubmitting for publication.

CERTIFICATE OF COMPLIANCE

When filing the certificate of compliance for emergency regula-
tions, fill out Part B, including the signed certification, on the
form that was previously submitted with the notice. If a new
STD. 400 is used, fill in Part B including the signed
certification, and enter the previously assigned notice file
number in the box marked "Notice File Number" at the top of
the form. The materials indicated in these instructions for
"REGULATIONS" must also be submitted.

EMERGENCY REGULATIONS - READOPTION

When submitting previously approved emergency regulations
for readoption, use a new STD. 400 and fill out Part B,
including the signed certification, and insert the OAL file
number(s) related to the original emergency filing in the box
marked "All Previous Related OAL Regulatory Action Number
(s)" (box 1b. of Part B).

CHANGES WITHOUT REGULATORY EFFECT

When submitting changes without regulatory effect pursuant to
California Code of Regulations, Title 1, section 100, complete

Part B, including marking the appropriate box in both B.3. and
B.S.

ABBREVIATIONS

Cal. Code Regs. - California Code of Regulations
Gov. Code - Government Code

SAM - State Administrative Manual

For questions regarding this form or the procedure for filing notices or submitting regulatlons to OAL for review, please contact the

Office of Administrative Law Reference Attorney at (916) 323-6815.



Title 10, California Code of Regulations
Re-adopt Section 6432:

,SECTION 6432: 2016 STANDARD BENEFIT PLAN DESIGNS

(a) For plan year and calendar year 2016, The California Health Benefit Exchange
adopts the Standard Benefit Plan Designs identified as the 2016 Standard Benefit

Plan Designs dated Jaruan-20,-2045 May 21, 2015 which are 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)



2016 Standard Benefit Plan Designs

January-29:2645
May 21, 2015




See endnotes.

2016 Standard Benefit Plan Designs

10.0 EHB e ", %% COVERED

Date: Apri-t6May 21, 2015 i £ GO
Summary of Benefits and Coverage -

Member Cost Share amounts describe the Enrolles's out of pocket costs, : P""ﬂ“"‘!m alf v m"“;‘:ﬂ

| Daduniti

Asoi

Primary care visk to treat an injury, liness, o1 condition $20 00
|
Other practitioner office visit $20 § $20
Speoalist visit $40 $40
Preventive care/ screening No charge ' Nocharge
Laboratory Tests | $20 $20
X-rays and Diagnostic Imiaging $40 ! $40
imagng 10% $150
$5 $5
11| 51
HC] FE]
W g i SR : 1% i 0T
| esvadEn i AR
L (5]
s =
| .. O itk |
Emergency room facilty fee twaned ¢ admitsd) $150 3150
Emargency room physician fee (waived if admitted) 10% | Nocharge
Emeyenoy mediaivansporiation I sso $150
| $40 $40
$250 par day up
10% 06 days
| 10% $40
MentayBehaviorat heatth outpatent office vists | $20 $20
MentalBehavioral heatth other outpatient items and services $20 $20
MentayBenauvorat heatth inpatient facrty foa {e.q hospital oom) 10% ”5!‘;%’;:;" e
Mental/Behavioral health inpatient physician/surgeon fee ! 10% $40
Substance Use disonder outpatient office vists | $20 $20
Substance Use disorder other outpatient tems and services | $20 s20 |
Substance Use npatient tacilty fes fa g hosplal roorm) L 0% szs&';" day up

Substance use disorder inpatient physiclarysurgeon fee 10% | $40
harg No charge
$250 per day

Prenatal care and preconception vists

Defivery and all inpatient
ices

nvice:

ofiie hedtth care
Outpatient Rehabiltation senices
titpatent Habiitaton services

$20
$150 per day up
| toSdays
0%

No. éﬁame
Nocharge

No charge

Preventive - Cleaning
igvRiy - X-ray . Nocharge No charge

$300
$150

$180

swo
60% $1.000




See endnotes.

2016 Standard Benefit Plan Designs
10.0 EHB
Date: April-t6May 21, 2015

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enroliee's out of pocket costs.

Pm-a:ycarovulbueaxannmry.ﬁ\ess.ovwndlm

Gold Gold
Capay Plan
80.2% B1 0%

Other practitioner office visit $35 $35
Spectabst vist $55 $55
Preventive care/ screening/ immunization No chatge No charge,
Laboratory Tests $36 3
X-rays and Diagnostic imaging $50 $50
ma ET scans, MR 20% $250

$15 $15

$50 $50

$70 $70
Tird 20% yp10 §250 20% o ¥ $250

pet seript oeLsctt
Surgery faciity fee (e 9 . ASC) 20% $600
Physician/surgeon fees 20% $85
Outpatient visit 20% 20%
Emargency room lacity-fee twanved # agminad) $260 3250
Emargency room physician fee (waived it admitted) 20% No charge
Emergengy medual transportation $250 5280
Urgent care $60 $60
$600 per day up

Faciity foa (s g hosptal room) 20% 106 days
Physician/surgeon fee 20% $55
Menta/Behavoral health cutpatient office visks $35 $38
MentaVBehavioral health other outpatient tems and services $35 %35
MentayBahavioral heafth npatient tacity fee (e g hospds! toom) 20% 360:,;;1 day ufl
MentayBehavioral health inpatient physician/surgeon fee 20% $65
Substance Uso osorder outpatent office vists $35 $36
Substance Use disorder other autpatient terns and senvices $35 $35
Substance Wse npatent taciity foe (8 9. hosptal roorm) 20%

Substance use disorder inpatient physician/surgeon fee

e et e

Prenatal cara'and preconception Viits
 Delivery and all inpatient

sarvices

Home heatth care
Outpatient Rehabiaton services

OQutpatient Habitgton servioes
o $300 per day up
Skilled nursk:g care 105 days
Duraple medtel e 2%
No charge No charge
Ne Efu_é; e No charae
No charga No charge
tve - X-may
Seaiants per Tooth No charge No charge
TopeatFluorde Appication
Space Mantaners - Fixed
Amaigam FUl - 1 Surface W $25
Root Canal- Molar
Ginghvactomy per Quad
Extraction- Single Tooth Exposed Root of Enipted s
ont- Comp W
in with Metal Crown
50%




See endnotes.

