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SUMMARY:: The Departments of the Health and Human Services, Labor, and the
Treasury (the Departments) are simultaneously publishing in the Federal Register this
document and proposed regulations (2011 proposed regulations) under the Patient
Protection and Affordable Care Act to implement the disclosure for group health plans
and health insurance issuers of the summary of benefits and coverage (SBC) and the
uniform glossary. This document proposes a template for an SBC; instructions, sample

language, and a guide for coverage examples calculations to be used in completing the



template; and a uniform glossary that would satisfy the disclosure requirements under
section 2715 of the Public Health Service (PHS) Act. Comments are invited on these
materials.

COMMENT DATES: Comments are due on or before [INSERT DATE 60 DAYS

AFTER PUBLICATION IN FEDERAL REGISTER].

ADDRESSES: Written comments may be submitted to any of the addresses
specified below. Any comment that is submitted to any Department will be shared with
the other Departments. Please do not submit duplicates.

All comments will be made available to the public. WARNING: Do not include
any personally identifiable information (such as name, address, or other contact
information) or confidential business information that you do not want publicly disclosed.
All comments are posted on the Internet exactly as received, and can be retrieved by most
Internet search engines. No deletions, modifications, or redactions will be made to the
comments received, as they are public records. Comments may be submitted

anonymously.

Department of Labor. Comments to the Department of Labor, identified by RIN
1210-AB52, by one of the following methods:

o Federal eRulemaking Portal: http://www.regulations.gov. Follow the

instructions for submitting comments.

e Email: E-OHPSCA2715.EBSA@dol.gov.

e Mail or Hand Delivery: Office of Health Plan Standards and Compliance

Assistance, Employee Benefits Security Administration, Room N-5653, U.S. Department



of Labor, 200 Constitution Avenue NW, Washington, DC 20210, Attention: RIN 1210—
ABS52.
Comments received by the Department of Labor will be posted without change to

http://www.regulations.gov and http://www.dol.gov/ebsa, and available for public

inspection at the Public Disclosure Room, N-1513, Employee Benefits Security
Administration, 200 Constitution Avenue, NW, Washington, DC 20210.

Department of Health and Human Services. In commenting, please refer to file

code CMS-9982-NC. Because of staff and resource limitations, we cannot accept
comments by facsimile (FAX) transmission.
Y ou may submit comments in one of four ways (please choose only one of the ways
listed):

1. Electronically. You may submit electronic comments on this regulation to

http://www.regulations.gov. Follow the instructions under the “More Search Options”

tab.

2. By regular mail. You may mail written comments to the following address

ONLY:
Centers for Medicare & Medicaid Services
Department of Health and Human Services,
Attention: CMS-9982-NC,
P.O. Box 8016,
Baltimore, MD 21244-1850.
Please allow sufficient time for mailed comments to be received before the

close of the comment period.



3. By express or overnight mail. You may send written comments to the

following address ONLY:
Centers for Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-9982-NC,
Mail Stop C4-26-05,
7500 Security Boulevard,
Baltimore, MD 21244-1850.

4. By hand or courier. If you prefer, you may deliver (by hand or courier) your

written comments before the close of the comment period to either of the following
addresses:

a. For delivery in Washington, DC--

Centers for Medicare & Medicaid Services,

Department of Health and Human Services,

Room 445-G, Hubert H. Humphrey Building,

200 Independence Avenue, SW,

Washington, DC 20201

(Because access to the interior of the Hubert H. Humphrey Building is not
readily available to persons without Federal government identification, commenters are
encouraged to leave their comments in the CMS drop slots located in the main lobby of
the building. A stamp-in clock is available for persons wishing to retain a proof of filing
by stamping in and retaining an extra copy of the comments being filed.)

b. For delivery in Baltimore, MD--



Centers for Medicare & Medicaid Services,

Department of Health and Human Services,

7500 Security Boulevard,

Baltimore, MD 21244-1850

If you intend to deliver your comments to the Baltimore address, please call
(410) 786-9994 in advance to schedule your arrival with one of our staff members.

Comments mailed to the addresses indicated as appropriate for hand or courier
delivery may be delayed and received after the comment period.

Submission of comments on paperwork requirements. You may submit

comments on this document’s paperwork requirements by following the instructions at
the end of the “Collection of Information Requirements” section in this document.

Inspection of Public Comments: All comments received before the close of the

comment period are available for viewing by the public, including any personally
identifiable or confidential business information that is included in a comment. We post
all comments received before the close of the comment period on the following website

as soon as possible after they have been received: http://www.regulations.gov. Follow

the search instructions on that Web site to view public comments.

Comments received timely will also be available for public inspection as they are
received, generally beginning approximately three weeks after publication of a document,
at the headquarters of the Centers for Medicare & Medicaid Services, 7500 Security
Boulevard, Baltimore, Maryland 21244, Monday through Friday of each week from 8:30
a.m. to 4 p.m. EST. To schedule an appointment to view public comments, phone 1-800-

743-3951.



Internal Revenue Service. Comments to the IRS, identified by REG-140038-10,

by one of the following methods:

o Federal eRulemaking Portal: http://www.regulations.gov. Follow the

instructions for submitting comments.
e Mail: CC:PA:LPD:PR (REG-140038-10), room 5205, Internal Revenue
Service, P.O. Box 7604, Ben Franklin Station, Washington, DC 20044.

e Hand or courier delivery: Monday through Friday between the hours of 8

a.m. and 4 p.m. to: CC:PA:LPD:PR (REG-140038-10), Courier’s Desk, Internal Revenue
Service, 1111 Constitution Avenue, NW, Washington DC 20224.

All submissions to the IRS will be open to public inspection and copying in room
1621, 1111 Constitution Avenue, NW, Washington, DC from 9 a.m. to 4 p.m.
FOR FURTHER INFORMATION CONTACT: Amy Turner or Heather Raeburn,
Employee Benefits Security Administration, Department of Labor, at (202) 693-8335;
Karen Levin, Internal Revenue Service, Department of the Treasury, at (202) 622-6080;
Jennifer Libster or Padma Shah, Centers for Medicare & Medicaid Services, Department
of Health and Human Services, at (301) 492-4252.
CUSTOMER SERVICE INFORMATION: Individuals interested in obtaining
information from the Department of Labor concerning employment-based health
coverage laws may call the EBSA Toll-Free Hotline at 1-866-444-EBSA (3272) or visit

the Department of Labor’s website (http://www.dol.gov/ebsa). In addition, information

from HHS on private health insurance for consumers can be found on the Centers for

Medicare & Medicaid Services (CMS) website



(http://www.cms.hhs.gov/HealthInsReformforConsume/01_Overview.asp) and

information on health reform can be found at http://www.healthcare.gov.

SUPPLEMENTARY INFORMATION:
L. Introduction

The Departments of Health and Human Services (HHS), Labor, and the Treasury
(the Departments) are taking a phased approach to issuing regulations and guidance
implementing the revised Public Health Service Act (PHS Act) sections 2701 through
2719A and related provisions of the Patient Protection and Affordable Care Act
(Affordable Care Act)." Section 2715 of the PHS Act directs the Departments to develop
standards for use by a group health plan and a health insurance issuer in compiling and
providing a summary of benefits and coverage (SBC) that “accurately describes the
benefits and coverage under the applicable plan or coverage.” Section 2715 of the PHS
Act also directs the Departments to provide for the development of a uniform glossary.
The statute directs the Departments, in developing such standards, to “consult with the
National Association of Insurance Commissioners” (referred to in this document as the
“NAIC”), “a working group composed of representatives of health insurance-related
consumer advocacy organizations, health insurance issuers, health care professionals,
patient advocates including those representing individuals with limited English

proficiency, and other qualified individuals.”

" The Affordable Care Act also adds section 715(a)(1) to the Employee Retirement Income Security Act
(ERISA) and section 9815(a)(1) to the Internal Revenue Code (the Code) to incorporate the provisions of
part A of title XXVII of the PHS Act into ERISA and the Code, and make them applicable to group health
plans, and health insurance issuers providing health insurance coverage in connection with group health
plans.



As part of this required consultation, the NAIC convened the Consumer
Information (B) Subgroup (NAIC working group), comprised of a diverse group of
stakeholders.” This working group met frequently each month for over one year while
developing its recommendations. The NAIC working group created two subgroups --
one focused on developing a uniform glossary of health insurance and medical terms and
the other focused on developing standards for the SBC. All drafts were discussed and
agreed to by the entire NAIC working group and then submitted to the full NAIC
membership for a vote to submit the drafts as recommendations to the Departments.
Throughout the process, NAIC working group draft documents and meeting notes were
displayed on the NAIC’s website for public review, and several interested parties filed
formal comments. In addition to participation from the NAIC working group members,
conference calls and in-person meetings were open to other interested parties and
individuals and provided an opportunity for non-member feedback. The NAIC indicates
that stakeholders from a diverse pool of backgrounds participated in working group
conference calls.?

As a result of this process, the NAIC working group recommended use of a
uniform SBC template, as well as a uniform glossary, for the individual and group
insurance markets. In developing these recommendations, the draft SBC template,

including the coverage examples, and the draft uniform glossary underwent consumer

* A list of the NAIC working group members can be found at:
http://www.naic.org/documents/committees b_consumer_information_contacts.pdf.

? Records and other information relating to all of the meetings held by the NAIC working group can be
found at: http://www.naic.org/committees_b_consumer_information.htm.




testing,® sponsored by both consumer and insurance industry groups. These tests were
intended to assist in determining necessary adjustments to ensure the final product was
consumer friendly.” The Departments have received transmittals from the NAIC that
include a recommended template for the SBC (referred to in this document as the “SBC
template”)° with instructions, samples, and a guide for coverage examples calculations to
be used in completing the SBC template. The NAIC transmittals also included a
recommended uniform glossary of coverage and medical terms (referred to in this
document as the “uniform glossary”). The SBC template and uniform glossary include
modifications made by the NAIC working group in response to the results of extensive
consumer testing.

The 2011 proposed regulations and this document follow the recommendations
made by the NAIC and incorporate the documents drafted by the NAIC, including the
SBC template (with instructions, sample language, and a guide for coverage examples

calculations to be used in completing the SBC template) and the uniform glossary. The

* The NAIC consulted readability experts and conducted consumer testing. The SBC format was designed
to enhance to consumer understanding and usability. For example, use of vocabulary, such as “don’t”
verses “do not” reflects intentional design based on feedback from consumer testing. These format choices
reflect in part, the NAIC’s efforts to address the statutory requirement that the form be "culturally and
linguistically appropriate."

> Summaries of this consumer testing are available at:

http://www.naic.org/documents/committees b_consumer_information 101012 _ahip focus_group summar
y.pdf;

http://www.naic.org/documents/committees b_consumer_information_ 110603 _ahip_bcbsa consumer_test
ing.pdf;

http://www.naic.org/documents/committees b_consumer_information_101014_consumers_union.pdf (a
more detailed summary of which is accessible at:

http://prescriptionforchange.org/pdf/CU_Consumer_Testing_Report Dec_2010.pdf); and
http://www.naic.org/documents/committees b _consumer information 110603 consumers union testing.p
df.

% In their materials, the NAIC uses the phrase "Summary of Coverage" to describe the SBC template.
However, the Departments use the term "Summary of Benefits and Coverage" in the proposed regulations
and this document. Both of these terms are meant to refer to the same document (located in Appendix A-1
of this document).



Appendices do not include a sample coverage example calculation for breast cancer in
the individual market that was transmitted by the NAIC. Upon review, it appeared that
some of the data in the example might be subject to copyright protection. Moreover, the
sample coverage example calculation provided by the NAIC was limited to breast cancer
in the individual market and did not address the other two coverage examples — maternity
coverage and diabetes. Finally, particular coding information and pricing information
included in the sample would change annually, which would result in the data included in
the sample becoming outdated relatively quickly. Accordingly, HHS is publishing on its

website (at http://cciio.cms.gov) the coding and pricing information necessary to perform

coverage example calculations for all three coverage examples. HHS will update this
information annually.

Instead of proposing possible changes to the NAIC’s proposed SBC template and
related materials at this time, this document proposes to incorporate the NAIC working
group’s recommended materials as transmitted (with the exception of the sample
coverage example, explained above), and invites public comment. The Departments
recognize that changes to the SBC template may be appropriate to accommodate various
types of plan and coverage designs, to provide additional information to individuals, or to
improve the efficacy of the disclosures recommended by the NAIC. In addition, the
SBC template and related documents were drafted by the NAIC primarily for use by
health insurance issuers.” The NAIC states in its transmittal letter that additional

modifications may be needed for some group health plans. Consequently, comments are

" National Association of Insurance Commissioners, Consumer Information Working Group, December 17,
2010 Letter to the Secretaries. Available at

http://www.naic.org/documents/committees _b_consumer_information_ppaca_letter to_sebelius.pdf.
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requested on these issues specifically and on the SBC template, sample completed SBC,
instructions for both group health plan coverage and individual health insurance
coverage, sample language for the “Why this Matters” section of the SBC, guide for
coverage examples calculations, and on the uniform glossary generally. After the public
comment period, the Departments will finalize these documents. Consistent with PHS
Act section 2715(¢), the Departments will periodically review and update these
documents as appropriate, taking into account public comments.
IIL. Proposal

This document proposes an SBC template (with instructions, samples, and a guide
for coverage examples calculations to be used in completing the SBC template), and the
uniform glossary, to comply with the disclosure requirements of PHS Act section 2715,
as authorized by the Departments pursuant to paragraph (a)(4) of the 2011 proposed
regulations. The SBC template, sample completed SBC, instructions for both group
health plan coverage and individual health insurance coverage, sample language for the
“Why This Matters” section of the SBC, guide for coverage examples calculations, and
uniform glossary are identical to the documents transmitted by the NAIC. These items
are contained in the Appendices to this document.

In addition to the materials in the Appendices that are proposed in this document,

HHS is providing (at http://cciio.cms.gov) the specific information necessary to simulate

benefits covered under the plan or policy for the coverage examples portion of the SBC
(including specific medical items and services, dates of service, billing codes, and
allowed charges for each claim in the three specified benefits scenarios). HHS will

update this information annually on its website. The Departments propose that plans and

11



issuers are not required to update their coverage examples for SBCs provided before the
date that is 90 days after the date that HHS provides this updated information. That is, 90
days after HHS updates the information, SBCs that are otherwise required to be provided
under paragraph (a) of the proposed rules should take into account the new information
when providing coverage examples. For example, if HHS releases updated information
on September 15 of a year, SBCs required to be provided on or after December 14 of that
year under the rules of paragraph (a) of the proposed rules would need to include
coverage examples calculated using the new information. However, these updates alone
will not be considered a material modification under paragraph (b) of the 2011 proposed
regulations. Comments are invited on this information as well, including the annual
update provision. The preamble to the 2011 proposed regulations contains a request for
comment regarding various approaches to providing the coverage examples. Commenters
addressing the requirement to provide updated coverage examples are encouraged to
consider how updates would be made to the coverage examples under these various
approaches and what additional instructions should be added to address updates and a
possible phased-in approach to implementation discussed in the preamble to the 2011
proposed regulations.

With respect to the element of the SBC regarding a statement about whether a
plan or coverage provides minimum essential coverage (as defined under section
5000A(f) of the Code) and whether the plan’s or coverage’s share of the total allowed

costs of benefits provided under the plan or coverage meets applicable minimum value

12



requirements (minimum essential coverage statement),” because this content is not
relevant until other elements of the Affordable Care Act are implemented, this statement
is not in the NAIC recommendations. For the same reason, and as discussed more fully
in the preamble to the 2011 proposed regulations, the minimum essential coverage
statement is not required to be in the SBC until the plan or coverage is required to
provide an SBC with respect to coverage beginning on or after January 1, 2014. As
provided in the preamble to the 2011 proposed regulations, comments are requested on
how employers might provide the information included in the minimum essential
coverage statement and other plan-level reporting in a manner that minimizes duplication
and burden.

In addition, the SBC template recommended by the NAIC and located in
Appendix A-1 of this document includes websites for individuals to access the uniform
glossary, for information about prescription drug coverage, and for information about the
plan or coverage provider network. The Departments note, however, these websites are
not working websites. Plans and issuers would need to modify this aspect of the SBC
template to include relevant, working web addresses (for the uniform glossary, this may
be the web address of either the Department of Labor or HHS website, or on the plan’s or
issuer’s own website). The Departments invite comment on whether this statement in the
SBC template regarding the electronically available uniform glossary should be modified
to include a statement that the uniform glossary is available in paper form upon request.

