CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 1

le Help
4 | 4 .
: Exit
Previous Next (Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

supplemental benefit under Part C7

sl PBP Data Entry System - Section B-1, Contract X0001, Plan 00
i

»
Exit (No
Validate)

Does the plan provide Inpatient Hos pital-Acute Services as a

Go To: #Ta Inpatient Hospital-Acute - Base 1 vl

Select type of benefit for Non-Medicare-covered stay:

f‘“ Mandatory
" Optional |

ir' fes
117 No

Select type of benefit for Upgrades:

" Select enhanced benefits:

[7 Additional Days

[~ Mon-Medicare-covered Stay
O Upgrades

Select type of benefit for Additional Days:

& Mandatory
C Optional

| Mandatory
" Optional

|5 this benefitunlimited for Additional Days?

™ Yes
| Na, indicate number

Indicate number of Additional Days per benefit period:
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CY 2016 PBP

#1a Inpatient Hospital-Acute — Base 2

[:=" PBP Data Entry System - Section B-1, Contract X0001, Plan 001,

Data Entry System Screens

Maximum Plan Benefit Coverage is not applicable for this Service Categary.

Is therea service-specific Maximum Enrollee Out-of-Pocket Cost?

Eile Help
‘ ’ ol ¥ Go To:
9 Exit Exit (No
Previous Next (Validate) Validate)

#1a Inpatient HospitakAcute - Base 2

Is therean enrollee Coinsurance?

™ Yes
[ Mo

i(" es
| & No

Medicare-covered Coinsurance Cost Sharing for Tier 1:

Indicate the Maximum Enrollee Out-of-Pocket Cost amount:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity:

Do you charge the Medicare-defined cost shares? (These arethe total
charges for all services providedto the enrollesin the inpatient facility.)

I(" es

[ & Every three years
[e Every two years

[ Every year

[e Every six months
e Every three months
e Every Benefit Period
e Every Stay

!r' Other, Describs

Indicate Coinsurance percentage for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

" Zero (Mo Coinsurance per Day}
T one
T Two

Does this plan's costsharing vary by hospital(s)inwhichan enrolles obtains
care?

" Three

Indicatethe coinsurance percentageand day interval(s) forthe

7 ves
€ no

Medicars-covered stay (e.g., 1 to 30; 31 to 80):

How many costsharing tiers do you offer?

What is your lowest cost tier?

I
i

1 Tier1
i Tier2
" Tier3

|
1

‘What is yourinpatient hospital benefit period?

Is Original Medicare
 Annual
" Other, describe

Enter Other description for benefit period:

Coinsurance % Interval 1 Beain Day Interval 1: End Day Interval 1:

Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2:

Cainsurance % Interval 3 Begin Day Interval 3 End Day Interval 3:
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 3

Seg

ol PBP Data Entry System - Section B-1, Contract X0001, Plan 001,

File Help

- Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Coinsurance Cost Sharing for Tier2:

Do you charge the Medicare-defined cost shares? (These arethe total
charges for all services providedtothe enrolleein theinpatient facility.)

’ w ¥ Go To: #'l a Inpatient Hospital-Acute - Base 3 vl

Medicare-covered Coinsurance Cost Sharing for Tier 3:

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services providedto the enrolleeinthe inpatient facility.)

" Yes
" No

T Yes
" No

Indicate Coinsurance percentage for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

Indicate Coinsurance percentage for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

" Fero (Mo Goinsurance per Day)
" one
 Two
 Three

[ Zero (Mo Coinsurance per Day)
" one
 Two
" Three

Indicatethe coinsurance percentage and day interval(s) forthe
Medicare-covered stay (e.g., 1to 30; 31 to B0):

1
1N

Coinsurance % Interval 1 Begin Day Interval 1 End Day Interval 1:

Coinsurance % Interval 2 Begin Day Interval 2 End Day Interval 2:

Coinsurance % Interval 3 Begin Day Interval 3 End Day Interval 3:

Indicate the coinsurance percentage and day interval(s) forthe
Medicare-covered stay (e.g., 1to 30; 31 to B0):

Coinsurance % Interval 1 Begin Day Interval 1 End Day Interval 1:

Coinsurance % Interval 2 Begin Day Interval 2 End Day Interval 2:

Coinsurance % Interval 3 Begin Day Interval 3 End Day Interval 3
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 4

I!"E PEF Data Entry System - Section B-1, Contract X0001, Plan 001,

File Help
4 [ 2 o
B Exit
Previous Next (Validate)

Medicare-covered Life Time Reserve Days Tier 1

Indicate the number of day intervals for the
Medicare-covered Lifstime Reserve Days:

o) Zero (Mo Coinsurance per Day)

© one

© Two

© Three |
Indicatethe coinsurance percentage and day

interval(s) forthe &0 Medicare-covered Lifetime
Reserve Days (i.e., 1-60)%

¥ Go To: #Ta Inpatient Hospital-Acute - Base 4 vl
-

Exit (No
Validate)

Medicare-covered Life Time Reserve Days Tier 2

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:

Medicare-covered Life Time Reserve Days Tier 3

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:

|_("‘ Zero (Mo Coinsurance per Day)

| one

| Two

|7 Three

Indicatethe coinsurance percentage and day

interval(s) for the 80 Medicare-covered Lifetime
Reserve Days (i.e., 1-60)

Interval Days Interval Days
Coinsurance % Begin Day End Day Coinsurance % Begin Day End Day
Interval 1: I I I Interval 1: I I I
Interval 2: I I I Interval 2: I I l
Interval 3: I I I Interval 3: I I I

|_("‘ Zero (Mo Coinsurance per Day)

| one

| Two

| Three

Indicatethe coinsurance percentage and day

interval(s) forthe 60 Medicare-covered Lifetime
Reserve Days (i.e., 1-60)

Interval Days
Coinsurance % Begin Day End Dray
Interval 1: I I l
Interval 2: I l I
Interval 3: I I I
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 5

Fu Associates, Ltd.

[ PBP Data Entry System - Section B-1, Contract X0001, Plan 003

Eile Help
< > o ¥  GoTo [ - |
3 Exit Exit (No
Previous Next

(Validate) Validate)

Indicate the number of day intervals for Additional Days:

!fﬁ Zero (Mo Coinsurance per Day)
| one
| Two
| Three

Indicatethe coinsurancepercentage and day interval(s )for Additional
Days (enter "898° if unlimited days are offered; e.g., 91 to 8988):

Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:

1
:

Coinsurance % Interval 2 Begin Day Interval 2 End Day Interval 2:

:
:

Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3:

1
:
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 6

s PBP Data Entry System - Section B-1, Contract X000, Plan 00

Eile Help
< > < ¥ GoTo [ - |
2 Exit Exit (No
Previous Next (Validate) Validate)

Is the Coinsurance structure forthe Non-Medicare-covered stay the
same as the Coinsurance structure forthe Medicare-covered stay?
[ € ves
| € No

Indicate Coinsurance percentage for the Mon-Medicare-covered stay:

Indicatethe number of day intervals forthe Mon-Medicare-covered stay:
If" Zero (Mo Coinsurance per Day) 1
E(" One

Er Two

| Three

Indicatethe coinsurance percentage and day interval(s) forthe Mon-

Medicare-covered stay (enter "39%" ifunlimited days are offered; e.g.;
1 to 999):

Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:

1
:

Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2:

|
|

Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3:

|
|
|

Indicate Coinsurance percentage for Upgrades;

frsses
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 7

[s P8 Data Entry System - Section B-1, Contract X000, Plan 001 S:

File Help
4 | 4 .
: Exit
Previous Next (Validate)

Section D.

Is there an enrolles Deductible?

»
Exit (No
Validate)

Ifyou do not havea service-specific deductible for this benefit but
offer a plan-specific deductible, then enter the plan deductible in

 Yes
" No

Indicate Deductible Amount for Tier 1:

Indicate Deductible Amount for Tier 2:

Indicate Deductible Amount for Tier 3:

Is there an enrollee Copayment?

© Yes
" No

Go To: #Ta Inpatient Hospital-Acute - Base 7 vl

Medicare-covered Copayment Cost Sharing for Tier 1:

Do youcharge the Medicare-defined costshares? (These arethe total charges
farall services provided to the enrollegin the inpatient facility. )

" Yes
,r' Mo

Indicate Copayment amount for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

" Zero (Mo Copayment per Day)
" one

 Two

" Three

Indicatethe copaymentamount and day interval(s) for the Medicare-covered
stay (e.g., 1 to 30; 31to 80): For more information on cost share limitations

please view the variable help.

Copayment Amt Interval 1 Begin Day Interval 1:

Copayment Amt Interval 2 Eeqin Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3:

End Day Interval 1:

End Day Interval 2:

End Day Interval 3:
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 8

[e= P8P Data Entry System - Section 81, Contract X0001, lan 001, Segment 000 TN R v e ]

File Help
‘ ’ wd ¥ Go To: #1 a Inpatient Hospital-Acute - Base 8 vl
3 -
- Exit Exit (No

Previous Next (Validate) Validate)
Medicare-covered Copayment Cost Sharing for Tier 2: Medicare-covered Copayment Cost Sharing for Tier 3:
Do youcharge the Medicare-defined cost shares? (These arethe total Do youcharge the Medicare-defined costshares? (These arethe total charges
charges for all services providedto the enrollee inthe inpatient facility.) forall services provided tothe enrolleein theinpatient facility.)
 ves = ves
" No = No

Indicate Copaymentamount for the Medicare-covered stay: . .
Indicate Copayment amount for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:
i Zero (Mo Copaymentper Day)

" Zero (Mo Copayment per Day) i One
" one  Two
" Two i Three
" Three

- : - Indicate the copayment amount and day interval(s) for the Medicare-covered
Indicatethe copaymentamount and day interval(s)for the Medicare- stay (2.0., 1 to 30; 31 to 90): For more information on cost share limitations
covered stay (£.9., 1to 30;31 to 90): For more information on cost please view the variable help.

share limitations blease viewthe variable help.
Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:

Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:

:

EBeqin Day Interval 2: End Day Interval 2:

Copayment Amt Interval 2 Begin Day Interval 2: End Day Interval 2: Copayment Amt Interval 2
Copayment Amt Interval 3 Beqgin Day Interval 3: End Day Interval 3: Copayment Amt Interval 3 Begin Day Interval 3 End Day Interval 3:
Y.
Fu Associates, Ltd. CY2016 PBP - Section B Page 8 of 244
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 9

[~ PBP Data Entry System - Section B-1, Contract X0001, Pian 001,

Medicare-covered Life Time Reserve Days Tier 1

Indicate the number of day intervals forthe Medicare-
covered Lifetime Reserve Days:

¥ Go To: #Ta Inpatient Hospital-Acute - Base 8 vl
-

File Help
4 .
. Exit Exit (No
Previous Next (Validate) Validate)