2016 Standard Benefit Plan Designs

10.0 EHB

Date: Aprit46May 21, 2015

Summary of Benefits and Coverage | mdwiduar m
Member Cost Share smounts describe the Enrolee's out of pocket costs. Sitver Plan

L T ToA% -
Yes, MedicaiiPharmacy

$2,250/$250/ 30

ommon
tedical | Deductible
Event Service Type Member Cost Share Applios

Primary care visit o treat an injury, iiness, or condition

ray and§ia nostic may ‘ng

ing (C P scans, MRIs)

Pharmacy
r deductible

Pharmacy |
70 deductble |

o = -
bl hza5 oy Pramacy
Scrpl afler pharmacy

bl deductible =l

20%
= RN
20%
ergency room facility fee (waived if admitted’ $250 =
mergency room physician fee (walved  admitted) | $50 |
E T 1
E1
| |
aclity fee (6 g hospial room) 20% | K
777 = =~ 20% =i = _H'_
lental/Behavioral health outpatient office wsits T
health other ftems and services {711 |
entalBehavioral heafth mpabeni facilty fee (e.g-hospital room) b
lental/Behavioral health inpatient physiclan/surgeon fes o X
i —— e [ b
Substance Use disorder outpatient office vists $45
== | 1
Substance Use disorder other outpatient iems and services B |

Substence Use mpatient facility fee (e.g. hospdal room)

Substance use disorder lnpatient physician/surgeon fee

Delivery and all inpatient Hospita)
services

| Professional |
o ealth care H

Oupatan hablaton sen R
a“alm*;ﬁn_m - . 845

Skilled nursing care 20%

i 20% [=—=-1
No charge
| Nocharge
| No charge |
ventive - Cleaning | I L —
ventive - X-ray | cheme ¥
lants per Tooth ™ i
Topical Fluoride Application 1=
Space Maintainers - Fixed |
| o
| { |
= -
& Expesed Root or Erupted | 50% e
Ry { 1
Madically necessary orthodontcs 50%



See endnotes.

2016 Standard Benefit Plan Designs
10.0 EHB
Date: Aprit-t6May 21, 2015

Summary of Benefits and Coverage "- | T SHOP
' Sitver
Member Cost Share amounts describe the Enrollee’s out of pocket cosls, O ieEod Plan Copay Plan

T e O T

_Yes, M'e'q'“:avf’hannapy = Yes, Medlcal/Pnggr_n_ngy_“
N/A
NjA | NIA
$1,500/ $500 iziq/so

Common
Medical Deductible
Event L Member Cost Sh. Applles Member Cost Share

Deductible
Applies

$45

Primary care wsit to treat an njury. finess, or conditon

Other practitioner office visit $45 a5

$70 w0
c?\;rgs | 1 fi hh &
?E = &8
20% =1 MG
$15 | $15
Pharmacy Pharmacy
bt deductible 25 deductble
Pharmacy | Phammacy
S deductible $75 deductible
I—— | -
2%% %Pﬁ;ﬂ_ﬂL Pharmacy ZM —M—Mu Er L Pharmacy
deduotiie i o Sesuctile dedpgive
20% | 20% 1
20% 1 } 20%
20% 20%
ergancy room facilty fee (wawed f admitted) $250 N $250 X
Emergency room physician fee (walved if admitted) X 50 X
3 Sl = 1 e X
Urgent care $90 $80
Facility fes (e g hospal roorm) 20% X 20% x
Physiclan/surgeon fee — 20% =il ® | 20% |
fontaVBehavioral heaith outpatent office visits $45 45
| health other jent ilems and services $45 $45
tal/Behavioral health mpanent faciiity tee (e g hosprtal room) bl L] 0% N
MentaVBehavmral hesllh inpatient physlclan/surgeon fee Fi x 20% M
ubstance Use disorder outpsent office visits $48 $45
Substance Use disorder other outpatient items and services E =L {21
'Submm;e Use npuwn!!aomym (eg. hoepmlmom) 20% i 20% ®
Substance use disorder inpatiant phyaldanlsumon foo 20% b 8 20% | x
enatal cere and preconceplion vists Nocharge |  Nocharge
|
Delivery and all Inpatient Hospltal 20% X i 20% ki
e Profossional _ i i%: X 20%
= e e i i | $48 5
Outpanenl Rehablmanun senvices ¥ $45
2 SRR =ty 2 A=l
X i 20% X
S S0 AT
No charge No charge
No charge . No chaige
No charge | No charge
Preventive - Cleaning E 1 |
Preventive - X-ray | |
< h:
Sealants per Tooth No charge [ No charge |
Topk:al Fluonde Application 1 =
Space Maintainers - Fixed i J
Amalgam Fii - 1 Surface 20% $25

glvaclomy per Quad I i
oo!h Exposed Root or Erupted | 50% | i

Forcelaln wilh Metal Crown

Medically necessary orthadontios 50%



See endnotes.

2016 Standard Benefit Plan Designs

10.0 EHB

Date: Aprit46May 71, 2015

Summary of Benefits and Coverage ~ SHOF ..—___
Member Cost Share amounts describe the Enrollse's out of pocket costs. H : AN;LH

AN YAl K9 i 7o

Member Cost Share  Deductible Appties

nmary care visit o treat an injury, diness. or condition

Other practitioner office visit

e R e A T TN N A S _—
|
1

cllity fee Le.g.. ASC) x |
n/_azﬂeon fees - T ovas 1 20% e T
utpatient visit 20% ] X §
mergency room facillty fee (waived if admitted) ! bl X 1
mergency room physiclan fee (waived if admlited) | 208 N |
Emergencymedia L2 g R L  E
| 20% X {
20% | x
= s, S i
20% X
health other ltems and senvices | 20% | x I
- -
lentel/Behavioral health inpatient faciity fae (o.g.hospttal room} 20% | =
health Inpatient physici fee 20% x :
Substance Use disorder outpatent office wisits: 20% X
Substance Use disorder other outpatient items and services 20% | =

Substance Uss inpatient facfity fee (e.g. hospital room)

Eye gxam = = Bk . Nocharge
1 pair of glasses per year (or contact lenses in lleu of glasses) : No charge |

1 | ¢
i No charge I . ——
¥ .i
20%
l :
= | l_ = 1
=== 50% ——
| 1
ledically necessary orthodontics 50%




See endnotes.