I1I1. Solicitation of Comments

¥ PHS Act section 2715(b)(3)(G) provides that this statement must indicate whether the plan or coverage
(1) provides minimum essential coverage (as defined under section S000A(f) of the Code) and (2) ensures
that the plan’s or coverage’s share of the total allowed costs of benefits provided under the plan or coverage
is not less than 60 percent of such costs.

13



The Departments solicit comments generally on the SBC template and related
documents and the uniform glossary included in the Appendices, as well as on specific
issues set forth below (including on what modifications, if any, are needed for group
health plans to use the SBC template).

The NAIC stated in the December 2010 transmittal letter that the working group
intentionally designed the layout and color of the SBC template based on consumer
testing to make the document more readable and to facilitate comparison of different plan
and coverage options. The Departments recognize, however, that color printing may be
costly for some plans and issuers and therefore propose that a plan or issuer will be
compliant if it uses either the color version (available on the websites of the Departments
of Labor and HHS),” as recommended by the NAIC, or the grayscale version (included in
the Appendices to this document). In addition, the Departments note that while the
NAIC-recommended SBC template is only three double-sided pages, the Departments are
proposing that a completed SBC may be four double-sided pages in length. The SBC
template reserves space to ensure that a plan or issuer with different benefit designs (such
as multiple, tiered provider networks) could provide all the necessary information, and
that additional coverage examples could be added in the future, within four double-sided
pages. (See the preamble to the 2011 proposed regulations for a request for comment
regarding various approaches to providing the coverage examples.)

The Departments are interested in any general comments regarding the proposed
SBC template, sample completed SBC, instructions for both group health plan coverage

and individual health insurance coverage, sample language for the “Why This Matters”

® See www.dol.gov/ebsa or cciio.cms.gov.
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section of the SBC, guide for coverage examples calculations, and uniform glossary. In
making this request for comment, the Departments note that the purpose of PHS Act
section 2715 is to provide individuals and plan participants with a brief summary of plan
or policy benefits and coverage so that they may more easily compare health care
coverage and better understand the terms of coverage (or exceptions to the coverage).
The SBC is intended to assist individuals purchasing coverage in the individual market in
comparing the benefits and coverage of different individual policies offered by insurance
issuers. Likewise, the SBC is intended to assist employees who are offered group
coverage to compare among different employer-provided health care options or to
compare their employer’s options with other coverage for which they may be eligible,
such as a spouse’s or dependent’s offer of employer-provided health care coverage, a
former employer’s COBRA continuation coverage,'” or a policy on the individual
market.

In order to make it as easy as possible for individuals to understand the terms of their
own coverage and compare coverage and benefits efficiently and accurately, the statute
provides for, and the NAIC recognized the importance of, presenting the SBC in a
uniform format. We invite comments on how this statutory requirement should be
applied, including the nature and extent of the uniformity that should be required in the
specific language of the SBC and the manner and sequence in which the information in
the SBC is presented. We ask that any comments proposing that flexibility be permitted

in aspects of the presentation of the SBC explicitly address the potential positive or

' As defined in 26 CFR 54.9801-2, 29 CFR 2590.701-2, and 45 CFR 144.103, COBRA means Title X of
the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.
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negative effects on individuals’ ability to effectively compare benefits and coverage

among and across individual policies and group health plans.

The Departments also invite comments on the following specific issues:

1.

The SBC template is intended to be used by all types of plan or coverage designs.
The Departments are interested in comments related to issues that may arise from
the use of this template for different types of plan or coverage designs (for
example, designs using tiered provider networks or group health plans that may
use multiple issuers or service providers to provide or administer different
categories of benefits within a benefit package).

The Departments are interested in comments regarding any modifications needed
for use by group health plans (e.g., with respect to disclosure regarding cost of
coverage and changes in terminology required for self-insured plans, such as use
of the term “plan year” instead of “policy period”).

The Departments are interested in comments regarding whether the content of the
SBC should require inclusion of additional information, such as information
regarding any preexisting condition exclusion under the plan or policy, ' status as
a grandfathered health plan, ' or other information that might be important for

individuals to know about their coverage and how the SBC template could be

" Note: The general notice of preexisting condition exclusion and the individual notice of preexisting
condition exclusion at 26 CFR 54.9801-3(c) and (e), 29 CFR 2590.701-3(c) and (e), and 45 CFR
146.111(c) and (e), were published as part of the Departments’ HIPAA portability regulations on December
30,2004, 69 FR 78720.

12 Note: Under paragraph (a)(2) of the Departments’ interim final regulations regarding status as a
grandfathered health plan, to maintain grandfather status, group health plans and health insurance coverage
must include a statement in any plan materials describing the benefits provided that the plan or coverage
believes it is a grandfathered health plan. Model language is provided. See 26 CFR 54.9815-1251T(a)(2),
29 CFR 2590.715-1251(a)(2), and 45 CFR 147.140(a)(2), published in the Federal Register on June 17,
2010, 75 FR 34538.
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modified to ensure effective disclosure of these additional elements, while
respecting the statutory formatting requirements. For example, comments are
requested on whether a simplified reporting method, such as a checkbox, could be
used to disclose preexisting condition exclusions and grandfather status.

The fourth page of the SBC template includes a list of services that plans and
issuers must indicate as either excluded or covered in the “Excluded Services &
Other Covered Services” chart. The Departments solicit comments on whether
services should be added or removed from this list, as well as whether the
disclosure stating that the list is not complete is adequate.

The SBC template includes a disclosure on the first page indicating to consumers
that the SBC is not the actual policy and does not include all of the coverage
details found in the actual policy. The Departments solicit comments on whether
this disclosure is adequate.

The uniform glossary is also included in Appendix E of this document. The

Departments propose that plans and issuers cannot make any modifications to this
glossary. The uniform glossary was developed to facilitate and enhance consumer

comprehension and is not intended to provide legal or contractual definitions that

necessarily apply accurately, without modification, to every plan or coverage. The NAIC

consumer testing found that certain terms relating to cost-sharing provisions were

particularly difficult for consumers to understand. As a result, the NAIC developed

diagrams to accompany the textual definitions of these terms. The Departments solicit

comments on the uniform glossary, including its terms and definitions, and whether other
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terms should be added to the glossary, as well as whether any of the terms would be
considered inaccurate or misleading based on a particular plan or coverage design.
Comments are also invited on the standards set forth in the 2011 proposed
regulations. To comment on the 2011 proposed regulations, see the comment section of
the 2011 proposed regulations, published elsewhere in this issue of the Federal Register.

IV. Paperwork Reduction Act

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection
displays a valid OMB control number. The Department notes that a Federal agency
cannot conduct or sponsor a collection of information unless it is approved by OMB
under the PRA, and displays a currently valid OMB control number, and the public is not
required to respond to a collection of information unless it displays a currently valid
OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of
law, no person shall be subject to penalty for failing to comply with a collection of
information if the collection of information does not display a currently valid OMB
control number. See44 U.S.C. 3512.

This document relates to the information collection request (ICR) contained in a
proposed regulation titled “Summary of Benefits and Coverage and the Uniform
Glossary,” which is published elsewhere in today’s issue of the Federal Register. For a
discussion of the hour and cost burden associated with the ICR, please see the notice of

proposed rulemaking.
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Overview of Appendices

As stated earlier in this document, the NAIC transmitted the work of the NAIC
Working Group to the Departments. The Appendices to this document include the SBC
documents drafted by the NAIC in their entirety, with the exception of the sample
coverage example calculation for breast cancer in the individual market, as explained
earlier in this document.

Appendix A-1 contains an SBC template, as developed by the NAIC Working
Group. The NAIC Working Group incorporated all of their recommendations contained
in the multiple transmittals to the Departments over the last several months in their final
recommended SBC template.

Appendix A-2 contains a sample completed SBC, using information for a sample
individual health insurance policy. While the sample completed SBC may not align
perfectly with the instructions in every way, the document is useful in providing a general
illustration of a completed SBC for a sample insurance policy.

Appendices B-1 and B-2 contain instructions for group health coverage and
individual health insurance coverage, respectively, to use in completing the SBC
template. The Departments are publishing the sample completed SBC and the
instructions to facilitate compliance with the requirements of the 2011 proposed
regulations and this document.

The SBC instructions include language that must be used when completing the
"Why This Matters" column on the first page of the SBC template. Depending on the
design of the policy or plan, there are two language options provided in Appendices C-1

(for when the answer in the applicable row is "yes") and C-2 (for when the answer in the



applicable row is "no"). Appendices C-1 and C-2 provide an example of how this
column will look when populated with the required language, as applicable depending
upon the terms of the plan or coverage.

Appendix D contains a guide for use by a plan or issuer in compiling information
related to the coverage examples. This document, together with information provided in

Microsoft Excel format by HHS at http://cciio.cms.gov, comprises all the information

necessary to perform coverage example calculations for all three coverage examples.
HHS will update the information on its website annually. With respect to these annual
updates, the Departments propose that 90 days after HHS updates the information, SBCs
that are otherwise required to be provided under paragraph (a) of the 2011 proposed rules
would take into account the new information when providing coverage examples.

Finally, Appendix E contains the Uniform Glossary of Health Insurance and
Medical Terms.

The Departments invite comments on all of the documents in the Appendices to
this document and their use in relation to the requirements of the 2011 proposed

regulations and this document.



Appendix A-1 Summary of Benefits and Coverage (SBC) Template

. Policy Period: -
Summary of Coverage: What this Plan Covers & What it Costs Coverage for: | Plan Type:

This is not a policy. You can get the policy atwww.insurancccompany.com/PLANIS00 or by calling 1-800-33 K- 20008,

A pelicy has more detal about how to use the plan and what you and your insurer must do. It also has more detail about your coverage and costs

Important Guestions | Answers Why this Matters:

The premium is the amount paid for health insurance. This is only an estimate based on
What is the premium? | § information you've provided. After the insurer reviews your application, your actual
Pfemlum mﬂy be hlghef or yOUf aPP]iCatiOﬂ mﬂ.}? be dEniEd

What is the overall $
deductible?
Are there other

deductibles for specific $
services?

Is there an cut—of—
pocket limit on my $
expenses?

What is not included in

the out—ofpocket
Limit?

Is there an overall
annual limit on what
the insurer pays?

DOES t}lis Plﬂﬂ use a
network of providers?®

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Questions: Call 1-800-3200-30000 or wisit Us at Wwnw,ins UTAN Ce company. com., OME Cortrol Mumbers 1545-3000,

If you aren’ dear about any of the terms used in this form, ses the Glossary at wwaw.insuranceterms. gov. 1210-25, and 0938- 220X 10of6
(epites XUAD0H0000)



Summary of Coverage: What this Plan Covers & What it Costs

Policy Period: -

Coverage for: | Plan Type:

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Co-insurance is ygz share of the costs of a covered servics, calculated as a petcent of the allowed amount for the service. You pay this plus

any deductible amounts you owe under this health insurance plan. For example, if the health plan’s allowed amount for an overnight hospital
stay is $1,000 and you've met your deductible, your co-insurance payment of 20% would be $200. If you haven’t met any of the deductble

and it’s at least $1,000, you would pay the full cost of the hospital stay.

® The plan™s payment for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed

amount is $1,000, you may have to pay the $500 difference (This is called balance billing )

® This plan may encourage you to use

If you visit a health
care provider's office
or clinie

Primary care visit to treat an injury or dlness

providers by charging you lower deductibles, co-payments and co-insurance amounts

Specialist wisit

Orther practitioner office visit

Preventive care/screening/immunization

If you have a test

Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, WMRIs)

If you need drugs to
treat your illness or
condition

WMore information
about drug coverage s
at
Wﬁ.

ny.com/ Erescrigti ons

Generic drugs

Preferred brand dru

WNon-preferred brand drugs

Specialty drugs (e g, chemotherapy)

If you have
outpatient surgery

Facility fee (e g, ambulatory surgery center)

Physician/surgeon fees

If you need

Emergency room services

Questions: Call 1-800-XX-200X of visit us at wiww, Insuran cecompany.com.
IF you aren’t cdear about any of the terms used in this form, ses the Glossary at www.insuranceterms.gov.
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Policy Period: -

Summary of Coverage: VWhat this Plan Covers & What it Costs

Coverage for: | Plan Type:

Common

Medical Event

immediate medical
attention

Services You May Need

Emergency medical transportation
gency P

Your cost if you use a
Non-
Participating
Provider

Participating Limitations & Exceptions

Provider

Utgent care

If you have a
hospital stay

Facility fee (e.g., hospital room)

Physician/surgeon fee

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health outpatient services

Mental /Behavioral health inpatient services

Substance use disorder outpatient services

Substance use disorder inpatient services

If you become Prenatal and postnatal care

pregnant Delwery and all inpatient services
Home health care
Rehabilitation services

IEyouheie Habilitation services

EOyenI s o lhicr Skilled nursing care

special health need - -
Durable medical equipment
Hospital service

) Eye exam
If your child needs Classes

dental or eye care

Dental check-up

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy for others.)

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,

[f you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms. gov.,
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. Policy Period: -
Summary of Coverage: VWhat this Plan Covers & What it Costs Coverage for: | Plan Type:

Other Covered Services (This isn’t a complete list. Check your policy for other covered services and your costs for these services.)

Your Rights to Continue Coverage:

You can keep this insurance as long as you pay your premim unless one or more of the following happens:

® you commit fraud
e the insurer stops offering services in the state
e you move outside the coverage area

Your Grievance and Appeals Rights:

e A grievance is a complaint you have about your health insurer or plan. You have the right to file a written complaint to express your
dissatisfaction or denial of coverage for claims under this health insurance. Call 1-800-XXX-XXXX or visit www, Xaooomsmss. com.

e Anappeal 15 a request for your health insurer or plan to review a decision or a grievance again. For more nformation on the appeals process, call
your state office of health insurance customer assistance at: 1-800-XXX-XXXX or visit www, Koo oy,

To see r'.\'m/;‘,')fe'.r of how this Jﬂfrm r}).fgi!n‘ cover costs for a .mmpfe meedical situation, see the nexct page.

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,
If you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms.gov., 40f6




Coverage Examples

Coverage for:

Policy Period: -

| Plan Type:

About these
Coverage
Examples:

These examples show how this
plan might cover medical care in

Having a baby

(normal del ery)

H Amount owed to providers:
$10,000
H Plan pays $

Treating breast cancer

(lumpectomy, chemotherapy,

® Amount owed to providers:
$98,000
H Plan pays $

Managing diabetes

(routine mamtenance l.'\l\.".{l:‘.[n'l;-_‘__,’

condition)

® Amount owed to providers:
$7,800
H Plan pays $

three situations. Use these = You pay $ u You pay $ ® You pay $
examples to see, in general, how
uch msurance protecti u
zight :;slufr;:d[?:‘ﬁt;__nlopnla}:‘;_ Sa_mple care Icosts: San!ple care costs: San}ple care costs:
First office visit $100 Office visits & $4.000 Office visits & $960
Radiology $300 procedures : procedures
Laboratory tests $200 Radiology $4,000 Laboratory tests £300
This is Routine obstetric care $2,000 Laboratory tests §2,400 Mc:diltfal equipment & $40
; Hospital charges $3,300 supplies
not‘a cost Hospital charges $4.100 P. gf e o 5
estimator. (mother) Inpatient medical care $200 -'
Hospital charges $1.900 Outpatient surgery $3,400 Total $7,800
Don’t use these examples to (baby) : ! Chemotherapy $64,000 .
estimate your actual costs Anesthesia $1,000 Radiation therapy $13,000 You p_a}{'l -
under this pla_n. Th_e actual Circumeision $200 Prostheses (wio) $500 [?f:dugh sles £
care you receive will be Vaccines, other $200 Dl $2,000 (—-O-E?‘YS $
different from these preventive “ Montal heald $1.200 Co-insurance $
: lenta t
examples, and the cost of Total $10,000 e e : Limits or exclusions $
that care also will be Total $98,000 Toal $
different. You pay: v .
Deductibles $ ou pay:
See the next page for Deductibles $
important nformation about (C::o—Pays $ Co-pays [
these &xamples. O-IMSUTANCE ¥ Co-insurance $
Lanils or ExElusions $ Limuts or exclusions S
Tord) | o $
Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,
[f you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms. gov., 50f6



Coverage Examples

Coverage for:

Policy Period: -
| Plan Type:

Questions and answers about Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premmims.
Sample care costs are based on national
averages supplied to the U.S. Department
of Health and Human Services (HHS),
and aren’t specific to a particular
geographic area or health plan.

e Patient’s condition was not an excluded or
preexisting condition.

e All services and treatments started and
ended in the same policy period.

