
Summary of Benefits and Coverage

2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

M em be r C ost Share  a m oun ts  describe  the  Enro llee 's  o u t o f p ocke t costs.
P latinum

C o in su ra n ce  Plan
P latinum  

C o p a y  Plan

A c tu a ria l V a lu e  - A V  C a lcu la to r 8 8 5  89.7% 8 9 5  90.3%

Plan  d es ig n  in c lu d es  a d ed u c tib le? No No
In tegra ted  In d iv id u a l d ed u c tib le $0 $0
In tegra ted  F am ily  d ed u c tib le $0 $0
In d iv id u a l d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l $0 /  $0 /  $0 $0 /  $0 /  $0
F am ily  d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D enta l $0 /  $0 /  $0 $0 /  $0 /  $0

Ind iv id u a l O u t -o f -p o c k e t  m axim um $4,000 $4 ,000
Fam ily  O u t-o f-p o c ke t m axim um $8,000 $8 ,000
H S A  p lan: S e lf-o n ly  c o v erag e  d ed u c tib le N/A N/A
H S A  fam ily  p lan: In d iv id u a l d ed u c tib le N/A N/A

■■■■
M em b e r C o st  

S hare
Deductib le

Applies
M em b e r C ost 

S hare
Deductib le

Applies

$ 2 8  $15 $ 2 0  $15

H ea lth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p rac titioner o ffice  visit $ 2 8  $15 $ 2 0  $15

v is it

Specia lis t visit $40 $40

Preventive ca re / sc ree n in g / im m unization No charge No charge
Labora to ry  Tests $20 $20

Tests X -rays and D iagnostic  Im aging $40 $40
Im aging (C T /P E T  scans, M RIs) 10% $150

T ie r 1 $5 $5

D rugs to  trea t  
illness  o r  
c on d itio n

T ie r 2 

T ie r 3

$15 $15

$25 $25

T ie r 4
10%  up to  $250 

pe r scrip t
10%  up to $250  

per scrip t

O u tp a tien t
se rv ic es

S urge ry  facility  fee (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

10% $250

10% $40

10% 10%

E m ergency  room  facility  fee (waived if adm itted) $150 $150

N eed
im m ed ia te

E m ergency  room  physician fee  (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

4 9 %  No charge No charge

$150 $150

atten tio n

U rgen t care $ 4 0  $15 $ 4 0  $15

H o sp ita l s tay
Facility  fee (e.g. hosp ita l room ) 10%

$250  pe r d ay  up 
to 5 days

Phys ic ian /surgeon  fee 10% $40

M enta l/B ehav io ra l health ou tpa tien t o ffice  visits $ 2 0  $15 $ 2 0  $15

M enta l/B ehav io ra l health o the r ou tpa tien t item s and services $ 2 0  $15 $ 2 0  $ 1 5

M en ta l hea lth , 
b eh av io ra l

M enta l/B ehav io ra l health inpatient facility fee (e .g .hosp ita l room ) 

M enta l/B ehav io ra l health inpatient phys ic ian /surgeon  fee

10%
$250  pe r d ay  up 

to 5 days

10% $40

hea lth , o r  
s u b s ta n c e  
a b u s e  needs S ubstance  Use d iso rd e r ou tpa tien t o ffice  visits $ 2 0  $15 $ 2 0  $15

S ubstance  Use d iso rd e r o the r o u tpa tien t item s and services $ 2 0  $15 $ 2 0  $15

S ubstance  Use inpatien t facility  fee (e.g. hosp ita l room ) 10%
$250  pe r d ay  up 

to 5 days

S ubstance  use d iso rd e r inpatien t phys ic ian /su rgeon  fee 10% $40

Prena ta l care and p reconcep tion  visits No charge No charge

P reg n an c y Delivery and all inpatient H osp ita l 
services

P ro fessiona l

10%

10%

$250  pe r day up 
to 5 days 

$40
H om e health care 10% $20

H elp
reco verin g  o r  
o th e r s p ec ia l 
health  n eeds

O utpa tien t R ehabilita tion services 
O u tpa tien t Habilita tion services

Skilled nursing care

D urab le  m ed ica l equ ipm en t

$ 2 0  $15 $ 2 0  $15
$ 2 0  $15 $ 2 0  $15

10%
$150  pe r d ay  up 

to 5 days
10% 10%

H osp ice  service No charge No charge
Eye exam No charge No charge

C hild  eye  care
1 pa ir o f g lasses pe r year (or contact lenses in lieu of glasses) No charge No charge

O ral Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic Preventive - X -ray

No charge No charge
and Sealants per Too th
P reven tive T op ica l F luoride  App lica tion

S pace  M ainta iners - Fixed

C hild  D enta l 
B as ic

A m a lgam  Fill— 1 S urface  R estorative  P rocedures
20%

$ 2 5  See 2017  
D enta l C opay

S e rv ices P eriodon ta l M a in tenance  Services S chedu le

R oo t C anal- M o la r C ro w ns  and Casts

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y pe r Q uad E ndodon tics
E xtraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o th e r than m ain tenance)
E xtraction - C om ple te  B ony P ros thodon tics

50%
See 201 7  D enta l 
C opay  S chedu le

Porcela in  w ith  M etal C row n O ral S u rge ry

C hild
O rth o d o n tics

M edica lly  necessary  o rthodon tics 50% $1,000



Summary of Benefits and Coverage

2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

M em ber C ost S hare  am oun ts  describe  the  E nro llee 's  o u t o f p ocke t costs.
G old

C o in su ra n ce  Plan
G old

C o p a y  Plan

A ctu aria l V a lu e  - A V  C a lcu la to r 8 0 2  80.9% 8 4 ,0  81 .2%

Plan d es ig n  in c lu d es  a d ed u c tib le? No No
In tegra ted  Ind iv id u a l d ed u c tib le $0 $0
In tegra ted  F am ily  d ed u c tib le $0 $0
Ind iv id u a l d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D enta l $0 /  $0 /  $0 $0 /  $0 /  $0
F am ily  d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l $0 /  $0 /  $0 $0 /  $0 /  $0