2016 Standard Benefit Plan Designs

10.0 EHB
Date: Aprit-t6May 21, 2015
y of fits and C g
o Sifver Plan 8itver Plan
Member Cost Share amounts describe the Enrollee’s out of pocket costs. 100%-150% FPL 160%.200% FPL
BT e e T 86:8%26 8%
_Yes, Medical/Pharmaoy _Yes, Medical/Pharmacy
NA | N/A
NA N/A
$75/%0/%0 $550 /3507 $0
$150/§0/50 $1,100/$100/ S0
o
/A —1 3
NA

Member Cost Deductible
Service Tie Share Member Cost Share Applies

ary cire vish to treal an myury. finess. or condiion

§5 815

\Other practitioner office visit

Spocialist viest $6 $26

reveniive care/ sereening! immunization
boratory Tests ==

$3 $5
Pharmacy
P $22 deductible
Pharmacy
5l LE deductible
10% yp 19 $160. kot Huf—ﬁg-m Prarmasy
81 script deductivle deductible
L] 10% : - 15% |
Fhysck = = A 10% ) L e
Outpatient visit 10% 15%
mergernoy foom faciity fee (warved i admitted) | $30 X | $75 X
mergency room physician fee (walved If admitted) | $25 | X | $40 X
Emergency madial ira = O < L) B B !
| 1
$6 | $30
10% L | 18% X
= L 1o% E | 8% X
& $18
health other items and services $5 | $15
lenia¥Behavors! health mpatient tacitty fee (e g.hospital room) 10% X 15% X
ental/Behavioral health inpatlent physiclan/surgeon fee | 10% | X | 15% X
Substance Use disordes outpstient office visits 85 315
Substance Use disorder other outpatient items and services $5 $15
Substance Use inpatient factity fes (.9 hospital room) 10% X 15% X
Substance use disorder inpatient physiclan/surgeon fee X
|
X
A J
X

Skilled nursing care
rable medical equipment

| Nocharge

pair of glasses per year (or contact lenses in fieu of glasses} No charge 1
No charge ! - No charge |
Topical Fluonde Application B |
pace Maintainers - Fixed
20% 20%
50% 7 ] £0% |
ction- Com pony. | |
Porcelain with Metal Crown
Medically necessary orthodontics 50% 50%



See endnotes.

2016 Standard Benefit Plan Designs

10.0 EHB
Date: April-t6May 21, 2015
St y of Benefits and C g
9 Ik SiverPlan
Member Cost Share amounts describe the Enrolies’s out of pockst costs. i Y, 250% FPL
72.8%

Yes, Mwﬁw’haﬂn&cy
WA

Primary care visk 1o trsat an Injury, finass, o cordtion

Other practitioner office visit $40

Bpacialstvist $58
No charge
$36
$50
$260
$15
Phai
& deductible
Pharmnacy
$79 deductile
20% yplo32500ar,
st afior phammacy
ble deductle
Surgery facity fee {a.0., ASC) 20%
Physcan/surgeon fees 0%
Outpatient visit 20%
Emeigency room taority fee (waved ¢ admited) $250 L
Emergency room physician fee (waived if admitted) $50 B
Emengancy medicat irnsporation $260 K
$80
Faciity lea (8.9, hospital room) 0% L3
| Physician/surgeon fee 20% 2
health outp fice vists $40
health other outpatient items and services $40
MenlavBebavioratheafth inpatent facity fee (e.g hospitat toom) 20% X
health inpatient fee 20% "
Substance Use disonder outpatient oftce vists $40
Substance Uss disorder other outpatient items and services $40
Substanca Use npatient facilty fae (e ¢ hosplal om} 20% X

Substance use disorder inpatient physician/surgeon fee

Prenatal care and prétonceplion visis

Delivery and alt inpatient
sanvices

Fiome figatth Garo
Outpatient Rehabitation services
Outpatient Habiltation services

Professional

Skilled nursing care

1 pair of glasses per year (or contact lenses In lieu of glasses) No charge

Preventive - Clsaning
Prevanive - X-tay
Sealants per Tooth
Topical Fluaride Applicgton
Space Maintaners - Fixed

No charge

Amalgam FI - 1 Surtace 0%

Extraction- Sinigle Tooth Exposed Aloot of Erupted
Extra lete Bony
Porcelain with Metal Crown

50%




2016 Standard Benefit Plan Designs
10,0 EHB
Date: April-+6ilay 21, 2015

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enroliee’s out of pocket costs,

o ik GE

Primary cara vist to treal an nury, Hiness, o1 conduon $70 40% X
After 15t three
Other practitioner office visit $70 non-preventve 40% X
visits
After 15t thtee
Specats! vizg $30 non-preventve L x
vista
Preventive care/ screening/ immiunization No charge No charge
Laboratory Tests $40 40% b3
3 0%100% X 0% X
o e L X
100% up to $500 cer.
%mmmmm pehatna 40% H
Deduclible
deductble
69%100% up 10,8500 por.
ponot after oharmacy. e 40% 3
096:100% up to $500 per.
A XEharmacy
8¢ ifter pharma ‘Deducliblo 40% X
0%100%.up 108500000 pmacy
Tiet 4 sciint after phammacy. ‘Dol 0% X
deductble
Surgery facilty fee (e.g . ASC) 8%:100% X 4% X
Physiclanisurgeon feas O%100% X A40% X
Outpatient visit 6%100% X 40% X
Emergency roam taciity feo waved 1 admitted) o 100% X 40% b 4
Emergency room physician fee (walved if admitted) ©09%100% X 40% X
Emergency madical transponaton ©%)90% X 40% X
Atter 1stthree
Urgent care $120 non-preventive 40% X
visits.
Facitytoe (o.g hospdal roam} S%100% X 0% X
Physictan/surgeon fee 6361003 X 40% X
After tstthres
tp office wsds 370 non-praventve. 0% X
vists
After 1st three
MontayBehavioral heatth other outpatient tems and sanvices $70 non-preventive 40% x
visits.
Mertal/Behavioral haalth npatient tacify fea (2 g haspital roam} 0%100% X 40% u
Menta/Behaviora! health inpatient physician/surgeon fee 0%6100% X 40% x
After tat threa
Substance Usa disorder outpatiant office viets $70 NON-preVNTVG R x
wisds
After 1st three
Substance Use disorder other outpatient tems and services 530 non-praventive s 4
visits
Substance Use npatent thaidty fes (e g hosptal room) X 40% X
Substance use disorder Inpatient physiclarysurgeon fee X 40% X
Delivery and all Inpatient X 40% X
senvices e X 40% X
Home heafth care X 0% X
Outpatient Rehabuitation gervices 40% X
Outpatient Habillaton & 4% X
Skilled nursing care X 40% X
Durabi X 0% X
H: 0% X
Eye exarht B
1 pair of glasses per yoar (of contact lenses in fiou of glasses) No charge No charge
Oral xam
Preventive - Cleaning
Preventive - K-ray
Sealanis per Tooth No charge No charge
Topical Fisorde Applcation
' Maintamers - Fixed
e i
Root Canal- Molar
Gngivectomy per Quad
ra - Single T Exposed Root or Eripted 50% .
siain with Metal Crown
Medically necessary orthodontics Birs o)

See endnotes.



See endnotes.