®  There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.

® The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles, co-
[mymcnts,and co-msurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

24 No. Treatments shown are just examples.
The care you would recewe for these
conditions could be different, based on
your doctor’s advice, your age, how serious
your condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

x&. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,

If you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms.gov.,

Can | use Coverage Examples
to compare plans?

’/m. When you look at the Summaries of
Coverage for other plans, you'll find the
same coverage examples. When you
compare plans, check the “You Pay” box
for each example. The smaller that
number, the more coverage the plan
provides.

Are there other costs | should
consider when comparing
plans?

‘/ﬁ. An important cost is the premium
you pay. Generally, the lower your
premium, the more you'll pay in out-of-
pocket costs, such as co-payments,
deductibles, and co-insurance. You also
Shf)lll(i Cf)nsi('l{fr C()nll’ﬂ)llli()hs to accounts
such as health savings accounts (HSAs),
flexible spending arrangements (FSAs) or
health reimbursement accounts (HRAs)
that help you pay out-of-pocket expenses.

6 of 6



Appendix A-2

Insurance Company 1: PPO Plan 1
Summary of Coverage: What this Plan Covers & What it Costs

Sample Completed SBC (Individual Health Insurance Coverage)

Policy Period: 1/1/2011 — 12/31/2011
Coverage for: Individual + Spouse | Plan Type: PPO

This is not a policy. You can get the policy atwww.insurancccompany.com/PLANIS00 or by calling 1-800-33 K- 20008,

A pelicy has more detal about how to use the plan and what you and your insurer must do. It also has more detail about your coverage and costs

Important Guestions | Answers Why this Matters:

What is the premium?

$481 menthly

The premium is the amount paid for health insurance. This is only an estimate based on
information you've provided. After the insurer reviews your application, your actual
Pfemlum mﬂy be hlghef or yOUf aPP]iCatiOﬂ mﬂ.}? be dEniEd

What is the overall
deductible?

$2,500 person /
$7,500 Faruly

Dioesn’t apply to preventive care

You must pay all the costs up to the deductible amount before this health insurance plan
begins to pay for covered services you use Check your policy to ses when the deductible
starts over (usually, but not always, January 1st). Ses the chart starting on page 2 for how
ruch you pay for covered services after you meet the deductible

Are there other

deductibles for specific
services?

Yes; $300 for pharmacy

expeﬂses

You must pay al of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

Is there an cut—of-
pocket limit on my
expenses?

Yes. $2,500 person f
$7,500 family

The out-of-pocket limit is the most you could pay during a policy peried For your share of
the cost of covered services This limit hdps Fou plzn for health care SXpenses

What is not included in

the out—of—pocket
lmit?

Co-payments, premium,
balance-billsd charges,
prescription drugs, and health
care this plan dossn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit Sc,
alonger list of expenses means you have less coverage

Is there an overall
annval limit on what
the insurer pays?

Ne.

The chatt starting on page 2 describes any limits on what the insurer wil pay for speafic
covered services, such as office wsits

Does this plan use a
network of providers?

Yes Ses

TWWL LN SUTANC 8CO MPANY. Com
for alist of partcipahng doctors
and hospitals.

If you use an in-network doctor or other health care provider, this plan will pay some or
al of the costs of covered services. Plans use the term in-network, preferred, or
participating for providers in ther network

Do I need a referral to
see a specialist?

No. ¥ eou don™ need a referral to
see a specialist

You can see the specialist you choose without permission from this plan

Are there services this
plan doesn’t cover?

Yes

Some of the services this plan doesn™ cover are listed in the "Exduded Services & Other
Covered Services™ section.

Questions: Call 1-800-X2X-XE00XK or visit us at Www,INSUTancecompany.com,
If you aren’ dear about any of the terms used in this form, ses the Glossary at wwaw.insuranceterms. gov.

OMB Control Mumbers 15452200,
1210-20848, and 0938-2000(

(expires 204000000
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Insurance Company 1: PPO Plan 1
Summary of Coverage: What this Plan Covers & What it Costs

Policy Period: 1/1/2011 — 12/31/2011
Coverage for: Individual + Spouse | Plan Type: PPO

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Co-insurance is ygz share of the costs of a covered servics, calculated as a petcent of the allowed amount for the service. You pay this plus

any deductible amounts you owe under this health insurance plan. For example, if the health plan’s allowed amount for an overnight hospital
stay is $1,000 and you've met your deductible, your co-insurance payment of 20% would be $200. If you haven’t met any of the deductble
and it’s at least $1,000, you would pay the full cost of the hospital stay.

® The plan™s payment for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference (This is called balance billing )

® This plan may encourage you to use participating providers by charging you lower deductibles, co-payments and co-mnsurance amounts

If you visit a health
care provider’s office
or clinic

If you have a test

Primary care visit to treat an injury or dlness %35 oo—pa.y/visit 40% co-insurance none

Specialist wisit %50 co—pay/visit 40% co-insurance nene
20% co-insurance 40% co-insurance

Orther practitioner office visit For chiropractor for chiropractor none
and acupuncture and acupuncture

Preventive care/screming/immunization %0 40%% co-insurance

Diagnostic test (x-ray, blood work) 0% co-insurance 40% co-insurance none

Imaging (CT/PET scans, MRIs) 0% co-insurance 40% co-insurance none

If you need drugs to
treat your illness or
condition

More information
about druig coverage 5
at

SN, iNSUrAncecompa
ny com/prescriptions

$10 co-pay (retail),

Cowers up to a 30-day supply (retal

Generic drugs $10 co-pay (mai 40% co-insurance | prescripton); 31-90 day supply (mail
order) order prescription)
20% co-insurance
Preferred brand drugs (retail and mail 40% co-insurance none
order)
40% co-insurance
Non-preferred brand drugs (retail and mail 60% co-insurance non
order)
Spectalty drugs (eg, chemotherapy) 0% co-insurance o

Questions: Call 1-800-XX-200X of visit us at wiww, Insuran cecompany.com.
IF you aren’t cdear about any of the terms used in this form, ses the Glossary at www.insuranceterms.gov.
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Insurance Company 1: PPO Plan 1
Summary of Coverage: VWhat this Plan Covers & What it Costs

Policy Period: 1/1/2011 - 12/31/2011

Coverage for: Individual + Spouse | Plan Type: PPO

Common

Medical Event

Services You May Need

Your cost if you use a

Participating

Provider

Non-
Participating
Provider

Limitations & Exceptions

If you have Facility fee (e.g., ambulatory surgery center) | 0% co-insurance 40% co-insurance one
outpatient surgery Physician/ surgeon fees 0% co-insurance 40% co-insurance none
If you need Emergency room services 0% co-insurance 40% co-insurance none
immediate medical | Emergency medical transportation 0% co-insurance 40% co-insurance none-
attention Urgent care 0% co-insurance 40% co-insurance nore
If you have a Facility fee (e.g., hospital room) 0% co-insurance 40% co-insurance none
hospital stay Physician/ surgeon fee 0% co-insurance 40% co-insurance none
If you have mental Mental /Behavioral health outpatient services | 0% co-insurance 40% co-insurance | After 8 visits, not covered.
health, behavioral Mental/Behavioral health inpatient services 0% co-insurance 40% co-insurance none
health, or substance | Substance use disorder outpatient services 0% co-insurance 40% co-insurance none
abuse needs Substance use disorder inpatient services 0% co-insurance 40% co-insurance none
If you become Prenatal and postnatal care Not Covered Not Covered none
pregnant Delwery and all inpatient services Not Covered Not Covered 1on
Home health care 0% co-insurance 40% co-insurance none
Rehabilitation services 0% co-insurance 40% co-insurance none
youine a Habilitation services 0% co-insurance 40% co-insurance none
JECavEry oF gelice Skilled nursing c 0% co-i 40% co-i ons
apceial health meed |- Srile g care 6 co-insurance @ co-insurance none
Durable medical equipment 0% co-nsurance 40% co-nsurance none
Hospital service 0% co-insurance 40% co-insurance none
. . Eye exam Not Covered Not Covered none
:iif::::r;l;le e Glasses Not Covered Not Covered none
Dental check-up Not Covered Not Covered none

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,
[f you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms. gov.,
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Insurance Company 1: PPO Plan 1

Policy Period: 1/1/2011 — 12/31/2011
Summary of Coverage: VWhat this Plan Covers & What it Costs Coverage for: Individual + Spouse | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy for others.)

o Banatric surgery e Dental care (Adult) .

e Non-emergency care when traveling outside * Infernlity treatment ‘
the LS. ® Long-term care .
* Cosmetic surgery e  Private-duty nursing id

Routine eye care (Adult)
Routine foot care
Routine hearing tests

Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy for other covered services and your costs for these services.)

*  Acupuncture
e Chiropractic care

o Hearing aids

Your Rights to Continue Coverage:

You can keep this insurance as long as you pay your premium unless one or more of the following happens:

®  you commit fraud
¢ the insurer stops offering services in the state
e you move outside the coverage area

Your Grievance and Appeals Rights:

e A grievance is a complaint you have about your health insurer or plan. You have the right to file a written complaint to express your
dissatisfaction or denial of coverage for claims under this health insurance. Call 1-800-XXX-XXXX or visit www, Xaaioaisiiss, com.,

e Anappeal s a request for your health insurer or plan to review a decision or a grievance again. For more information on the appeals process, call
your state office of health insurance customer assistance at: 1-800-XXX-XXXX or visit www, X . gov,

To see r:\'ﬂ»f,’)fe.r r?f how this _If),"'.rm m.::gb.r‘ corer m.n".r\ [Eu' a mm[‘:fe medrical sifuation, see the nedt fm 106,

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,
If you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms.gov.
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Insurance Company 1: PPO Plan 1

Coverage Examples

Policy Period: 1/1/2011 — 12/31/2011
Coverage for: Individual + Spouse | Plan Type: PPO

About these
Coverage
Examples:

These examples show how this
plan might cover medical care in
three situations. Use these
examples to see, in general, how
much insurance protection you

Having a baby

(normal del ery)

B Amount owed to providers:
$10,000

H Plan pays $0

B You pay $10,000 (maternity is
not covered, so you pay 100%)

Treating breast cancer

{llm||':-'.‘r."1r."‘['||j-.'. chemot hr.-[':]pj.'.

radiation)

® Amount owed to providers:
$98,000

® Plan pays $94,800

= You pay $3,200

Managing diabetes

(routine mamtenance |.'\l'i.".-{|:'.[1|'|;-_‘__.'

condition)

® Amount owed to providers:
$7,800

® Plan pays $6,800

® You pay $1,000

might get from different plans. Sample care costs: San!ple care costs: San}ple care costs:
First office visit $100 Office visits & $4.000 Office visits & $960
Radiology $300 procedures ? procedures
Laboratory tests $200 Radiology $4,000 Laboratory tests £300
This is Routine obstetric care $2,000 Laboratory tests $2,400 M“‘iil‘-_:“] equipment & $40
; Hospital charges $3,300 supplies
not‘ a cost Hospital charges $4.100 P! 55 : T — $6.500
estimator. (mother) Inpatient medical care $200 ¥ »
Hospital charges $1.900 Outpatient surgery $3,400 Toral $7,800
Don’t use these examples to (baby) : Chemotherapy $64,000 .
estimate your actual costs Anesthesia $1,000 Radiation therapy $13,000 You pay:
under this plan. The actual Circumcision $200 Prostheses (wio) $500 [?ﬁdtzt:tll)les $300
care you receive will be Vaccines, other $200 Pharmacy $2.000 Copaye $260
different from these preventive “ Mental heald $1,200 Co-insurance $400
: : lenta t § s :
examples, and the cost of Total $10,000 T::a.l e $98.000 Limits or exclusions $40
(tjh;; Lart; also will be s Total $1,000
ifferent. .
oy 50 | Youpay:
See the next page for SenctDe Deductibles $2,500
important information about EO'_P“YS - :g Co-pays $200
these examnples. 9"1_115Ufﬂfibf . P T $0
Limits or exclusions $10,000 — 7
Total 15.000 Limuts or exclusions $500
98 3190 Total $3,200
Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,
[f you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms. gov., 50f6



Insurance Company 1: PPO Plan 1

Coverage Examples

Policy Period: 1/1/2011 - 12/31/2011

Coverage for: Individual + Spouse | Plan Type: PPO

Questions and answers about Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premmims.
Sample care costs are based on national
averages supplied to the U.S. Department
of Health and Human Services (HHS),
and aren’t specific to a particular
geographic area or health plan.

e Patient’s condition was not an excluded or
preexisting condition.

e All services and treatments started and
ended in the same policy period.

®  There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.

® The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles, co-
[mymcnts,and co-msurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

24 No. Treatments shown are just examples.
The care you would recewe for these
conditions could be different, based on
your doctor’s advice, your age, how serious
your condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

x&. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecompany.com,

If you aren’t clear about any of the terms used in this form, see the Glossary at www.insuranceterms.gov.,

Can | use Coverage Examples
to compare plans?

’/m. When you look at the Summaries of
Coverage for other plans, you'll find the
same coverage examples. When you
compare plans, check the “You Pay” box
for each example. The smaller that
number, the more coverage the plan
provides.

Are there other costs | should
consider when comparing
plans?

‘/ﬁ. An important cost is the premium
you pay. Generally, the lower your
premium, the more you'll pay in out-of-
pocket costs, such as co-payments,
deductibles, and co-insurance. You also
Shf)lll(i Cf)nsi('l{fr C()nll’ﬂ)llli()hs to accounts
such as health savings accounts (HSAs),
flexible spending arrangements (FSAs) or
health reimbursement accounts (HRAs)
that help you pay out-of-pocket expenses.
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Appendix B-1 Instructions— Group Health Plan Coverage

What Your Plan Covers and What it Costs

Draft Instruction Guide for Group Policies

Edition Date: July 2011

Purpose of the form: Beginning in March 2012, the Patient Protection and Affordable Care Act
(PPACA) requires all health insurance issuers offering group health insurance coverage to
provide enrollees and potential enrollees an accurate summary of benefits and coverage
explanation. This form does not apply to excepted benefits as defined by the Public Health
Services Act (PHSA). Federal law requires this document so eligible employees will find it
easier to compare policies and understand their coverage.

Requirements to provide/deliver the form: As set forth below, this form must be provided to
the employer or eligible employees at the time of issuance of the policy or at renewal, as
applicable.

While it is the insurer’s, or a representative of the insurer’s, responsibility to accurately fill out
and deliver the form, these instructions acknowledge that eligible employees receive information
about their health insurance primarily through their employer. The following are the permitted
methods of delivery:

a. When an insurer, or a representative of an insurer, meets in person with the eligible
employee, the insurer or a representative of the insurer may hand-deliver the completed
form to the eligible employee. Alternatively, the insurer, or representative of the insurer,
may offer the eligible employee the following options, and shall provide the form to be
delivered in the manner selected by the eligible employee:

1) A printed copy deposited in the United States mail, postage pre-paid, within seven
(7) days of the request;

2) An electronic copy delivered to an e-mail address provided by the eligible
employee:

3) An electronic copy delivered via a link on the Internet;

4 A copy delivered by any other means acceptable to both the insurer and the

eligible employee.

b. For an eligible employee who conducts their enrollment electronically, the insurer, or a
representative of the insurer, must make the form available on the electronic site and the
insurer must require the eligible employee to acknowledge receipt of the form as a
necessary step to completing the enrollment application.

(o} For an enrollment application that is completed over the phone or through the mail, the
insurer, or a representative of the insurer, shall offer a printed copy of the completed form
within seven (7) days to the address provided by the eligible employee. Alternatively, the
insurer, or representative of the insurer, may offer the eligible employee the following
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options, and shall provide the form to be delivered in the manner selected by the eligible
employee:

1) An electronic copy delivered to an e-mail address provided by the eligible
employee:

2) An electronic copy delivered via a link on the Internet;

3) A copy delivered by any other means acceptable to both the insurer and the

cligible employee.

When an insurer issues a policy or delivers a certificate the form shall be included with
the policy or certificate and provided in the manner selected by the policy holder or
certificate holder.

When the policy or certificate is renewed, the insurer shall provide the form in the same
manner in which the policy or certificate were provided along with the renewal
documents.

