
Summary of Benefits and Coverage

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

M em ber Cost Share amounts describe the Enrollee's out o f pocket costs.
P latinum  P latinum  

C o in su ra n ce  P lan  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 ,0 0 0 $8 ,0 0 0
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

C o m m o n  
M ed ica l E ven t S e rv ice  Type

M em b e r C o st  
S hare

Deductible
Applies

M em b e r C ost 
S hare

Deductible
Applies

Primary care visit to treat an injury, illness, or condition $ 28  $15 $ 2 0  $15

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

O ther practitioner office visit $ 20  $15 $2 0  $15

v is it

Specialist visit $40 $40

Preventive care/ screening/ immunization No charge No charge
Laboratory Tests $ 2 0 $ 2 0

Tests X-rays and Diagnostic Imaging $40 $40
Imaging (CT/PET scans, MRIs) 1 0 % $150

Tier 1 $5 $5

D ru g s  to  trea t  
illness  o r  
c on d itio n

Tier 2 $15 $15

Tier 3 $25 $25

Tier 4 10% up to $250 
per script

10% up to $250 
per script

O u tp a tien t
se rv ic es

Surgery facility fee (e.g., ASC) 1 0 % $250
Physician/surgeon fees 1 0 % $40

Outpatient visit 1 0 % 1 0 %

Em ergency room facility fee (waived if admitted) $150 $150

N eed
im m ed ia te

Em ergency room physician fee (waived if admitted) 40%  No charge No charge

Em ergency medical transportation $150 $150

atten tio n

Urgent care $ 40  $15 $4 0  $15

H o s p ita l s tay
Facility fee (e.g. hospital room) 1 0 %

$250 per day up 
to 5 days

Physician/surgeon fee 1 0 % $40

Mental/Behavioral health outpatient office visits $ 20  $15 $2 0  $15

Mental/Behavioral health other outpatient items and services $ 20  $15 $2 0  $15

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

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 1 0 %
$250 per day up 

to 5 days

Mental/Behavioral health inpatient physician/surgeon fee 1 0 % $40

hea lth , o r  
s u b s ta n c e  
a b u s e  needs Substance Use d isorder outpatient office visits $ 20  $15 $2 0  $15

Substance Use d isorder other outpatient items and services $ 20  $15 $ 2 0  $ 1 5

Substance Use inpatient facility fee (e.g. hospital room) 1 0 %
$250 per day up 

to 5 days

Substance use disorder inpatient physician/surgeon fee 1 0 % $40

Prenatal care and preconception visits No charge No charge

P reg n an c y Delivery and all inpatient Hospital 
services

Professional

1 0 %

1 0 %

$250 per day up 
to 5 days 

$40
Home health care 1 0 % $ 2 0

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

Outpatient Rehabilitation services $ 20  $15 $2 0  $15
Outpatient Habilitation services $ 20  $15 $ 2 0  $ 1 5

Skilled nursing care 1 0 %
$150 per day up 

to 5 days
Durable medical equipment 1 0 % 1 0 %
Hospice service No charge No charge
Eye exam No charge No charge

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

Oral Exam
C hild  D enta l Preventive - Cleaning
D iagn o s tic
and

Preventive - X-ray 
Sealants per Tooth

Not Covered Not Covered

P reven tive Topical Fluoride Application
Space Maintainers - Fixed

C hild  D enta l 
B as ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered Not Covered

S e rv ices Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts Not Covered

Not Covered
C hild  D enta l
M a jo r
S e rv ices

Gingivectom y pei Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)

Not Covered Not Covered

Extraction- Complete Bony Prosthodontics Not Covered
Porcelain with Metal Crown Oral Surgery Not Covered

C hild
O rth o d o n tics

Medically necessary orthodontics Not Covered Not Covered

See endnotes.