2016 Standard Benefit Plan Designs
10.0 EHB

Date: April-t6May 21, 2015

Summary of Benefits and Coverage

Member Cost Shate amounts describe the Enrolles's out of pocket costs, | Catastrophic Plan

_Yes, ntegrated
$

Common
Medicat Member Cost Beductibl
Event Service Ty e Share Applies

After 13t three

Pnmary care wistt to treat an njury, iiness, or condition 0% non-preventve
wisie
| After 1t three |
0% | nen-preventive
] visits
L] X

0% X |
(% X
P 1 X
fo AL S - T
! 0% X H
mergency room faciiity fee (waived ff admitted) H 0% X ‘
mergency room physiclan fee (walved i admitied) H 0% X |
. = P R 4 -
I oA B
; After 1st three
0% | non-preventive
U] X
e H T o
T T |
After 18t three
ental/Behavioral heatth outpatent office wisits 0% _non-preventive |
wvisite
- _ e el —1
After 1st three
health other iant items and services i 0% | non-preventive
| vsits ]
lentalBshavioral heatth inpatent faciity fee {e.g hosptisl reom) 0% i X
lental/Behavioral heath inpatient physician/surgeon fee 0% x 1

i After 1st thres
Substance Use disorder outpatient ofiice visity | 0% “non-preventive
wsite

| After 15t three |
Substance Use disorder other outpatient items and services | [} | non-preventive i
visits

Substsnce Use inpatient faciity fee (e.g. hospital room) | 0% X

Substance use disorder Inpationt physiclan/surgeon fee 0% |

* |

o

1 pair of glasses per year (or contact lenses in liew of glasses) |

am
tive - Cleaning
five - X-ray

e No charge
Fopical Fluoride Application
Space Maintainers - Fixed
0%
2 0%
Medicaliy necessary orthodontics 0%




See endnotes.

2016 Standard Benefit Plan Designs

9.5 EHB s le COVERED
Date: Aprit-18iay 21, 2015 G crurormin
Summary of Benefits and Coverage

. Platinum Platinum
Member Cost Share amounts describe the Enroliee’s out of pocket costs. e Pan Gopay Plan

T T LT T w5 | #.5%

2

 80/80/80

$0/50/80
g
000

N

A

Common
Madical il | Deductite | Membar Cost

Event Applies. Share

Primary cere wist to treat an mjury, diness, or conditon

Other practitioner office visit

/ immunization e -
aboratory Tests K = = £
X-rays snd Diagnostic Imaging. I !
scans, MRIs)
$5 i 35
- p—— S i - -
815 $15
826 | s
40% yp.do $250 10% up to $260
| esisapl per ecript
urgery faclty e (6.0.. z — %m0 |
F 1l /s_urgetm feas - WL IO | i 5 . g
Outpatlent visit 10% |
mergency room facility fee {waived i admited) $150 |
Emergency room physiclan fes (waived if admitted) 10% |
Emergency medical banspariator R TN = i
B0 E2 i
5250 par day
0
li:clmy'eev(e.g m?llxl roam) = X 1_0A |  wpsoan
Physiclan/surgeon fee 10% 1 $40
ehtal/Behavioral hualt: outpatient office wsils $20 20
havioral heatth other ftems and services $20 | $20
Menta/Bahavioral health npatent facity fes (e g haspital room) 10% S 2=yl
= . = z = e s up.to 5 days
h: I heatth inpatient i fee 10% i | $40 ;
U IO, NN—| SR —
Substance Use digorder outpatent office visits $20 526
o S — 3 i
Substance Use disorder other outpatient ems and services $20 $20 H
| 1
SU;aatanoo Use lnumnlhcm;yhe {e g hosptte! oom) ¥ 10% 5250 per day
o) N W P e R | uptoSdays i
Substance use disorder inpatient physician/surgeon fee 10% 1 | $40 3
o charge | Nogharge
| $250 per day
1% | uptoSdays | -l
0% L s | __J
R s e $20—f
T R T
B =Ty ST R =
$150 per day
10%
. L wwsdms |
. 10% lie L 10% '
No charge No charge :
& Nocharge . Nocharge
No charge | | No charge
|
|
1 Not Covered . NotCovered -
Topical Fluoride Application A =i -
Space Malntalners - Fixed
Not Covered Not Goyerad
| l " _NotCovered |
== . NotCovered
- | Not Covered Not Covered |
¥ Not Covered
t | Not Covered
¥
'1 Not Covered Not Covered



2016 Standard Benefit Plan Designs
9.5 EHB

Date: April-i6May 21, 2015

Summary of Benefits and Coverage

. . = Gold . Goid
Member Cost Share amounts describe tha Enroliee's out of pocket costs, | Coinsurance P TG Plan

il Uil il T R ST W Bi0%

thombar Cost | pesvenvie Member Cost fOeducitole
Sharo Appiizy Shaia A1k

FPrimary cara vist 1o Ireat an Injury, #ness, of condtion $35 $35

Other practitioner office visit $35 $35
Speciafist vist $55 356
__Nocharge _No charge
6 35
$50 ! $50
20% $250
$15 $15
$50 $50
$70 s
20% up 10 $250 20% L 10.$250
Retacrol Rarecipl
Surgery faciity fee (e.g., ASC) 20% $600
Physelnisurgeon fees €% o %85
20% i 20%
Emergency toom facifty fes (waned € admited) $250 $250
Emergency room physician fes (watved if admitted) 20% No charge
Emergency medical tansportation £ $250 %0
$60 $60 ]
$800 par day
25 upta’5 days
20% 556
$35 38
health other ient items and services $35 $35
$600 per day
MentalBehavoral health. inpatent facilty tee (e g hospital room) 20% up 106 daye
MentalBehavioral health inpatient physician/surgeon fee 20% . 355 |
Substance Use dsordPr outpatient office vists $35 35
Substance Use disorder other outpatient ftems and services 335 $35

Substance Use npatent tacilty fee {e 9 hosptal woom) 20%

Substance use disorder inpatient physiclan/surgeon fee 20%
: — Prenatal care and preconception visits No charge

Delivery and allinpatient  : Hospial 20%
services

i Professionat 20%
Homa haalth cara 20%
Outpatient Rghabiltation services 335
Cutpatient Habittaron services

Skilled nursing care
Buratie meshcal equipment

= Not Covered Not Covered
Not Coverad Not Coverad

Not Ce
Not Covered Not Covered

Medically necessary onthodonitics Not Covared Not Govered

See endnotes.



See endnotes.