An oral description of the form is not sufficient. An insurer, or a representative of the insurer,
may not provide the form solely by orally explaining the form and its contents either in person or
over the telephone.

Unless otherwise required by law, this form is a freestanding document and may not be
incorporated into any other document that an insurer. or an insurer’s representative, provides to
an applicant, policy holder or certificate holder.

General Instructions: Read all instructions carefully before completing the form.

This form must be filled out accurately and by the insurer in good faith.

Form language and formatting must be precisely reproduced. unless instructions allow or
instruct otherwise. Unless otherwise instructed, the insurer must use 12-point (as
required by federal law) Times New Roman font, and replicate all symbols, formatting,
bolding, colors, and shading exactly. Attached is an example of a blank form.

Insurers must customize all identifiable company information throughout the document,
including websites and telephone numbers.

If there is a different amount for in-network and out-of-network expenses (such as annual
deductible, additional deductibles, or out-of-pocket limits), list both amounts and indicate
as such, using the terms to describe provider networks used by the insurer. For example,
if the policy uses the terms “preferred provider” and “non-preferred provider” and the
annual deductible is $2,000 for a preferred provider and $5,000 for a non-preferred
provider, then the Answer column should show *“$2000 preferred provider, $5,000 non-
preferred provider”.

The items shown on Page 1 must always appear on Page 1. and the rows of the chart must
always appear in the same order. The chart starting on page 2 shown in the example must
always begin on Page 2. and the rows shown on this chart must always appear in the
same order. However, the chart rows shown on Page 2 may extend to Page 3 if space
requires, and the chart rows on Page 3 may extend to the beginning of Page 4 if space
requires. The Excluded Services and Other Covered Services section may appear on
Page 3 or Page 4, but must always immediately follow the chart starting on page 2. The
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Excluded Services and Other Covered Services section must be followed by the Your
Rights to Continue Coverage section, the Your Grievance and Appeals Rights section,
and the Coverage Examples section, in that order.

¢ Footer: The footer must appear at the bottom left of every page. The insurer must insert
the appropriate telephone number and website information.

e For initial forms (provided to employees in the pre-selection stage). insurers may provide
both single and family information for each category, where applicable (e.g. premium,
deductible, out-of-pocket limit and annual limit). For example, for the deductible
category, the Answer column may show “$2.000 Individual™ in the first line, and $3.000
Family” in the second line”. For final forms (provided to employees after selection),
insurers should only include information for the relevant plan.

e For all form sections to be filled out by the insurer (particularly in the Answers column on
page 1, and the Your Cost and Limitations and Exceptions columns in the chart that starts
on page 2). the insurer should use plain language and present the information in a
culturally and linguistically appropriate manner and utilize terminology understandable
by the average individual.

Filling out the form:
Top Left Header (Page 1):

On the top left hand corner of the first page, the insurer must show the following information:
¢  First line: Show the plan name and insurance company name in 16 point font and bold.
Example: “Maximum Health Plan: Alpha Insurance Group™.
o Insurers have the option to use their logo instead of the typing in the company
name if the logo includes the name of the entity issuing the coverage.
o The insurer must use the commonly known company name.

Top Right Header (Page 1):

On the top right hand corner of the first page, the insurer must show the following information:
e  First line: After Policy Period, the insurer must show the beginning and end dates for the
applicable policy period in the following format: “MM/DD/YYYY — MM/DD/YYYY™.
For example: “Policy Period: 09/15/2010 - 09/14/2011".
e Second line:

o After the words “Coverage For”, indicate who the policy is for (such as
Individual, Individual + Spouse, Family). The insurer will use the terms used by
the policy, but should ensure that the term used will make it easy for the eligible
employee to compare similar types of plans.

o After the words “Plan Type”, indicate the type of insurance plan, such as HMO,
PPO, POS, Indemnity, or High-deductible.

Disclaimer (Page 1):

The disclaimer should be replicated and the insurer may not vary the font size, graphic or
formatting. The insurer should insert the plan’s website and telephone number.
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uestions/Answers/ Why This Matters Chart

General Instructions for the Important Questions chart:

This chart must always appear on Page 1, and the rows must always appear in the same
order. Insurers must complete the Answers column for each question on this chart, using
the instructions below.

Insurers must show the appropriate language in the Why This Matters box as instructed in
the instructions below. Insurers must replicate the language given for the IWhy This Matters
box exactly, and may not alter the language.

When responding with a list of items, use words such as “and”, “or”, or “plus” rather than
using a semi-colon. For example: “Yes, $5,000 deductible for prescription drugs and
$2.000 for occupational therapy™ rather than “Yes, $5,000 for prescription drugs; $2,000
for occupational therapy™.

What Is The Premium?:
Answers column:

a. Instructions for the Initial Form (provided before the employee selects a plan):
1) Insurers will include the following statement: “Please contact your
employer for your share of the premium amount.”
2) Employers will provide an addendum that defines the monthly premiums

for each coverage level for each plan to support the evaluation of plans by

eligible employees during the open enrollment period. This addendum

should include the following premium information:

a) For small groups whose premiums are based on table rates. the
complete rate table should be attached with a reference in the
Premium box to refer to the attached rates. This will allow eligible
employees to identify the premiums they would pay based on their
combination of age, gender. and coverage level/tier.

b) For groups whose premiums are not based on age factors,
premiums for each coverage level/tier available for the plan should
be displayed. This will allow eligible employees to identify the
premiums they would pay based on their coverage level/tier.

b. Final Form for Group Plans (provided afier the employee selects a plan)
1) Insurers will include the following statement: “Please contact your
employer for your share of the premium amount.”
2) Employers will provide an addendum with the following premium
information:
a) For small groups whose premiums are based on table rates, the

premiums they will pay based on their combination of age, gender,
and coverage level/tier should be displayed. For example:
Male/Female. Age xx — xx, Coverage Tier - Sxxx per month

b) For groups whose premiums are not based on age factors,
premiums for each coverage level/tier available for the plan should
be displayed. This will allow eligible employees to identify the
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premiums they would pay based on their coverage level/tier. For
example: Coverage Level - Sxxx per month

Why This Matters column:

C.

The insurer must always insert the following language: “The premium is the
amount paid for health insurance.™

What Is The Overall Deductible?:
Answers column:

a.
b.

If there is no calendar vear or policy period deductible, answer “$0".

If there is a calendar year or policy period deductible, answer with the dollar
amount and indicate whether it is based on a calendar year, or policy period. For
example: “$5,000 for calendar vear” or “$5,000 for policy period”.

If there is a calendar year or policy period deductible. underneath the dollar
amount insurers must include language specifying major categories of covered
services that are NOT subject to this deductible. For example. “Does not apply to
preventive care and generic drugs”.

If there is a calendar year or policy period deductible, underneath the dollar
amount insurers must include language listing major exceptions, such as out-of-
network coinsurance, deductibles for specific services and copayments, which do
not count toward the deductible. For example. “Out-of-network coinsurance and
copayments don’t count toward the deductible.”

Show the answer for the type of policy only. For example, if this is an individual
policy. show answers only for individual. If a family policy and there is a single
deductible amount for the family. show answers only for family.

If portraying a family policy for which there is a separate deductible amount for
each individual and the family, show the individual deductible on the first line,
and the family deductible on the second line. For example, the first line may
show “Individual $2,000” and the second line may show *Family $3.000".

Why This Matters column:

g.

If there is no calendar year or policy period deductible, show the following
language: “See the chart starting on page 2 for vour other costs for services this
plan covers™,

If there is a calendar year or policy period deductible. show the following
language: “You must pay all the costs up to the deductible amount before this
health insurance plan begins to pay for covered services you use. Check your
policy to see when the deductible starts over (usually. but not always. January
1st). See the chart starting on page 2 for how much you pay for covered services
after you meet the deductible.”

Are There Other Deductibles for Specific Services?:
Answers column:

a.

If the calendar year or policy period deductible is the only deductible, answer with
the phrase “No, there are no other deductibles.” Do not answer with just one
word.

If there are other deductibles. answer “Yes™, then list the names and deductible
amounts of the three most significant deductibles other than the annual deductible.
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Significance of deductibles are determined by the insurer based on two factors:
probability of use and financial impact on the employee. Examples of other
deductibles include deductibles for Prescription Drug, Hospital, and Mental
Health). For example: “Yes, $2.000 for prescription drug expenses and $2,000
for occupational therapy services™.

c. If the plan has more than three other deductibles and not all deductibles are
shown, the following statement must appear at the end of the list: “There are other
deductibles.”

d. If the plan has less than three other deductibles, the following statement must
appear at the end of the list: *“There are no other deductibles.”

e. Show the answer for the type of policy only. For example, if this is an individual

policy. show answers only for individual. If this is a family policy and there is a
single deductible amount for the family. show answers only for family.

f. If portraying a family policy for which there is a separate deductible amount for
each individual and the family. show both the individual and family deductible.
For example: “Prescription drugs -- Individual $200, Family $500”

Why This Matters column:

2. If there are no other deductibles, the insurer must show the following language:
“Because you don’t have to meet deductibles for specific services, this plan starts
to cover costs sooner.”

h. If there are other deductibles, the insurer must show the following language:
“You must pay all the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.”

Is There An Out-of-Pocket Limit On My Expenses?
Answers column

a. If there are no out-of-pocket limits. respond “No. There’s no out-of-pocket limit
on your expenses’ on the first line. Do not respond with a one-word answer.
b. If there is an out-of-pocket limit, respond “Yes™, along with a specific dollar

amount that applies in each plan year, and to each charge with a separate out-of-
pocket limit on the first line. For example: “Yes. $5.0007.

c. If there are other types of annual limits. such as annual or plan year limits on
visits, services or drugs. then the insurer must show the following language on the
second line: “Other limits apply — see the chart that starts on page 2.”

d. If an individual policy. show answers only for individual. If a family policy and
there is a single out-of-pocket limit for the family. show answers only for family.
e. If a family policy, and there is a single out-of-pocket limit for each individual and

a separate out-of-pocket limit for the family, show the individual out-of-pocket
limit on the first line, and the family out-of-pocket limit on the second line. For
example. the first line may show “Individual $1.000™ and the second line may
show “Family $3.0007.

Why This Matters column:

f. If there is an out-of-pocket limit, the insurer must show the following language:
“The out-of-pocket limit is the most you could pay during a policy period for
your share of the cost of covered services. This limit helps vou plan for health
care expenses.”
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g.

If there is no out-of-pocket limit, the insurer must show the following language:
“There’s no limit on how much you could pay during a policy period for your
share of the cost of covered services.”

What Is Net Included In The Out-of-Pocket Limit?
Answers column

a.

b.

If there is no out-of-pocket limit, indicate *“This question doesn’t apply to this
plan.”

If there is an out-of-pocket limit, the insurer must list any major exceptions. This
list must always include: premium, balance-billed charges, and health care this
plan doesn’t cover. Depending on the policy, the list could also include:
copayments. out of network coinsurance. deductibles, and penalties for failure to
obtain pre-authorization for services. The insurer must state that these items do
not count toward the limit. For example: “Copayments, premium, balance-billed
charges, and health care this plan doesn’t cover.”

Why This Matters column:

C.

If there is an out-of-pocket limit, the insurer must show the following language:
“Even though you pay these expenses. they don’t count toward the out-of-pocket
limit. So, a longer list of expenses means you have less coverage.”

If there is no out-of-pocket limit. the insurer must show “Not applicable because
there’s no out-of-pocket limit on your expense.”

Is There An Overall Annual Limit On What The Insurer Pays?
Answers column

a.

b.

The insurer should respond “Yes™ or “No™ based on whether the policy has an
overall annual limit.

If the answer is “Yes™, the insurer should include a brief description and dollar
amount of the overall annual limit. For example: “Yes. This policy has an overall
annual limit of $750.0007.

If the answer is “No”, the insurer should state, “No. This policy has no overall
annual limit on the amount it will pay each vear.”

Why This Matters column:

d.

If there is an overall annual limit. the insurer must show the following language:
“This plan will pay for covered services only up to this limit during each policy
period, even if your own need is greater. You're responsible for all expenses
above this limit. The chart starting on page 2 describes specific coverage limits
such as limits on the number of office visits.”

If there is no overall annual limit, the insurer must show the following language:
“The chart starting on page 2 describes any limits on what the insurer will pay for
specific covered services. such as office visits.”

Does This Plan Use A Network of Providers?:
Answers column

a.

If this plan does not use a network. the insurer must respond, “*No. This plan
doesn’t use a network™. Do not use a one-word response.
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b. If the plan does use a network, the insurer must briefly explain its network policy.
For example “Yes, this plan uses preferred providers. You may use health care
providers that aren’t preferred providers, but you may pay more.”

c. Insurers have the ability to use plan specific language when distinguishing
between preferred provider and non-preferred provider or in-network and out-of-
network out-of-pocket limits, ete.

d. Include information on where to find a list of preferred providers or in-network
providers, ete. For example “For a list of preferred providers, see
www. insurancecompany.com or call 1-888-123-4567."

e. ER and other exceptions to non-preferred provider requirements should add that
information to answer field.
f. Plans should highlight that some out-of-network specialists are often used by

network providers (e.g.. anesthesiologists).

Why This Matters column:

e If this plan uses a network. the insurer must show the following language: “If you
use an in-network doctor or other health care provider, this plan will pay some or
all of the costs of covered services. Plans use the terms in-network, preferred, or
participating to refer to providers in their network.™

h. If this plan does not use a network, the insurer must show the following language:
“The providers you choose won’t affect your costs.”

Do I Need A Referral To See A Specialist?:

Answers column:

a. Insurers have the ability to use plan specific language when distinguishing
between preferred provider and non-preferred specialists or in-network and out-
of-network out-of-pocket limits, etc.

b. Insurers should specify whether a written or verbal approval is required to see a
specialist.

¢ Insurers should specify whether specialist approval is different for different plan
benefits.

Why This Matters column:

d. If there is a referral required, the insurer must show the following language: “This

plan will pay some or all of the costs to see a specialist but only if you have the
plan’s permission before you see the specialist for covered services.”

If there is no referral required, the insurer must show the following language:
“You can see the specialist you choose without permission from this plan™.

o

Are there services this plan doesn’t cover?:

Answers column:

a. If there are any items in the Services Your Plan Does Not Cover box in the on
page 3 or 4. the insurer should answer “Yes™. See the instructions for the
Excluded Services and Other Covered Services section for more related

information.
Why This Matters column:
b. If there are no excluded services shown in the Services Your Plan Does Not Cover

box on page 3 or 4. then the insurer must show the language: “This plan also
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covers many other common health care services listed on page |3 or 4].” The
insurer should note the correct page (3 or 4) depending on where the Services
Your Plan Does Not Cover box appears on the form.

c. If there are excluded services shown in the Services Your Plan Does Not Cover
box on page 3 or 4. then the insurer must show the language: “Some of the
services this plan doesn’t cover are listed on page [3 or 4].” The insurer should
insert the correct page (3 or 4) depending on where the Services Your Plan Does
Not Cover box appears on the form.

Covered Services, Cost Sharing, Limitations and Exceptions

Information Box:

The information box at the top of Page 2 should be replicated with the same text.
formatting, graphic. bolded words. and bullet points. Only the fourth bullet may change.
The fourth bullet will change depending on the plan:

o For most plans that use a network, the insurer should fill in the blank on the 4™
bullet, using the terminology that the insurer uses for “in-network™ or “preferred
provider”, This should be the same term as used in the heading of the far-left sub-
column under the Your Cost column.

o For plans that have the same cost-sharing percentage for in-network services as
out-of-network services, the insurer should delete the 4™ bullet and replace it
with: “Your costs for [in-network] providers will be lower than [out-of-network]
providers.” Insert the term used for in-network and out-of-network shown on the
sub-column headers under the Your Cost column.

o For non-networked plans, the insurer should delete the 4™ bullet and replace it
with: “Your costs are the same no matter which provider you see.™

If any of the explanations in this box are inaccurate for the plan, then the insurer should
use the chart below (in either the Your Cost column or the Limitations and Exceptions
column) to show that information. For instance. if cost-sharing is not subject to the
deductible (and therefore the second bullet is not accurate for this plan). then the insurer
should indicate in the Your Cost column next to each cost-sharing charge that the charge
is “not subject to the deductible™.

Chart Starting on Page 2 :

1.

Location of Chart: This chart must always begin on Page 2. and the rows shown on Pages
2 and 3 must always appear in the same order. However, the rows shown on Page 2 may
extend to Page 3 if space requires, and the rows shown on Page 3 may extend to the
beginning of Page 4 if space requires. The heading of the chart must appear on all pages
used.