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

Summary of Benefits and Coverage

M em ber Cost Share amounts describe the Enrollee's out o f pocket costs.
G o ld  G o ld  

C o in s u ra n c e  P lan C opay  P lan

A c tu a r ia l V a lue  - A V  C a lc u la to r 8 0 2  80.9%  8 1 0  81.2%

Plan d e s ig n  in c lu d e s  a d e d u c tib le ? No No
In teg ra ted  In d iv id u a l d e d u c tib le $0 $0
In teg ra ted  F am ily  d e d u c tib le $0 $0
In d iv id u a l d e d u c tib le , NO T in te g ra te d : M ed ica l /  P ha rm a cy  / D enta l $ 0  /  $0  /  $0 $0  /  $0  /  $0
F am ily  d e d u c tib le , NOT in te g ra te d : M ed ica l /  P ha rm acy  / D enta l $ 0  /  $0  /  $0 $0  /  $0  /  $0

In d iv id u a l O u t-o f-p o c k e t  m ax im um $6,200 6,750 $6-200 6,750
F am ily  O u t-o f-p o c k e t m ax im um $12,400 13,500 $12,400 13,500
HSA p lan : S e lf-o n ly  co ve ra g e  d e d u c tib le N/A N/A
HSA fa m ily  p lan : In d iv id u a l d e d u c tib le N/A N/A

C om m on  
M ed ica l E ven t S e rv ice  Type

M em ber C os t 
Share

Deductible
Applies

M em ber C os t 
Share

Deductible
Applies

Primary care visit to treat an injury, illness, or condition $ 35  $30 $ 35  $30

H e a lth  care  
p ro v id e r ’s 
o ffice  o r  c lin ic

O ther practitioner office visit $ 35  $30 $ 35  $30

v is it

Specialist visit $55 $55

Preventive care/ screening/ immunization No charge No charge
Laboratory Tests $35 $35

Tests X-rays and Diagnostic Imaging $ 50  $55 $ 50  $55
Imaging (CT/PET scans, MRIs) 2 0 % $250  $275

Tier 1 $15 $15

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

Tier 2 $ 50  $55 $ 50  $55

Tier 3 $ 70  $75 $ 70  $75

Tier 4 20%  up to $250 
per script

20%  up to $250 
per script

O u tp a tie n t
se rv ic e s

Surgery facility fee (e.g., ASC) 2 0 % $600
Physician/surgeon fees 2 0 % $55

Outpatient visit 2 0 % 2 0 %

Em ergency room facility fee (waived if admitted) $250  $325 $250  $325

Need
im m ed ia te

Em ergency room physician fee (waived if admitted) 20%  No charge No charge

Em ergency medical transportation $250 $250

a tte n tio n

Urgent care $ 60  $30 $ 60  $30

H o s p ita l s ta y
Facility fee (e.g. hospital room) 2 0 %

$600 per day up 
to 5 days

Physician/surgeon fee 2 0 % $55

Mental/Behavioral health outpatient office visits $ 35  $30 $ 35  $30

Mental/Behavioral health other outpatient items and services $ 35  $30 $ 35  $30

M enta l hea lth , 
b e h a v io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 2 0 %
$600 per day up 

to 5 days

Mental/Behavioral health inpatient physician/surgeon fee 2 0 % $55

hea lth , o r  
s u b s ta n c e  
abuse  needs Substance Use disorder outpatient office visits $ 35  $30 $ 35  $30

Substance Use disorder other outpatient items and services $ 35  $30 $ 35  $30

Substance Use inpatient facility fee (e.g. hospital room) 2 0 %
$600 per day up 

to 5 days

Substance use disorder inpatient physician/surgeon fee 2 0 % $55

Prenatal care and preconception visits No charge No charge

P re g n a n cy Delivery and all inpatient Hospital 
services

Professional

2 0 %

2 0 %

$600 per day up 
to 5 days 

$55
Home health care 2 0 % $30

Help
re c o v e rin g  o r 
o th e r sp e c ia l 
hea lth  needs

Outpatient Rehabilitation services $ 35  $30 $ 35  $30
Outpatient Habilitation services $ 35  $30 $ 35  $30

Skilled nursing care 2 0 %
$300 per day up 

to 5 days
Durable medical equipment 2 0 % 2 0 %
Hospice service No charge No charge
Eye exam No charge No charge

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

Oral Exam
C h ild  D enta l Preventive - Cleaning
D ia g n o s tic
and

Preventive - X-ray 
Sealants per Tooth

Not Covered Not Covered

P reven tive Topical Fluoride Application
Space Maintainers - Fixed

C h ild  D enta l 
B a s ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered Not Covered

S e rv ice s Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts Not Covered

in/-i it mw nnr DnoH C nrlnHAnticc Not CoveredC h ild  D enta l
M a jo r
S e rv ice s

Gingiveciomv pei wuau Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)

Not Covered Not Covered

Extraction- Complete Bony Prosthodontics Not Covered
Porcelain with Metal Crown Oral Surgery Not Covered

C h ild
O rth o d o n tic s

Medically necessary orthodontics Not Covered Not Covered

See endnotes.