Medicars-coversd Life Time Reserve Days Tier 2

Indicate the number of day intervals forthe Medicare-
covered Lifetime Reserve Days:

Medicare-covered Life Time Reserve Days Tier 3

Indicate the number of day intervals forthe Medicare-
covered Lifetime Reserve Days:

 Zero (Mo Copayment per Day)
 One
 Two
" Three

| Zero (Mo Copayment per Day)
| one
| Twa
|7 Three

Indicatethe copayment amount and day interval(s) for
the 60 Medicare-covered Lifetime Reserve Days (ie, 1-

Interval Days
Copay Amount BeginDay  End Day
Interval 1: | | |
Interval 2: | | I
Interval 3: | I I

Indicatethe copayment amount and day interval(s) for
the 60 Medicare-covered Lifetime Reserve Days {i.g., 1
-60):

Interval Days

Copay Amount Begin Day End Day

Interval 1: I I I

Interval 2: I I I

Interval 3: | l |

| € Zero (No Copayment per Day)
" One
 Two
| Three

Indicatethecopayment amountand day interval(s} for
the 80 Medicare-covered Lifetime Reserve Days (i, 1-

Interval Days

Copay Amount  Begin Day End Day

Interval 1: I I I
Interval 2: | | I
Interval 3: | I I
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 10

a-! PBP Data Entry System - Section B-1, Contract X0001, Plan 002
File Help
< > v ¥ GoTo: [T -
) Exit Exit (No
Previous Next (Validate) Validate)

Indicate the number of day intervals for Additional Days:

 Zero (Mo Copayment per Day}

" one

7 Two

| Three

Indicatethe copayment amountand day interval(s) for Additional Days
(enter "999° if unlimited days are offered; e.g., 91 to 99%):

Copayment Amt Interval 1 Begin Day Interval 1:  End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2. End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3:  End Day Interval 3:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 11

a PBP Data Entry System - Section B-1, Contract X0001, Plan 001 5

Eile Help

4« > L X
| Exit Exit (No
Previous Next (Validate) Validate)

Go To: #‘Ia Inpatient Hozpital-Acute - Baze 11 vl

|5 the Copayment structure for the Mon-Medicare-covered stay thesame as
the Copayment structure for the Medicare-covered stay?

[€ ves
!_(" Ho

Indicate Copayment amount for the Mon-Medicare-covered stay:

Indicatethe number of day intervals forthe Mon-Medicare-covered stay:

Zero (Mo Copayment per Day)
| one
f" Two
| Three

Indicatethe copayment amountand day interval(s) forthe Mon-Medicare-
covered stay (enter "898 if unlimited days are offered; e.g.; 1 to 888):

Copayment Amt Interval 1 Begin Day Interval 1:  End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2:  End Day Interval 2:

GCopayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

Indicate Copayment amount for Upgrades per stay:

Indicate Copayment amount for Upgrades per day:

Enrollee must receive Authorization from one or more of the following:

[~ None

[ Primary Care Physician (Internist/Family Practice, General Practice)
O Physician Specialist

[ Organization Medical Director/Utilization Management/Utilization Revie
] Other, describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 12

[-- PEP Data Entry System - Section B-1, Contract X0001, Plan 001, Segr

Eile Help
[ & »
2 Exit Exit (No
Previous Next (Validate) Validate)
Is areferral required for InpatientHos pital - Acute Services Inpatient Hospital - Acute Motes
" Yes ; w ' ; 5 ;
Ctto Mote may include additional information to describe benefitin this service category. Do not
repeat information captured in data entry.
Motes:
-
e |
Fu Associates, Ltd. CY2016 PBP - Section B Page 12 of 244
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute (B Only) — Base 1

s=! PBP Data Entry System - Section B-1, Contract X0001, Plan 001
File Help

’ o » Go To:
2 Exit Exit (No
Previous Next (Validate) Validate)
|5 there a service-specific Maximuem Plan Benefit Coverage amoun
CLICK FOR DESCRIPTION OF BEMEFIT | !
7 Yes
Do you offer Inpatient Hospital - Acute Services as a benefit? = No |
(@
r :es Indicate Maximum Plan Benefit Coverage amount:
o
—_
Select type of benefit for Inpatient Hospital - Acute Services:
| " Mandatory Select Maximum Plan Benefit Coverage periodicity:
| optional T !
™ Every three years

Every two years
Every year
Every six months

Dioes this benefit haveunlimited days? g
-
™ Every three months
s
-
~

[T ves |

| 7 Mo, indicate number

Every Benefit Period
Every Stay
Other, Describe

Indicate number of days per period:

Select the days periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Every Benefit Period
Every Stay

Other, Describe

i e e e e e ke

Fu Associates, Ltd.
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12/5/2014
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute (B Only) — Base 2

[i=" PBP Data Entry System - Section B-1, Contract X0001, Plan

File Help i
‘ ’ Q“ p { &7 o il 31 3 Inpatient Hospital-Acute (B Only) - Base 2 -
-
2 Exit Exit (No
Previous Next (Validate) Validate)
|5 there a service-specific Maximum Enrollee Out-of-Pocket Cost? Indicate the number of day intervals for the stay:
|7 ves | 'f‘ Zero (No Coinsurance per Day) |
1T No | | One
] X . | Two
Indicate the Maximum Enrolles Out-of-Pocket Cost amount: £ Three

Indicatethe coinsurance percentage and day interval(s) forthe stay

(enter “299” if unlimited days are offered; e.g., 1 to 998):
Select the Maximum Enrolles Out-of-Pocket CGost pericdicity:

E(*- Every three years Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:
f " Every two years | I
| & Every year

E(" Every six months Coinsurance % Interval 2 Begin Day Interval 2:  End Day Interval 2:

| €7 Every thres months I I
I

Every Benefit Period

| £ Every Stay
Coinsurance % Interval 3 Begin Day Interval 3.  End Day Interval 3:
| £~ Other, Describe g ¥ Y

ense

T

:

:

Is there an enrollee Coinsurance?

'?-”_Yes |
" No ‘

Indicate Coinsurance percentage perstay:

Fu Associates, Ltd. CY2016 PBP - Section B Page 14 of 244
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute (B Only) — Base 3

[+ PEP Data Entry System - Section B-1, Contract X000, Plan OC

Eile Help
> v ¥  Goto R R -

. Exit Exit (No
Previous Next (validate) Validate)

Indicate the copayment amount and day interval(s) forthe stay (enter

Is there an enrollee Deductible? . s
! "G99 if unlimited days are offered; e.g., 1 to G99):

| es

| No Copayment Amt Interval 1 Begin Day Interval 1:  End Day Interval 1:

Indicate Deductible Amount:
Copayment Amt Interval2 Begin Day Interval 2: End Day Interval 2:

Is there an enrollee Copayment?

.f"Yes | Copayment Amt Interval 3 Begin Day Interval 3:  End Day Interval 3:
|17 No | |
Indicate Copayment amount per stay:
Enrolles must receive Authorization from one or more of the following:
[~ None
r Primary Care Physician (Internist/Family Practice, General Practice)
Indicate the number of day intervals for the stay: I Physician Specialist
i?—‘-f_ﬁero (Mo Copayment[r?Day} | [~ Organization Medical Director/Utilization Management/Utilization Revisw
|
E!" Cne [™ Other, describe
|7 Two
!.(‘ g — Is a referral required for Inpatient Hospital - Acute Services?
(B ves 1
" No
Fu Associates, Ltd. CY2016 PBP - Section B Page 15 of 244
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CY 2016 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute (B Only) — Base 4

a- PBP Data Entry System - Section B-1, Contract X0001, Plan 001,
File Help

' 4 ¥ (o8 [T Al #1 8 Inpatient Hospital-Acute (B Only) - Base 4
-

2 Exit Exit (No

Previous Next {Validate) Validate)

Inpatient Hospital - Acute Notes
Motemay include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 1

s PBP Data Entry System - Section B-1, Contract X0001, Plan 001, S

File Help i
‘ ’ J * Go To: ﬁb Inpatient Hozpital Peychiatric - Baze 1 vi
-
3 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIFTION OF BENEFIT | Maximum Plan Benefit Coverage is not applicablefor this Service Categ
Does the plan provide Inpatient Hospital Psychiatric Services as a |s there a service-specific Maximum Enrollee Out-of-Pocket Cost?
supplemental benefit under Part 7 -
T . |1 ves
i(“ Yes E("' Mo
;_(" Mo
Select enhanced benefit: Select the Maximum Enrollee Out-of-Pocket Cost type:
r Additiona-l Days | ™ Covered under Inpatient Hos pital Services Category 1a
I™ Non-Medicare-covered Stay | Plan-specified amount per period
Select type of benefit for Additional Days: Indicate Maximum Enrolles Out-of-Pocket Cost amount:
[ Mandatory ‘
€ optional

Select the Maximum Enrolles Out-of-Pocket Cost periodicity:

Is this benefit unlimited for Additional Days? [ Every three years ]
[ Yes o Every two years
e Mo, indicate number & Every year
£ Every six months
Indicate number of Additional Days per benefit period: [ & Every three months
" Every Benefit Period
o Every Stay
" Other, Describ
Select type of benefit for Mon-Medicare-covered stay: e RscHbe
¢ Mandatory
~ Optional

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 2

IEE PBP Data Entry System - Section B-1, Contract X0001, Plan

Eile Help
’ L . Go To:
. Exit Exit (No
Previous MNext (Validate) Validate)

#1b Inpatient Hospital Psychiatric - Base 2 *

carg?

Does this plan’s costsharing vary by hospital{s} in which an enrollee obtains

t_“ es
" No

How many costsharing tiers do you offer?

‘What is your lowest cost tier?

 Tier1
7 Tier2
" Tier3

Whatis yourinpatient hospital benefit period?

o Original Medicare
 Annual
" Other, describe

Enter Other description for benefit period:

Is there an enrolles Coinsurance?