Your Cost columns:

a. Insurers may vary the number of sub-columns depending upon the type of policy
and the number of preferred provider networks. Most policies that use a network
should use two columns, although some policies with more than one level of in-
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d.

network provider may use three columns. HMOs should use two columns. Non-

networked plans may use one column.

Insurers should insert the terminology used in the policy to title the sub-columns.

For example, the columns may be called “In-Network™ and “Out-of-Network™, or

“Preferred Provider™ and “Non-Preferred Provider™ based on the terms used in the

policy. Insurers should be aware that consumer testing has demonstrated that

consumers more readily understand the terms “In-Network™ and “Out-of-

Network™, The sub-headings should be deleted for non-networked plans with

only one column.

The columns should appear from left to right, from most in-network to most out-

of-network. For example. if a 3-column format is used. the sub-columns might be

labeled (from left to right) “In-Network Preferred Provider,” “In-Network

Provider.” and then “Out-of-Network Provider.”

For HMOs providing no out-of-network benefits. the insurer should insert “Not

covered” in all applicable boxes under the far-right sub-heading under the Your

Cost column (which, for policies providing out-of-network benefits, would

usually be out-of-network provider or non-preferred provider column.

Insurers must complete the responses under these sub-columns based on how the

health insurance coverage covers the specific services listed in the chart.

1) Fill in the costs column(s) with the co-insurance percentage. the co-
payment amount, “No charge” if the employee pays nothing, or “Not
covered” if the service is not covered by the plan. When referring to
coinsurance, include a percentage valuation. For example: 20%
coinsurance. When referring to co-payments, include a per occurrence
cost. For example: $20/visit or $15/preseription.

2) When responding with a list of items, use words such as “and”. “or”, or
“plus™ rather than using a semi-colon. For example: “Yes, $5.000
deductible for prescription drugs and $2.000 for occupational therapy’
rather than “Yes, $5,000 for prescription drugs; $2.000 for occupational
therapy™.

Limitations and Exceptions column:

a.

In this column, list the significant limitations and exceptions for each row.
Significance of limitations and exceptions is determined by the insurer based on
two factors: probability of use and financial impact on the employee. Examples
include. but are not limited to. limits on the number of visits, limits on specific
dollar amount paid by the insurer, prior authorization requirements, unusual
exceptions to cost sharing, lack of applicability of a deductible, or a separate
deductible.

The limitation and exception should specify dollar amounts. service limitations.
and annual maximums if applicable. Language should be formatted as follows
“Coverage is limited to $XX/visit and $XXX annual max.” or “No coverage for
XXX

If the policy requires the employee to pay 100% of a service in-network, then that
should be considered an “excluded service™ and should appear in the Limitations
and Exceptions column and also appear in the Services Your Plan Does Not Cover
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box on Page 3 or 4. For example, policies that exclude services in-network such
as pregnancy, habilitation services, prescription drugs. or mental health services,
must show these exclusions in both the Limitations and Exceptions column and
the Services Your Policy Does Not Cover box.

d. If there are pre-authorization requirements, the insurer must show the requirement
including specific information about the penalty for non-compliance.

e. If there are no items that need to appear in the limitations and exceptions box for a
row, then the insurer should show “----none---".

f. For each section of the chart (for each Common Medical Event ), the insurer has
the discretion to merge the boxes in the Limitations and Exceptions column and
display one response across multiple rows if such a merger would lessen the need
to replicate comments and would save space.

4. Specific Instructions for Common Medical Events:

a. If vou visit a health care provider's office or clinic:

1) If the policy covers other practitioners care (which includes chiropractic
care and/or acupuncture), in the “Other practitioner office visit™ row, the
insurer will provide the cost-sharing for the other practitioners care in the
Your Cost columns. For example. under in-network sub-column, the
insurer may respond “20% coinsurance for chiropractor and 10%
coinsurance for acupuncture™.

2) If the policy does not cover other practitioners care, the insurer will show
“Not Covered™ in the Your Cost columns for Other Practitioner Office
Visit,

b. If you need drugs to treat your illness or condition:

1) Under the Common Medical Events column, provide a link to the website
location where the employee can find more information about prescription
drug coverage for this policy.

2) Under the Services You May Need column, the insurer should list and
complete the categories of prescription drug coverage in the policy (for
example. the insurer might fill out 4 rows with the terms. “Generic drugs™,
“Preferred brand drugs”, “Non-preferred brand drugs”, and “Specialty
drugs”. It is recommended that insurers avoid the term “tiers” and instead
use “categories” as it is more easily understood by consumers.

3) Under the Your Cost column, insurers should include the cost-sharing for
both retail and mail-order.

c. If vou have outpatient surgery:

1) If there are significant expenses associated with a typical outpatient
surgery that have higher cost-sharing than the facility fee or
physician/surgeon fee, or are not covered, then they must be shown under
the Limitations and Exceptions column. Significance of such expenses are
determined by the insurer based on two factors: probability of use and
financial impact on the employee. For example, an insurer might show
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that the cost-sharing for the physician/surgeon fee row is “20%
coinsurance”. but the Limitations and Fxceptions might show “Radiology
50% coinsurance™.

d. If vou have a hospital stay:

1) If there are significant expenses associated with a typical hospital stay that
has higher cost-sharing than the facility fee or physician/surgeon fee, or
are not covered, then that must be shown in under the Limitations and
Exceptions column. Significance of such expenses are determined by the
insurer based on two factors: probability of use and financial impact on
the employee. For example, an insurer might show that the cost-sharing
for the facility fee row is “20% coinsurance”, but the Limitations and
Exceptions might show “anesthesia 50% coinsurance™.

Disclosures:

The Excluded Services and Other Covered Services, Your Rights to Continue Coverage, Your
Grievance and Appeals Rights and Coverage Examples sections must always appear in the order
shown. The Excluded Services and Other Covered Benefits section may appear on Page 3 or
Page 4 depending on the length of the chart starting on page 2, but it will always follow
immediately after the chart starting on page 2.

Excluded Services and Other Covered Services:

1

Each insurer must place all services listed below in either the “Services Your Plan Does
Not Cover” box or the “Other Covered Services” box according to the policy provisions.
The required list of services includes: Acupuncture, Bariatric Surgery, Non-emergency
care when travelling outside the U.S.. Chiropractic Care, Cosmetic Surgery, Dental care
(adult), Hearing aids, Infertility treatment. Long-term care, Private-duty nursing, Routine
eye care (adult), Routine foot care, and Weight loss programs.

The insurer may not add any other benefits to the Other Covered Services box other than
the ones listed in (1) above.

Services that appear in the Limitations and Exceptions column in the chart starting on
page 2 because the policy requires the employee to pay 100% of the service in-network.
should also appear in the Services Your Plan Does Not Cover box. For example, policies
that exclude services in-network such as pregnancy, habilitation services, prescription
drugs, or mental health services. must show these exclusions in both the Limitations and
Exceptions column (in the chart starting on page 2 chart) and in this Services Your Plan
Does Not Cover box.

List placement must be in alphabetical order for each box. The lists must use bullets next
to each item.
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5. For example, if an insurer excludes all of the services on the list above (#1) except
Chiropractic services, and also showed exclusion of Habilitation Services on Page 2 and
exclusion of Dental care (child) on page 3. the Other Benefits Covered box would show
“Chiropractic Care” and the Services Your Plan Does Not Cover box would show
“Acupuncture. Non-emergency care when travelling outside the U.S., Cosmetic surgery.
Dental care (child). Habilitation Services. Infertility treatment, Long-lerm care, Private-
duty nursing, Routine eye care (adult), Routine foot care, Routine hearing tests, Weight
loss programs."

6. If the insurer provides limited coverage for one of the services listed in (1) above, the
limitation must be stated in the Services Your Plan Does Not Cover box or the Other
Benefits Covered box. For example if an insurer provides acupuncture in limited
circumstances. the statement in the Services Your Plan Does Not Cover box would show:
Acupuncture unless it is prescribed by a physician for rehabilitation purposes. Non-
emergency care when travelling outside the U.S.. Cosmetic surgery. Dental care (adult).
Infertility treatment, Long-term care, Private-duty nursing, Routine eye care (adult),
Routine foot care, Routine hearing tests, Weight loss programs.”

Your Rights to Continue Coverage:
This section must appear. Insurers must include the following items for all policies:

e “you or your employer commit fraud or intentional misrepresentations of material fact™,
s “the insurer stops offering this policy or services in the state”
¢ “vou move outside the coverage area”

Insurers must also include the following for group plans:
e “your employer/sponsor changes insurance carrier”
e “your emplover cancels or non-renews your coverage”
*  “your employment/sponsorship terminates and you are not eligible to continue coverage
under COBRA or state law™

Your Grievance and Appeals Rights:
This section must appear. Depending on where plans are sold, identify the proper state health
insurance customer assistance program and include their website and phone number.

Coverage Examples:

a. HHS will provide all insurers with standardized data to be inserted in the “Sample care
costs”™ section for each coverage example. HHS will also provide underlying detail that
will allow carriers to calculate “You Pay™ amounts. payments including: Date of Service,
CPT code. Provider Type, Category, descriptive Notes identifying the specific service
provided, and Allowed Amount.

b. The “Amount owed to providers,” also known as the Allowed Amount. will always equal
the Total of the “Sample care costs.” Each insurer must calculate cost sharing. using the
detailed data provided by HHS, and populate the “You Pay™ fields. Dollar values are to
be rounded off to the nearest hundred dollars (for Sample care costs that are equal to or
greater than $100) or to the nearest ten dollars (for Sample care costs that are less than
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$100), in order to reinforce to consumers that numbers in the examples are estimates and
do not reflect their actual medical costs. For example, if the coinsurance amount is
estimated at $57, the insurer would list $60 in the appropriate “You Pay” section of the
Coverage Example.

Services on the template provided by HHS are listed individually for classification and
pricing purposes to facilitate the population of the “You Pay” section. HHS specifies the
Category used to roll up detail costs into the “Sample care costs™ categories section.
Some plans may classify that service under another category and should reflect that
difference accordingly. The insurer should apply their cost sharing and benefit features
for each policy in order to complete the “You pay” section, but must leave the “Sample
care costs” section as is. Examples of categories that might differ between the You Pay
and Sample Care Costs sections could include, but are not limited to:

+  Payment of services based on the location where they are provided (inpatient,

outpatient, office, etc.)
+ Payment of items as prescription drugs vs. medical equipment

Each insurer must calculate and populate the “You pay” total and sub-totals based upon
the cost sharing and benefit features of the plan for which the document is being created.
These calculations should be made using the order in which the services were provided
(Date of Service).

1. Deductible — includes everything the member pays up to the deductible amount.
Any co-pays that accumulate toward the deductible are accounted for in this cost
sharing category, rather than under co-pays

2. Co-pays — those co-pays that don’t apply to the deductible

3. Limits or exclusions — anything member pays for non-covered services or
services that exceed plan limits.

4. Co-insurance — anything member pays above the deductible that’s not a co-pay
or non-covered service. This should be the same figure as the Total less the
Deductible, Co-Pays and Limits.

Each insurer must calculate and populate the “Plan pays™ amount by subtracting the “You
pay” total from the “Amount owed to providers” total.

If all of the costs associated with the “having a baby” example are excluded under the
plan, then the phrase “(maternity is not covered. so you pay 100%)” is added afier the
“You pay” amount. Otherwise no narrative should appear after the “You pay™ amount.

Insurers must use the “Questions and answers about Coverage Examples™ as they appear
and not alter the text, font, graphic. shading or colors [Should insurers be allowed to print
in black and white?]. This should be placed immediately following the Coverage
Examples.
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h. If the insurer provides coverage only for medical services (e.g.. pharmacy or mental
health benefits are carved out and administered by another insurer), the insurer should
complete the Coverage Example for only those benefits that it covers, consistent with the
features outlined on pages 1 to 4 of the Summary of Coverage. These non-covered costs
for excluded services would show up under the “limits and exclusions™ section of the
“You Pay” table. [NOTE: Should we require inclusion of a disclaimer on the Coverage
Example (and on the Summary of Coverage) that notes that certain benefits may be
administered by a separate insurer? Should we also amend the instructions for the
Summary of Coverage to address this issue in terms of how the benefits are described?)

Need Assistance?

Insurers should contact at to obtain assistance in
completing these documents.
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Appendix B-2 Instructions— Individual Health Insurance
Coverage

What Your Plan Covers and What it Costs

Draft Instruction Guide for
Individually Purchased or Non-Group Policies

Edition Date: July 2011

Purpose of the form: Beginning in March 2012, the Patient Protection and Affordable Care Act
(PPACA) requires all health insurance issuers offering individual health insurance coverage to
provide enrollees and potential enrollees an accurate summary of benefits and coverage
explanation. This form does not apply to excepted benefits as defined by the Public Health
Services Act (PHSA). Federal law requires this document so consumers will find it easier to
compare policies and understand their coverage.

Requirements to provide the form: As set forth below. this form must be provided to an
applicant, to the policyholder or to the certificate holder at the time of issuance of the policy or
delivery of the certificate and to the policyholder or certificate holder at renewal. as applicable.

While it is the insurer’s. or a representative of the insurer’s. responsibility to accurately fill out
and deliver the form. these instructions acknowledge that consumers receive information about
their health insurance through three primary channels of communication: 1) insurance
companies, 2) agents, and 3) solicitations made via telemarketers and the internet. The following
are the permitted methods of delivery:

a. When an insurer, or a representative of an insurer, meets in person with the potential
applicant, the insurer or a representative of the insurer may hand-deliver the completed
form to the individual. Alternatively. the insurer, or representative of the insurer, may
offer the individual the following options. and shall provide the form to be delivered in
the manner selected by the individual:

1) A printed copy deposited in the United States mail. postage pre-paid. within seven
(7) days of the request;
2) An electronic copy delivered to an e-mail address provided by the individual:
3) An electronic copy delivered via a link on the Internet:
4) A copy delivered by any other means acceptable to both the insurer and the
individual.
b. For an applicant who conducts the insurance application electronically. the insurer, or a

representative of the insurer, must make the form available on the electronic site and the
insurer must require the applicant to acknowledge receipt of the form as a necessary step
to completing the initial application process.

C. For an insurance application that is completed over the phone or through the mail, the
insurer, or a representative of the insurer, shall offer a printed copy of the completed form
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within seven (7) days to the address provided by the applicant. Alternatively, the insurer,
or representative of the insurer, may ofter the individual the following options, and shall
provide the form to be delivered in the manner selected by the individual:

1) An electronic copy delivered to an e-mail address provided by the individual:

2) An electronic copy delivered via a link on the Internet;

3) A copy delivered by any other means acceptable to both the insurer and the
individual.

When an insurer issues a policy or delivers a certificate the form shall be included with
the policy or certificate and provided in the manner selected by the policy holder or
certificate holder.

When the policy or certificate is renewed, the insurer shall provide the form in the same
manner in which the policy or certificate were provided along with the renewal
documents.

An oral description of the form is not sufficient. An insurer, or a representative of the insurer,
may not provide the form solely by orally explaining the form and its contents either in person or
over the telephone.

If two or more applicants jointly request an insurance product or service from an insurer, the
insurer may satisfy the requirement to provide this form by providing one form to those
applicants jointly.

Unless otherwise required by law, this form is a freestanding document and may not be
incorporated into any other document that an insurer, or an insurer’s representative, provides to
an applicant, policy holder or certificate holder.

General Instructions: Read all instructions carefully before completing the form.

This form must be filled out accurately and by the insurer in good faith.

Form language and formatting must be precisely reproduced, unless instructions allow or
instruct otherwise. Unless otherwise instructed, the insurer must use 12-point (as
required by federal law) Times New Roman font. and replicate all symbols, formatting,
bolding, colors, and shading exactly. Attached is an example of a blank form.

Insurers must customize all identifiable company information throughout the document,
including websites and telephone numbers.

If there is a different amount for in-network and out-of-network expenses (such as annual
deductible, additional deductibles, or out-of-pocket limits), list both amounts and indicate
as such, using the terms to describe provider networks used by the insurer. For example,
if the policy uses the terms “preferred provider” and “non-preferred provider” and the
annual deductible is $2.000 for a preferred provider and $5.000 for a non-preferred
provider. then the Answer column should show “$2000 preferred provider. $5.000 non-
preferred provider™.