2016 Standard Benefit Plan Designs
9.5 EHB
Date: Apri-i6May 21, 2015

y ot fits and C g = _mm.x'
Mermber Cost Shére amounts desctiba the Enroliee's aut of packet costs. © siverPlsa

Primary care visl 1o treat an njury, #iness, or conditon

Other practitioner office visit $45

Speciaist vist $70
Preventive care/ screening/ immuneaton No charge
$35
$85
260
$15
Pharmscy
b deductble
Pharmacy
310 deductble
20% yota $200061 o o
Tiet 4 sonpt ater PhAIMBOY. gaguctibia
Surgery faciity fee (e g . ASC) 20%
Physcwsurgson toos 20%
Outpatient visit 20%
Emargency room tacilty tee waved £ admiftted) $260 ®
Emergency room physician fee {waived if admitted) $50 X
Emergency medialtransportation $350 L
Urgent care $90
Faoiity fee (e g hospital room) 20%
Physican/surgeon fee 20% X
MerdayBehavioral health oulpatsn! office vises $45
Mental/Behavioral heatth other outpatient items and services $45
MentavBehawaral haafth inpatient facilty fee (o g hospaal roam) 20% X
\avioral health inpatient physick fee - 20% X
Substance Use dworder outpatent office visks 45
Substance Use disorder other outpatient items and services $45
Substance Usa npatient tactity fee (8.g hosplal com} 0% X
Substance use disorder inpatient physician/surgeon fee 20% X
Franatsl vafe and preconteption viaits Na charge
Deliveryand all Inpatient | Hosphtal 20% X
services B o P,
: Professional 20% X
Homia hiealth care 845
Outpatient Rehabiitation services $45
Outpatient Habiitaton senices $45
Skilled nursing care 20% X
DOurabis medical equipment 20%
He No charge
o Nodl

1 pair of glasses per year (or conlact lenses in liew of glasses) . No charge

OmlBxam
Preventive - Cleaning
Praventive - X-ray
Sealants per Tooth
Topcaifiorde Applcation
Space Maintainers - Fixed

Not Covered

Amaigam Fil - § Surface Not Covered

Root Canal- Molar
Bngivectomy per Quad
racton- Sngle Tooth Exposed Root or Erupted Not Covered
mplate Boay
Metal Crown

Not Coversd







See endnotes.

2016 Standard Benefit Plan Designs

9.5 EHB
Date: April-t6jilay 21, 2015
Summary of Benefits and Coverage E f _ﬁ:
Member Cost Share amounts describe the Enroliee’s out of packet costs, H ss;w:; I
L LT = S 0%
Yeu, intagrat

_ §$2,000 integrated
§4,5® msegn-z\-ad

Common
Medical
Event Sarvice Tupe Member Cost Share [Deductible Appliess

ary cars vist 10 trest an myury, finess. of condttion

Other practitioner office visit

Speciahsal vistt 20% L
F.pvent'iv_e care/ jon | _No chgrge 1T
(T J 20% 1 2
= 20% X
20% X
20% | X
|
20 x
P X
i L
) X}
-~ preasl
it ) | .3 |
ey T
ergency room facilty fee (walved if admnted) 20% X
mergency room physklan fes (walved if admitted) 20% | "
merge: | Fergeeraton O oo T 2Ok i B
Lrgent care s X
20% X
—— 2%
Jental/Behaviore! health outpatient office wisits 20% »
health other lient items and services 20% X
ental/Behsviorel health mpatient faclity fee (e g hospital room) 20% X
lentalBehavioral health inpatient physician/surgecn fee 20% | X
batance Use disorder cutpstient office visits 20% i k]
1 —-
Substance Use disarder other outpatient lems and services i 20% | X
batance Uss inpatient facilfty fee (e.g. hospital room) 20% X
. - — R d=Ew i
Substance use disorder inpatient physiclan/surgeon fee 20% | X 1
: =
Frenatal care and preconception sl T Nochage T
Delivery and all Inpatient | Hospital X ]
senices = ———!
fessional X
me h cere = T X |
Qulpatien! Rehabiftato -1
tpatent Habilaton = -
Skillad nursing care X
Te =W Tl 3 i X
| X {
No charge
Praventive - X-ray d _
Sealants per Tooth | L L-- —= 4
‘opical Fluoride Application L
Space Malntainers - Fixed |
Amalgam Fill - 1 Surface Not Covered
. . | -
th Exposed Root or Erupted / Not Covered I =
Medically necessary orthodontcs Not Covered



See endnotes.

2016 Standard Benefit Plan Designs
9.5 EHB

Date: April-6May 21, 2015

Summary of Benefits and Coverage

¥ ShHver Plan Siiver Plan
Member Cost Share amounts describe the Enroliee's out of pocket costs. 100%-180% EPL 150%-200% FPL

D T e

Common 1
Medical Member Cosil el
Event Service Type Share Member Cost Share

Prmary care visit to treat an injury. ilness or condition 85 | $15

Other practitioner office vistt 35 | ]!

d Diagnostic Imaging

agy (CTPET cone, VIO

Ter 1
Pharmacy
er2 4 $20 deductible
Pharmacy
A L | g8 deductible
1 = i - i {
15% up to $150 per =
Tier ¢ 1O u——' b : 50 | script after pharmacy :":\r':;::
S | deductible =
Surgery facility fee (e.g., ASC) | 0% | =) L
Physician/surgeon fees : I, A == . !
Outpatient visit 10% | | !
ergency room facility fee (waived if admitted) $30 | o | x
ergency room physiclan fee (walved if admitted) | $25 | 4 =
mergency medical transportation T $30 i | S
1
Urgent care $6 $30 §
H
1
aciity fee (0.9 hospitst room) 10% x 15% x
/aurgeon fee 3 I % J % | 15% X
ental/Behaviora! health oulpatent office visits $5 34E
health other ient llems and services | $5 | 3]
T — — ol 1 4 e
ental/Behavioral health npatent faciity fee (e.0.hospital room) 10% i 5% LY
health inpatient geon fee : 10% | X | 15 4
Substance Use disorder outpatent office vists. 35 ! s
ubstance Use disorder other outpatient tems and services $5 | ! Fis
R - I - ; 3 P —
bstance Uss inpatient faciiity fee (e.g hospital room}) 10% | X 154 x
Substance use disorder inpatient physiclan/surgeon fee 1% | X
Frenaialgateend proconoeplion isha e T T O | Noches
Delivery and afl inpatient anaplul 15% x
i iy 5 O wm l z—
Home health care .%_ e L), B
tpatient Rehal on services 815
nt Heblliaton senvcss Py s
Skilled nursing care 15% X
al equ - oo O e T
Hospice sarvice No charge | No charge
Evogam e . Nocherge 1 No charge x
1 pair of glasses per year {or contect lenses in lieu of glasses) | Nocharge | | No charge
Oral Exam ||
Preventive - Cleaning l
Preventive - X-ray C d Not C d
alants per Tooth Not Covers ot Covere:
Toplcgl‘flgoride Application | :
Space Maintainers - Fixed
maigam Fill - 1 Surface Not Coveres Not Coverad
Tooth Exposed Rootor Erupted NotCovered | Not Covered
edically necessary orthodontics

Not Covered Noi Covered



See endnotes.