' Yes
£No

Medicare-covered Coinsurance Gost Sharing for Tier1:

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services providedto the enrallee inthe inpatient facility )
if" Yes
17 No

Indicate Coinsurance percentage for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

E " Zero (Mo Coinsurance per Day)
i(‘ One

i(‘ Two

E(-' Three

Indicate the coinsurance percentage and day interval(s) forthe
Medicare-covered stay (e.g., 1 to 30; 31 to 80):

Coinsurance % Interval 1 Begin Day Interval 11 End Day Interval 1:

|
|

Coinsurance % Interval 2 Begin Day Interval 21 End Day Interval 2:

:
1

Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3:

:
i

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 3

e PP Data Entry System  Section B-1, Contract X0001, Plan 00T, Segment 000 0 R oo e ]|

Eile Help
‘ ’ i ¥ Go To: #1 b Inpatient Hospital Peychiatric - Base 3 vl
3 -
Y Exit Exit (No
Previous Next (Validate) Validate)
Medicare-covered Coinsurance CGost Sharing for Tier2: Medicare-covered Goinsurance Cost Sharing for Tier3:
Do youcharge the Medicare-defined cost shares? (These arethe total Do youwcharge the Medicare-defined cost shares? (These argthe total
charges for all services providedto the enrolles in the inpatient facility. ) charges for all services providedto the enrolles inthe inpatient facility. )
" Yes  Yes
" No Mo
Indicate Coinsurance percentage for the Medicare-covered stay: Indicate Coinsurance percentage for the Medicare-covered stay:
Indicate the number of day intervals for the Medicare-covered stay: Indicate the number of day intervals for the Medicare-covered stay:
" Zero (Mo Coinsurance per Day) " Fero (Mo Coinsurance per Day)
" one " One
 Two & Two
" Three 7 Three
Indicatethe coinsurance percentage and day interval(s) forthe Indicatethe coinsurance percentage and day interval(s) forthe
Medicare-covered stay (e.9., 1to 30; 31 to 80): Medicare-covered stay (e.g., 1 to 30; 31 to 90):
Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1: Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:
Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2: Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2:
Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3: Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3:
2
Fu Associates, Ltd. CY2016 PBP - Section B Page 19 of 244
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 4

[ PEP Data Entry System - Section B-1, Contract X0001, Plan 001,

Eile Help

¢ o

Previous Next (Validate)

Medicare-covered Life Time Reserve Days Tier 1

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:

" Fero {Mo Goinsurance per Day)
" One
 Two
" Three

Indicate the coinsurance percentage and day
interval(s} forthe 80 Medicare-covered Lifetime
Reserve Days (i.e., 1 - 80):

Interval Days

Coinsurance % Begin Day End Day

Interval 1: I i I
Interval 2: I I I
Interval 3: I I I

¥ Go To: ﬁh Inpatient Hospital Peychiatric - Bazse 4 vl
-

Exit (No
Validate)

Medicare-covered Life Time Reserve Days Tier 2

Indicate the number of day intervals far the
Medicare-covered Lifetime Reserve Days:

! ZIBI'_DI(-RIOCUH'ISLII'EHCEDEFDE}']
| one
| Two

i(q Three

Indicatethe coinsurance percentage and day
interval(s} forthe 80 Medicare-covered Lifetime
Reserve Days (i.e., 1- 60}

Interval Days

Coinsurance % Begin Day End Day

Interval 1: i I I
Interval 2: I I I
Interval 3: I I !

Medicare-covered Life Time Reserve Days Tier 3

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:

i'lﬁ Zero (Mo Coinsurance per Day)
| one
i'lﬁ Two
| Three

Indicate the coinsurance percentage and day
interval(s} for the 80 Medicare-covered Lifetime
Reserve Days (i.e, 1- 80}

Interval Days

Coinsurance % Begin Day End Day

Interval 1: I I I
Interval 2: I I I
Interval 3: I ! I

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 5

Fu Associates, Ltd.

la-' PBP Data Entry System - Section B-1, Contract X0001, Plan 001, S
File Help

’ o ¥ L& 8 v 3 11D Inpatient Hospital Psychiatric - Base 5 -
=

3 Exit Exit (No

Previous MNext (Validate) Validate)

Indicate the number of day intervals for Additional Days:
| " Zero (Mo Coinsurance per Day)

| one

| Two

| Three

Indicatethe coinsurance percentage and day interval(s)for Additional
Days (enter 295" if unlimited days are offered; e.g., 91 to 999):

Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:

1
7

Coinsurance % Interval 2 Begin Day Interval 2:  End Day Interval 2:

:
:

Coinsurance % Interval 3 Begin Day Interval 3:  End Day Interval 3:

|
|

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 6

Fu Associates, Ltd.

a.| PBP Data Entry System - Section B-1, Contract X0001, Plan 0

File Help

. Exit Exit (No
Previous Next {Validate) Validate)

same as the Coinsurance structure for the Medicare-covered stay?
| € ves
| € No

Indicate Coinsurance percentage for the Mon-Medicare-covered stay:

ffq' Zero (Mo Coinsurance per Day)
E(* One

|17 Two

7 Three

Indicatethe coinsurance percentage and day interval(s )} for the Mon-

Medicare-covered stay (enter "999" ifunlimited days are offered; e.q.;
1 to 999):

Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:

:
:

Goinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2:

|
|

Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3:

|
|

Indicatethe number of day intervals forthe Non-Medicare-covered stay:

' 4 ¥ Go To: #‘Th Inpatient Hospital Psychiatric - Base & vl
.

Is the Coinsurance structure forthe Non-Medicare-covered stay the

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 7

Ia PBP Data Entry System - Section B-1, Contract X0001, Plan 001, S

File Help
’ o » Go To: #‘Th Inpatient Hospital Psychi Base 7 'I
-
2 Exit Exit (No
Previous Next (Validate) Validate)
Ifyou donot have a service-specific deductible forthis benefit but : . oAl
offer a plan-specific deductible, then enter the plan deductible in Mcdicarg covered CopdymentCestahanag for Tisr .
Section D.
Do youcharge the Medicare-defined costshares? (These arethe total charges
far all services provided to the enrollesin the inpatient facility. )
Is there an enrollee Deductible? .  Yes
= Yes ‘  No
_(_‘_N_"_ Indicate Copayment amount for the Medicare-covered stay:
Indicate Deductible Amount for Tier 1: Indicate the number of day intervals for the Medicare-covered stay:
[ Zero (Mo Copayment per Day)
" One
Indicate Deductible Amount for Tier 2: F ot R
Aaii |

Indicatethe copayment amount and day interval(s) forthe Medicare-covered
stay (e.g., 1 to 30; 31 to 30): For more information on cost share limitations

Indicate Deductible Amount for Tier 3:
please view the variable help.

Copayment Amt Interval 1 Begin Day Interval 11 End Day Interval 1:

Copayment AmtInterval 2 Begin Day Interval 22 End Day Interval 2:

Is there an enrolles Copayment?

?‘Yes
" No

Copayment Amt Interval 3 Begin Day Interval 3@ End Day Interval 3:

Fu Associates, Ltd. CY2016 PBP - Section B
12/5/2014
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 8

- PBP Data Entry System - Secion B-1 Contact X0001, lan 001, Segment 000 L 1 R s e ]

File Help

. Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Copayment Cost Sharing for Tier2:

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services providedto theenrollesin theinpatient facility.)

‘ ’ wil y, Go To: #1 b Inpatient Hospital Peychiatric - Base 8 vl
-

Medicare-covered Copayment Cost Sharing for Tier 3:

Do youcharge the Medicare-defined costshares? (These arethe total charges
forall services provided to the enrolleein the inpatient facility )

7 Yes
" No

 ves
= No

Indicate Copayment amount for the Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

[ Zero (Mo Copayment per Day)
 One
 Two
 Three

Indicatethe copayment amount and day interval(s) for the Medicare-
covered stay (e.g., 1 to 30; 31 to B0): For more information on cost
share limitations please viewthe variable help.

Copayment Amt Interval 1 Begin Day Interval 1 End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2 End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

Indicate Copaymentamount for the Medicare-covered stay:

Indicatethe number of day intervals forthe Medicare-covered sta

" Zero (Mo Copayment per Day)
" one
 Two
" Three

Indicate the copayment amount and day interval(s}forthe Medicare-covered
stay (e.g.,1to 30; 31to 90): For more information on cost share limitations
please view the variable help.

Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2: End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3 End Day Interval 3:

Fu Associates, Ltd.

CY2016 PBP - Section B
12/5/2014

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 24 of 244



CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 9

[5 P8P Data Entry System - Section B-1, Contract X000, Plan 001

File Help i
‘ ’ J * Go To: ﬁb Inpatient Hozpital Peychiatric - Baze 9 vi
-
3 Exit Exit (No
Previous Next (Validate) Validate)
Medicare-covered Life Time Reserve Days Tier 1 Medicare-covered Life Time Reserve Days Tier 2 Medicare-covered Life Time Reserve Days Tier 3
Indicate the number of day intervals for the Medicare- Indicate the number of day intervals forthe Medicare- Indicate the number of day intervals for the Medicare-
covered Lifetime Reserve Days: covered Lifetime Reserve Days: covered Lifetime Reserve Days:
" Zero (Mo Copayment per Day) | Zero (Mo Copayment per Day) " Zero (Mo Copayment per Day)
 One i " One " One
 Two |7 Two " Two
_(‘_-I:'?[?? | ;(" Three | !_C hoep
Indicatethe copayment amount and day interval(s) for Indicate the copayment amount and day interval{s) for Indicate the copayment amount and day interval(s) for
the 80 Medicare-covered Lifetime Reserve Days (i.e, 1- the &0 Medicare-covered Lifetime Reserve Days {i.e., 1 the 80 Medicare-covered Lifetime Reserve Days (i.e, 1-
-80):
Interval Days Interval Days Interval Days

Copay Amount Begin Day End Day Copay Amount Begin Day End Day Copay Amount Begin Day End Day
Interval 1: I I I Interval 1: I I I Interval 1: I I I
Interval 2: I I I Interval 2: I l I Interval 2: | | I
Interval 3: I I I Interval 3: I l I Interval 3: I I I

|
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 10

a-! PBP Data Entry System - Section B-1, Contract X0001, Plan 002
File Help
< > v ¥ GoTo: [T T -
) Exit Exit (No
Previous Next (Validate) Validate)

Indicate the number of day intervals for Additional Days:

 Zero (Mo Copayment per Day}
" one
7 Two
| Three |

Indicatethe copayment amountand day interval(s) for Additional Days
{enter "985 if unlimited days are offered; e.g., 1 to 999):

Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:

Copayment Amt Interval2  Begin Day Interval 2: End Day Interval 2:

Copayment Amt Interval 3  Begin Day Interval 3:  End Day Interval 3:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 11

Fu Associates, Ltd.

s PBP Data Entry System - Section B-1, Contract X0001, Plan 00, &

File Help
' 4 ¥ Go To: #‘Thlnpa nt Hospital Psychi Bas: vl
2 Exit Exit (No
Previous Next {Validate) Validate)

Is the Copayment structure for the Non-Medicare-covered stay thesame as

the Copayment structure for the Medicare-covered stay? Enrollee must receive Authorization from one or more of the following:
= v - I None

| & s ‘ | Primary Care Physician {Internist/Family Practice, General Practice)
s ™ Physician Specialist

Indicate Copayment amountfor the Non-Medicare-covered stay: r Organization Medical Director/Utilization Management/Utilizstion Revie
r Other, describe

Is a referral required for Inpatient Psychiatric Hospital Services?
Indicatethe number of day intervals forthe Non-Medicare-covered stay: .f: e
'f* Zero (Mo Copayment per Day) Fal
f" One |
f* Two
|7 Three

Indicatethe copayment amountand day intervali(s) forthe Non-Medicare-
covered stay (enter "388” if unlimited days are offered; e.g.; 1 to 998):

Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2: End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 12

a- PBP Data Entry System - Section B-1, Contract X0001, Plan 001,
Eile Help
p > v ¥ GoTo [ - |

| Exit Exit (No
Previous Next (Validate) Validate)

Inpatient Psychiatric Hospital Motes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric (B Only) — Base 1

a- PBP Data Entry System - Section B-1, Contract X0001, Plan 00

File Help
B o »:
3 Exit Exit (No
Previous Next {Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | ls_there a service-specific Maximum Plan Benefit Coverage amount.'.f
" Yes
Do you offer Inpatient Psychiatric Hospital Services as a benefit? | " No
 es
I_l"_[\l_o Select the Maximum Plan Benefit Coverage type:

Select type of benefitfor Inpatient Psychiatric Hospital Services: o o : i
an-specified amount per perio

‘ " Mandatory ‘

" Optional Indicate Maximum Plan Benefit Coverage amount:

Does this benefit haveunlimited days?