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

Summary of Benefits and Coverage

M em ber Cost Share am ounts describe the Enrollee's out o f pocket 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, Medical/Pharmacy
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 ,500/ $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 $4,500 5,000/ $500 / $0

In d iv id u a l O u t -o f -p o c k e t  m axim um $6250 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

Deductible
Applies

Primary care visit to treat an injury, illness, or condition $ 45  $35

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

O ther practitioner office visit $ 45  $35

v is it

Specialist visit $70

Preventive care/ screening/ immunization No charge
Laboratory Tests $35

Tests X-rays and Diagnostic Imaging $ 65  $70
Imaging (CT/PET scans, MRIs) $250  $300

Tier 1 $15

D ru g s  to  trea t  
illness  o r  
c on d itio n

Tier 2 $ 50  $55
Pharmacy
deductible

Tier 3 $ 70  $80
Pharmacy
deductible

Tier 4
20%  up to $250 per 
script after pharmacy 

deductible

Pharmacy
deductible

O u tp a tien t
serv ic es

Surgery facility fee (e.g., ASC) 2 0 %
Physician/surgeon fees 2 0 %

Outpatient visit 2 0 %

Em ergency room facility fee (waived if admitted) $250  $350 X

N eed
im m ed ia te

Em ergency room physician fee (waived if admitted) $50  No charge X

Em ergency medical transportation $250 X

a tten tio n

Urgent care $ 90  $35

H o s p ita l s ta y
Facility fee (e.g. hospital room) 2 0 % X

Physician/surgeon fee 2 0 % X

Mental/Behavioral health outpatient office visits $ 45  $35

Mental/Behavioral health other outpatient items and services $ 45  $35

M en ta l health , 
b e h a v io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 2 0 % X

Mental/Behavioral health inpatient physician/surgeon fee 2 0 % X

h ea lth , o r  
s u b s ta n c e  
a b u s e  n eeds Substance Use d isorder outpatient office visits $ 45  $35

Substance Use d isorder other outpatient items and services $ 45  $35

Substance Use inpatient facility fee (e.g. hospital room) 2 0 % X

Substance use d isorder inpatient physician/surgeon fee 2 0 % X

Prenatal care and preconception visits No charge

P reg n an c y Delivery and all inpatient Hospital 
services

Professional

2 0 %

2 0 %

X

X
Home health care $45

H elp
re c o v e rin g  o r  
o th e r s p e c ia l 
health  needs

Outpatient Rehabilitation services $ 45  $35
Outpatient Habilitation services $ 45  $35

Skilled nursing care 2 0 % X

Durable medical equipment 2 0 %
Hospice service No charge
Eye exam No charge

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

Oral Exam
C hild  D enta l Preventive - Cleaning
D iagn o s tic Preventive - X-ray Not Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C hild  D enta l 
B as ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered

S e rv ice s Periodontal Maintenance Services 
Root Canal- Molar Crowns and Casts

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

Gingivectomy per Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)

Not Covered

Extraction- Complete Bony Prosthodontics
Porcelain with Metal Crown Oral Surgery

C hild
O rth o d o n tics

Medically necessary orthodontics Not Covered

See endnotes.



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

Summary of Benefits and Coverage

M em ber Cost Share amounts describe the Enrollee's out o f pocket costs.

SHOP CCSB SHOP CCSB

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

A c tu a r ia l V a lue  - A V  C a lc u la to r T iré  71.6% 7 1 3  71.3%

P lan d e s ig n  in c lu d e s  a d e d u c tib le ? Yes, Medical/Pharmacy Yes, Medical/Pharmacy
In teg ra ted  In d iv id u a l d e d u c tib le N/A N/A
In teg ra ted  F am ily  d e d u c tib le N/A N/A
In d iv id u a l d e d u c tib le , NOT in te g ra te d : M ed ica l /  P ha rm acy  /  D enta l $ 1 5 0 0  2 ,000/ $250 / $0 $ 1 5 0 0  2 ,000/ $250 / $0
F am ily  d e d u c tib le , NO T in te g ra te d : M ed ica l /  P ha rm acy  / D enta l $ 3 0 0 0  4,000 / $500 / $0 $3,060 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 um $ 6 5 0 0  6,800 $6,500 6,800
F am ily  O u t-o f-p o c k e t m a x im um $13,000 13,600 $13,000 13,600
HSA p lan : S e lf-o n ly  co ve ra g e  d e d u c tib le N/A N/A
HSA fa m ily  p lan : In d iv id u a l d e d u c tib le N/A N/A