Ind iv id u a l O u t -o f -p o c k e t  m axim um $ 6 2 0 8  6 ,750 $ 6 2 0 0  6 ,750
F am ily  O u t-o f-p o c ke t m axim um $ 12 ,40 0  13,500 $ 12 ,40 0  13,500
H S A  plan: S e lf-o n ly  co v erag e  d ed u c tib le N/A N/A
H S A  fam ily  p lan: Ind iv id u a l d ed u c tib le N/A N/A

■  4 v > ;
M em b e r C ost 

S hare
Deductib le

Applies
M em b e r C ost 

S hare
Deductib le

Applies

$ 3 5  $30 $ 3 5  $30

H ealth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p rac titioner o ffice  visit $ 3 5  $30 $ 3 5  $30

v is it

Specia lis t visit $55 $55

Preventive ca re / sc ree n in g / im m unization No charge No charge
Labora to ry  Tests $35 $35

Tests X -rays and D iagnostic  Im aging $ 5 5  $55 $ 5 0  $55
Im aging (C T /P E T  scans, M RIs) 20% $ 2 5 0  $275

T ie r 1 $15 $15

D rugs to  trea t  
illness o r  
con d itio n

T ie r 2 

T ie r 3

$ 5 0  $55 $ 5 0  $55

$ 7 0  $75 $ 7 0  $75

T ie r 4
20%  up to $250  

per scrip t
20%  up to $250  

per scrip t

O u tp atien t
s erv ices

S urge ry  facility  fee (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

20% $600

20% $55

20% 20%

E m ergency  room  facility  fee (waived if adm itted) $ 2 5 0  $325 $ 2 5 0  $325

N eed
im m ed ia te

E m ergency  room  physician fee (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

2 0 %  No charge No charge

$250 $250

a tten tio n

U rgen t care $ 6 0  $30 $ 6 0  $30

H osp ita l s tay
Facility  fee (e.g. hosp ita l room ) 20%

$600  pe r day up 
to 5 days

Phys ic ian /surgeon  fee 20% $55

M enta l/B ehav io ra l health ou tpa tien t o ffice  visits $ 3 5  $30 $ 3 5  $30

M enta l/B ehav io ra l health o th e r ou tpa tien t item s and services $ 3 5  $30 $ 3 5  $30

M ental hea lth , 
b eh av io ra l

M enta l/B ehav io ra l health inpatient facility  fee (e .g .hosp ita l room ) 

M enta l/B ehav io ra l health inpatient phys ic ian /surgeon  fee

20%
$600  pe r day up 

to 5 days

20% $55

health , o r  
s u b s ta n ce  
ab u se  needs S u bstance  U se d iso rd e r ou tpa tien t o ffice  visits $ 3 5  $30 $ 3 5  $30

S u bstance  U se d iso rd e r o the r ou tpa tien t item s and services $ 3 5  $30 $ 3 5  $30

S u bstance  U se inpatient facility fee (e.g. hosp ita l room ) 20%
$600  pe r day up 

to 5 days

S u bstance  use d iso rd e r inpatient phys ic ian /su rgeon  fee 20% $55

Prena ta l care and p reconcep tion  visits No charge No charge

P reg n an c y D elivery and all inpatien t H osp ita l 
services

P ro fessiona l

20%

20%

$600  pe r day up 
to 5 days 

$55
H om e health care 20% $30

H elp
reco vering  o r  
o th e r spec ia l 
health  needs

O utpa tien t R ehabilita tion services 
O u tpa tien t Habilita tion services

Skilled nurs ing  care

D urab le  m ed ica l equ ipm en t

$ 3 5  $30 $ 3 5  $30
$ 3 5  $30 $ 3 5  $30

20%
$300  pe r day up 

to 5 days
20% 20%

H osp ice  service No charge No charge
Eye exam No charge No charge

C hild  eye care
1 pair o f g lasses per year (or contact lenses in lieu of glasses) No charge No charge

O ra l Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic Preventive - X -ray

No charge No charge
and Sealants pe r T oo th
P reven tive T op ica l F luoride  App lica tion

S pace  M ainta iners - Fixed

C hild  D enta l 
B as ic

A m a lgam  Fill— 1 S u rface  R estorative  P rocedures
20%

$ 2 5  See 2017  
D enta l C opay

S e rv ices P eriodon ta l M a in tenance  Services S chedu le

R oo t C anal- M o la r C ro w ns  and C asts

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y per Q uad E n dodon tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o th e r than  m ain tenance)
Extraction - C om ple te  B ony P ros thodon tics

50%
See 2 01 7  Denta l 
C op ay  S chedu le

Porcela in  w ith  M etal C row n O ra l S u rge ry

C hild
O rth o d on tics

M edica lly  necessary  o rthodon tics 50% $1,000



2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

Summary of Benefits and Coverage

M em be r C ost S hare  a m oun ts  describe  the  E nro llee 's  o u t o f p ocke t costs.

In d iv idua l 

S ilv e r P lan

A ctu aria l V a lu e  - A V  C a lc u la to r 7 0 4  71.5%

Plan d es ig n  in c lu d es  a d ed u c tib le? Yes, M ed ica l/P harm acy
In tegra ted  In d iv id u a l d ed u c tib le N /A
In tegra ted  F am ily  d ed u c tib le N /A
In d iv id u a l d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l $ 2 2 5 0  2 ,5 0 0 / $250  /  $0
F am ily  d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D enta l $ 4 ,5 0 0  5 ,0 0 0 / $500  /  $0

In d iv id u a l O u t -o f -p o c k e t  m axim um $ 6 2 5 0  6 ,800
F am ily  O u t-o f-p o c k e t m axim um $ 12 ,500  13,600
H S A  p lan: S e lf-o n ly  c o v erag e  d ed u c tib le N /A
H S A  fam ily  plan: In d iv id u a l d ed u c tib le N /A

C om m o n  
M ed ica l E ven t S e rv ice  Type M e m b e r C o st S h are

Deductib le
Applies

P rim ary care visit to  trea t an in jury, illness, o r cond ition $ 4 5  $35

H ea lth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p rac titioner o ffice  visit $ 4 5  $35

v is it

Specia lis t visit $70

Preventive ca re / sc ree n in g / im m unization No charge
L abora to ry  Tests $35