Select Maximum Plan Benefit Coverage periodicity:

[ ves |

f* Mo, indicate number

Every three years
Every two years
Every year

Every six months
Every three months

Indicate number of days per period:

Select the days periodicity: Every Benefit Period

« Every three years Every Stay

I Every two years ir' Other, Describe
o Every year

7 Every six months
-

-

s

Every three months
Every Benefit Period
Every Stay

[ Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric (B Only) — Base 2

Fu Associates, Ltd.

s PBP Data Entry System - Section B-1, Contract X0001, Plan 003
File Help

‘ ’ o ¥ Lo o H 31 b Inpatient Hospital Psychiatric (B Only) - Base 2
.

2 Exit Exit (No

Previous Next (Validate) Validate)

Is there a service-specific Maximum Enrolles Out-of-Pocket Cost?
i'r' Yes |
| No |

Select the Maximum Enrollee Out-of-Pocket Cost type:

" Covered under the Inpatient Hospital Ser\fi;dﬁt_egory 1a |
if* Plan-specified amount per period |

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity:

Every three years |
Every two years

Every year

Every six months

Every three months

Every Benefit Period

Every Stay
Other, Describe

ST Ty
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric (B Only) — Base 3

Fu Associates, Ltd.

2= PEP Data Entry System - Section 8-1, Contract X001, Plan 001,

Eile Help
< > v ¥ GoTo I A - |
2 Exit Exit (No

Previous Next (Validate) Validate)

Is therean enrollee Coinsurance?

| one
(" Two
.(ﬁ Three

Indicatethe coinsurance percentage and day interval(s) forthe stay
(enter 899" if unlimited days are offered; e.g., 1 to 999):
k= Yes
E_F Mo | Coinsurance % Interval 1 Beain Day Interval 1: End Day Interval 1:
Indicate Coinsurance percentage per stay: I I

Indicate the number of day intervals for the stay:

Coinsurance % Interval 2  Begin Day Interval 2: End Day Interval 2;

' ('“ _.'-ﬁ.a'_o.li NOE}O insurance p er_IIJa}' 1

Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3:

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric (B Only) — Base 4

[-= PBP Data Entry System - Section B-1, Contract X0001, Plan O

File Help
4 [ o »
. Exit Exit (No
Previous MNext (Validate) Validate)

Is there an enrolles Deductible? Indicatethe copaymentamount and day interval{s} forthe stay (enter
|—(-.-.—-\-(- ol "B9%" if unlimited days are offered; e.g., 1 to 999):
| E5

Copayment Amt Interval 1 Begin Day Interval 1:  End Day Interval 1:

Indicate Deductible Amount:

Copayment Amt Interval 2 Begin Day Interval 2 End Day Interval 2:

Is there an enrollee Copayment?

|; Yes Copayment Amt Interval 3 Begin Day Interval 31 End Day Interval 3:
| Mo

Indicate Copayment amount per stay:

Enrallee must receive Authorization from one or more of thefallowing:
[T Mone

I Primary Care Physician (Internist/Family Practice, General Practice)

Indicate the number of day intervals for the stay; | Physician Specialist

" Zero (Mo Copayment per Day) O Organization Medical Director/Utilization Management/Utilization Review

| one [~ Other, describe

| Two

. = Thres Is a referral required for Inpatient Psychiatric Hospital Services?
| Yes [
|7 No

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric (B Only) — Base 5

!i-‘;' PEP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

File Help

« > L X
2 Exit Exit (No
Previous MNext

(Validate) Validate)

Inpatient Psychiatric Hospital Motes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:

Fu Associates, Ltd.
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#2 SNF —Base 1

CY 2016 PBP Data Entry System Screens

2= PEP Data Entry System - Section B-2, Contract X000L, Plan 001, Segment 000

Eile Help .
’ ol ¥ Go To: #2 SNF - Base 1 vl
-
: Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT I Do you allow less than 3 day inpatient hospital stay priorto SNF
admission?
Does the plan provide Skilled Mursing Facility Services as a supplemental .-(—.;----
benefit under Part G? fes
T £ No
| € ves
I(" Na Indicate the Mumber of Hospital Days Required Priorto SNF
| | PR 3
Select enhanced benefits: :Dudrnlssmn (0-2y
[T Additional days beyond Medicare-coversd | Zero
[ Non-Medicare-covered stay | " one

|17 Two

Selecttype of benefit for Additional Days beyond Medicare-covered:
typ e Maximum Plan Benefit Coverage is not applicable forthis Service

" Mandatory ‘ Category.
" optional |

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
|5 this benefit unlimited for Additional Days? [ ~es

" es | " No
" No, indicate number

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Indicate the number of Additional Days beyond Medicare-covered per
benefit period:

Select the Maximum Enrollee Out-of-Pocket Gost periodicity:

Every three years
Select type of benefit for the Mon-Medicare-covered stay: Every two years
" Mandatory Every year
13 Optional Every six months

Every three months
Every Stay
Other, Describe

oo o bodofolo]

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#2 SNF — Base 2

[s/ P8P Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000
File Help

B o x

o Exit Exit (No
Previous Next (Validate) Validate)

Does this plan’s costsharing vary by hospital(s ) inwhichan enrollee obtains Is there an enrolles Coinsurance?

care?
 Yes

" Yes ‘ " Mo

€ No |

How many costsharing tiers do you offer? Medicare-covered Coinsurance Cost Sharing for Tier 1

Do youcharge the Medicare-defined costshares? (These arethe

What is your lowest cost tier? total charges for all services provided to the enrolleginthe SMF.)
[ Tier1  Yes
| Tier2 i Mo
| Tier3 Indicate Coinsurance percentagefor the Medicare-covered stay:

Whatis yourinpatient hospital benefit period?

i_(" Criginal Medicare 1 Indicate the number of day intervals for the Medicare-covered stay:
ir Annual ™ Zero (Mo Coinsurance per Day)
ir Other, describe " One
~
Enter Other description for benefitperiod: T
" Thres

Indicatethe coinsurance percentage and day interval(s) for Medicare-
covered stay (e.g.; 1 to 20; 21 to 100):

Coinsurance % Interval 1: Begin Day Interval 1: End Day Interval 1:

1
:

Coinsurance % Interval 2: Begin Day Interval 2.  End Day Interval 2:

1
1

Coinsurance % Interval 3: Begin Day Interval 3: End Day Interval 3:

:
T

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#2 SNF — Base 3

ol PEP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000

Eile Help
‘ ’ wil b4 Go To: [z -
3 -
. Exit Exit (No
Previous Next (Validate) Validate)
Medicare-covered Coinsurance Cost Sharing for Tier2: Medicare-covered Coinsurance Cost Sharing for Tier 3
Do you charge the Medicare-defined costshares? (These arethe Do youcharge the Medicare-defined costshares? (These arethe
total charges for all services provided to the enrollesinthe SNF.) total charges for all services provided to the enrolles in the SMF )
 Yes  Yes
" No Mo
Indicate Coinsurance percentagefor the Medicare-covered stay: Indicate Coinsurance percentagefor the Medicare-covered stay:
Indicate the number of day intervals for the Medicare-covered stay: Indicate the number of day intervals for the Medicare-covered stay:
 Zero (Mo Coinsurance per Day)  Zero (Mo Coinsurance per Day)
" one  one
 Two  Two
" Three " Three
Indicate the coinsurance percentage and day interval(s) for Medicare- Indicate the coinsurance percentage and day interval(s) for Medicare-
covered stay (e.g.; 1 to 20; 21 to 100): covered stay (e.g.; 1 to 20; 21 to 100):
Coinsurance % Interval 1: Beain Day Interval 1: End Day Interval 1; Goinsurance % Interval 1; Begin Day Interval 1: End Day Interval 1:
Coinsurance % Interval 2: Beain Day Interval 2: End Day Interval 2; Coinsurance % Interval 2; Begin Day Interval 2: End Day Interval 2:
Coinsurance % Interval 3: Begin Day Interval 3: End Day Interval 3: Coinsurance % Interval 3: Begin Day Interval 3: End Day Interval 3:

Fu Associates, Ltd.
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#2 SNF — Base 4

CY 2016 PBP Data Entry System Screens

T e e e e e |
Eile Help .
< > v ¥ GoTo R |
: Exit Exit (No
Previous Next (Validate) Validate)

Indicate the number of day intervals for Additional Days:

" Fero (Mo Coinsurance per Day)
" One

" Tweo

}ﬁ Three

Indicatethe coinsurancepercentage and day interval(s)for Additional
Days (enter 399" if unlimited days are offered; e.g., 101 to 988):

Coinsurance % Interval 1: Begin Day Interval 1:  End Day Interval 1:

|
|

Coinsurance % Interval 2: Begin Day Interval 2: End Day Interval 2:

|
|

Coinsurance % Interval 3: Beagin Day Interval 3:  End Day Interval 3:

|
|

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#2 SNF — Base 5

[+ PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000,

Eile Help
’ sl ¥ Go To: #ESNF-Ba.seS vl
-
: Exit Exit (No

Previous Next (validate) Validate)
Is the Coinsurance structure forthe Non-Medicare-covered stay the same as |5 there an enrollee Deductible?
the Coinsurance structure for the Medicare-covered stay? I,

| es ‘

i(‘Yes ‘ 1€ No
| No |

Indicate Coinsurance percentage forthe Non-Medicare-covered stay: Indicate Deductible Amount Tier 1:

Indicate the number of day intervals forthe Mon-Medicare-covered stay: Indicate Deductible Amount Tier 2:

!  Zero (Mo Coinsurance per Day)
| € One
!(' Two Indicate Deductible Amount Tier 3

| € Three

Indicate the coinsurance percentage and day interval(s) for the Mon-
Medicare-covered stay (enter "889° ifunlimited days are offered; eg., 1t0 8

Coinsurance % Interval 1. Begin Day Interval 1: End Day Interval 1:

Coinsurance % Interval 2: Begin Day Interval 2: End Day Interval 2:

Coinsurance % Interval 3: Begin Day Interval 3: End Day Interval 3;

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#2 SNF — Base 6

ol PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000

Eile Help

. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

" es
 No

Medicare-covered Copayment Gost Sharing for Tier1:

Do youwcharge the Medicare-defined cost shares? (These arethe total
charges forall services provided to the enrollegin the SMF.)