S e rv ice  Type M em ber C o s t Share
Deductible

Applies M em ber C o s t Share
Deductible

Applies

Primary care visit to treat an injury, illness, or condition $45 $45

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

O ther practitioner office visit $45 $45

v is it

Specialist visit $ 70  $75 $7 0  $75

Preventive care/ screening/ immunization No charge No charge
Laboratory Tests $ 35  $40 $3 5  $40

Tests X-rays and Diagnostic Imaging $ 65  $70 $5 5  $70
Imaging (CT/PET scans, MRIs) 2 0 % X $250  $300

Tier 1 $15 $15

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

Tier 2 $55
Pharmacy
deductible

$55
Pharmacy
deductible

Tier 3 $ 75  $85
Pharmacy
deductible

$7 5  $85
Pharmacy
deductible

Tier 4
20% up to $250 per 
script after pharmacy 

deductible

Pharmacy
deductible

20% up to $250 per 
script after pharmacy 

deductible

Pharmacy
deductible

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

Surgery facility fee (e.g., ASC) 2 0 % 2 0 %
Physician/surgeon fees 2 0 % 2 0 %

Outpatient visit 2 0 % 2 0 %

Em ergency room facility fee (waived if admitted) $250  $350 X $250  $350 X

Need
im m ed ia te

Em ergency room physician fee (waived if admitted) $50  No charge X $50  No charge X

Em ergency medical transportation $250 X $250 X

a tte n tio n

Urgent care $ 90  $45 $9 5  $45

H o sp ita l s ta y
Facility fee (e.g. hospital room) 2 0 % X 2 0 % X

Physician/surgeon fee 2 0 % X 2 0 % X

Mental/Behavioral health outpatient office visits $45 $45

Mental/Behavioral health other outpatient items and services $45 $45

M enta l hea lth , 
b e h a v io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 2 0 % X 2 0 % X

Mental/Behavioral health inpatient physician/surgeon fee 2 0 % X 2 0 % X

hea lth , o r  
s u b s ta n c e  
abu se  needs Substance Use disorder outpatient office visits $45 $45

Substance Use disorder other outpatient items and services $45 $45

Substance Use inpatient facility fee (e.g. hospital room) 2 0 % X 2 0 % X

Substance use disorder inpatient physician/surgeon fee 2 0 % X 2 0 % X

Prenatal care and preconception visits No charge No charge

P re g n a n cy Delivery and all inpatient Hospital 2 0 % X 2 0 % X
services

Professional 2 0 % X 2 0 % X
Home health care 2 0 % $45

H elp
re c o v e rin g  o r 
o th e r s p e c ia l 
hea lth  needs

Outpatient Rehabilitation services $45 $45
Outpatient Habilitation services $45 $45

Skilled nursing care 2 0 % X 2 0 % X

Durable medical equipment 2 0 % 2 0 %
Hospice service No charge No charge
Eye exam No charge No charge

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

Oral Exam
C h ild  D enta l Preventive - Cleaning
D ia g n o s tic Preventive - X-ray Not Covered N o t  P n w p r p r lNot Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C h ild  D enta l 
B a s ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered Not Covered

S e rv ice s Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts Not Covered

C h ild  D enta l
M a jo r
S e rv ice s

Gingivectomy per Quad Endodontics Not Covered
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)

Not Covered Not Covered

Extraction- Complete Bony Prosthodontics Not Covered
Porcelain with Metal Crown Oral Surgery Not Covered

C h ild
O rth o d o n tic s

Medically necessary orthodontics Not Covered Not Covered

See endnotes.



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

Summary of Benefits and Coverage

M em ber Cost Share amounts describe the Enrollee's out o f pocket costs.