Tests X -rays and D iagnostic  Im aging $ 6 5  $70
Im aging (C T /P E T  scans, M RIs) $ 2 5 0  $300

T ie r 1 $15

D rugs to  trea t  
illness  o r  
c on d itio n

T ie r 2 $ 5 0  $55
P harm acy
deductib le

T ie r 3 $ 7 0  $80
P harm acy
deductib le

T ie r 4
20%  up to  $250  per 
scrip t a fte r p ha rm acy 

deductib le

Pharmacy
deductible

O u tp a tien t
serv ic es

S urge ry  facility  fee (e.g., A S C ) 20%
Phys ic ian /surgeon  fees 20%

O utpa tien t visit 20%

E m ergency  room  facility  fee (waived if adm itted) $ 2 5 0  $350 X

N eed
im m ed ia te

E m ergency  room  physic ian fee (waived if adm itted) $ 5 0  No charge X

E m ergency  m ed ica l transpo rta tion $250 X

a tten tio n

U rgen t care $ 9 0  $35

H o sp ita l s tay
Facility  fee (e.g. hosp ita l room ) 20% X

Phys ic ian /surgeon  fee 20% X

M enta l/B ehavio ra l health ou tpa tien t o ffice  visits $ 4 5  $35

M enta l/B ehavio ra l health o the r o u tpa tien t item s and services $ 4 5  $35

M en ta l health , 
b eh av io ra l

M enta l/B ehavio ra l health inpatien t facility  fee (e .g .hosp ita l room ) 20% X

M enta l/B ehavio ra l health inpatien t phys ic ian /su rgeon  fee 20% X

h ea lth , o r  
s u b s ta n c e  
a b u s e  n eeds S u bstance  Use d iso rd e r ou tpa tien t o ffice  visits $ 4 5  $35

S u bstance  Use d iso rd e r o the r ou tpa tien t item s and services $ 4 5  $35

S u bstance  Use inpatien t facility  fee (e.g. hosp ita l room ) 20% X

S u bstance  use d iso rd e r inpatient phys ic ian /su rgeon  fee 20% X

Prenata l care  and p reconcep tion  visits No charge

P reg n an c y D elivery and all inpatien t Hospita l 
services

P ro fessiona l

20%

20%

X

X
H om e health care $45

H elp
reco verin g  o r  
o th e r s p e c ia l 
health  needs

O utpa tien t R ehab ilita tion  services $ 4 5  $35
O u tpa tien t Habilita tion services $ 4 5  $35

Skilled nursing care 20% X

D urab le  m ed ica l equ ipm en t 20%
H osp ice  service No charge
Eye exam No charge

C hild  eye  care
1 pa ir o f g lasses pe r year (or contact lenses in lieu of glasses) No charge

O ral Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic Preventive - X -ray

No charge
and Sealants per Too th
P reven tive T op ica l F luoride  App lica tion

S pace  M ainta iners - Fixed

C hild  D enta l 
B as ic

A m a lgam  Fill— 1 S urface  R estorative  P rocedures
20%

S e rv ices P eriodon ta l M a in tenance  Services
R oo t C anal- M o la r C ro w ns  and C asts

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y pe r Q uad E n dodon tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o the r than  m ain tenance)

50%

Exti action C om ple te  Bony 1 1 osthodon  tics
Porcela in  w ith  M etal C row n O ral S u rge ry

C hild
O rth o d o n tics

M edica lly  necessary  o rthodon tics 50%

See endnotes.



2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

Summary of Benefits and Coverage S H O P  C C S B S H O P C C S B

M em be r C ost S hare  a m oun ts  describe  the  E nro llee 's  o u t o f pocke t costs.
S ilv e r

C o in s u ra n c e  P la n
S ilv e r  

C o p a y  P la n

A c tu a r ia l V a lu e  - A V  C a lc u la to r T i r é  71 .6% 7 1 3  71.3%

P la n  d e s ig n  in c lu d e s  a d e d u c t ib le ? Yes, M ed ica l/P harm acy Yes, M ed ica l/P harm acy
In te g ra te d  In d iv id u a l d e d u c t ib le N /A N /A
In te g ra te d  F a m ily  d e d u c t ib le N /A N /A
In d iv id u a l d e d u c t ib le ,  N O T  in te g ra te d : M e d ic a l /  P h a rm a c y  /  D e n ta l $ 1 5 0 0  2 ,0 0 0 / $250  /  $0 $ 1 5 0 0  2 ,0 0 0 / $250  /  $0
F a m ily  d e d u c t ib le ,  N O T  in te g ra te d : M e d ic a l /  P h a rm a c y  /  D e n ta l $ 3 0 0 0  4 ,000  /  $500  /  $0 $ 3 ,0 3 0  4 ,000  /  $500  /  $0

In d iv id u a l O u t - o f - p o c k e t  m a x im u m $ 6 5 0 0  6 ,800 $ 6 5 0 0  6 ,800
F a m ily  O u t-o f-p o c k e t m a x im u m $13 ,00 0  13,600 $ 13 ,000  13,600
H S A  p la n : S e lf-o n ly  c o v e ra g e  d e d u c t ib le N /A N /A
H S A  fa m ily  p la n : In d iv id u a l d e d u c t ib le N /A N /A

S e rv ic e  T yp e M e m b e r C o s t S h a re
Deductib le

Applies M e m b e r C o s t S h a re
Deductib le

Applies

P rim ary care visit to  trea t an in jury, illness, o r cond ition $45 $45

H e a lth  ca re  
p ro v id e r ’s 
o f f ic e  o r  c l in ic

O th e r p ractitioner o ffice  visit $45 $45

v is i t

S pecia lis t visit $ 7 0  $75 $ 7 0  $75

Preventive ca re / sc ree n in g / im m unization No charge No charge
L abora to ry  Tests $ 3 5  $40 $ 3 5  $40

