PBP 2008 Data Entry System Screens


Section C – OON – General – Base 1 Screen
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Do you ofer an Outaf Network (00N Beneft?
C Yes
C N

The Masimum Plan Beneft Coverage amovnt for Dutof Network.
NonMedicare covered benefts should be entered in Sestion D.

The Total Envallee Dutaf Packet Cast Liit for Dutof Netwark.
benefits should be entered in Section .

The Deductible for Out-of Network benefts should be entered in
SectionD.

NOTE: AllOutof Network Optionel Supplemental Benefis should
be entered in the Secton D - Optonal Supplemental Package
descipton screers.
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Section C – OON – General – Base 2 Screen
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Select allof the Service Categories (o which the.
QutofNetwark benefit applies:

T Inpaliet Hospial Aoute
16 Inpatient Psych Hospial
2 Skiled Nursing Faciity (SNF)
3 Comprehensive Outpaliet Rehabiltaton F
5 Patil Hospitaization

6: Home Health Services

7 Pimaty Care Physician

7 Chiopractic Services

7 Gecupationsl Therapy

74 Physician Speciaist excl Psychiatic

7 Mental Health - Non Physician

71 Podialy Services

75Ottt Health Care Professional

7h Pychistic

71T and 5P Services

8 Disgnostc Procedres/Test/Lab Berelits
861: Diagnastic Radlogical Services
862 Therapeutic Radilogical Services
93 Dutpalint Hospial

% ASC Services

5 Outpatient Substance Abuse

34 Cardac Rehabiitalion Services

10a: Ambulance

10b: Transportation

112 DME

11b: Prosthetios/Medical Sugplies

11c: Diabetes Monitoring Suplies

12 Renal Dialysis

13a: Blood

13b: Acupunctue

13c: Diher 1

13 Dther 2

13e: Other 3

1a: Health Education/Walness
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Section C – OON – General – Notes Screen 
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Section C – OON – Inpatient – Base 1 Screen
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Is there an envallee Coinsurance for OON Inpatient Hospital
Services?

C Yes
C Mo

Indicate the coinsurance percertage and day intervals) for DN Inpatiet Haspital

Acute stay[enter 939" uiimited days are ofered; 2.9 T to 339

Coinsuance % Interval T | | Begin Day Interval

End Day Interval 1

Selectthe type of ODN Inpatient Hospial Services Bernefit with
Coinsurance:

I~ (13) Inpatient Hospital - Acute:
I (1b) Inpatient Psychiatic Hospital

Coinsuance % Interval 2. | [ Begin Day Inerval 2

End Day Interval 2

Icicate Coinsurance percentage for OON Inpatent Hospial
Acue stay:

Coinsuance % Interval 3. | | Begin Day Inerval 3

End Day Interval 3

Incicate the number of dayinervalsfor the DON Inpatient
Hospital - Acute stay:

" Zeto [No Coinsurance per Day)
C e
C Two
C Thes

Selectthe Coinsurance Coverage Basis for ODN Inpatient Hospital - Acute say:

" Publshed Fee Schecble

© MA Diganization Developed Fee Schediie
M Diganization Developed Cast Stucture.
C Other, descibe.





Section C – OON – Inpatient – Base 2 Screen

[image: image5.png]Indicate Cainsurance percentage for 0N Inpatient Psyciatic Hospital stay:

Incicate the numbr o day intervals fo the DN Inpatient Psychiatic Hospital stay:

" Zeto [No Coinsurance per Day)
C e
C Two
C Thes

Selectthe Coinsurance Coverage Basis for ODN Inpatient
Psyehiatic Hosptalstay:

" Publshed Fee Schecble

© MA Diganization Developed Fee Schediie
M Diganization Developed Cast Stucture.
C Other, descibe.

Icicate the coinsurance percentage and day inervals)for DON Inpatient
Psychiatic Hospialstay (orter 999 unimited days are offered: 0.1 to 993}

Coinsuance % Interval 1 || Begin Day Interval

End Day Interval 1

Coinsuance % Interval 2. || Begin Dap Interval 2:

End Day Interval 2

Coinsuance % Interval 3. || Begin Dap Interval 3

End Day Interval 3
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Section C – OON – Inpatient – Base 3 Screen

[image: image6.png]Is there an ervolle Copayment for DON Inpatient Hospital
Services?