S H O P C C S B  

S ilv e r
H S A  HDHP P lan

A c tu a r ia l V a lue  - A V  C a lc u la to r 7 0 5  71.3%

Plan d e s ig n  in c lu d e s  a d e d u c tib le ? Yes, integrated
In teg ra ted  In d iv id u a l d e d u c tib le $2,000 integrated
In teg ra ted  F am ily  d e d u c tib le $4,000 integrated
In d iv id u a l d e d u c tib le , NO T in te g ra te d : M ed ica l /  P ha rm a cy  / D enta l N/A
F am ily  d e d u c tib le , NOT in te g ra te d : M ed ica l /  P ha rm acy  / D enta l N/A

In d iv id u a l O u t-o f-p o c k e t  m ax im um $ 6 2 5 0  6,650
F am ily  O u t-o f-p o c k e t m ax im um $12,500 13,300
HSA p lan : S e lf-o n ly  co ve ra g e  d e d u c tib le $2,000
HSA fa m ily  p lan : In d iv id u a l d e d u c tib le $2,600

C om m on  
M ed ica l E ven t S e rv ice  Type M em ber C o s t Share Deductible Applies

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

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

O ther practitioner office visit 20% X

v is it

Specialist visit 20% X

Preventive care/ screening/ immunization No charge
Laboratory Tests 20% X

Tests X-rays and Diagnostic Imaging 20% X
Imaging (CT/PET scans, MRIs) 20% X

Tier 1 20%  up to $250 per script X

D rugs to  tre a t 
illn e s s  o r 
c o n d it io n

Tier 2 20%  up to $250 per script X

Tier 3 20%  up to $250 per script X

Tier 4 20%  up to $250 per script X

O u tp a tie n t
se rv ic e s

Surgery facility fee (e.g., ASC) 20% X
Physician/surgeon fees 20% X

Outpatient visit 20% X

Em ergency room facility fee (waived if admitted) 20% X

Need
im m ed ia te

Em ergency room physician fee (waived if admitted) 20%  0% X

Em ergency medical transportation 20% X

a tte n tio n

Urgent care 20% X

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

Physician/surgeon fee 20% X

Mental/Behavioral health outpatient office visits 20% X

Mental/Behavioral health other outpatient items and services 20% X

M enta l hea lth , 
b e h a v io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 20% X

Mental/Behavioral health inpatient physician/surgeon fee 20% X

hea lth , o r  
s u b s ta n c e  
abuse  needs Substance Use disorder outpatient office visits 20% X

Substance Use disorder other outpatient items and services 20% X

Substance Use inpatient facility fee (e.g. hospital room) 20% X

Substance use disorder inpatient physician/surgeon fee 20% X

Prenatal care and preconception visits No charge

P re g n a n cy Delivery and all inpatient Hospital 
services

Professional

20%

20%

X

X
Home health care 20% X

Help
re c o v e rin g  o r 
o th e r sp e c ia l 
hea lth  needs

Outpatient Rehabilitation services 20% X
Outpatient Habilitation services 20% X

Skilled nursing care 20% X

Durable medical equipment 20% X
Hospice service 0% X
Eye exam No charge

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

Oral Exam
C h ild  D enta l Preventive - Cleaning
D ia g n o s tic Preventive - X-ray Not Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C h ild  D enta l 
B a s ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered

S e rv ice s Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts

C h ild  D enta l
M a jo r
S e rv ice s

G ingivectomy per Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)

Not Covered

Extraction- Complete Bony Prosthodontics
Porcelain with Metal Crown Oral Surgery

C h ild
O rth o d o n tic s

Medically necessary orthodontics Not Covered

See endnotes.



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

Summary of Benefits and Coverage

Mem ber Cost Share amounts describe the Enrollee's out o f pocket costs.
S ilv e r P lan  S ilv e r P lan  

100% -150%  FP L  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, Medical/Pharmacy Yes, Medical/Pharmacy
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 $580 650 / $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 $4.400 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 8 0 8  4,700 $4,500 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/AI

M em b e r C o st  
S hare

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

Deductible
Applies

$5 $1 5  $ 1 0

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

O ther practitioner office visit $5 $1 5  $ 1 0

v is it

Specialist visit $ 8 $25

Preventive care/ screening/ immunization No charge No charge
Laboratory Tests $ 8 $15

Tests X-rays and Diagnostic Imaging $ 8 $25
Imaging (CT/PET scans, MRIs) $50 $ 1 0 0