T e s ts X -rays and D iagnostic  Im aging $ 6 5  $70 $ 6 5  $70
Im aging (C T /P E T  scans, M RIs) 20% X $ 2 5 0  $300

T ie r 1 $15 $15

D ru g s  to  tre a t 
i l ln e s s  o r  
c o n d it io n

T ie r 2 $55
P harm acy
deductib le

$55
P harm acy
deductib le

T ie r 3 $ 7 5  $85
P harm acy
deductib le

$ 7 5  $85
P harm acy
deductib le

T ie r 4
20%  up to  $250  per 
scrip t a fte r pha rm acy 

deductib le

P harm acy
deductib le

20%  up to  $250  per 
scrip t a fte r pha rm acy 

deductib le

P harm acy
deductib le

O u tp a t ie n t
s e rv ic e s

S u rge ry  facility  fee (e.g., A S C ) 20% 20%
P hysic ian /surgeon  fees 20% 20%

O utpa tien t visit 20% 20%

E m ergency  room  facility fee (waived if adm itted) $ 2 5 0  $350 X $ 2 5 0  $350 X

N eed
im m e d ia te

E m ergency  room  physic ian fee (waived if adm itted) $ 5 0  No charge X $ 5 0  No charge X

E m ergency  m ed ica l transpo rta tion $250 X $250 X

a tte n t io n

U rgen t care $ 9 0  $45 $ 9 0  $45

H o s p ita l s ta y
Facility fee (e.g. hosp ita l room ) 20% X 20% X

P hysic ian /surgeon  fee 20% X 20% X

M enta l/B ehavio ra l health ou tpa tien t o ffice  visits $45 $45

M enta l/B ehavio ra l health o th e r ou tpa tien t item s and services $45 $45

M e n ta l h e a lth , 
b e h a v io ra l

M enta l/B ehavio ra l health inpatient facility  fee (e .g .hosp ita l room ) 20% X 20% X

M enta l/B ehavio ra l health inpatient phys ic ian /su rgeon  fee 20% X 20% X

h e a lth , o r  
s u b s ta n c e  
a b u s e  n e e d s S u bstance  Use d iso rd e r o u tpa tien t o ffice  visits $45 $45

S u bstance  Use d iso rd e r o th e r ou tpa tien t item s and services $45 $45

S u bstance  Use inpatien t facility  fee (e.g. hosp ita l room ) 20% X 20% X

S u bstance  use d iso rd e r inpatien t phys ic ian /su rgeon  fee 20% X 20% X

Prenata l care and p reconcep tion  visits No charge No charge

P re g n a n c y Delivery and all inpatient H osp ita l 20% X 20% X
services

P ro fess iona l 20% X 20% X
H om e health care 20% $45

H e lp
re c o v e r in g  o r  
o th e r  s p e c ia l 
h e a lth  n e e d s

O utpa tien t R ehabilita tion services $45 $45
O utpa tien t H abilita tion services $45 $45

Skilled nurs ing  care 20% X 20% X

D urab le  m ed ica l equ ipm en t 20% 20%
H osp ice  service No charge No charge
Eye exam No charge No charge

C h ild  e ye  ca re
1 pa ir o f g lasses pe r year (or contact lenses in lieu of glasses) No charge No charge

O ral Exam
C h ild  D e n ta l Preventive - C leaning
D ia g n o s t ic Preventive - X -ray

No charge Mn rh a rn p
a n d Sea lants pe r Too th

No charge

P re v e n tiv e T op ica l F luoride  A pp lica tion
S pace  M ainta iners - Fixed

C h ild  D e n ta l 
B a s ic

A m a lgam  Fill— 1 S urface  R estorative  P rocedures
20%

$ 2 5  See 201 7  Denta l 
C opay  S chedu le

S e rv ic e s P eriodon ta l M a in tenance  Services
R oo t C anal- M o lar C row ns and C asts

C h ild  D e n ta l
M a jo r
S e rv ic e s

G ing ivec tom y per Q uad E ndodon tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted P eriodon tics  
(o the r than  m ain tenance)

50%
See 201 7  D enta l C opay 

S chedu le
Extraction - C om ple te  B ony P ros thodon tics
Porcela in  w ith  M etal C row n O ral S u rge ry

C h ild
O r th o d o n t ic s

M edica lly  necessary  o rthodon tics 50% $1,000



2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

Summary of Benefits and Coverage

M em ber C ost S hare  am oun ts  describe  the  E nro llee 's  o u t o f p ocke t costs.

S H O P C C S B  

S ilve r
H S A  H D H P  Plan

A ctu aria l V a lu e  - A V  C a lcu la to r 7 0 5  71.3%

Plan d es ig n  in c lu d es  a d ed u c tib le? Yes, integrated
In tegra ted  Ind iv id u a l d ed u c tib le $ 2 ,000  integrated
In tegra ted  F am ily  d ed u c tib le $ 4 ,000  integrated
Ind iv id u a l d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D enta l N/A
F am ily  d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l N/A

Ind iv id u a l O u t -o f -p o c k e t  m axim um $ 0 2 5 5  6 ,650
F am ily  O u t-o f-p o c ke t m axim um $ 12 ,500  13,300
H S A  plan: S e lf-o n ly  co v erag e  d ed u c tib le $2,000
H S A  fam ily  p lan: Ind iv id u a l d ed u c tib le $2,600

—
H ealth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p rac titioner o ffice  visit 20% X

v is it

Specia lis t visit 20% X

Preventive ca re / sc ree n in g / im m unization No charge
Labora to ry  Tests 20% X

Tests X -rays and D iagnostic  Im aging 20% X
Im aging (C T /P E T  scans, M RIs) 20% X

T ie r 1 20%  up to $250  pe r scrip t X

D rugs to  trea t  
illness o r  
con d itio n

T ie r 2 

T ie r 3

20%  up to $250  pe r scrip t 

20%  up to $250  pe r scrip t

X

X

T ie r 4 20%  up to $250  pe r scrip t X

O u tp atien t
s erv ices

S urge ry  facility  fee (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

20%

20%

20%

X

X

X

E m ergency  room  facility  fee (waived if adm itted) 20% X

N eed
im m ed ia te

E m ergency  room  physician fee (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