The items shown on Page 1 must always appear on Page 1, and the rows of the chart must
always appear in the same order. The chart starting on page 2 shown in the example must
always begin on Page 2. and the rows shown on this chart must always appear in the
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same order. However, the chart rows shown on Page 2 may extend to Page 3 if space
requires, and the chart rows on Page 3 may extend to the beginning of Page 4 if space
requires. The Excluded Services and Other Covered Services section may appear on
Page 3 or Page 4, but must always immediately follow the chart starting on page 2. The
Excluded Services and Other Covered Services section must be followed by the Your
Rights to Continue Coverage section. the Your Grievance and Appeals Rights section.,
and the Coverage Fxamples section, in that order.

s Footer: The footer must appear at the bottom left of every page. The insurer must insert
the appropriate telephone number and website information.

e For all form sections to be filled out by the insurer (particularly in the Answers column on
page 1. and the Your Cost and Limitations and Exceptions columns in the chart that starts
on page 2). the insurer should use plain language and present the information in a
culturally and linguistically appropriate manner and utilize terminology understandable
by the average individual.

Filling out the form:
Top Left Header (Page 1):

On the top left hand corner of the first page, the insurer must show the following information:
e  First line: Show the plan name and insurance company name in 16 point font and bold.
Example: “Maximum Health Plan: Alpha Insurance Group™.
o Insurers have the option to use their logo instead of the typing in the company
name if the logo includes the name of the entity issuing the coverage.
o The insurer must use the commonly known company name.

Top Right Header (Page 1):

On the top right hand comer of the first page. the insurer must show the following information:
e  First line: After Policy Period. the insurer must show the beginning and end dates for the
applicable policy period in the following format: “MM/DD/YYYY - MM/DD/YYYY™,
For example: “Policy Period: 09/15/2010 - 09/14/2011™,
¢  Second line:
After the words “Coverage For™, indicate who the policy is for (such as
Individual, Individual + Spouse, Family). The insurer will use the terms used by
the policy. but should ensure that the term used will make it easy for the consumer
to compare similar types of plans.
o After the words “Plan Type”, indicate the type of insurance plan, such as HMO,
PPO, POS, Indemnity, or High-deductible.

Disclaimer (Page 1):

The disclaimer should be replicated and the insurer may not vary the font size, graphic or
formatting. The insurer should insert the plan’s website and telephone number.
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uestions/Answers/ Why This Matters Chart

General Instructions for the Important OQuestions chart:

This chart must always appear on Page 1. and the rows must always appear in the same
order. Insurers must complete the Answers column for each question on this chart, using
the instructions below.

Insurers must show the appropriate language in the Why This Matters box as instructed in
the instructions below. Insurers must replicate the language given for the Why This
Matters box exactly. and may not alter the language.

When responding with a list of items, use words such as “and”, “or”, or “plus” rather than
using a semi-colon. For example: “Yes, $5,000 deductible for prescription drugs and
$2,000 for occupational therapy™ rather than “Yes, $5,000 for prescription drugs; $2,000
for occupational therapy™.

What Is The Premium?:

Answers column:

a. Answer with the dollar amount (rounded to the closest whole dollar) and time
period (such as monthly). Example: “$[xxx] [monthly]”.

Premium amounts may be provided in good faith by the insurer or agent.

c. If a consumer is shopping for plans and has yet to fill out a health insurance
application or has not yet been medically underwritten, insurers may, consistent
with state law, use a base premium based on five factors: the number of people to
be covered by the policy (i.e. individual or family), age. gender, smoking status,
and location (zip code).

Why This Matters column:

d. The insurer must always insert the following language: “The premium is the

amount paid for health insurance.”

If the consumer is shopping for plans and has been provided a base premium as

described in (¢) above, the insurer must also include the statement: “This is only

an estimate based on information you’ve provided. After the insurer reviews your
application, your actual premium may be higher or your application may be
denied”. This sentence should appear immediately after the sentence described in

(d) above.

L]

What Is The Overall Deductible?:

Answers column:

a. If there is no calendar year or policy period deductible, answer “$0".

b. If there is a calendar year or policy period deductible, answer with the dollar
amount and indicate whether it is based on a calendar year, or policy period. For
example: “$5,000 for calendar year” or “$5.000 for policy period”.

c. If there is a calendar year or policy period deductible, underneath the dollar
amount insurers must include language specifying major categories of covered
services that are NOT subject to this deductible. For example, “Does not apply to
preventive care and generic drugs™.

d. If there is a calendar year or policy period deductible, underneath the dollar
amount insurers must include language listing major exceptions, such as out-of-
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network coinsurance, deductibles for specific services and copayments, which do
not count toward the deductible. For example, “Out-of-network coinsurance and
copayments don’t count toward the deductible.”

Show the answer for the type of policy only. For example, if this is an individual
policy. show answers only for individual. If a family policy and there is a single
deductible amount for the family, show answers only for family.

If portraying a family policy for which there is a separate deductible amount for
each individual and the family, show the individual deductible on the first line,
and the family deductible on the second line. For example, the first line may show
“Individual $2,000” and the second line may show “Family $3,0007.

Why This Matters column:

8.

If there is no calendar year or policy period deductible, show the following
language: “See the chart starting on page 2 for your other costs for services this
plan covers.”

If there is a calendar year or policy period deductible. show the following
language: “You must pay all the costs up to the deductible amount before this
health insurance plan begins to pay for covered services you use. Check your
policy to see when the deductible starts over (usually, but not always. January
Ist). See the chart starting on page 2 for how much you pay for covered services
after vou meet the deductible.”

Are There Other Deductibles for Specific Services?:
Answers column:

.

(]

If the calendar year or policy period deductible is the only deductible, answer with
the phrase “No, there are no other deductibles.” Do not answer with just one
word.

If there are other deductibles, answer *Yes™, then list the names and deductible
amounts of the three most significant deductibles other than the annual deductible.
Significance of deductibles are determined by the insurer based on two factors:
probability of use and financial impact on the consumer. Examples of other
deductibles include deductibles for Prescription Drug, Hospital, and Mental
Health). For example: “Yes, $2,000 for preseription drug expenses and $2.000 for
occupational therapy services™.

If the plan has more than three other deductibles and not all deductibles are
shown, the following statement must appear at the end of the list: “There are
other deductibles.”

If the plan has less than three other deduetibles, the following statement must
appear at the end of the list: *“There are no other deductibles.”

Show the answer for the type of policy only. For example, if this is an individual
policy. show answers only for individual. If this is a family policy and there is a
single deductible amount for the family. show answers only for family.

If portraying a family policy for which there is a separate deductible amount for
each individual and the family. show both the individual and family deductible.
For example: “Preseription drugs -- Individual $200, Family $5007
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Why This Matters column:

g.

If there are no other deductibles, the insurer must show the following language:
“Because you don’t have to meet deductibles for specific services, this plan starts
to cover costs sooner.”

If there are other deductibles, the insurer must show the following language:
“You must pay all the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.”

Is There An Out-of-Pocket Limit On My Expenses?
Answers column

a.

If there are no out-of-pocket limits, respond “No. There’s no out-of-pocket limit
on vour expenses’ on the first line. Do not respond with a one-word answer.

If there is an out-of-pocket limit, respond “Yes™. along with a specific dollar
amount that applies in each plan year, and to each charge with a separate out-of-
pocket limit on the first line. For example: “Yes. $5.0007.

If there are other types of annual limits, such as annual or plan year limits on
visits, services or drugs, then the insurer must show the following language on the
second line: “Other limits apply — see the chart that starts on Page 27.

If an individual policy, show answers only for individual. If a family policy and
there is a single out-of-pocket limit for the family, show answers only for family.
If portraying a family policy. for which there is a single out-of-pocket limit for
each individual and a separate out-of-pocket limit for the family. show the
individual out-of-pocket limit on the first line, and the family out-of=pocket limit
on the second line. For example. the first line may show “Individual $1.000” and
the second line may show “Family $3,0007,

Why This Matters column:

£

If there is an out-of-pocket limit. the insurer must show the following language:
“The out-of-pocket limit is the most you could pay during a policy period for
your share of the cost of covered services. This limit helps you plan for health
care expenses.”

If there is no out-of-pocket limit, the insurer must show the following language:
“There’s no limit on how much you could pay during a policy period for your
share of the cost of covered services.”

What Is Net Included In The Out-of-Pocket Limit?
Answers column

a.

If there is no out-of-pocket limit, indicate “This question doesn’t apply to this
plan.”

If there is an out-of-pocket limit, the insurer must list any major exceptions. This
list must always include: premium, balance-billed charges, and health care this
plan doesn’t cover. Depending on the policy. the list could also include:
copayments. out of network coinsurance. deductibles, and penalties for failure to
obtain pre-authorization for services. The insurer must state that these items do
not count toward the limit. For example: “Copayments. premium, balance-billed
charges, and health care this plan doesn’t cover.”
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Why This Matters column:

.4 If there is an out-of-pocket limit, the insurer must show the following language:
“Even though you pay these expenses, they don’t count toward the out-of-pocket
limit. So. a longer list of expenses means you have less coverage.™

d. If there is no out-of-pocket limit. the insurer must show “Not applicable because
there’s no out-of-pocket limit on your expenses™.

Is There An Overall Annual Limit On What The Insurer Pays?
Answers column

a. The insurer should respond “Yes” or “No™ based on whether the policy has an
overall annual limit.
b. If the answer is “Yes™, the insurer should include a brief description and dollar

amount of the overall annual limit. For example: “Yes. This policy has an
overall annual limit of $750,000™.

c. If the answer is “No™, the insurer should state, “No. This policy has no overall
annual limit on the amount it will pay each vear.”

Why This Matters column:

d. If there is an overall annual limit, the insurer must show the following language:
*This plan will pay for covered services only up to this limit during each policy
period. even if vour own need is greater. You're responsible for all expenses
above this limit. The chart starting on page 2 describes specific coverage limits,
such as limits on the number of office visits.™

. If there is no overall annual limit, the insurer must show the following language:
“The chart starting on page 2 describes any limits on what the insurer will pay for
specific covered services, such as office visits.”

Does This Plan Use A Network of Providers?:
Answers column

a. If this plan does not use a network, the insurer must respond, “No. This plan
doesn’t use a network™. Do not use a one-word response.
b. If the plan does use a network, the insurer must briefly explain its network policy.

For example “Yes. this plan uses preferred providers. You may use health care
providers that aren’t preferred providers. but you may pay more.”

c Insurers have the ability to use plan specific language when distinguishing
between preferred provider and non-preferred provider or in-network and out-of-
network out-of-pocket limits, ete.

d. Include information on where to find a list of preferred providers or in-network

providers, etc. For example “For a list of preferred providers, see

WWww. insurancecompanv.com or call 1-888-123-4567.7

ER and other exceptions to non-preferred provider requirements should add that

information to answer field.

f. Plans should highlight that some out-of-network specialists are often used by
network providers (e.g., anesthesiologists).

Why This Matters column:

e If this plan uses a network. the insurer must show the following language: “If you
use an in-network doctor or other health care provider, this plan will pay some or

o
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all of the costs of covered services. Plans use the terms in-network, preferred,
or participating to refer to providers in their network.”

h. If this plan does not use a network, the insurer must show the following language:
“The providers you choose won’t affect your costs.™

8. Do I Need A Referral To See A Specialist?:

Answers column:

a. Insurers have the ability to use plan specific language when distinguishing between
preferred provider and non-preferred specialists or in-network and out-of-network
out-of-pocket limits, ete.

b. Insurers should specify whether a written or verbal approval is required to see a
specialist.

¢. Insurers should specify whether specialist approval is different for different plan
benefits.

Why This Matters column:

d. If there is a referral required, the insurer must show the following language: “This
plan will pay some or all of the costs to see a specialist for covered services but
only if you have the plan’s permission before you see the specialist.”

e. If there is no referral required. the insurer must show the following langnage:
“You can see the specialist you choose without permission from this plan”.

9. Are There Services This Plan Doesn’t Cover?:

Answers column:

a. If there are any items in the Services Your Plan Does Not Cover box on page 3 or
4, the insurer should answer “Yes". See the instructions for the Excluded Services
and Other Covered Services section for more related information.

Why This Matters column:

b. If there are no excluded services shown in the Services Your Plan Does Not Cover
box on page 3 or 4, then the insurer must show the language: “This plan also
covers many common health care services listed on page [3 or 4].” The insurer
should note the correct page (3 or 4) depending on where the Services Your Plan
Does Not Cover box appears on the form.

c. If there are excluded services shown in the Services Your Plan Does Not Cover
box on page 3 or 4, then the insurer must show the language: “Some of the
services this plan doesn’t cover are listed on page [3 or 4].” The insurer should
insert the correct page (3 or 4) depending on where the Services Your Plan Does
Not Cover box appears on the form.

Covered Services, Cost Sharing, Limitations and Exceptions

Information Box:
e The information box at the top of Page 2 should be replicated with the same text,
formatting, graphic, bolded words, and bullet points. Only the fourth bullet mayv change.
e The fourth bullet will change depending on the plan:
For most plans that use a network, the insurer should fill in the blank on the 4t
bullet, using the terminology that the insurer uses for “in-network™ or “preferred
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provider”. This should be the same term as used in the heading of the far-left sub-
column under the Your Cost column.

For plans that have the same cost-sharing percentage for in-network services as
out-of-network services, the insurer should delete the 4" bullet and replace it
with: *“Your costs for [in-network] providers will be lower than [out-of-network]
providers.” Insert the term used for in-network providers and out-of-network
providers shown on the sub-column headers under the Your Costs column.

For non-networked plans, the insurer should delete the 4" bullet and replace it
with: *“Your costs are the same no matter which provider you see.”

If any of the explanations in this box are inaccurate for the plan, then the insurer should
use the chart (in either the Your Cost column or the Limitations and Exceptions column)
below to show that information. For instance, if cost-sharing is not subject to the
deductible (and therefore the second bullet is not accurate for this plan). then the insurer
should indicate in the Your Cost column next to each cost-sharing charge that the charge
is “not subject to the deductible™.

Chart starting on page 2:

1.

Location of Chart: This chart must always begin on Page 2. and the rows shown on
Pages 2 and 3 must always appear in the same order. However, the rows shown on Page 2
may extend to Page 3 if space requires, and the rows shown on Page 3 may extend to the
beginning of Page 4 if space requires. The heading of the chart must appear on all pages

used.

Your Cost columns:

a.

Insurers may vary the number of sub-columns depending upon the type of policy
and the number of preferred provider networks. Most policies that use a network
should use two columns, although some policies with more than one level of in-
network provider may use three columns. HMOs should use two columns. Non-
networked plans may use one column.

Insurers should insert the terminology used in the policy to title the sub-columns.
For example. the columns may be called “In-Network™ and “Qut-of-Network™, or
“Preferred Provider” and “Non-Preferred Provider” based on the terms used in the
policy. Insurers should be aware that consumer testing has demonstrated that
consumers more readily understand the terms “In-Network™ and “Out-of-
Network™. The sub-headings should be deleted for non-networked plans with only
one column.

The columns should appear from left to right, from most in-network to most out-
of-network. For example, if a 3-column format is used, the sub-columns might be
labeled (from left to right) “In-Network Preferred Provider.” “In-Network
Provider”™, and then “Out-of-Network Provider.”

For HMOs providing no out-of-network benefits, the insurer should insert “Not
covered” in all applicable boxes under the far-right sub-heading under the Your
Cost column (which, for policies providing out-of-network benefits, would
usually be out-of-network provider or non-preferred provider column.
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Insurers must complete the responses under these sub-columns based on how the
health insurance coverage covers the specific services listed in the chart.

)]

2)

Fill in the costs column(s) with the co-insurance percentage, the co-
payment amount, “No charge™ if the consumer pays nothing, or “Not
covered” if the service is not covered by the plan. When referring to
coinsurance. include a percentage valuation. For example: 20%
coinsurance. When referring to co-payments. include a per occurrence
cost. For example: $20/visit or $15/prescription.

When responding with a list of items, use words such as “and”, “or™, or
“plus” rather than using a semi-colon. For example: “Yes, $5,000
deductible for prescription drugs and $2,000 for occupational therapy’
rather than “Yes, $3,000 for prescription drugs: $2.000 for occupational
therapy™.

Limitations and Exceptions Column:

In this column, list the significant limitations and exceptions for each row.
Significance of limitations and exceptions is determined by the insurer based on
two factors: probability of use and financial impact on the consumer. Examples
include, but are not limited to, limits on the number of visits, limits on specific
dollar amount paid by the insurer, prior authorization requirements, unusual
exceptions to cost sharing. lack of applicability of a deductible, or a separate
deductible.