Tier 1 $3 $5

D ru g s  to  trea t  
illness o r  
con d itio n

Tier 2 

T ier 3

$ 1 0 $ 2 0 Pharmacy
deductible

$15 $35
Pharmacy
deductible

Tier 4 1 0 % up to $150 
per script

15% up to $150 per script 
after pharmacy deductible

Pharmacy
deductible

O u tp atien t
serv ices

Surgery facility fee (e.g., ASC) 
Physician/surgeon fees 

Outpatient visit

1 0 % 15%
1 0 % 15%

1 0 % 15%

Em ergency room facility fee (waived if admitted) $3 0  $50 X $75  $ 1 0 0 X

N eed
im m ed ia te

Em ergency room physician fee (waived if admitted) 

Em ergency medical transportation

$2$  No charge X $ 40  No charge X

$30 X $75 X

a tten tio n

Urgent care $ 6  $5 $3 0  $ 1 0

H o sp ita l s tay
Facility fee (e.g. hospital room) 1 0 % X 15% X

Physician/surgeon fee 1 0 % X 15% X

Mental/Behavioral health outpatient office visits $5 $4 5  $ 1 0

Mental/Behavioral health other outpatient items and services $5 $4 5  $ 1 0

M en ta l h ea lth , 
b eh a v io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 

Mental/Behavioral health inpatient physician/surgeon fee

1 0 % X 15% X

1 0 % X 15% X

h ea lth , o r  
s u b s ta n ce  
ab u se  n eeds Substance Use d isorder outpatient office visits $5 $+ 5  $ 1 0

Substance Use d isorder other outpatient items and services $5 $+ 5  $ 1 0

Substance Use inpatient facility fee (e.g. hospital room) 1 0 % X 15% X

Substance use disorder inpatient physician/surgeon fee 1 0 % X 15% X

Prenatal care and preconception visits No charge No charge

P reg n an c y Delivery and all inpatient Hospital 
services

Professional

1 0 %

1 0 %

X

X

15%

15%

X

X
Home health care $3 $15

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

Outpatient Rehabilitation services 
Outpatient Habilitation services

Skilled nursing care

Durable medical equipment

$5 $4 5  $ 1 0
$5 $4 5  $ 1 0

1 0 % X 15% X

1 0 % 15%
Hospice service No charge No charge
Eye exam No charge No charge

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

Oral Exam
C hild  D en ta l Preventive - Cleaning
D iagn o s tic Preventive - X-ray Not Covered Not Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C hild  D en ta l 
B as ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered Not Covered

S e rv ice s Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts

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

Gingivectomy per Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)
Extraction- Complete Bony Prosthodontics

Not Covered Not Covered

Porcelain with Metal Crown Oral Surgery

C hild
O rth o d on tics

Medically necessary orthodontics Not Covered Not Covered

See endnotes.



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

Summary of Benefits and Coverage

M em ber Cost Share amounts describe the Enrollee's out o f pocket 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 72 .8  73.7%

Plan d es ig n  in c lu d es  a d ed u c tib le? Yes, Medical/Pharmacy
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 0 0  2,200 / $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  4,400 / $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

■  1 .1
M e m b e r C o s t S hare

Deductible
Applies

$ 40  $30

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

O ther practitioner office visit $ 40  $30

v is it

Specialist visit $55

Preventive care/ screening/ immunization No charge
Laboratory Tests $35

Tests X-rays and Diagnostic Imaging $ 50  $65
Imaging (CT/PET scans, MRIs) $250  $300

Tier 1 $15

D ru g s  to  trea t  
illness  o r  
con d itio n

Tier 2 

T ier 3

$ 45  $50
Pharmacy
deductible

$ 70  $75
Pharmacy
deductible

Tier 4 20%  up to $250 per script 
after pharmacy deductible

Pharmacy
deductible

O u tp atien t
s erv ices

Surgery facility fee (e.g., ASC) 
Physician/surgeon fees 

Outpatient visit

2 0 %
2 0 %

2 0 %

Em ergency room facility fee (waived if admitted) $250  $350 X

N eed
im m ed ia te

Em ergency room physician fee (waived if admitted) 

Em ergency medical transportation

$5 0  No charge X

$250 X

a tten tio n

Urgent care $ 80  $30

H o sp ita l s ta y
Facility fee (e.g. hospital room) 2 0 % X

Physician/surgeon fee 2 0 % X

Mental/Behavioral health outpatient office visits $ 40  $30

Mental/Behavioral health other outpatient items and services $ 40  $30

M ental hea lth , 
b e h a v io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 

Mental/Behavioral health inpatient physician/surgeon fee

2 0 % X

2 0 % X

hea lth , o r  
s u b s ta n ce  
a b u s e  needs Substance Use disorder outpatient office visits $ 40  $30