2 0 %  0%  

20%

X

X

a tten tio n

U rgen t care 20% X

H osp ita l s tay
Facility  fee (e.g. hosp ita l room ) 20% X

Phys ic ian /surgeon  fee 20% X

M enta l/B ehav io ra l health ou tpa tien t o ffice  visits 20% X

M enta l/B ehav io ra l health o th e r ou tpa tien t item s and services 20% X

M ental hea lth , 
b eh av io ra l

M enta l/B ehav io ra l health inpatient facility  fee (e .g .hosp ita l room ) 

M enta l/B ehav io ra l health inpatient phys ic ian /su rgeon  fee

20%

20%

X

X

health , o r  
s u b s ta n ce  
ab u se  needs S u bstance  U se d iso rd e r ou tpa tien t o ffice  visits 20% X

S u bstance  U se d iso rd e r o the r ou tpa tien t item s and services 20% X

S u bstance  U se inpatient facility fee (e.g. hosp ita l room ) 20% X

S u bstance  use d iso rd e r inpatient phys ic ian /su rgeon  fee 20% X

Prena ta l care and p reconcep tion  visits No charge

P reg n an c y D elivery and all inpatien t H osp ita l 
services

P ro fessiona l

20%

20%

X

X
H om e health care 20% X

H elp
reco vering  o r  
o th e r spec ia l 
health  needs

O utpa tien t R ehabilita tion services 
O u tpa tien t Habilita tion services

Skilled nurs ing  care

D urab le  m ed ica l equ ipm en t

20%
20%

20%

20%

X
X

X

X
H osp ice  service 0% X
Eye exam No charge

C hild  eye care
1 pair o f g lasses per year (or contact lenses in lieu of glasses) No charge

O ra l Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic Preventive - X -ray Mn r h a r n p
and Sealants pe r T oo th

No charge

P reven tive T op ica l F luoride  App lica tion
S pace  M ainta iners - Fixed

C hild  D enta l 
B asic

A m a lgam  Fill— 1 S u rface  R estorative  P rocedures
20%

S e rv ices P eriodon ta l M a in tenance  Services
R oo t C anal- M o la r C ro w ns  and Casts

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y per Q uad E n dodon tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o th e r than  m ain tenance)
Extraction - C om ple te  B ony P ros thodon tics

50%

Porcela in  w ith  M etal C row n O ra l S u rge ry

C hild
O rth o d on tics

M edica lly  necessary  o rthodon tics 50%



Summary of Benefits and Coverage

2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

M em ber C ost S hare  am oun ts  describe  the  E nro llee 's  o u t o f p ocke t costs.
S ilv e r P lan  

100% -150%  FPL
S ilv e r P lan  

150% -200%  FPL

A ctu aria l V a lu e  - A V  C a lcu la to r 9 3 8  94.1% 8 6 8  87.5%

Plan d es ig n  in c lu d es  a d ed u c tib le? Yes, M ed ica l/P harm acy Yes, M ed ica l/P harm acy
In tegra ted  In d iv id u a l d ed u c tib le N/A N/A
In tegra ted  F am ily  d ed u c tib le N/A N/A
In d iv id u a l d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D enta l $75 /  $0 /  $0 $ 5 5 0  650  /  $50  /  $0
F am ily  d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l $150  /  $0 /  $0 $ 4 ,4 0 0  1 ,300 /  $100  /  $0

In d iv id u a l O u t -o f -p o c k e t  m axim um $ 2 2 5 0  2 ,350 $ 2 2 5 0  2 ,350
F am ily  O u t-o f-p o c ke t m axim um $ 4 5 0 0  4 ,700 $ 4 5 0 0  4 ,700
H S A  plan: S e lf-o n ly  c o v erag e  d ed u c tib le N/A N/A
H S A  fam ily  p lan: In d iv id u a l d ed u c tib le N/A N/A

M em b e r C o st  
S hare

Deductib le
Applies M e m b e r C o st S h are

Deductib le
Applies

$5 $ 1 5  $10

H ealth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p rac titioner o ffice  visit $5 $ 1 5  $10

v is it

Specia lis t visit $8 $25

Preventive ca re / sc ree n in g / im m unization No charge No charge
Labora to ry  Tests $8 $15

Tests X -rays and D iagnostic  Im aging $8 $25
Im aging (C T /P E T  scans, M RIs) $50 $100

T ie r 1 $3 $5

D rugs to  trea t  
illness o r  
con d itio n

T ie r 2 

T ie r 3

$10 $20
P harm acy
deductib le

$15 $35
P harm acy
deductib le

T ie r 4
10%  up to $150  

per scrip t
15%  up to $150  pe r scrip t 
a fte r p ha rm acy deductib le

P harm acy
deductib le

O u tp atien t
serv ices

S urge ry  facility  fee  (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

10% 15%

10% 15%

10% 15%

E m ergency  room  facility  fee (waived if adm itted) $ 3 0  $50 X $ 7 5  $100 X

N eed
im m ed ia te

E m ergency  room  physician fee  (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

$ 2 5  No charge X $ 4 0  No charge X

$30 X $75 X

a tten tio n

U rgen t care $ 6  $5 $ 3 0  $10

H o sp ita l s tay
Facility  fee  (e.g. hosp ita l room ) 10% X 15% X

Phys ic ian /surgeon  fee 10% X 15% X

M enta l/B ehav io ra l health ou tpa tien t o ffice  visits $5 $ 1 5  $10

M enta l/B ehav io ra l health o the r o u tpa tien t item s and services $5 $ 1 5  $10

M ental hea lth , 
b eh avio ra l

M enta l/B ehav io ra l health inpatien t facility  fee (e .g .hosp ita l room ) 

M enta l/B ehav io ra l health inpatien t phys ic ian /surgeon  fee

10% X 15% X

10% X 15% X

health , o r  
s u b s ta n ce  
ab u se  n eeds S u bstance  Use d iso rd e r ou tpa tien t o ffice  visits $5 $ 1 5  $10