The limitation and exception should specify dollar amounts, service limitations,
and annual maximums if applicable. Language should be formatted as follows
“Coverage is limited to $XX/visit and $XXX annual max.” or “No coverage for
XXX

If the policy requires the consumer to pay 100% of a service in-network. then that
should be considered an “excluded service™ and should appear in the Limitations
and Exceptions column and also appear in the Services Your Plan Does Not Cover
box on Page 3 or 4. For example, policies that exclude services in-network such
as pregnancy, habilitation services, prescription drugs. or mental health services.,
must show these exclusions in both the Limitations and Exceptions column and
the Services Your Plan Does Not Cover box.

If there are pre-authorization requirements, the insurer must show the requirement
including specific information about the penalty for non-compliance.

If there are no items that need to appear in the limitations and exceptions box for a
row, then the insurer should show **----none---".

For each section of the chart (for each Common Medical Event), the insurer has
the discretion to merge the boxes in the Limitations and Fxceptions column and
display one response across multiple rows if such a merger would lessen the need
to replicate comments and would save space.

d.

»

Specific Instructions for Common Medical Events:

a.

If vou visit a health care provider's office or clinic:
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1)

2)

3]

2)

3)

If the policy covers other practitioners care (which includes chiropractic
care and/or acupuncture), in the “Other practitioner office visit” row, the
insurer will provide the cost-sharing for the other practitioners care in the
Your Cost columns. For example. under the in-network sub-column, the
insurer may respond “20% coinsurance for chiropractor and 10%
coinsurance for acupuncture™.

If the policy does not cover other practitioners care, the insurer will show
“Not Covered” in the Your Cost columns for Other Practitioner Office
visit.

If you need drugs to treat your illness or condition:

Under the Commeon Medical Events column, provide a link to the website
location where the consumer can find more information about prescription
drug coverage for this policy.

Under the Services You May Need column, the insurer should list and
complete the categories of prescription drug coverage in the policy (for
example, the insurer might fill out 4 rows with the terms, “Generic drugs™,
“Preferred brand drugs”, “Non-preferred brand drugs”, and “Specialty
drugs™. It is recommended that insurers avoid the term “tiers” and instead
use “categories” as it is more easily understood by consumers.

Under the Your cost column, insurers should include the cost-sharing for
both retail and mail-order.

c. If you have outpatient surgery:

1)

If there are significant expenses associated with a typical outpatient
surgery that have higher cost-sharing than the facility fee or
physician/surgeon fee. or are not covered, then they must be shown under
the Limitations and Exceptions column. Significance of such expenses are
determined by the insurer based on two factors: probability of use and
financial impact on the consumer. For example, an insurer might show
that the cost-sharing for the physician/surgeon fee row is “20%
coinsurance”, but the Limitations and Exceptions might show “Radiology
50% coinsurance™.

d. If you have a hospital stay:

1

If there are significant expenses associated with a typical hospital stay that
has higher cost-sharing than the facility fee or physician/surgeon fee. or
are not covered, then that must be shown in under the Limitations and
Fxceptions column. Significance of such expenses are determined by the
isurer based on two factors: probability of use and financial impact on
the consumer. For example, an insurer might show that the cost-sharing
for the facility fee row is “20% coinsurance”, but the Limitations and
Exceptions might show “anesthesia 50% coinsurance™.
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Disclosures:

The Excluded Services and Other Covered Services. Your Rights to Continue Coverage, Your
Grievance and Appeals Rights and Coverage Examples sections must always appear in the order
shown. The Excluded Services and Other Covered Benefits section may appear on Page 3 or
Page 4 depending on the length of the chart starting on page 2. but it will always follow
immediately after the chart starting on page 2.

Excluded Services and Other Covered Services:

1. Each insurer must place all services listed below in either the “Services Your Plan Does
Not Cover” box or the “Other Covered Services™ box according to the policy provisions.
The required list of services includes: Acupuncture, Bariatric Surgery, Non-emergency
care when travelling outside the U.S.. Chiropractic Care, Cosmetic Surgery. Dental care
(adult), Hearing aids, Infertility treatment, Long-term care. Private-duty nursing, Routine
eye care (adult), Routine foot care, and Weight loss programs.

2. The insurer may not add any other benefits to the Other Covered Services box other than
the ones listed in (1) above.

3. Services that appear in the Limitations and Fxceptions column in the chart starting on
page 2 because the policy requires the consumer to pay 100% of the service in-network.
should also appear in the Services Your Plan Does Not Cover box. For example. policies
that exclude services in-network such as pregnancy. habilitation services, prescription
drugs. or mental health services, must show these exclusions in both the Limitations and
Exceptions column (in the chart starting on page 2) and in this Services Your Plan Does
Not Cover box.

4, List placement must be in alphabetical order for each box. The lists must use bullets next
to each item.

3. For example, if an insurer excludes all of the services on the list above (#1) except
Chiropractic services. and also showed exclusion of Habilitation Services on Page 2 and
exclusion of Dental care (child) on page 3. the Other Benefits Covered box would show
“Chiropractic Care” and the Services Your Plan Does Not Cover box would show
“Acupuncture, Non-emergency care when travelling outside the U.S., Cosmetic surgery.
Dental care (child), Habilitation Services. Infertility treatment, Long-term care, Private-
duty nursing, Routine eye care (adult), Routine foot care, Routine hearing tests, Weight
loss programs.”

6. If the insurer provides limited coverage for one of the services listed in (1) above, the
limitation must be stated in the Services Your Plan Does Not Cover box or the Other
Benefits Covered box. For example if an insurer provides acupuncture in limited
circumstances, the statement in the Services Your Plan Does Not Cover box would show:
Acupuncture unless it is prescribed by a physician for rehabilitation purposes. Non-
emergency care when travelling outside the U.S.. Cosmetic surgery. Dental care (adult).
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Infertility treatment, Long-term care, Private-duty nursing, Routine eye care (adult),
Routine foot care, Routine hearing tests, Weight loss programs.”

Your Rights to Continue Coverage:
This section must appear. Insurers must include the following items:

e “you commit fraud or intentional misrepresentations of material fact”,
e “the insurer stops offering this policy or services in the state™
e “youmove outside the coverage area”

Insurers must also include the following for association plans:
s “your employer/sponsor changes insurance carrier”™

Your Grievance and Appeals Rights:
This section must appear. Depending on where plans are sold, identify the proper state health
insurance customer assistance program and include their website and phone number.

Coverage Examples:

a. HHS will provide all insurers with standardized data to be inserted in the “Sample care
costs” section for each coverage example. HHS will also provide underlying detail that
will allow carriers to calculate “You Pay™ amounts, payments including: Date of Service,
CPT code, Provider Type, Category, descriptive Notes identifying the specific service
provided, and Allowed Amount.

b. The “Amount owed to providers,” also known as the Allowed Amount, will always equal
the Total of the “Sample care costs.” Each insurer must calculate cost sharing, using the
detailed data provided by HHS, and populate the “You Pay” fields. Dollar values are to
be rounded off to the nearest hundred dollars (for Sample care costs that are equal to or
greater than $100) or to the nearest ten dollars (for Sample care costs that are less than
$100). in order to reinforce to consumers that numbers in the examples are estimates and
do not reflect their actual medical costs. For example, if the coinsurance amount is
estimated at $57, the insurer would list $60 in the appropriate “You Pay” section of the
Coverage Example.

¢. Services on the template provided by HHS are listed individually for classification and

pricing purposes to facilitate the population of the “You Pay” section. HHS specifies the
Category used to roll up detail costs into the “Sample care cost” categories section. Some
plans may classify that service under another category and should reflect that difference
accordingly. The insurer should apply their cost sharing and benefit features for each
policy in order to complete the *You pay” section, but must leave the “*Sample care
costs” section as is. Examples of categories that might differ between the You Pay and
Sample Care Costs sections could include. but are not limited to:

+  Payment of services based on the location where they are provided (inpatient,

outpatient, office, etc.)
+ Payment of items as prescription drugs vs. medical equipment

Individual - 7-28-11
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Each insurer must caleulate and populate the “You pay” total and sub-totals based upon
the cost sharing and benefit features of the plan for which the document is being created.
These calculations should be made using the order in which the services were provided
(Date of Service).

1. Deductible — includes everything the member pays up to the deductible amount.
Any co-pays that accumulate toward the deductible are accounted for in this cost
sharing category, rather than under co-pays

2. Co-pays — those co-pays that don’t apply to the deductible

3. Limits or exclusions — anything member pays for non-covered services or
services that exceed plan limits.

4. Co-insurance — anything member pays above the deductible that’s not a co-pay
or non-covered service. This should be the same figure as the Total less the
Deductible, Co-Pays and Limits.

Each insurer must calculate and populate the “Plan pays™ amount by subtracting the *You
pay” total from the “Amount owed to providers™ total.

If all of the costs associated with the “having a baby™ example are excluded under the
plan. then the phrase “(matemity is not covered, so vou pay 100%)” is added after the
“You pay” amount. Otherwise no narrative should appear after the “You pay™ amount.

Insurers must use the “Questions and answers about Coverage Examples™ as they appear
and not alter the text. font, graphic. shading or colors [Should insurers be allowed to print
in black and white?]. This should be placed immediately following the Coverage
Examples.

If the insurer provides coverage only for medical services (e.g.. pharmacy or mental
health benefits are carved out and administered by another insurer), the insurer should
complete the Coverage Example for only those benefits that it covers. consistent with the
features outlined on pages 1 to 4 of the Summary of Coverage. These non-covered costs
for excluded services would show up under the “limits and exclusions™ section of the
“You Pay™ table. [NOTE: Should we require inclusion of a disclaimer on the Coverage
Example (and on the Summary of Coverage) that notes that certain benefits may be
administered by a separate insurer? Should we also amend the instructions for the
Summary of Coverage to address this issue in terms of how the benefits are described?)

Need Assistance?

Insurers should contact at to obtain assistance in
completing these documents.
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Appendix C-1 Why This Matters language for “Yes” Answers

Health Plan Name: Insurance Company 1 Poliey Penoet O/15/2(10 - 8/ 14/2011
What This Plan Covers & What it Costs Coverage for: Individual | Plan Type: HMO

This is not a policy. You can get the policy ar www.insurancecompany.com/HMO1500 or by calling 1-800-XXX-XXXX.
A policy has more detail about how to use the plan and what you and your insurer must do. It also has more dertail about your coverage and costs.

Important Questions  Answers Why This Matters:

The premium is the amount paid for health insurance. This is only an estimare based on
What is the premium? $ information you've provided. After the insurer reviews your application, your actual pre-
mium may be higher or your application may be denied.

You must pay all the costs up ro the deductible amount before this health insurance plan
‘What is the overall $ begins to pay for covered services you use. Check your policy to see when the deductible
deductible? starts over (usually, but not always, January Ist). See the chart starting on page 2 for how
much you pay for covered services after you meet the deductible.

Are there other ; : :
s ; You must pay all of the costs for these services up to the specific dednctible amount before
deductibles for specific Yes. $ ’ A .
B this plan begins to pay for these services.
services?
Is there an out—of-pocket Yes. $ The out-of-pocket limit is the most you could pay during a policy period for your share of
P ES. - . o P
limit on my expenses? the cost of covered services. This limit helps you plan for health care expenses.
What is not included in Even though you pay these expenses, they den't count toward the out-of-pocket limit. So,
the out—of-pocket limit? alonger list of expenses means you have less coverage.
This plan will pay for covered services only up to this limit during each policy period, even
Is there an overall annual ; 5 ) : Rt
e : if your own need is greater. You're responsible for all expenses above this limit. The chart
limit on what the insurer | Yes. $ : p x i i
. starting on page 2 describes specific coverage limits, such as limits on the number of office
aAyST .
p I= VISItS.
. If you use an in-network doctor or other health care provider, this plan will pay some or all
Does this plan use a

Yes. of the costs of covered services. Plans use the term in-network, preferred, or participating

network of providers? 0s p
for providers in their network.

Do I need a referral to see Yes This plan will pay some or all of the costs to see a specialist for covered services but only if
a specialist? ’ you have the plan's permission before yon see the specialist.
Are there services this

g A Yes. Some of the services this plan doesn't cover are listed on page 3.
plan doesn’t cover?

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecormnpany.com
If you aren't clear abour any of the terms used in this form, see the Glossary at www.insurancererms.gov. FINAL (pg1 - YES), 11/16/10  10of4



Appendix C-2 Why This Matters language for “No” Answers

Policy Period: 9/15/2010 - 9/14/2011

Health Plan Name: Insurance Company 1
Coverage for: Individual | Plan Type: HMO

What This Plan Covers & What it Costs

This is not a policy. You can get the policy ar www.insurancecompany.com/HMO1500 or by calling 1-800-XXX-XXXX.
A policy has more detail about how to use the plan and what you and your insurer must do. It also has more dertail about your coverage and costs.

Important Questions

What is the premium?

Answers

$

Why This Matters:

The premium is the amount paid for health insurance. This is only an estimare based on
information you've provided. After the insurer reviews your application, your actual pre-
mium may be higher or your application may be denied.

What is the overall . . .

deduciiblae $ See the chart starting on page 2 for your other costs for services this plan covers.

are dm_re other . Because you don't have to meet deductibles for specific services, this plan starts to cover
deductibles for specific No. otin v uaEs

services? :

Is there an out—of-pocket No There's no limit on how much you could pay during a policy period for your share of the

limit on my expenses?

cost of covered services.

What is not included in
the out—of-pocket limit?

This plan has no out-of-pocket
limit.

Not applicable because there’s no out-of-pocket limit on your expenses.

Is there an overall annual

The chart starting on page 2 describes any limits on what the insurer will pay for specific

limit on what the insurer | No. : il
covered services, such as office visits.
pays?
Does this plan use a ; 5
s No. The providers you choose won't affect your costs.

network of providers?
Do I need a referral to see i : s :

S No. You can see the specialist you choose without permission from this plan.
a specialist?
Are there services this . ; o

No. This plan also covers many common health care services listed on page 3.

plan doesn't cover?

Questions: Call 1-800-XXX-XXXX or visit us at www.insurancecormnpany.com

If you aren't clear about any of the terms used in this form, see the Glossary at www.insuranceterms.gov.

FINAL (pg1 - NOJ), 11/16/10
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Appendix D

BCBSF Individual PPO Plan

Guide for Coverage Examples Calculations

Breast Cancer - Plan Year 2 (2009)

DRAFT

cription of condition

c

Instructions to Insurers: Do nof modiy this tab. The numbers shown here roll up from the Scenario tab. Transfer

The following are I

that all health plan carriers make to

T this label to the Y of Ci ge exactly as shown here.
3 care costs: Instr for HHS:
4 |Office visits & procedures 0 * HHS to provide this label exactly as they want & to appear on the of Coverage.
5 Radmlog $0|* HHS to reuse existing sample care cost uness @ new calegory is required.
6 |Laboratory tests 0/ * HMS to specify no more than 11 sample care cost as space on the page with 12 point font dictates.
7 |Hospital charges 0| * Al of these costs roll up from the Scenario tab; HMS fo confirm these fotals malch fo the Scenario tab.
8 |Inpatient medical care $0)
9 |Cutpatient surgery $0
10 |Chemotherapy $0
11 |Radiation therapy 30
12 [Prostheszs wig) §0
13 |Pharmacy $0
14 |Mental health $0

* This total must match the fotal on the Scenario taly HHS to confinm & matches before issuing fo insurers.

i

These ions are across all

(HHS to apply these

regardiess of 0.}

Costs do not include p

[

Condition was not an

as a pre-existing |

|

There are no other medical

for any member covered under the plan.

All care is in-network. No out-of-network charges or any other variation in Sample Care Costs.

All services occur in same policy period.

All prier authori were

All services were deemed medically necessary.

All costs (allowed amount, sample care costs, member costs) greater than $100 are rounded to the nearest

dollars.

All costs (allowed amount, sample care costs, member costs) less than $100 are rounded to the nearest ten dollars.