2016 Standard Benefit Plan Designs
9.5 EHB

Date: Apri-16May 21, 2015

Summary of Benefits and Coverage

' 0 Sitver Plan
Member Cost Share amounts describe the Enroliee's out of pocket costs. 200%-250% FPL

T T25%

NIA

Common
Medical
Event

N
075500 /30
$5,

Deductible

Yes, Medal/Pharmacy
NA

Applies

Primsry care wisit to beat an njury Uness, or condiion $40
Other practitioner office visit $40
855
== No chérge _ =]
Lt == $35
L - 35
$250
$15
Pharmacy
e deductble
Pharmacy |
e deductible
|
20% up to $250 per script  Pharmscy
after pharmagy deductible = deductble
urgery faclity fee (e.9., ASC) e 20% 1
hysician/surgeon fess = N {
Outpatient visit ]
mergancy foom faciity fee (warved 2 admated) I
—— |
Emergency room physician fee (waived If admitted) H : x
i s« T e =%
|
$80 |
|
acility fee {e.g. hospttai room) 20% L3
Fhysician/surgeon fes _ 20% X |
ental/Bshevioral health outpatient office stz $40
[ health other items and services | $40 |
lental/Behavioral heaith Inpatient facility fee (e g-hoapital room) 20% b 1
havioral health inpatient foo | 20% | x t
Bubstance (Ise disorder outpatient office visis $40
Substance Use disorder other outpatient items and services $40

Substanoce Uss inpatient facility fee (e g hospral room)

Substance use disorder inpatient physician/surgeon fee

Pranatal care and preconception visits

Delivery and all Inpatient
services

ereheabeas TN
Oulpaliem Iehabllltﬂﬁon
tpatient Habilitation se)

ST,

. Nocharge

| 20% l

No charge.
| No charge

Mok Cowred

‘Topical Fluoride Application
Space Maintainers - Fixed

Amalgam Fil - 1 Surface Not Coverad

Root Canal- Molar
ngiveciomy per Quad T |

Exr - Single Tooth Exposed Root or Erupted | Not Covered

Extra:?ﬂ_ Complete Bony

Porcelain with Matal Crown |

Medically necessary orthpdonbos Not Covered




See endnotes.

2016 Standard Benefit Plan Designs
9.5 EHB
Date: April-t6May 21, 2015

Summary of Benefits and Coverage
Bronze

Member Cost Share amounts describe the Enroliee’s out of pocket costs. . Bmgz: HSA Plan

 Yes, nteqrated
4,500 integrated
$9.000 ritegrated
N/A
N/A
$6,500
$13,000
4,500
$4,580

Pravesy care vl & bl ingary, B, o freon X
wishs.
After 1st three
Cithad pracifiore: o vai $70 non-preventive 40% X
visits
After 13t three
v b wmit $90 non-preventve 0% X
vistts
_____ No charge No charge
$40 40% X
0%100% X 40% X
S%100% X 40% X,
9%100% up to $500 per 0% .
scrpt after pharmagy. Deductible
deductile |
64100% up 10 $550 per_ e por5 3
ot atter ohamagy ‘Desuctnie
Seusiils
6%100% up 10 $500 per. Xeham
scfipt after pharmacy Deductivle 40% X
Feductible
0%-100% up 103500 per.
eerint after.phamacy e 0% x
Luduptitia
Surgery facity fee (e.g., ASC) I §1uﬂ. X 40% X
Physciansurgeon fees Ly bR 40 X
Qutpatient visit [ R X 40% X
Emergency room faciity fee (waved ¢ admiied) i X 40% X
Emergency room physiclan fee {waived if admitted) L X 40% 3
Emergency medical ransportation LT % Y X - 0% M
After 18t three
Urgent care $120 non-preventve | 40% x
visits
Facity fee {a 9. hospitat room) 89%100% X 40%
PhEh'Bnlsugeon fee 9%100% I X 40% X
Afier 1t thres
Mental/Behavioral heafth outpatient office vists $70 nonepreventive 40% L
visita
After 1st three
health other lient items and sarvices $70 non-preventive 40% X
Visits
Menta/Behaviorat heatth npatientfacilty fee {e g hospital room) 8%100% X 40% X
health inpatient ick fee i 0%:100% X 40% X
After 18t thise
Substance Use disorder outpatient offce vists $70 non-praventve 40% X
vists
After 1stthree |
Substance Use disorder other outpatient tems and services $70 non-preventive 4% X
Visits
Bubstance Use npatent taciity fee (s.g_ hosplal oomj 9%3100% L - X
Substance use disorder inpatient physician/surgeon fee 0%100% x L x
Hgchay
X X
F = X
¢ haatth care X X
Phizasient Rehabiation services X
Outpatiert Habulaation se X
0%100% ! X X
1002 X 0 X
__No charge 0% X
No charge No charge
No charge | Nochage
Not Covered Not Covered
Arnaigam Fii - 1 Surface Not Covered Not Coversa
Hoot Canal- Molar
Gingivectorny per Quad e,
Extraction- Single T Exposed Root or Erupted Not Covered Not Covered
Extration- Bony
Porcelain with Metal Crown
Not Covered Not Covered



See endnotes.

2016 Standard Benefit Plan Designs
9.5 EHB
Date: April-+6May 21, 2015

Summary of Benefits and Coverage

Mernber Cost Share amounts describe the Enrolies's out of pocket costs. 1 Catastrophic Plan

Primary care vist to reat an ejury. fness, of condzon

After 1st thres
Other practitioner office visit 0% non-praventive
visits
0% X
X
X
X
X
% X
0% X
Tiet 4 0% X
Surgery faciity fes (e... ASC) 0% X
Physican/surgeon fees 0% X
Outpatient visit 0% X
Emargency-room taciity fee (waved I admsted) o% X
Emergency room physician fee {waived if admitted) 0%
Em medical ransportation 0% x
After 1st three
Urgent care 0% non-preventive
visits.
Factity faa (a g hospial rcoom) 0% X
Physician/susgeon fee 0% X
After 15t hree
MentayBshavoral health outpationt oftica vsss o% non-preventive
viats.