S u bstance  Use d iso rd e r o th e r ou tpa tien t item s and services $5 $ 1 5  $10

S u bstance  Use inpatien t facility  fee (e.g. hosp ita l room ) 10% X 15% X

S u bstance  use d iso rd e r inpatien t phys ic ian /su rgeon  fee 10% X 15% X

Prena ta l care  and p reconcep tion  visits No charge No charge

P reg n an c y Delivery and all inpatient H osp ita l 
services

P ro fessiona l

10%

10%

X

X

15%

15%

X

X
H om e health care $3 $15

H elp
reco vering  o r  
o th e r s p e c ia l 
health  needs

O utpa tien t R ehabilita tion services 
O u tpa tien t Habilita tion services

Skilled nursing care

D urab le  m ed ica l equ ipm en t

$5 $ 1 5  $10
$5 $ 1 5  $10

10% X 15% X

10% 15%
H osp ice  service No charge No charge
Eye exam No charge No charge

C hild  eye  care
1 pa ir o f g lasses pe r year (or contact lenses in lieu of glasses) No charge No charge

O ral Exam
C hild  D en ta l Preventive - C leaning
D iagn o s tic
and

Preventive - X -ray 
Sea lan ts per Too th

No charge No charge

P reven tive T op ica l F luoride  App lica tion
S pace  M ainta iners - Fixed

C hild  D en ta l 
B as ic

A m a lgam  Fill— 1 S urface  R estorative  P rocedures
20% 20%

S e rv ices P eriodon ta l M a in tenance  Services
R oo t C anal- M o la r C row ns  and C asts

C hild  D en ta l
M a jo r
S e rv ices

G ing ivec tom y pe r Q uad E ndodon tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o th e r than  m ain tenance)
Extraction - C om ple te  B ony P ros thodon tics

50% 50%

Porcela in  w ith  M etal C row n O ral S u rge ry

C hild
O rth o d on tics

M edica lly  necessary  o rthodon tics 50% 50%



Summary of Benefits and Coverage

2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

M em ber C ost S hare  a m oun ts  describe  th e  E nro llee 's  ou t o f p ocke t costs.
S ilv e r P lan  

2 00% -250%  FP L

A ctu aria l V a lu e  - A V  C a lc u la to r 7 2 8  73.7%

Plan d es ig n  in c lu d es  a d ed u c tib le? Yes, M ed ica l/P harm acy
In teg ra ted  Ind iv id u a l d ed u c tib le N /A
In teg ra ted  F am ily  d ed u c tib le N /A
In d iv id u a l d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D enta l $ 1 9 8 8  2 ,20 0  /  $250  /  $0
Fam ily  d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l $ 3 8 0 0  4 ,40 0  /  $500  /  $0

Ind iv id u a l O u t -o f -p o c k e t  m axim um $ 5 4 5 0  5 ,700
F am ily  O u t-o f-p o c ke t m axim um $ 10 ,900  11,400
H S A  plan: S e lf-o n ly  co v erag e  d ed u c tib le N /A
H S A  fam ily  plan: In d iv id u a l d ed u c tib le N /A

|

H ealth  care  
p ro v id e r’s 
office  o r  c lin ic

O th e r p rac titione r o ffice  visit $ 4 0  $30

v is it

Specia lis t visit $55

Preventive ca re / sc ree n in g / im m unization No charge
Labora to ry  Tests $35

Tests X -rays and D iagnostic  Im aging $ 5 0  $65
Im aging (C T /P E T  scans, M RIs) $ 2 5 0  $300

T ie r 1 $15

D rugs to  trea t  
illness  o r  
con d itio n

T ie r 2 

T ie r 3

$ 4 5  $50  

$ 7 0  $75

P harm acy
deductib le

P harm acy
deductib le

T ie r 4
20%  up to $250  pe r scrip t 
a fte r p ha rm acy deductib le

P harm acy
deductib le

O u tp atien t
s erv ices

S u rge ry  facility  fee (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

20%

20%

20%

E m ergency  room  facility  fee (waived if adm itted) $ 2 5 0  $350 X

N eed
im m ed ia te

E m ergency  room  physic ian fee (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

$ 5 0  No charge  

$250

X

X

a tten tio n

U rgen t care $ 8 0  $30

H osp ita l s tay
Facility  fee (e.g. hosp ita l room ) 20% X

Phys ic ian /surgeon  fee 20% X

M enta l/B ehav io ra l health ou tpa tien t o ffice  visits $ 4 0  $30

M enta l/B ehav io ra l health o th e r ou tpa tien t item s and services $ 4 0  $30

M ental hea lth , 
b eh av io ra l

M enta l/B ehav io ra l health inpatient facility  fee (e .g .hosp ita l room ) 

M enta l/B ehav io ra l health inpatient phys ic ian /su rgeon  fee

20%

20%

X

X

hea lth , o r  
s u b s ta n ce  
a b u s e  needs S u bs tan ce  Use d iso rd e r o u tpa tien t o ffice  visits $ 4 0  $30

S u bs tan ce  Use d iso rd e r o th e r ou tpa tien t item s and services $ 4 0  $30

S u bs tan ce  Use inpatien t facility  fee (e.g. hosp ita l room ) 20% X

S u bs tan ce  use d iso rd e r inpatient phys ic ian /su rgeon  fee 20% X

Prena ta l care and p reconcep tion  visits No charge

P reg n an c y D elivery and all inpatient H osp ita l 
services

P ro fessiona l

20%

20%

X

X
H om e health care $40

H elp
reco vering  o r  
o th e r spec ia l 
health  n eeds

O utpa tien t R ehabilita tion services 
O u tpa tien t Habilita tion services

Skilled nurs ing  care

D urab le  m ed ica l equ ipm en t

$ 4 0  $30  
$ 4 0  $30

20%

20%

X

H osp ice  service No charge
Eye exam No charge

C hild  eye care
1 pa ir o f g lasses per year (or contact lenses in lieu of glasses) No charge