All ications are covered as generic equivalents if availabl

All care is in-network and considered first tier (or the tier associated with the lowest level of cost sharing), for those products that incorporate tiered provider networks.

|

These i

are specfic to this scenario only. (HHS to specify special ]

[HHS te supply any assumplions that are specific to this scenario]

|
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BCBSF Individual PPO Plan Breast Cancer - Plan Year 1 (2008)

DRAFT

order to roll up costs into that category in the "Sample care costs” section so that those costs are uniform across all camiers and plans. However, some plans may classify that
service under another category. The insurer should apply their cost sharing and benefit features for each policy in erder to complete the “You pay” section, but must leave the
“Sample care costs” section as is. Examples of cost sharing and benefit features include, but are not limited to:

+ Payment of services based on the location where they are provided (inpatient, cutpatient, office, etc.)
+ Payment of items as prescription drugs vs. medical equipment

o HHS for Comyg the Col
Date of Service - include Maonth/Day of service so insurers understand the order in which services are rendered. Do not include year,
Diagnosis Code -include the |CD code for each service
CPT code - include the CPT code for each service
Provider Type - use one of the types listed on the "Provider Types” tab to classify each senvice by provider
Category - use one of the categories listed on tha "Sample Care Cost Categories” tab to classify each service so they roll up into the broader cost categories on the "Label and
Assumptions” tab
Notes - freeform field to include any special notes for that service
Allowed Amount - include the total cost for each service that would be owed to providers that insurers will use to calculate cost-sharing

Total ' 0.00

A [ B [ € 1] D | E | _ F | G H
1_|Medical Cendition: [ { | | Condition Name |
Note: Services on this tab are listedindividually for classication and pricing purposes to facilitate the population of the *Sample care costs” section. HHS specifies the Category in

“this amount must match the total first tab.

11

14

16

17
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BCESF Individual PPO Plan Breast Cancer - Plan Year 2 (2009)

A

Provider Type

The following are the provider types to use on the "Scenario” tab ~ "Provider Type" column to classify each service by provider type. This aids the insurers
in applying benefits to each service.

Provider Type

What providers are covered under this Provider Type and other notes:

Primary

Primary Care Physician or non-Specialist

Specialist
Alternative Provider

Cardiclogy, Dermatology, Neurology, etc.

Chiropractor, Acupuncturist, etc.

Outpatient Facility
Inpatient Facility

Pharmacy Retail

Pharmacy Mail Order

|r\;:3m|oa '-I|G!U'|-hw|N

=

Pharmacy Administered
Emergency Room

All prescriptions reimburseable under a Pharmacy plan that are administered in a provider's office or hospital

=

Home Health

&

Skilled Nursing Facility

>

Ambulance

Page 3 of 4
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Sample Care Cost Categories

The following are the sample care cost categories to use on the "Scenario” tab ™ "Category” column to classify each service so that they roll up to the
same sample care cost categories in the Coverage Example label on the "Label and Assumptions” tab. This facilitates consistency between the

Category

Office visits & procedures
First office visit
Anesthesia
Chemotherapy
Circumcision

Emergency care

Home health care
Hospital charges

Hospital charges (baby)
Hospital charges (mother)
Inpatient medical care
Laboratory tests

Medical equipment & supplies
Mental health

Outpatient surgery

Pharmacy

Radiation therapy
Radiology

Rehabilitation services
Routine obstetric care
Skilled nursing care
Vaccines, other preventive

What services are covered under this Category and other notes:

Includes services by all physicians (primary care, specialist, etc.) and alternative providers (chiropractor,
acupuncture, etc.)

Applies to maternity scenario only; other scenarios would use "Office visits & procedures”

Includes emergency room facility charges, physician services, ambulance transportation

Facility charges for inpatient/outpatient services; discharge management
Applies to maternity scenario only; other scenarios would use "Hospital charges”
Applies to maternity scenario only; other scenarios would use "Hospital charges”
Services by physicians, surgeons, anesthesiologists, etc.

Includes blood work

Includes durable medical equipment, orthotics, prosthetics

Physician and facility charges
Includes all prescription drugs (generic, brand/preferred, non-preferred) which are not administered in a hospital,
physician’s office or other facility

Includes radiclogy and imaging procedures, CT, MRI, Ultrasounds, x-rays
Includes provision of treatment at any facility
Applies to maternity scenario only; typically a bundled payment



Appendix E

Uniform Glossary of Coverage and Medical Terms

Glossary of Health Insurance and Medical Terms

- Tlli‘:’ ngSSZLl'}' }'I'niS I'IIEIII}" CO"II‘I]OIII}" 'Ll5!:d Lerms, L"LIL it i.SII’l. a ﬁlu “.S'L- ﬂlCSC are not contract terms. Thost can L"l:

found i.[l }’OUI i.llSlIEaI'ICL‘ POllL}’ or Ct‘[LiﬁCZILI:- \JO'LI can g('l a C!.J'P‘F Ol- ll'lC polic‘p' at [\\'\\"\’\'-ill&l]fi\IIL'CL'QI[IPﬂII"'-L'OII[] or

}"O\I ma}-' cau [l SOO XXX X.‘.‘X-:
L4 &]d texc i.I'IdiCEILCS a term dl:ﬁ.llcd iI'l dl].t- (_‘11055&[}-'.

*  See page 4 for an cxanlplc shuwiug how d::ductiblcs_. co-insurance and out-of- pockuL limits work Logclhc: in a real

life situation.

Allowed Amount

Maximum amount on which payment is based for
covered health care services. This may be called “eligible
expense,” “payment allowance” or "negotated rare." If
your provider charges more than the allowed amount, you

may have to pay the difference. (See Balance Billing.)

A request for your health insurer or plo.n Lo review a
decision or a grievance again.

W}lm] da Pta'idﬂ b‘lls }'Ql.l r()r llll". dif‘f-ﬂrf.’"‘:t l)e[w:lfl\ l'}'ll?
provider's charge and the allowed amount. For example,

1[ dl'_‘ p:ovid'_‘f’& C}lﬂ[gc is $.[OO ﬂ]ld L}]C a].lo“'('d amount

is $70, the provider may bill you for the remaining $30.

A preferred provider may notbalance bill you.

Co-insurance

\,U"r 5}]51’(" 0["}](‘ Costs
Orﬂ [:ﬂ"'f‘rl'.(l }“TEII[.II care
Scr\'icl:, cﬂl(."l.llal.l:d as a
ptrct'llL [:{Q[ CXmlPlC,
20"}'6) of the allowed

amount for the service.

A

g : Jane pays _l ler plan pays
You pay co-insurance 20% 80%
plus any deductibles
you owe. For example,
if the health insurance or Plan’a allowed amount for an
office visit is $100 and you've met your deductible, your

:fw'n- page 4 for a detailed vx:\m}\lv.:

co-insurance payment of 20% would be $20. The health

insurance or pl:"'l pa_vs l'])(’ rest Of- tl'l(‘ allowr‘.d amount.

Complications of Pregnancy

Conditions due to pregnancy, labor and delivery that
require medical care to prevent serious harm to the health
Or lllc [[10[)1('[ or dl'_‘ ft:T.LI&- MO[[lh]g SiCkIICSS arld d non-
emergency caesarean section aren't complications of

prcgnancy‘

OMB Control Numbers 1545- 333X,
1210-XXXX, and 0938-XXXX
(expires JOUMNMNNNY)

Co-payment

A fixed amount (for example, $I5) you pay for a covered
health care service, usually when you receive the service.
The amount can vary by the type of covered health care

service.

Deductible

The amount you owe for
health care services your
health insurance or plan
covers before your health
insurance or plan b:'.gins
((s] Pay, For cxam‘plc, Lf
your deductible is $1000,
your plan won't pay

Jane pays Her plan pays
100% 0%
(See page 4 for a detailed example.)
ﬂ[l)"l.hing U"Li.l J"OU’VC met
your $1000 deductible for covered health care services
subject to the deductible. The deductible may not apply

to all services.

Dursble Medical Equipment (DME)
Equipment and supplies ordered by a health care Ptuvidcr
for everyday or extended use. Coverage for DME may
include: oxygen equipment, wheelchairs, erutches or

blood testng strips for diaberics.

Emergency Medical Condition
An illness, injury, symprom or condition so serious that a
reasonable person would seek care right away to avoid

severe harm.

Emergency Medical Transportation
Ambulance services for an emergency medical condition.

Emergency Room Care

Emergency services received in an emergency room.
Services

Evaluation of an emergency medical condition and

treatment to ki‘r‘.P the condinon from gettng worse.

Excluded Services
Health care services that your health insurance or plan

doesn’t pay for or cover.

Glossary of Health Insurance and Medical Terms
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Grievance
A (:(}l”})lai'ﬂl [.}]R[. }'Dll (:()“!Tllll"ji:nlf' o YUHT }](’.31'}1 1‘"51]"(?1'

or

Health care services that help a persen keep, learn or
improve skills and functioning for daily living. Examples
include therapy for a child who isn't walking or ralking at
l.ht: L‘KP(.'(:'.'C(.I ﬂgt- T}ICSC SCIViCCS nla}' i.l1cll.ldt: P}Iysif.al arld
occupational therapy, speech-language pathology and
other services for people with disabilities in a variety of

inpatient and/or outpatient settings.

Health Insurance

A contract that requires your health insurer to pay some
or all of your health care costs in exchange for a
premium,

Home Health Care

Health care services a person receives at home.

Hospice Services
St‘rvir.:r'.s (£a) I]TU\"idl‘ l:Dl'Ilﬁ)l'l .'—U'ld suplmrl ﬁ.)r I]l?r!iDﬂﬁ in

the last stages o f a terminal illness and their families.

& oty iy
Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. An overnight stay
for observation could be ourpatient care.

Hospital Qutpatient Care
Carein a }1()5})ilnl that uslmll}-‘ doesn’t require an

(}Vl?l'll"lghl sray.

In-network Co-insurance

The percent (for example, 20%) you pay of the allowed
amount for covered health care services to providers who
contract with your health insurance or plan. In-network
co-insurance usually costs you less than out-of-network

co-insurance.

In-network Co-payment

f\ lel:d amount (fur Cxﬂnlplc, SIS} )VQU Pa)" 1-01' Cﬂvcrcd
lltah_l'l care Wf\"iccs [€e] Pfovidcr‘j w}]o contract widl }V‘Duf
llcalﬂ) inmmcc or le- II'[ "Q‘LWOII{ <o }13}'11":11'.5 usuau)"
are less than out-of network co-payments.

Medically Necessary

Health care services or supplies needed to prevent,
diagnose or treat an illness, injury, disease or its
symptoms and that meet accepted standards of medicine.

Network

The facilities, })ruvidr.rs and suppliers your health insurer
or plan has contracted with to provide health care

services.

Non-Preferred Provider
A provider who doesn't have a contrace with your health

insurer or plan to provide services to you. You'll pay
maore [o see a llO[l-P:(‘f(‘r[td P[O\“idcf- Chl:(:k yuuf POI]—.C}'
to see if you can go to all providers who have contracted
with your health insurance or plan, or if your health
insurance or plan has a “riered” network and you must
pay extra to see some providers.

Out-of-network Co-insurance

Il‘}'lc PC[CCI'[L ({UE Cxal[l}?lc, “]‘O?"Eﬂ) }'UI.I }Tﬂ}" Qr L}'lc ﬂ’lﬂwtd
amount fof Covtfcd }'lcﬂldl care SCI\'iCCS to Pfovidtrs wllo
do mot contract with your health insurance or plan. Out
of-network co-insurance usually costs you more than in-
network co-insurance.

Out-of-network Co-payment

A fixed amount (for example, $30) you pay for covered
health care services from providers who do met contract
with your health insurance or plan. Qutof-network co-
payments usually are more than in-network co-payments.

Out-of-Pocket Limit

The most you pay during a
Pnlir.:y Pltriud (usua“}f a
y::a.r) before your health
insurance or plan begins to

pay 100% of the allowed

amount. This limit never

includes your premium, _[.113;;1_\ ) 100%
balance-billed charges or
health care your health
insurance or plan doesn’t cover. Seme health insurance
or Plan.‘; don,t count 3][ Or )“Ollr (O—}ja}"nr‘.ﬂm’ df‘dllcriblm?

Her plan pays

(See page 4 for a detailed :'l‘.‘l]]]pll'.:

co-insurance payments, out-of-network payments or
other expenses toward this limir.

Physician Services

Health care services a licensed medical physician (M.D. —
Medical Docror or D.O. — Doctor of Osteopathic
Medicine) provides or coordinates.

Plan

A bf‘nf‘ﬁr )“Olll‘ f‘mploycr, union or O['.I'ICT group SPODSOI'

P!'OVI‘d(‘S [s] YO[] s} pﬂ}“ FOI‘ }-’OIII‘ I'I(‘ald'l care services.
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Preauthorization

A decision by your health insurer or plan that a health
care service, treatment plan, prescription drug or durable
medical equipment is medically necessary. Sometimes
called prior autherization, prior approval or
precertification. Y our health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn't a promise your health insurance or plan will cover
the cost.

Preferred Provider

A provider who has a contract with your health insurer or
plan to provide services to you at a discount, Check your
policy to see if}rou can see all preferred providers or if
your health insurance or plan has a “tiered” network and
you must pay extra to see some providers. Your health
insurance or plan may have preferred providers who are
also “participating” providers. Participating providers
also contract with your health insurer or plan, but the
discount may not be as grear, and you may have to pay
more.

Premium

The amount that must be paid for your health insurance
or plan. You and/or your employer usually pay i
monthly, quarterly or yearly.

Prescription Drug Coverage
Health insurance or plan that helps pay for prescription
drugs and medications.

Prescription D:ugs

Drugs and medications that by law require a prescription.

Primary Care Physician

A physician (M.D. — Medical Doctor or D.O. — Doctor
of Osteopathic Medicine) who directly provides or
coordinates a range of health care services for a padent.

Primary Care Provider

A physician (M.D. — Medical Doctor or D.O. — Docror
of Osteopathic Medicine), nurse practitioner, clinical
nurse specialist or physician assistant, as allowed under
state law, who provides, coordinates or helps a patient
access a range of health care services.

Provider

A ph_\fsician (M.D. — Medical Docror or D.O. — Doctor
of Osteopathic Medicine), health care professional or
health care facility licensed, certified or aceredired as
rcquil:cd by state law.

Reconstructive

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries or medical conditions.

Hcald\ carc S(.'f\“icfs d'lﬂl ill:lp a PC[SO“ kCCP‘ gCL bﬂck or
improve skills and functioning for daily living thar have
been lost or impaired because a person was sick, hurt or
disabled. These services may include physical and
occupational therapy, speech-language pathology and
psychiatric rehabilitation services in a variety of inpatient

and/or outpatient setrings.

Skilled Nursing Care

Services from licensed nurses in your own home or in a
nursing home. Skilled care services are from technicians
and therapists in your own home or in a nursing home.

t
A physician specialist focuses on a specific area of
medicine or a group ofpal:it'llts o diaglms&', manage,
prevent or treat certain types of symptoms and
conditions. A non-physician specialist is a provider who

I'lﬂs more U:ZIi.FIi.“g II.I1 a bPl:CiﬁC arca Oi-hcald'i care.

UCR. (Usual, Customary and Reasonable)

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes is used to determine the allowed
amount.

Urgent Care

Care for an illness, i.njury or condition serious cnough
that a reasonable person would seek care righl. away, but
not so severe as to :equirc emu:gmcy room care.
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How You and Your Insurer Share Costs - Example
Jane’s Plan Deductible: $1,500 Co-insurance: 20% Out-of-Pocket Limit: $5,000

January 1™
Beginning of Policy Period

8 ¢

I ane }L’l_‘fb’ I"'i(‘[‘ Pll\l] ]_!;i.‘l."i ] _]z'lllr..‘ Pé!_l'.‘i I"'[LT }‘1&“1 P:{_l"& il
100% 0% ‘Eﬂ' 20% 80% ‘Eﬂ'

/Jane hasn’t reached her \ @ Gne reaches her $1,500 \ @

$1,500 deductible yet - deductible, co-insurance begins ,
Her [\I,-m doesn’t pay any of the costs. (dg) J.‘II]\' has seen a doctor several rimes and (dg)

December 31°"
End of Folicy Feriod

II.'J[]:: pays I'.{L'!' pl.’.lll pays

0% 100%

Gane reaches her $5,000 \

out-of-pocket limit

Jane has seen the doctor often and paid

Office visit costs: H125 == paid $1,500 in rotal. Her plan pays some = $5,000 in toral. Her plan pays the full
Jane pays: $125 of the costs for her next visit, cost of her covered health care services
Her Plan pays: $0 Office visit costs: $75 for the rest of the year.
Jane pays: 20% of $75 = $15 Office visit costs: $200
Her plan pays: 80% of §75 = $60 Jane pays: $0
\ j \ // \ Her plan pays: 5200 /
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