= ves
" Mo

Indicate Copayment amount for Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

> Y ¥  GoTo [ |
|

Medicare-covered Copayment Cost Sharing for Tier 2;

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services provided to the enrolleein the SMF.)

" es
 No

Indicate Copayment amount for Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

= Zero (Mo Copayment per Day)
" One

 Two

" Three

= Zero (Mo Copayment per Day)
 one

 Two

" Three

Indicatethe copayment amountand day interval(s) for Medicare-covered
stay (e.g.; 1to 20; 21 to 100): For more information on costshare
limitations pleaseview thevariable help.

Copayment Amt Interval 1  Begin Day Interval 1: End Day Interval 1:

Copayment Amt Interval2 Begin Day Interval 2. End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

Indicatethe copayment amountand day interval(s) for Medicare-covered
stay (e.g.; 1to 20; 21 to 100): For more information on costshare
limitations please view thevariable help.

Copayment Amt Interval 1  Begin Day Interval 1: End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2: End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#2 SNF — Base 7

Medicare-covered Copayment Cost Sharing for Tier 3:

Do youcharge the Medicare-defined cost shares? (These arethe total
charges forall services provided tothe enrollee in the SNF.}

Indicate the number of day intervals for Additional Days:

| € Zero (Mo Copayment per Day)

lr‘_‘ Yes
i(" Mo

Three

Indicate Copayment amount for Medicare-covered stay:

Indicate the number of day intervals for the Medicare-covered stay:

Indicatethe copayment amount and day interval(s) for Additional Days
(enter 998" if unlimited days are offered; e.g., 101 to 988):

Copayment Amt Interval 1 Begin Day Interval 1:

End Day Interval 1:

[¢ Zero (Mo Copayment per Day)
 One

T Two
© Three

Copayment Amt Interval 2 Begin Day Interval 2:

End Day Interval 2;

stay (e.g.; 1to 20; 21 to 100): For more information on costshare
limitations please view thevariable help.

Copayment Amt Interval 1 Begin Day Interval 1:  End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 2: End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

Indicatethe copayment amount and day interval(s) for Medicare-covered

Copayment Amt Interval 3 Begin Day Interval 3:  End Day Interval 3;

T T e e R T |
Eile Help .
‘ ’ o ¥ Go To: #- F - Base 7 vl
: Exit Exit (No
Previous Next (Validate) Validate)

Fu Associates, Ltd.

CY2016 PBP - Section B
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#2 SNF — Base 8

CY 2016 PBP Data Entry System Screens

o e o St B W P S o S |

Eile Help

4« > L X
| Exit Exit (No
Previous Next (Validate) Validate)

|5 the Copayment structure for the Mon-Medicare-covered stay thesameas  Enrollee must receive Authorization from oneg or more of thefollowing:

the Copayment structure for the Medicare-covered stay? ™ Mone
|_f:Ye5 [ Primary Care Physician {Internist/Family Practice, General Practice)
| Mo [” Physician Specialist

- Qrganization Medical Director/tilization Management/Utilization Review

Indicate Copayment amount for Non-Medicare-covered stay; [~ Other, describe

Is a referral required for SMF Services?

Indicatethe number of day intervals for the Non-Medicare-covered stay: i ; Yes
MNa

" Zero (Mo Copayment per Day) =

 one

C Two

" Three

Indicatethe copayment amount and day interval(s) forthe Mon-Medicare-
covered stay (enter "398 if unlimited days are offered; e.g.; 1 to 999)

Copayment Amt Interval 1 Begin Day Interval 11 End Day Interval 1:

Copayment Amt Interval 2 Begin Day Interval 22 End Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3:  End Day Interval 3:

Fu Associates, Ltd.

CY2016 PBP - Section B
12/5/2014
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CY 2016 PBP Data Entry System Screens

#2 SNF — Base 9

[o-1 P8P Data Entry System - Section B-2, Contract X000L, Plan 001, Segment 000
Eile Help

< > v ¥ GoTo R - |

2 Exit Exit (No
Pravious Next (Validate) Validate)
SNF Motes

Motemay include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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#2 SNF (B Only) — Base 1

Fu Associates, Ltd.

CY 2016 PBP Data Entry System Screens

2= PEP Data Entry System - Section B-2, Contract X000L, Plan 001, Segment 000

Eile Help
3 oL »
. Exit Exit (No
Previous Next (validate) Validate)

Go To: #2 SNF (B Onlyj - Base 1 .]

CLICK FOR DESCRIPTION OF BEMEFIT |

|s a hospital stay required before admissiontoa

Does this benefit have unlimited days?

 ves
7 Mo, indicate number

Indicate number of days per period:

Select the days periodicity:

| Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Every Stay

" Other, Describe

SNF?
[ Ves

Do you offer SNF Care as a benefit? ) Mo

 ves

 No Indicate number of days required for hospital sta
|

Select type of benefit for SMF Care:

« Mandatory

" Optional

Is there a service-specific Maximum Plan Benefit
Coverage amount?

‘r‘ Ves

" Mo

Indicate Maximum Plan Benefit Coverage amoun

Select Maximum Plan Benefit Coverage
periodicity:

[ Every three years
& Every two years
[ Every year
& Every six months
[ Every three months
& Every Stay

,r' Other, Describe

CY2016 PBP - Section B
12/5/2014

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING
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CY 2016 PBP Data Entry System Screens

#2 SNF (B Only) — Base 2

[+ PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000,
Eile Help

> o ¥  GoTo R - |
3 Exit Exit (No
Previous Next (validate) Validate)

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? Indicate the number of day intervals for the stay:

 Yes |  Zero (Mo Coinsurance per Day)
" No | " one

] g  Two
Indicate amount for Maximum Enrollee Out-of-Pocket Cost:  Three

Indicatethe coinsurance percentage and day interval(s) forthe stay

(enter "398" if unlimited days are offered; e.g.; 1 to 889
Select the Maximum Enrollee Out-of-Pocket Cost periodicity:

r Every three years Coinsurance % Interval 1 Begin Day Interval 1:  End Day Interval 1:
™ Every two years
 Ewery year

~ Every six months
~

-

~

:
:

Coinsurance % Interval 2 Begin Day Interval 2 End Day Interval 2:
Every three months

:
:

Every Stay
Other, Describ
i t_r;_______er____alslcrlce. = Coinsurance % Interval 3 Begin Day Interval 3: End Day Interval 3
s there an enrolles Coinsurance? I——— I——
" ves |
" No

Indicate Coinsurance percentage:

Fu Associates, Ltd.

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#2 SNF (B Only) — Base 3

u! PBP Data Entry System - Section B2, Contract X0001, Plan 00L, Segment 000

|
File Help i
‘ ’ ol ¥ Ly vl 2 SNF (B Only) - Base 3 -
-
2 Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? Indicatethe copaymentamount and day interval{s}forthe stay (enter
895" if unlimited days are offered; e.g., 1 to 598}
 Yes
T No Copayment Amt Interval 1 Begin Day Interval 1:  End Day Interval 1:
Indicate Deductible Amount: I I
Copayment Amt Interval 2 Begin Day Interval 2:  End Day Interval 2:
Is there an enrollee Copayment?
ﬁ Yes ‘ Copayment Amt Interval 3 Begin Day Interval 3:  End Day Interval 3:
Mo | | I

Indicate Copayment amount per Stay:

Indicate the number of day intervals for the stay:

i("' Zero (Mo Copayment per Day)
| one
| Two
[ Three

Fu Associates, Ltd. CY2016 PBP - Section B Page 45 of 244
12/5/2014
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CY 2016 PBP Data Entry System Screens

#2 SNF (B Only) — Base 4

2.1 PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000
File Help
’ @ ﬁ L&% 8 By Hll 2 SNF (B Only) - Base 4
i Exit Exit (No
Previous Next {Validate) Validate)

Enrolles must receive Authorization from one or more of thefollowing:
Mone

N Primary Care Physician (Internist'Family Practice, General Practice}

| Physician Specialist

| Organization Medical Director/Utilization Management/Utilization Review
[T Other, describe

Is a referral required for SNF Services?

[ ves
" No

Mote may include additional information to describe benefit in this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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12/5/2014
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CY 2016 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 1

o) PBP Data Entry System - Section B-3, Contract X0001, Plan 001, Segment 000

File Help
’ w ¥ Go To: #3 Cardiac and Pulmonary Rehabiltation Services - Baze 1 vI
: -
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

|5 this benefit unlimited for Additional Intensive Cardiac Rehabilitation Services?
Does the plan provide Cardiac and Pulmonary Rehabilitation Services as a

i Yes
supplemental benefit under Part C? £ No. indicate number
 Yes
" No Indicate number of visits for Additional Intensive Cardiac Rehabilitation Service
Select enhanced benefit:

[~ Additional Cardiac Rehabilitation Services
[™ Additional Intensive CardiacRehabilitation Services

Selectthe Additional IntensiveCardiac Rehabilitation Services periodicity:
[~ additional Pulmonary Rehgbilitation_Servicas o ) o Every three years
Select type of benefitfor Additional Cardiac Rehabilitation Services: s
Every two years
" Mandatory " Every year
" Optional

' Every six months
" Every three months
" Other, Describe

|5 this benefitunlimited for Additional Cardiac Rehabilitation Services?
 ves
" Mo, indicate number

Select type of benefitfor Additional Pulmonary Rehabilitation Services:
Indicate number of visits for Additional Cardiac Rehabilitation Services:
 Mandatory
" Optional

Selectthe Additional Cardiac Rehabilitation Services periodicity:

|5 this benefit unlimited for Additional Pulmonary Rehabilitation Services?
™ es
e Mo, indicate number

" Every three years
" Every two years
c Everyy_ear Indicate number of visits for Additional Pulmanary Rehabilitation Services:
~ Every six months

& Every three months
{~ Other, Describe

Selectthe Additional Pulmonary Rehabilitation Services periodicity:
Selecttype of benefitfor Additional Intensive Cardiac Rehabilitation Services;
7 " Every three years
s Man.datory " Every two years
Optional " Every year

" Every six months
" Every three months
" Other, Describe

Fu Associates, Ltd.