After 1st three

health other cutpatient items and services 0% non-preventive
Visits
MertaiBehaviotal hasalth npatient taciity fee-(¢ ¢ hosptil room) 0% x
MentalBehavioral health inpatient physician/surgeon fee 0% =
Ater st thrae
Usa disorder tfics vists. 0% non-praventre
vists

After 15t three

Substance Use disorder other outpatient items and services 0% non-preventive
Visits
Substance Usa npatient fscilty tee (e g hospial room) 0% X
Substance use disorder Inpatient physiciar/surgeon fee 0% X
hagharge
0% -X
x e s
% X
0% X
o% X
0% X
% X
0% X
Hegharge
0% X
Not Covered
Arnaigam Fil - 1 Surtace Not Covared
Raot Canal- Molar
Gnguectomy per Quad
Exraction le Tooth Exposed Hoot or Erupted Not Covered
Not Covered



Endnotes to 2016 Standard Benefit Plan Designs

Notes:

1)

2)

3)

4)

5)

6)

7)

8)

9)

Any and all cost-sharing payments for in-network covered services apply to the
out-of-pocket maximum. If a deductible applies to the service, cost sharing
payments for all in-network services accumulate toward the deductible. In-
network services include services provided by an out-of-network provider but
are approved as in-network by the carrier.

For covered out of network services in a PPO plan, these Standard Benefit
Plan Designs do not determine cost sharing, deductible, or maximum out-of-
pocket amounts. See the applicable PPO’s Evidence of Coverage or Policy.
Cost-sharing payments for drugs that are not on-formulary but are approved as
exceptions accumulate toward the Plan’s in-network out-of-pocket maximum.
For ail plans ineluding except HDHPs linked to HSA plans, in coverage other
than self-only coverage, an individual's payment toward a deductible, if
required, is limited to the individual annual deductible amount. In coverage
other than self-only coverage, an individual’s out of pocket contribution is
limited to the individual's annual out of pocket maximum. After a family satisfies
the family out-of-pocket maximum, the carrier pays all costs for covered
services for all family members.

For HDHPs linked to HSAs, in other than self-only coverage, each-individual-in
ﬂm—ﬁ'mrlhtnuﬁhw—ut—#n—-nr-!m-!wﬂ—nmmwmﬁ-i-u-itk‘tlﬂﬁ—qlirlﬂi—cﬁt‘#—hriwﬂ
: ) iceferthe-applisableRlan-Year an individual's
payment toward a deductlble if required, must be the higher of the specified

deductible amount for individual coverage or $2600 for Plan Year 2016. In
coverage other than self-only coverage, an individual's out of pocket
contribution is limited to the individual's annual out of pocket maximum.
Co-payments may never exceed the plan’s actual cost of the service. For
example, if laboratory tests cost less than the $45 copayment, the lesser
amount is the applicable cost-sharing amount.

For the Bronze and Catastrophic plans, the deductible is waived for the first
three non-preventive visits, which may include urgent care visits or outpatient
Mental Health/Substance Use Disorder visits.

Member cost-share for oral anti-cancer drugs shall not exceed $200 per month
per state law.

In the Platinum and Gold Copay Plans, inpatient and skilled nursing facility
stays have no additional cost share after the first 5 days of a continuous stay.

10) For drugs to treat an illness or condition, the copay or co-insurance applies to

the an up to 30- dav prescnptron supply E%%*%ﬁ%—ﬁh%%&p%ﬁ—a&#@%‘—&

: 2 i A Nothrng in
thls note precludes a carrier from offermg mail order prescnptlons at a reduced
cost-share.



11) As applicable, for the child dental portion of the benefit design, a carrier may
choose the copay or coinsurance child dental Standard Benefit Plan Design,
regardless of whether the carrier selects the copay or the coinsurance design
for the non-child dental portion of the benefit design. In the Catastrophic plan,
the deductible must apply to non-preventive child dental benefits.

12) Cost-sharing terms and accumulation requirements for non-Essential Health
Benefits that are covered services are not addressed by these Standard Benefit
Plan Designs.

13) Mental Health/Substance Use Disorder Outpatient ltems and Services include
post-discharge ancillary care services, such as counseling and other outpatient
support services, which may be provided as part of the offsite recovery
component of a residential treatment plan.

14) Residential substance abuse treatment that employs highly intensive and
varied therapeutics in a highly-structured environment and occurs in settings
including, but not limited to, community residential rehabilitation, case
management, and aftercare programs, is categorized as substance use
disorder inpatient services.

15) Specialists include physicians with a specialty as follows: allergy,
anesthesiology, dermatology, cardiology and other internal medicine
specialists, neonatology, neurology, oncology, ophthalmology, orthopedics,
pathology, psychiatry, radiology, any surgical specialty, otolaryngology,
urology, and other designated as appropriate (28 CCR § 1300.51(1)(1)).

16) The Other Practitioner category includes Nurse Practitioners, Certified Nurse
Midwives, Physical Therapists, Occupational Therapists, Respiratory
Therapists, Speech and Language Therapists, Licensed Clinical Social Worker,
Marriage and Family Therapists, Applied Behavior Analysis Therapists,
acupuncture practitioners, Registered Dieticians and other nutrition advisors
and other practitioners included in 28 CCR § 1300.67(a)(1).

17) The Outpatient Visit line item within the Outpatient Services category includes
but is not limited to the following types of outpatient visits: outpatient
chemotherapy, outpatient radiation, outpatient infusion therapy and outpatient
dialysis and similar outpatient services.

18) Cost-sharing for services subject to the federal Mental Health Parity and
Addiction Equity Act (MHPAEA) may be less than those listed in these standard
benefit plan designs if necessary for compliance with MHPAEA.

19) Drug tiers are defined as follows:

Tier | Definition

1 1) Most generic drugs and low cost preferred brands.
1) Non-preferred generic drugs or;
2) Preferred brand name drugs or;
2 | 3) Recommended by the plan's pharmaceutical and
therapeutics (P&T) committee based on drug safety, efficacy
and cost.




1) Non-preferred brand name drugs or;

2) Recommended by P&T committee based on drug safety,
3 | efficacy and cost or;

3) Generally have a preferred and often less costly
therapeutic alternative at a lower tier.

1) Food and Drug Administration (FDA) or drug
manufacturer limits distribution to specialty pharmacies or;

4 | 2) Self administration requires training, clinical monitoring or;
3) Drug was manufactured using biotechnology or;

4) Plan cost (net of rebates) is >$600.

placed-en-eithertier1-2-0r3- Plan formularies must include at least one drug
in Tiers 1 or 2 or 3 if all FDA-approved drugs in the same drug class would
otherwise qualify for Tier 4 and at least 3 drugs in that class are available as
FDA-approved drugs.

W IS o i dselur-sissistuinded 4 is-uRAl i it S118- [Ssuers must comply
with 45 CFR Section 156.122(d) dated February 27, 2015 which requires the
health plan to publish an up-to-date, accurate and complete list of all covered
drugs on its formulary list including any tiering structure that is adopted.

2322) A plan’s formulary must include a clear written description of the exception
process that an enrollee could use to obtain coverage of a drug that is not
included on the plan’s formulary.