Substance Use disorder other outpatient items and services $ 40  $30

Substance Use inpatient facility fee (e.g. hospital room) 2 0 % X

Substance use disorder inpatient physician/surgeon fee 2 0 % X

Prenatal care and preconception visits No charge

P reg n an c y Delivery and all inpatient Hospital 
services

Professional

2 0 %

2 0 %

X

X
Home health care $40

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

Outpatient Rehabilitation services 
Outpatient Habilitation services

Skilled nursing care

Durable medical equipment

$ 40  $30
$ 40  $30

2 0 % X

2 0 %
Hospice service No charge
Eye exam No charge

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

Oral Exam
C hild  D enta l Preventive - Cleaning
D iagn o s tic Preventive - X-ray Not Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C hild  D enta l 
B as ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered

S e rv ice s Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts

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

Gingivectomy per Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)
Extraction- Complete Bony Prosthodontics

Not Covered

Porcelain with Metal Crown Oral Surgery

C hild
O rth o d o n tics

Medically necessary orthodontics Not Covered

See endnotes.



See endnotes.

Summary of Benefits and Coverage

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

Mem ber Cost Share amounts describe the Enrollee's out o f pocket 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, Medical/Pharmacy 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 0 0  6,300 / $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 $ 1 2 , 0 0 0  12,600 / $ 1 ,0 0 0  /  $0 N/A

In d iv id u a l O u t -o f -p o c k e t  m axim um $6,500 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

C o m m o n  
M ed ica l E ven t S e rv ice  Type M em b e r C o s t S hare Deductible Applies

M e m b e r C o st  
S h are

Deductible
Applies

Primary care visit to treat an injury, illness, or condition $70  $75
A fter 1st three 
non-preventive 40% X

visits

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

O ther practitioner office visit $70  $75
A fter 1st three 
non-preventive 

visits
40% X

v is it

Specialist visit $90  $105
A fter 1st three 
non-preventive 

visits
40% X

Preventive care/ screening/ immunization No charge No charge
Laboratory Tests $40 40% X

Tests X-rays and Diagnostic Imaging 1 0 0 % X 40% X
Imaging (CT/PET scans, MRIs) 1 0 0 % X 40% X

Tier 1
100% up to $500 per script 
after pharm acy deductible

Pharmacy
Deductible

40% up to $500 
per script

X

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

Tier 2
100% up to $500 per script 
after pharm acy deductible

Pharmacy
Deductible

40% up to $500 
per script

X

Tier 3
100% up to $500 per script 
after pharm acy deductible

Pharmacy
Deductible

40% up to $500 
per script

X

Tier 4 100% up to $500 per script 
after pharm acy deductible

Pharmacy
Deductible

40% up to $500 
per script

X

O u tp atien t
s erv ices

Surgery facility fee (e.g., ASC) 1 0 0 % X 40% X
Physician/surgeon fees 1 0 0 % X 40% X

Outpatient visit 1 0 0 % X 40% X

Em ergency room facility fee (waived if admitted) 1 0 0 % X 40% X

N eed
im m ed ia te

Em ergency room physician fee (waived if admitted) 100% No charge X 40%  0% X

Em ergency medical transportation 1 0 0 % X 40% X

a tten tio n

Urgent care $120  $75
A fter 1st three 
non-preventive 

visits
40% X

H o sp ita l s tay
Facility fee (e.g. hospital room) 1 0 0 % X 40% X

Physician/surgeon fee 1 0 0 % X 40% X

Mental/Behavioral health outpatient office visits $70  $75
A fter 1st three 
non-preventive 

visits
40% X

Mental/Behavioral health other outpatient items and services $70  $75
A fter 1st three 
non-preventive 

visits
40% X

M ental hea lth , 
b eh av io ra l

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 1 0 0 % X 40% X

Mental/Behavioral health inpatient physician/surgeon fee 1 0 0 % X 40% X

h ea lth , o r  
s u b s ta n ce  
a b u s e  n eeds Substance Use disorder outpatient office visits $70  $75