C Yes
C N

Selectthe type of OON Inpatient Hospital Services
Beneft vith Copayment

I” (1) Inpatient Hospital - Acute:
I (1b) Inpatient Psychiatic Hospital

Icicate Copayment amount per stay for DON Inpatient Hospita - Acule sta:

€ Zero [No Capayment per Day)
C e
C Two
C Thes

Inclicate the numbr o day intervals fo the DN Inpatient Haspita - Acule stay:

Icicate the copayment amount and day nterval) for DON Inpalient Hospital
Acute stay [erter 999" uiimited days are offered; e.9. 1 10 993}

Copayment Amt Iterval 1: || Begin Day Interva

End Day Interval 1

Copayment At Iterval 2 || Begin Day Iterval 2

End Day Interval 2

Copayment At Interval % || Begin Dap Interval 3

End Day Interval 3
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Section C – OON – Inpatient – Base 4 Screen
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Icicate Copayment amount per tay for DN Inpatient Psychistic Hospital

Is there an OON DeductibleforInpatient Hospital Services?
C Yes
C N

Incicate the number o day intervals fo the DN Inpatient Psychiatic Hospital stay:
€ Zero [No Capayment per Day)

C e

C Two

C Thes

Incicate the copayment amourt and day nterva(s) for OON Inpatient Psychiatic
Hospital stay (enter 389" urimited days are offered; e...1 1o 593}

Selectthe type of OON Inpatient Hospital Services benefit with 3
Deductibl:

T~ Inpatient Hospital Acute
T~ Inpatient Psychiatric Hospital

Combined for both Inpatient Hospital Acute and Inpatient
Payehiatic Hospial

Enter Deductble smount forInpatient Hosptah Acute:

Copayment Amt Iterval 1: || Begin Day Interva End Day Interval 1

Enter Deductble smount forInpatient Psyciatic Hosptat

Copayment At Interval 2 || Begin Dap Interval : End Day Interval 2

Copayment At Interval % || Begin Dap Interval 3 End Day Interval 3

Erter Deductible amaunt for combined Inpatient Haspital Acute and
Inpatient Psychistic Hospitak





Section C – OON – Groups – Group Screen
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Incicate the rumber of Out of Netwark roupings
offered [excluding Inpatient Hospital Services)
(Optonal}





Section C – OON – Groups – Base 1 Screen
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Eter Label for this Group (Dptianal}

Is there an OON Cainsurance for tis Group?
C Yes
C Mo

Select the service categores included inthe OON opion ot this Group:

Eter Minimum Coinsurance Percentage for tis Group:

2 Skiled Nursing Faciiy (SNF)

3 CORF

5 Patil Hospitaization

6: Home Health Services

7 Pimaty Care Physician Services

7 Chiopractic Services

7 Decupatianal Therapy Services

7 Physician Specialst Services

7 Mental Health Specialy Servizes - NorPsychiatic
7t Podilist Services

75 Other Hoalth Care Professional Services
7h Pychistic Services

7i Physical Therapy and Spesch/Language Pathology Services
8a1: Cinical/Diagnostc Lab Services.

832 Radiation Therapy Services

8 Outpalient X Rays

92 Quipatient Hospital Serices

96 Ambulstory Sugical Certer [45C) Services
3 Outpatient Substance Abuse Services

34 Cardac Rehabiitalion Services

105 Ambulance Services

10b: Transportaion Services

112 DME

11b: Prosthetios/Medical Sugplies

11c: Diabetes Monitoring Suplies

12 Renal Dilysis

135 Dutpatient Blood

13b: Acupurctue

13c: Dtherl

138 Dther2

Erter Masimum Cainsurance Percentage for this Group:

Selectthe Coinsurance Coverage Basis:

" Publshed Fee Schecble

© MA Diganization Developed Fee Schediie
M Diganization Developed Cast Stucture.
C Other, descibe.

Is there an OON Copayment for this Group?
C Yes
C Mo

Enter Minimum Copayment Amovrt for tis Group:

Enter Masimum Copayment Amount ot this Group:
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Section C – OON – Groups – Base 2 Screen

[image: image10.png]Bl

roups - Base 2

Is there an OON Deductible for this roup?
C Yes
C N

Erter Deductible Amount for this group:
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