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 2

221 PEP Data Entry System - Section B-3, Contract X0001, Plen 00, Segment 000 N oo e ]

Eile Help
> oL ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Maximum Plan Benefit Coverage is not applicable for this Service Category.  Selectwhich Cardiac and Pulmonary Rehabilitation Services
have a Coinsurance (Select all that apply):
[” Medicare-covered Cardiac Rehabilitation Services

Is therea service-specific Maximum Enrollee Out-of-Pocket Cost? X . K N .
[ Medicare-covered Intensive Cardiac Rehabilitation Services

" Yes
" No

[ Medicare-covered Pulmonary Rehabilitation Services
[ Additional Cardiac Rehabilitation Services

Indicate Maximum Enrolles Out-of-Pocket Cost amount: [ Additional Intensive CardiacRehabilitation Services
[T Additional Pulmonary Rehabilitation Services

Minimum Maximum
Select Maximum Enrolles Qut-of-Pocket Cost periodicity: Coinsurance  Coinsurance
o Every three years Indicate Coinsurance percentage for Medicars-
" Every two years covered Cardiac Rehabilitation Services:
C Every year Indicate Coinsurance percentage for Medicare-
” Every six months covered Intensive Cardiac Rehabilitation Services:
" Every three months
" Other, Describe Indicate Coinsurance percentage for Medicare-

covered Pulmonary Rehabilitation Services;
“foumustincludetotal costsharing to the beneficiary, including any

facility cost sharing. Ifyou have a variety of costsharing, please utilize Indicate Coinsurance percentageforAdditional
the minimum and maximum fields to reflect the lowest and highest cost Cardiac Rehabilitation Services:

sharing that a beneficiary may pay.

Indicate Coinsurance percentage forAdditional

|s there an enrollee Coinsurance? Intensive Cardiac Rehabilitation Services:

T
1T

 Yes Indicate Coinsurance percentageforAdditional
= Mo Pulmonary Rehabilitation Services:

Fu Associates, Ltd.

CY2016 PBP - Section B
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#3 Cardiac and Pulmonary Rehabilitation Services — Base 3

CY 2016 PBP Data Entry System Screens

Is there an enrollee Deductible?

' Yes
C Mo

Indicate Deductible Amount:

Is there an enrollee Copayment?

 Ves
" No

Select which Gardiac and Pulmonary Rehabilitation Services have
a Copayment (Select all that apply}:
Medicare-covered Cardiac Rehabilitation Services
[ Medicare-covered Intensive Cardiac Rehabilitation Services
[T Medicare-coversd Pulmonary Rehabilitation Services
[ Additional Cardiac Rehabilitation Services
[™ Additional Intensive CardiacRehabilitation Services
[T additional Pulmonary Rehabilitation Services

2-) PBP Data Entry System - Section B-3, Contract X0001, Plan 001, Segment 000
File Help
4 [ o »
. Exit Exit (No
Previous MNext (Validate) Validate)

Minimum
Copayment

Maximum
Copayment

Indicate Copaymentamount for Medicare-
covered Cardiac Rehabilitation Services: I

Indicate Copayment amount for Medicare- I
covered Intensive Cardiac Rehabilitaion Services

Indicate Copaymentamount for Medicare- I
covered Pulmonary Rehabilitation Services:

Indicate Copaymentamount for Additional

Cardiac Rehabilitation Services: I
Indicate Copaymentamount for Additional I
Intensive Cardiac Rehabilitation Services:

Indicate Copaymentamount for Additional I
Pulmonary Rehabilitation Services:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 4

s/ PEP Data Entry System - Section B-3, Contract X001, Plan 001, Segment 000 o i W e ool ]

Eile Help

‘ ’ wd ¥ {0 v 9l %3 Cardiac and Pulmonary Rehabilitation Services - Base 4
=

2 Exit Exit (No

Previous Next (Validate) Validate)

Enrolles must receive Authorization from one or more of the following:
I~ None

r Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

r Organization Medical Director/Utilization Management\Utilization Review
[~ Cther, describe

Cardiac and Pulmonary Rehabilitation Programs Motes

Mote may include additional information to describe benefitin this service category. Do not repeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#4a Emergency Care — Base 1

s PBP Data Entry System - Section B-4, Contract X000L, Plan 001, Segment 000,

File Help
’ k‘ p {e%% vl [#4a Emergency Care - Base 1 -~
-
: Exit Exit (Mo
Pravious Next (Validate) validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Is therean enrollee Coinsurance?

| € ves
Enhanced Benefits are not applicable for this Service Category. | € No

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? Indicate Minimum Coinsurance percentage for Medicare-

| 7 ves covered Benefits:
[T No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Indicate Maximum Coinsurance percentage for Medicare-
covered Benefits:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

= ery three years

| € By ery two years Is the Coinsurancefor Medicare-covered Benefits waived if

admitted to hospital?
|f"' Every year
|f" Every six months  Yes |
" Every three months [ No

| Other, Describe

Select either Days or Hours within which admission must occur
for waiver:

r-f:' Days [
" Hours

Enter number of Days or Hours:

Fu Associates, Ltd. CY2016 PBP - Section B Page 51 of 244
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CY 2016 PBP Data Entry System Screens

#4a Emergency Care — Base 2

[+= PBP Data Entry System - Section B4, Contract X0001, Plan 001, Segment 000
File Help

El » o ¥  GoTo: [ e -
k

2 Exit Exit (No
Previous Next (Validate) Validate)
Is there an enroliee Copayment? Authorization is not applicablefarthis Service Category.
‘  Yes Referral is not applicablefor this Service Category.
" No

Mote may include additional information to describe benefitin this service category. Do notrepeat
information captured in data entry.

Cost sharing cannot be greater than 566 for Medicare-coverad Fis

Emergency Care. a

Indicate Minimum Copayment amount for Medicare-covered
Benefits:

penete

Indicate Maximum Copaymentamount for Medicare-covered
Benefits:

Is the Copaymentfor Medicare-covered Benefits waived if
admitted to hospital?

‘(ﬁ Yes ‘

" Mo

Select either Days or Hours within which admission must ocour
for waiver:

E-(' Days ‘

!f‘ Hours

Enter number of Days or Hours:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#4b Urgently Needed Services — Base 1

-1 PBP Data Entry System - Section B4, Contract X000L, Plan 001, Segment 000
Fil

le Help i
' oo ¥ Go To: #4b Urgently Needed Services - Base 1 vl
-
2 Exit Exit (No
Previous Next {Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Indicate Maximum Enrollee Out-of- Is the Coinsurance for Medicare-covered
Pocket Cost amaount: Benefits waived if admitted to hospital?
Maximum Plan Benefit Coverage is not applicablefor this I | € ves |
Service Category. " Mo
Select Maximum Enrollee Qut-of-
. N . PocketCost periadicity: Select either Days or Hours within which
Is there a service-specific Maximum Enrollee Out-of-Pocket C e LA et AR Toh At
e ery three years
7 No ‘ " Every two years “ﬁ Days |
- " Every year " Hours
" Every six months
Ent ber of Ot H E
Select the Maximum Enrollee Out-of-Pocket Cost type: & Every three manths T uroEr oAy arHouws

| £ Covered under Emergency Care Service Category 4a ‘ ..LE’F.’.‘EF-.PE?EF‘PP

{9 Plan-specified amount per period Is there an enrollee Coinsurance?

Indicate Minimum Coinsurance
percentage for Medicare-coversd Benefi

Indicate Maximum Coinsurance
percentagefor Medicare-covered Benefit

Fu Associates, Ltd. CY2016 PBP - Section B
12/5/2014
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#4b Urgently Needed Services — Base 2

CY 2016 PBP Data Entry System Screens

Is there an enrolles Copayment?

T O iy S St 8 G KO0 P O et 00 T
Eile Help
> < ¥  GoTo
2 Exit Exit (No
Previous Next (Validate) Validate)

|s the Copayment for Medicare-covered Benefits waived if

admitted to hospital?

-covered Benefits:

-covered Benefits:

Cost sharing cannot be greater than 565 for
Medicare-covered Urgently Needed Services.

_f-‘Yas ‘
| No

Select either Days or Hours within which admission
must occur for waiver:

Indicate Minimum Copaymentamount for Medicare | Days ‘

| Hours

Enter number of Days or Hours:

Indicate Maximum Copayment amount for Medicare

Fu Associates, Ltd.

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#4b Urgently Needed Services — Base 3

£ PBP Data Entry System - Section 8.4, Contract X000, Plan 001, Segment 000 I o |
Eile Help i
‘ ’ o ¥ Go To: ﬂb Urgently Needed Services - Baze 3 vl
. Exit Exit (No
Previous Next (Validate) Validate)
Authorization is notapplicable forthis Service Category.
Referral is not applicable for this Service Categary.
Mote may include additional information to describe benefitin this service category. Do notrepeat
information captured in data entry.
If you have entered a range of cost sharing, you must describe the reason forthis range.
Motes:
-
A
Fu Associates, Ltd. CY2016 PBP - Section B Page 55 of 244
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CY 2016 PBP Data Entry System Screens

#4c Worldwide Emergency/Urgent Coverage — Base 1

a.| PBP Data Entry System - Section B-&%ad'm;m.msggmnt 000

File Help
4 b ol »
2 Exit Exit (No
Previous MNext

(Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Is there a Maximum Plan Benefit Coverage amount
for Worldwide Emergency/UrgentCoverage?

Go To: #4:: Worldwide Emergency/Urgent Coverage - Base 1 vl

Is there a service-specific Maximum
Enrallee Out-of-Pocket Cost?

Doestheplan provideWorldwide Emergency/Urgent  Yes ‘ " Yes
Coverage as a supplemental benefit under Part C7 I{" Ma | I(" Mo
e
" Yes | Is the service-specific Maximum Plan Benefit Indicate Maximum Enrollee Out-of-
" No Coverage amount unlimited? Pocket Cost amount:
T 1
Selecttype of benefit for Worldwide Emergency/Urgent !(h ves ‘ I
Coverage: Irh No
i-\.f:“i'u_{aﬁai;tory Indicats Maximum Plan Benefit Coverage Select Maximum Enrolles Qut-of-Pocket
amount: Cost periodicity:
" Optional =

I & Every three years
™ Every two years
" Every year
" Every six months
™ Every three months
|7 Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#4c Worldwide Emergency/Urgent Coverage — Base 2

le Help
3 oL »
. Exit Exit (No
Previous Next (validate) Validate)

Is therean enrollee Coinsurance?

750 b iy S et T o e P S 0 T
Ei

Go To: ﬂck’trnrldwide EmergencyilUrgent Coverage - Base 2 vl

Is there an enrolles Copayment?