O ra l Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic
and

Preventive - X -ray  
Sea lan ts pe r Too th

No charge

P reven tive T op ica l F luoride  A pp lica tion
S pace  M ainta iners - Fixed

C hild  D enta l 
B as ic

A m a lgam  Fill— 1 S u rface  R estorative  P rocedures
20%

S e rv ices P eriodon ta l M a in tenance  Services
R oo t C anal- M o la r C ro w ns  and Casts

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y per Q uad E ndo d on tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o th e r than  m ain tenance)
Extraction - C om ple te  B ony P ros thodon tics

50%

Porcela in  w ith  M etal C row n O ra l S u rge ry

C hild
O rth o d o n tics

M edica lly  necessary  o rthodon tics 50%



Summary of Benefits and Coverage

2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

M em ber C ost S hare  am oun ts  describe  the  E nro llee 's  o u t o f p ocke t costs. B ronze  Plan
B ronze

H S A  H D H P  Plan

A ctu aria l V a lu e  - A V  C a lcu la to r 61.9% 6 1 0 6  62.0%

Plan d es ig n  in c lu d es  a d ed u c tib le? Yes, M ed ica l/P harm acy Yes, integrated
In tegra ted  In d iv id u a l d ed u c tib le N /A $ 4 ,500  integrated
In tegra ted  F am ily  d ed u c tib le N /A $ 9 ,000  integrated
In d iv id u a l d ed u c tib le , N O T  in teg ra ted : M ed ica l /  P h a rm a cy  /  D en ta l $ 6 0 6 0  6 ,30 0  /  $500  /  $0 N /A
F am ily  d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l $ 12 ,00 0  12,600  /  $1 ,000  /  $0 N /A

In d iv id u a l O u t -o f -p o c k e t  m axim um $6 t 5 0 0  6 ,800 $ 6 ,5 0 0  6 ,650
F am ily  O u t-o f-p o c ke t m axim um $ 13 ,000  13,600 $ 1 3 0 0 0  13,300
H S A  plan: S e lf-o n ly  c o v erag e  d ed u c tib le N /A $4,500
H S A  fam ily  p lan: In d iv id u a l d ed u c tib le N /A $4,500

— M em b e r C o s t S hare Deductib le Applies
M e m b e r C o st  

S h are
Deductib le

Applies

$ 7 0  $75
A fte r 1st th ree  
non-preventive 40% X

visits

H ealth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p rac titioner o ffice  visit $ 7 0  $75
A fte r 1st th ree  
non-preventive  

visits
40% X

v is it

Specia lis t visit $ 9 0  $105
A fte r 1st th ree  
non-preventive  

visits
40% X

Preventive ca re / sc ree n in g / im m unization No charge No charge
Labora to ry  Tests $40 40% X

Tests X -rays and D iagnostic  Im aging 100% X 40% X
Im aging (C T /P E T  scans, M RIs) 100% X 40% X

T ie r 1
100%  up to $500  pe r scrip t 
a fte r pha rm acy  deductib le

Pharmacy
Deductible

40%  up to  $500 
pe r scrip t

X

D rugs to  trea t  
illness o r  
con d itio n

T ie r 2 

T ie r 3

100%  up to $500  pe r scrip t 
a fte r pha rm acy  deductib le

Pharmacy
Deductible

40%  up to  $500 
pe r scrip t

X

100%  up to $500  pe r scrip t 
a fte r pha rm acy  deductib le

Pharmacy
Deductible

40%  up to  $500 
pe r scrip t

X

T ie r 4
100%  up to $500  pe r scrip t 
a fte r pha rm acy  deductib le

Pharmacy
Deductible

40%  up to  $500 
pe r scrip t

X

O u tp atien t
s erv ices

S urge ry  facility  fee (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

100% X 40% X

100% X 40% X

100% X 40% X

E m ergency  room  facility  fee (waived if adm itted) 100% X 40% X

N eed
im m ed ia te

E m ergency  room  physician fee (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

100%  No charge X 4 0 %  0% X

100% X 40% X

a tten tio n

U rgen t care $ 1 2 0  $ 75
A fte r 1st th ree  
non-preventive  

visits
40% X

H o sp ita l s tay
Facility  fee (e.g. hosp ita l room ) 100% X 40% X

Physic ian /surgeon  fee 100% X 40% X

M enta l/B ehav io ra l health ou tpa tien t o ffice  visits $ 7 0  $75
A fte r 1st th ree  
non-preventive  

visits
40% X

M enta l/B ehav io ra l health o th e r ou tpa tien t item s and services $ 7 0  $75
A fte r 1st th ree  
non-preventive  

visits
40% X

M ental hea lth , 
b eh av io ra l

M enta l/B ehav io ra l health inpatient facility  fee (e .g .hosp ita l room ) 

M enta l/B ehav io ra l health inpatient phys ic ian /surgeon  fee

100% X 40% X

100% X 40% X

h ea lth , o r  
s u b s ta n ce  
a b u s e  n eeds S ubstance  Use d iso rd e r ou tpa tien t o ffice  visits $ 7 0  $75

A fte r 1st th ree  
non-preventive  

visits
40% X

S ubstance  Use d iso rd e r o th e r ou tpa tien t item s and services $ 7 0  $75
A fte r 1st th ree  
non-preventive  

visits
40% X

S ubstance  Use inpatien t facility fee (e.g. hosp ita l room ) 100% X 40% X

S ubstance  use d iso rd e r inpatien t phys ic ian /su rgeon  fee 100% X 40% X

Prena ta l care and p reconcep tion  visits No charge No charge

P reg n an c y Delivery and all inpatient H osp ita l 
services

P ro fessiona l

100%

100%

X

X

40%

40%

X

X
H om e health care 100% X 40% X

H elp
reco vering  o r  
o th e r spec ia l 
health  n eeds

O utpa tien t R ehabilita tion services 
O u tpa tien t H abilita tion services

Skilled nurs ing  care

D urab le  m ed ica l equ ipm en t

$ 7 0  $75 40% X
$ 7 0  $75 40% X

100% X 40% X

100% X 40% X
H osp ice  service No charge 0% X
Eye exam No charge No charge

C hild  eye care
1 pa ir o f g lasses pe r year (or contact lenses in lieu of glasses) N o charge No charge