A fter 1st three 
non-preventive 

visits
40% X

Substance Use disorder other outpatient items and services $70  $75
A fter 1st three 
non-preventive 

visits
40% X

Substance Use inpatient facility fee (e.g. hospital room) 1 0 0 % X 40% X

Substance use disorder inpatient physician/surgeon fee 1 0 0 % X 40% X

Prenatal care and preconception visits No charge No charge

P reg n an c y Delivery and all inpatient Hospital 1 0 0 % X 40% X
services

Professional 1 0 0 % X 40% X
Home health care 1 0 0 % X 40% X

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

Outpatient Rehabilitation services $70  $75 40% X
Outpatient Habilitation services $70  $75 40% X

Skilled nursing care 1 0 0 % X 40% X

Durable medical equipment 1 0 0 % X 40% X
Hospice service No charge 0% X
Eye exam No charge No charge

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

Oral Exam
C hild  D enta l Preventive - Cleaning
D iagn o s tic Preventive - X-ray Not Covered Not Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C hild  D enta l 
B as ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered Not Covered

S e rv ices Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts

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

Gingivectomy per Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)

Not Covered Not Covered

Extraction- Complete Bony Prosthodontics
Porcelain with Metal Crown Oral Surgery

C hild
O rth o d on tics

Medically necessary orthodontics Not Covered Not Covered



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

Summary of Benefits and Coverage

M em ber Cost Share am ounts describe the Enrollee's out o f pocket 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 $6,850 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

M e m b e r C o st  
S h are

Deductible
Applies

0%
After 1st three 
non-preventive 

visits

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

O ther practitioner office visit 0%
After 1st three 
non-preventive 

visits
v is it

Specialist visit 0% X

Preventive care/ screening/ immunization No charge
Laboratory Tests 0% X

Tests X-rays and Diagnostic Imaging 0% X
Imaging (CT/PET scans, MRIs) 0% X

Tier 1 0% X

D ru g s  to  trea t  
illness  o r  
c on d itio n

Tier 2 

T ier 3

0% X

0% X

Tier 4 0% X

O u tp a tien t
serv ic es

Surgery facility fee (e.g., ASC) 
Physician/surgeon fees 

Outpatient visit

0% X
0% X

0% X

Em ergency room facility fee (waived if admitted) 0% X

N eed
im m ed ia te

Em ergency room physician fee (waived if admitted) 

Em ergency medical transportation

0%  No charge X

0% X

a tten tio n

Urgent care 0%
After 1st three 
non-preventive 

visits

H o sp ita l s ta y
Facility fee (e.g. hospital room) 0% X

Physician/surgeon fee 0% X

Mental/Behavioral health outpatient office visits 0%
After 1st three 
non-preventive 

visits

Mental/Behavioral health other outpatient items and services 0%
After 1st three 
non-preventive 

visits

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

Mental/Behavioral health inpatient facility fee (e.g.hospital room) 

Mental/Behavioral health inpatient physician/surgeon fee

0% X

0% X

h ea lth , o r  
s u b s ta n ce  
a b u s e  n eeds Substance Use disorder outpatient office visits 0%

After 1st three 
non-preventive 

visits

Substance Use disorder other outpatient items and services 0%
After 1st three 
non-preventive 

visits

Substance Use inpatient facility fee (e.g. hospital room) 0% X

Substance use d isorder inpatient physician/surgeon fee 0% X

Prenatal care and preconception visits No charge

P reg n an c y Delivery and all inpatient Hospital 
services

Professional

0%

0%

X

X
Home health care 0% X

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

Outpatient Rehabilitation services 
Outpatient Habilitation services

Skilled nursing care

Durable medical equipment

0% X
0% X

0% X

0% X
Hospice service 0% X
Eye exam No charge

C h ild  eye  care
1 pair o f glasses per year (or contact lenses in lieu of glasses) 0% X

Oral Exam
C hild  D enta l Preventive - Cleaning
D iagn o s tic Preventive - X-ray Not Covered
and Sealants per Tooth
P reven tive Topical Fluoride Application

Space Maintainers - Fixed

C hild  D enta l 
B as ic

Amalgam  Fill— 1 Surface Restorative Procedures
Not Covered

S e rv ice s Periodontal Maintenance Services
Root Canal- Molar Crowns and Casts

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

Gingivectomy per Quad Endodontics
Extraction- Single Tooth Exposed Root or Erupted Periodontics 
(other than maintenance)
Extraction- Complete Bony Prosthodontics

Not Covered

Porcelain with Metal Crown Oral Surgery

C hild
O rth o d o n tics

Medically necessary orthodontics Not Covered

See endnotes.
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