" ves
 No

Indicate MinimumCoinsurance percentage for Worldwide
Emergency/Urgent Coverage:

Indicate Maximum Coinsurance percentage for Worldwide
Emergency/Urgent Coverage:

|5 this Coinsurancewaived for Worldwide Emergency/Urgent
Coveragsif admitted to hospital?

Indicate Minimum Copayment amountfor Worldwide
Emergency/Urgent Coverage:

Indicate Maximum Copaymentamount for Worldwide
Emergency/Urgent Coverage:

|5 this Copayment waived for Worldwide Emergency/Urgent
Coverageif admitted to hospital?

Indicate Deductible Amount:

i Yes  Yes
i No " No
Is there an enrollee Deductible?
7 Ves
€ No

Fu Associates, Ltd.

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#4c worldwide Emergency/Urgent Coverage — Base 3

o o oy S P G o o S 00

Eile Help .
‘ ’ %‘ y. Go To: ﬂc\'trnrlclwide EmergencyiUrgent Coverage - Base 3 vl
-
2 Exit Exit (No
Previous Next (Validate) Validate)

Referral is not applicable for this Service Category.

information captured in data entry.

Motes:

Authorization is notapplicable forthis Service Category.

Mote may include additional information to describe benefitin this service category. Do notrepeat

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#5 Partial Hospitalization — Base 1

v PBP Data Enty System - Section 8-5, Contract X0OUT, Plan 00T, Segment 000 i i RN oo i ]

Eile Help i
‘ ’ o ¥ Go To: #5 Partial Hospitalization - Base 1 vl
-
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTIONM OF BENEFIT | Is therean enrollee Coinsurance?
: . : | € ves
Enhanced Benefits are notapplicable forthis Service Category. | = Mo
Maximum Plan Benefit Coverage is not applicable for this Service Indicate Minimum Coinsurance percentage for Medicare-covered
Category. Benefits:
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
[ ves Indicate Maximum Coinsurance percentagefor Medicare-covered
| ‘ Benefits:

L€ Ne

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Is there an enrollee Deductible?

E-(' fes
Select Maximum Enrolles Qut-of-Pocket Cost periodicity: Fad MNa
| Kemcileli

" Every three years
™ Every two years Indicate Deductible Amount:
" Every year

™ Every six months

™ Every three months

=

Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#5 Partial Hospitalization — Base 2

[ PBP Data Entry System - Section B-5, Cantract X0001, Plan 001, Segment 000,

Eile Help
‘ > o ¥ L& 8 s |5 Partial Hospitalization - Base 2
-
. Exit Exit (No

Previous MNext (validate) Validate)

Is there an enrollee Copayment? Mote may include additional information to describe benefit in this service
category. Do notrepeat information captured in data entry.
™ Yes
| No Motes:
-

Indicate Minimum Copayment am ount for Medicare-covered Benefits per

Indicate Maximum Copayment amount for Medicare-covered Benefits per
day:

o

Enrollee must receive Authorization from one or more of the following:

I~ Mone
- Primary Gare Physician {Internist'Family Practice, General Practice)

I™ Physician Specialist
r Organization Medical Director/Utilization Management/Utilization Revie

I~ Other, describe

Is a referral required for Partial Hospitalization?

7 Yes
,r' MNa

Page 60 of 244
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CY 2016 PBP Data Entry System Screens

#6 Home Health Services — Base 1

v PBP Data Enty System - Section 8-6, Contract X000, Plan 00T, Segment 000 i o i ]

File Help i
‘ ’ o ¥ Go To: I Home Health Services - Base 1 VI
-
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | = fhetk.a Sendce s peciit Maamum
Enrolles Out-of-Pocket Gost? Is therean enrollee Coinsurance?
[ ves s '
Enhanced Benefits are not applicable for this ~ Ir.. e
Service Category, except for MMPs. Mo L Mo
_ . Indicate Maximum Enrollee Out-of-Pocket Indicate Minimum Coinsurance percentage for
Maximum Plan Benefit Coverage is not Cost amount: Medicare-covered Benefits:

applicable forthis Service Category. I I

Select Maximum Enrolles Qut-of-Pocket

sranikis Indicate Maximum Coinsurance percentage for
Cost periodicity:

Medicare-covered Benefits:

[ Every three years | I
" Every two years

9 Every year

(9 Every six months

" Every three months

" Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#6 Home Health Services — Base 2

[+ PEP Data Entry System - Section B-6, Contract X000L, Plan 001, Segment 000
Eile Help

‘ ’ o ¥ L0 I 4l [#65 Home Health Services - Base 2
‘

z Exit Exit (No

Previous Next (Validate) Validate)

Is there an enrollee Deductible?

IF Yes
i(" Mo ‘

Indicate Deductible Amount:

|s there an enrollee Copayment?
" ves
" No

Indicate Minimum Copayment amount per visit for Medicare-covered Benefits:

Indicate Maximum Copayment amount per visit for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#6 Home Health Services — Base 3

[+ PBP Data Entry System - Section B-6, Contract X0001, Pian 001, Segment 000

Eile Help
Y ¥ GoTo I A -

’ Exit Exit (No

Previous Next (validate) Validate)
(SIS

Enrollee must receive Authorization from one or more of thefollowing:

[~ Mone
N Primary Care Physician (Internist/Family Practice, General Practice}

[ Physician Specialist
| Organization Medical Director/Utilization Management/Utilization Review

[ Other, describe

Is a referral required for Home Health Services?

" Yes
 No

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#6 Home Health Services — MMP — Base 1

le Help

. Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT I

7o Gy S B G 0L P 0L, et 50
Fi .
> y ¥ Golo I -

Isthere alimit onthe services provided?

Select Mon-Medicare Home Health Services:
[ Additional Hours of Care

[~ Personal Care Services
™ Cther 1
™ other2

Enter name of Other 1 Service:

Enter name of Other 2 Service:

|5 there a service-specific Maximum Plan Benefit Coverage Amount?

" Yes
 No

Indicate E!aximum Plan Ben eﬁt Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

" Every three years
™ Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

" Yes |
Does this plan provide Non-Medicare Home Health Services?  No ‘
€ Yes
" Ho Select Non-Medicare Home Health Services where limit appliss:

[T Additional Hours of Care
[ Personal Care Services
[~ other 1
[™ other2

Indicate units a limitwill be provided infor  |ndicate units alimitwill be provided infor

Additional Hours of Care:

Personal Care Services:

" Sessions | £ sessions

 visits |7 wvisits

" Hours " Hours

T Points |(" Paints

' Meals | Meals

Indicate numerical limit on the services JIndicate numerical limiton the services
provided for Additional Hours of Care: provided for Personal Gare Services:
Select limiton services periodicity for Select limiton services periodicity for
Additional Hours of Care: Personal Care Services:

& Every day & Every day

L Every week [ Every week

" Every month  Every month

T Every year & Every year

| Other, Describ | | T Other, Deseribe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#6 Home Health Services — MMP — Base 2

le Help
4 » £
Previous Next

(Validate)

Indicate units a limitwill be provided in for
Other 1:

 Sessions
© visits

" Hours
£ Points

| Meals
Indicate numerical limiton the services
provided for Other 1:

Select limit on services periodicity for
Other 1:

| € Every day

" Every week

" Every month
" Every year

™ Other, Describe

| € Other, Describe

Exit (No
Validate)

Indicateunits a limitwill be provided infor
Other 2:

|~ Sessions
7 Visits
" Hours
" Paints
" Meals

Indicate numerical limit on the services
provided for Other 2:

Select limiton services periodicity for
Other 2:

" Every day
" Every week
(ﬁ Every month
" Every year

T oo Ty e et 8 G 0L P L S 0
Ei _
¥  GoTo I N |

Is therean enrollee Coinsurance?
7 Yes ‘

" No

Selectwhich Non-Medicare Home Health Services have a
Coinsurance (select all that apply):

[~ Additional Hours of Care
[ Personal Care Services
[T other1

[” Other2

Indicate coinsurance
percentagefor one

or more of the

following services:
Additional Hours of Care

Minimum Maximum
Coinsurance Coinsurancs

Personal Care Services

Other 1

1111
1111

Other 2:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#6 Home Health Services — MMP — Base 3

o ooy e S U S A e 0 L
Ei

le Help )
‘ > o ¥ Go To: I Home Health Services - MMP - Base 3 YI
-
2 Exit Exit (No

Previous Next [Validate) Validate)
Is there an enrollee Copayment? Does any service require qualification for and enrollmentin a state-operated waiver progra
i(‘ Yes |  Yes |
[ No | |17 No |

Select which i i lification fi d ] ti tat ted wai

Select which Mon-Medicare Home Health Services have a Copayment (select ;Ozr;n:lc S e L
ali that 2pply). [ Additional Hours of Care

I” Additional Hours of Care

5 I Personal Care Services
I~ Personal Care Services

™ Other1

I~ Other 1 = Otherz
er
™ Other2
Enrollee must receive Authorization from one or more of thefollowing:

Indicate copayment I Mone
percentagefor one or Minimum Maximum I Primary Care Physician (InternistFamily Practice, General Practice)
maore of thefollowing Copayment  Copayment I i
services: [ Physician Specialist

r Organization Medical Director/Utilization Management/Utilization Review

Additional Hours of Care: I~ Other, describe

Personal Care Services: Is a referral required for Services?

111
11171

Other 1: = e
B  No
Other 2:
= Notes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7a Primary Care Physician Services — Base 1

v PBP Data Enty Systerm - Section 8-, Contract XOOUT, Plan 00T, Segment 000 it i RN oo i ]

File Help
‘ ’ wd ¥ (&0 v il |47 a Primary Care Physician Services - Base 1
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTIOM OF BENEFIT | Is therean enrollee Coinsurance?
| " ves |
Maximum Plan Benefit Coverage is not applicablefor this | " Mo

Service Category.

Indicate Minimum Coinsurance percentage for Medicare-covered Benefits:
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?

[€ ves
!  No Indicate Maximum Coinsurance percentage for Medicare-covered Benefits:

Is there an enrollee Deductible?