23) For 2016, a carrier may offer a plan with two in-network facility tiers if the
lowest-cost tier network (Tier 1), complies with the cost-sharing reguirements in
the standard benefit plan design, meets state network adequacy and timeliness
standards as applied by the applicable requlator and the carrier demonstrates
that the two in-network facility tiers are in the best interest of the consumer as
determined by Covered California on a case-by-case basis, based on premium
stability, price, guality, choice and value. For non-Qualified Health Plans. the
applicable regulator will review.




COVERED
CALIFORNIA

2016 Dental Standard Benefit Plan Designs
Date: April-teligy 21, 2015

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of pocket
costs.

Standatone Children's
Dental Plan

Pediatric Dental EHB

Standalone Children's
Dental Plan

Pediatric Dental EHB

Copay Plan Coinsurance Pian
Up to Age 19 Up to Age 19
' 83.0% 86.8%
$0 $65 In Netwark/
$65 Out of Network
$0 $130 In Network/
$130 Out of Network
$350 $350
$700 $700
$0 $0
None None
None None
cedure Category Service Type Meml;r 051
Oral Exam $0 0%
Preventive - Cleaning $0 0%
Preventive - X-ray $0 0%
Sealants per Tooth $0 0%
Topical Fluoride Application $0 0%
Space Maintainers - Fixed $0 0%
Amalyam Fill - One Surface $25 20% X
oot Canal - Molar $300
Gingivectomy per Quad | $150
Extraction- Single Tooth Exposed Root $65
or Erupted 50% "
Extraction - Complete Bony $160
Crown - Porcelain with Metal $300
Medically Necessary Orthodontia $350 50%. X

Pediatric Dental EHB Notes (only applicable to the pediatric portion of the
Standalone Dental Plan or Family Dental Pian)

1) In a coinsurance plan, each child is responsibie for the
individual deductible unless the family deductible has been met.
Once a child's individual deductible or the family deductible is
reached, cost sharing applies until the child's out-of-pocket
maximum is reached.

2) Cost sharing payments made by each individual child forin-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that child.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum.

4) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Adult Dental Benefit Notes (only applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dental Plan must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.

7) If a child is enrolled in the Family Dental Plan, all children in the
family under age 19 years must be enrolled in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.



COVERED
CALIFORNIA
™

2016 Dental Standard Benefit Plan Designs

Date: April-t6lilay 21, 2015

Summary of Benefits and Coverage Family Dental Plan
Member Cost Share amounts describe the Enrollee's out of pocket  Pediatric Dental EHB Aduit Dental
costs. ' Copay Pian Copay Plan
Up to Age 19 Age 19 and Older
83.0% __ NotCalculated
$0 $0
$0 $0
$350 Not Applicable
$700 Not Applicable
$0 $0
None None
None None
] ' Member Deductible | Member Cost | Deductible
Oral Exam — $0 %0
Preventive - Cleaning $0 $0
Preventive - X-ray $0 $0
Sealants per Tooth $0 NotCovered & =~
Topical Fluoride Application $0 Not Covered
I Space Maintainers - Fixed $0 Not Covered
Amalgam Fill - One Surface $25 $25
Root Canal - Molar $300 $300
Gingivectomy per Quad $150 $150
Extraction- Single Tooth Exposed Root
or Erupted 2 d ol
Extraction - Complete Bony $160 $160
Crown - Porcelain with Metal $300 $300
" Medically Necessary Orthodontia $350 Not Covered

Pediatric Dental EHB Notes (only applicable to the pediatric portion of the
Standalone Dental Plan or Family Dental Plan)

1) In a coinsurance plan, each child is responsible for the
individual deductible unless the family deductible has been met.
Once a child's individual deductible or the family deductible is
reached, cost sharing applies until the child's out-of-pocket
maximum is reached.

2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child’s individual out-of-pocket maximum has been
reached, the plan pays ail costs for covered services for that child.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum,

4) Only Enrollees of a Platinum, Gold, Siiver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Aduit Dental Benefit Notes (only applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dental Pian must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.

7) If a child is enrolled in the Family Dental Plan, all children in the
family under age 19 years must be enrolled in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.



COVERED
CALIFORNIA

2016 Dental Standard Benefit Plan Designs
Date: April-t6llay 21, 2015

Summary of Benefits and Coverage

Member Cost Share amounts describe the Enrollee's out of pocket
costs.

Service Type

Oral Exam

Procedure Category

Famity Dental Plan

Pediatric Dental EHB
Coinsurance Plan

Up to Age 19
86.8%

$65 In Network/
$65 Out of Network

$130 In Network/
$130 Out of Network

$350
$700
$0

None

None

Adult Demtal
Coinsurance Pian

Age 19 and Older
Not Calculated

$50 In Network/
$50 Out of Network

Not Applicable

Not Applicable
Not Applicabie
$0
6 months for Major

Services, Waived with Proof

of Prior Coverage
$1,500

Member Cost | Deductibie | Member Cost || Deductible
Share Applies Share Applies
0% 0%

Pediatric Dental EHB Notes (only applicable to the pediatric portion of the
Standalone Dental Plan or Family Dental Plan)

1) In a coinsurance plan, each child is responsible for the
individual deductible unless the family deductible has been met.
Once a child's individual deductible or the family deductible is
reached, cost sharing applies until the child's out-of-pocket
maximum is reached.

2) Cost sharing payments made by each individual child for in-
network services accrue to the child's out-of-pocket maximum.
Once the child's individual out-of-pocket maximum has been
reached, the plan pays all costs for covered services for that chiid.
3) In a plan with two or more children, cost sharing payments
made by each individual child for in-network services contribute to
the family deductible, if applicable, as well as the family out-of-
pocket maximum.

4) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Adult Dental Benefit Notes (onty applicable to the Family Dental Plan)

5) Each adult is responsible for an individual deductible.

6) Families eligible to purchase a Family Dental Plan must include
at least one adult who has purchased a Qualified Health Plan
through the Exchange.

7) i a child is enrolled in the Family Dental Plan, all children in the
family under age 19 years must be enrolled in the same Family
Dental Plan.

8) Only Enrollees of a Platinum, Gold, Silver, or Bronze Qualified
Health Plan are eligible to purchase the Standalone or Family
Dental Plans.

Preventive - Cleaning 0% 0%

Preventive - X-ray 0% 0%

Sealants per Tooth 0% Not Covered

Topical Fluoride Application 0% Not Covered

Space Maintainers - Fixed 0% Not Covered
Amalgam Fill - One Surface 20% ¥ 20% X
Root Canal - Molar

Gingivectomy per Quad

Extraction- Singte Tooth Exposed Root

or Erupted 50% X 50% X
Extraction - Complete Bony

Crown - Porcelain with Metal

Medically Necessary Orthodontia 50% X Not Covered