O ra l Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic Preventive - X -ray

N o charge No charge
and Sealants per T oo th
P reven tive T op ica l F luoride  App lica tion

S pace  M ainta iners - Fixed

C hild  D enta l 
B as ic

A m a lgam  Fill— 1 S urface  R estorative  P rocedures
20% 20%

S e rv ices P eriodon ta l M a in tenance  Services
R oo t C anal- M o la r C ro w ns  and C asts

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y pe r Q uad E ndodon tics
E xtraction - S ing le  T oo th  Exposed R oo t o r E rupted  P eriodon tics  
(o th e r than  m ain tenance)
E xtraction - C om ple te  B ony P ros thodon tics

50% 50%

Porcela in  w ith  M etal C row n O ral S u rge ry

C hild
O rth o d on tics

M edica lly  necessary  o rthodon tics 50% 50%



Summary of Benefits and Coverage

2016 2017 Standard Benefit Plan Designs
10.0 EHB
Date: May 21, 2015 April 7, 2016

M em be r C ost S hare  a m oun ts  describe  the  E nro llee 's  o u t o f pocke t costs. C atas tro p h ic  P lan

A ctu aria l V a lu e  - A V  C a lc u la to r

P lan  d es ig n  in c lu d es  a d ed u c tib le? Yes, integrated
In tegra ted  In d iv id u a l d ed u c tib le $6,850  7 ,150  integrated
In tegra ted  F am ily  d ed u c tib le $ 13 ,700  14,300  integrated
In d iv id u a l d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l N /A
F am ily  d ed u c tib le , N O T  in tegra ted : M ed ica l /  P h a rm a cy  /  D enta l N /A

In d iv id u a l O u t -o f -p o c k e t  m axim um $ 6 ,8 5 0  7 ,150
F am ily  O u t-o f-p o c k e t m axim um $ 13 ,700  14,300
H S A  p lan: S e lf-o n ly  c o v erag e  d ed u c tib le N /A
H S A  fam ily  plan: In d iv id u a l d ed u c tib le N /A

H ealth  care  
p ro v id e r’s 
office  o r c lin ic

O th e r p ractitioner o ffice  visit 0%
A fte r 1st th ree  
non-preventive  

visits
v is it

S pecia lis t visit 0% X

Preventive ca re / sc ree n in g / im m unization No charge
L abora to ry  Tests 0% X

Tests X -rays and D iagnostic  Im aging 0% X
Im aging (C T /P E T  scans, M RIs) 0% X

T ie r 1 0% X

D rugs to  trea t  
illness  o r

T ie r 2 0% X

c on d itio n
T ie r 3 0% X

T ie r 4 0% X

O u tp a tien t
serv ic es

S urge ry  facility  fee (e.g., A S C ) 

Phys ic ian /surgeon  fees 

O u tpa tien t visit

0%

0%

0%

X

X

X

E m ergency  room  facility fee (waived if adm itted) 0% X

N eed
im m ed ia te

E m ergency  room  physic ian fee (waived if adm itted) 

E m ergency  m ed ica l transpo rta tion

0 %  No charge  

0%

X

X

a tten tio n

U rgen t care 0%
A fte r 1st th ree  
non-preventive  

visits

H o sp ita l s tay
Facility fee (e.g. hosp ita l room ) 0% X

Physic ian /surgeon  fee 0% X

M enta l/B ehavio ra l health ou tpa tien t o ffice  visits 0%
A fte r 1st th ree  
non-preventive  

visits

M enta l/B ehavio ra l health o the r o u tpa tien t item s and services 0%
A fte r 1st th ree  
non-preventive  

visits

M en ta l hea lth , 
b eh av io ra l

M enta l/B ehavio ra l health inpatien t facility  fee (e .g .hosp ita l room ) 

M enta l/B ehavio ra l health inpatien t phys ic ian /su rgeon  fee

0%

0%

X

X

h ea lth , o r  
s u b s ta n ce  
a b u s e  n eeds S u bstance  Use d iso rd e r o u tpa tien t o ffice  visits 0%

A fte r 1st th ree  
non-preventive  

visits

S u bstance  Use d iso rd e r o th e r ou tpa tien t item s and services 0%
A fte r 1st th ree  
non-preventive  

visits

S u bstance  Use inpatient facility  fee (e.g. hosp ita l room ) 0% X

S u bstance  use d iso rd e r inpatient phys ic ian /su rgeon  fee 0% X

Prenata l care and p reconcep tion  visits No charge

P reg n an c y D elivery and all inpatient H osp ita l 
services

P ro fess iona l

0%

0%

X

X
H om e health care 0% X

H elp
reco verin g  o r  
o th e r s p e c ia l 
health  needs

O utpa tien t R ehab ilita tion  services 
O u tpa tien t Habilita tion services

Skilled nursing care

D urab le  m ed ica l equ ipm en t

0%
0%

0%

0%

X
X

X

X
H osp ice  service 0% X
Eye exam No charge

C hild  eye  care
1 pa ir o f g lasses pe r year (or contact lenses in lieu of glasses) 0% X

O ral Exam
C hild  D enta l Preventive - C leaning
D iagn o s tic Preventive - X -ray Mn rh a rn p
and Sealants pe r Too th

No charge

P reven tive T op ica l F luoride  A pp lica tion
S pace  M ainta iners - Fixed

C hild  D enta l 
B as ic

A m a lgam  Fill— 1 S urface  R estorative  P rocedures
0%

X

S e rv ices P eriodon ta l M a in tenance  Services X
R oo t C anal- M o lar C row ns and C asts X

C hild  D enta l
M a jo r
S e rv ices

G ing ivec tom y pe r Q uad E n dodon tics
Extraction - S ing le  T oo th  Exposed R oo t o r E rupted P eriodon tics  
(o the r than  m ain tenance)
Extraction - C om ple te  B ony P ros thodon tics

0%

X

X

X
Porcela in  w ith  M etal C row n O ral S u rge ry X

C hild
O rth o d o n tics

M edica lly  necessary  o rthodon tics 0% X


	Summary of Benefits and Coverage