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select the Maximum Enrollee Qut-of-Pocket Gost periodicity: g Yes
al s}
" Every three years =
€ Every two years Indicate Deductible Amount:
L& Every year

& Every six months
L
Every thieg n_'lonths |5 there an enrolles Copayment?
e Other, Describe S el
T  Yes

™ No

Indicate Minimum Copayment amount per visitfor Medicare-covered Benefits:

Indicate Maximum Copayment amount pervisit for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7a Primary Care Physician Services — Base 2

[s PBP Data Entry System - Section B-7, Contract X000L, Plan 00L, Segment 000
File Help

' 4 ¥ {438 VA [#7a Primary Care Physician Services - Base 2
-

i Exit Exit (No

Previous Next {Validate) Validate)

Authorization is notapplicable forthis Service Category.
Mote mayinclude additional information to describe benefitin this service category. Do not repeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7b Chiropractic Services — Base 1

- PBP Data Entry System - Section B-7, Contract H3503, Plan 003, Segment 0

File Help

‘ ' of ¥ Go To: I #Tb Chiropractic Services - Base 1 j
-
x Exit Exit (No
Previous MNext (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select Routine Care/Other periodicity: Is there a service-specific Maximum Enrollee Out-of-
Pocket Cost?
o] Every three years
@ Every w " ves
Does the plan provide Chiropractic Services as a VETY bW Years Mo
supplemental benefit under Part C7 C Every year
CE i th
 Yes I E:Zw ts::enewrnnon:hs Indicate Maximum Enrollee Out-of-Pocket Cost amount:
 No N .
' Other, Describe

Select enhanced benefit:

Is there a service-specific Maximum Plan Benefit
[T Routine Care/Other Coverage amount?

Select the Maximum Enrollee Out-of-Pocket Cost

periodicity:
" Yes
Select type of benefit for Routine Care/Other: = No (@] Every three years
" Every two years
€ Mandatory Indicate Maximum Plan Benefit Coverage amount: ™ Every year
o] Optional vy
© Every six months
€ Every three months
Is this benefit unlimited for Routine : NN " Other, Describe
CarelOther? Select Maximum Plan Benefit Coverage periodicity:
&
C ves - E\aer}' :hree‘,'ears
€ Mo, indicate number I E\.'ery MRS
Indicate number of visits for Routine o VErY yfaar
Care/Other: Every six months
€ Every three months
" Other, Describe

Do you offer a combined Acupuncture and
Chiropractor Services benefit?

" Yes

" No

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7b Chiropractic Services — Base 2

=2 PBP Data Entry System - Secton B-7, Contract X0001, Plan 001, Seqment 000 W N el |

File Help
[ o »:
. Exit Exit (No
Previous Next (Validate) Validate)

|5 there an enrollee Coinsurance?

[ o,
Selectwhich Chiropractic Services have a Coinsurance (Select

all that apply):
I Medicare-covered Chiropractic Services

™ Routine Care/Other

Indicate Minimum Coinsurance percentage pervisitfor
Medicare-covered Benefits:

1

Indicate Maximum Coinsurance percentage per visitfor
Medicare-covered Benefits:

1

Indicate the Minimum Coinsurance percentage per visit for
Routine Care/Other:

I

Indicate the Maximum Coinsurance percentage per visit for
Routing Care/Other:

T

[

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7b Chiropractic Services — Base 3

o o oy S e T e e e o0 L < |
Eil _

le Help

‘ ’ v 4 ¥ L& % I Bl 17D Chiropractic Services - Base 3
-

2 Exit Exit (No

Previous Next (Validate) Validate)

Is there an enrollee Deductible? Indicate Minimum Copayment amount per visit for Routine Care/Other:

E("" fes ‘
[ No |

Indicate Maximum Copayment amount per visit for Routine Care/Other:
Indicate Deductible Amount:

Enrollee must receive Authorization from one or more of the following:

Is there an enrollee Copayment? ™ None
" Yes | [ Primary Care Physician (Internist/Family Practice, General Practice)
" No | I~ Physician Specialist

| Organization Medical Director/Jtilization Management/Utilization Review

Select which Chiropractic Services have a Copayment (Select all that _
apply): r Other, describe
[ Medicare-covered Chiropractic Services

™ Routine Care/Other Is areferral required for Chiropractic Services?

[ ves
Indicate Minimum Copayment amount for Medicare-covered Benefits: | i No |
Indicate Maximum Copaymentamount for Medicare-covered Benefits:
2
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CY 2016 PBP Data Entry System Screens

#7b Chiropractic Services — Base 4

le Help

739 iy S 7 Comeaa O P O S 00 |
Fi ,

’ w ¥ L 8 s 38 | #7b Chiropractic Services - Baze 4
o

: Exit Exit (No

Previous Next (validate) Validate)

Chiropractic Services Motes

Notemay include additional information to describe benefit in this service category. Do notrepeat information captured in data entry.

Motes:
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#7c Occupational Therapy Services — Base 1

= PBP Data Entry System - Section B-7, Contract X001, Plan 001, Segment 000 S e ol ]

CY 2016 PBP Data Entry System Screens

CLICK FOR DESCRIPTION OF BENEFIT |

Service Category, except for MMPs.

applicable forthis Service Category.

Qut-of-Pocket Cost?

Enhanced Benefits are not applicable for this

Maximum Plan Benefit Coverage is not

Is there a service-specific Maximum Enrolles

Eile Help
4 b -
h Exit
Previous Next (Validate)

" ves
[T ho

Cost amount:

Indicate Maximum Enrollee Owt-of-Pocket

y, : > Occupational Therapy Services - Baze 1
-

Exit (No
Validate)

Select the Maximum Enrolles Out-of-Pockst Cost
periodicity:

i(" Every three years
:(‘ Every two years

| Every year

i(‘ Every six months
| Every three months
|t Other, Describe

“oumust includetotal costsharing tothe
beneficiary, including any facility cost sharing.

Is therean enrollee Coinsurance?

" ves

|17 No

Indicate Minimum Coinsurance percentage per
visit for Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage per
wisit for Medicare-covered Benefits:

Is there an enrollee Deductible?

Er' es
™ No

Indicate Deductible Amount:

Is there an enrollee Copayment?

[ ves
!!" Mo

Indicate Minimum Copayment amount per visitfor
Medicare-covered Benefits:

Indicate Maximum Copaymentamount per visit
for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7c Occupational Therapy Services — Base 2

2./ PBP Data Entry System - Section B-7, Contract X000, Plan 001, Segment 000

s
Eile Help
‘ ’ wd ¥ {00 'y 4 [+ 7 c Occupational Therapy Services - Base 2
=
Exit Exit (No

Previous Next (Validate) Validate)
T

Enrollee must receive Authorization from one or more of thefollowing:

[~ Mone
N Primary Care Physician (Internist’Family Practice, General Practice}

I Physician Specialist
| Organization Medical Director/Utilization Management/Utilization Review

[ Other, describe

|5 & referral required for Occupational Therapy Services?

[ ves
7 No

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#7c Occupational Therapy Services — MMP — Base 1

[s PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000,
Eile Help

‘ ’ %‘ y. {60 Iy 3 |47 c Occupational Therapy Services - MMP - Base 1
-
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Is therean enrollee Coinsurance?
i " Yes
Doesthis plan provide Mon-Medicare Occupational Therapy Servicas? |(" Mo |
 Yes Indicate Minimum Coinsurance percentage:
" Mo

Enter name of Non-Medicare Occupational Therapy Service:
I B By Indicate Maximum Coinsurance percentage:

Is there a service-specific Maximum Plan Benefit Coverage amount?

i Yes | Is there an enrollee Copayment?
[ no | | ves
" No

Indicate Maximum Plan Benefit Coverage amount:

Indicate Minimum Gopayment amount:

Select Maximum Plan Benefit Coverage periodicity;

Indicate Maximum Gopayment amount:
" Every three years

™ Every two years

[ Every year

" Every six months
" Every three months
| Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7c Occupational Therapy Services — MMP — Base 2

PBP Data Entry System - Section B-7, Contract X0001, Pian 001, Segment 000

H;J
File Help
‘ ’ 6 ¥' (&8 I Hll [#7c Occupaticnal Therapy Services - MMP - Base 2
-
2 Exit Exit (No
Previous Next (Validate) Validate)
Motes:
-

Enrollee must receive Authorization from one or more of the following:

I Mone

I~ Primary Care Physician (InternistfFamily Practice, General Practice)

I~ Physician Specialist
I Organization Medical Director/Utilization Management/Utilization Review

I~ Other, describe

|5 a referral required for Services?

© ves
" No

Page 76 of 244

CY2016 PBP - Section B

Fu Associates, Ltd.
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING




CY 2016 PBP Data Entry System Screens

#7d Physician Specialist Services — Base 1

le Help

¢ o

Previous Next (Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Enhanced Benefits are not applicablefor this
Service Category.

Maximum Plan Benefit Coverage is not
applicable forthis Service Categoary.

Is there a service-specific Maximum Enrolles
Qut-of-Pocket Cost?

© Yes
" No

Indicate Maximum Enrollee Out-of-Packet
Cost amount:

739 iy S 7 Comeaa O P O S 00 |
Fi ,

¥ L6 8 3 | #7d Physician Specialist Services - Base 1
o

Exit (No
Validate)

Select the Maximum Enrolles Out-of-Pocket Cost
periodicity;

i(" Every three years
!F Every two years
Ilﬁ Every year

!F Every six months
Ilﬁ Every three months
!_lﬁ Cther, Describe

Is therean enrollee Coinsurance?

[ € ves
g_f" Mo

_ir"r‘es

Indicate Minimum Coinsurance percentage for
Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits:

Is there an enrollee Deductible?

i("' “es
i{'"' No

Indicate Deductible Amount:

Is there an enrollee Copayment?

Indicate Minimum Copayment amount per visit
for Medicare-covered Benefits:

Indicate Maximum Copaymentamount per visit
for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7d Physician Specialist Services — Base 2

-/ PP Dsta Entry System - Section B7, Contract X001, Plan 001, Segment 000

Eile Help

¥ L&y v il |47 d Physician Specialist Services - Base 2

‘ ’ Efn Exit (No

Previous Next (Validate) Validate)
T

Enrollee must receive Authorization from one or more of thefollowing:

[~ Mone
N Primary Care Physician (Internist’Family Practice, General Practice}

I Physician Specialist
| Organization Medical Director/Utilization Management/Utilization Review

[ Other, describe

|5 & referral required for Physician Specialist Services?

[ ves
7 No

Mote may include additional infarmation to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:
a
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CY 2016 PBP Data Entry System Screens

#7e Mental Health Specialty Services — Base 1

sl PBP Data Entry System - Section B-7, Contract X00OL, Plan 001, Segment 000
File Help

‘ ’ 6 ¥' {878 I Hll (472 Mental Health Speciatty Services - Baze 1
-

2 Exit Exit (No

Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Enhanced Benefits are notapplicable forthis Service Category.
Maximum Plan Benefit Coverage is not applicable for this Service Category.

|5 there a service-specific Maximum Enrollee Out-of-Pocket Cost?

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

i Every three years
' Every two years

(" Every year

~ Every six months
o Every three months
. Dther, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7e Mental Health Specialty Services — Base 2

2l PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000

File Help

B o X

Exit Exit (No

Previous Next {Validate) Validate)
(S -

Is there an enrolles Coinsurance?

Go To: [GIEENRTE

Is there an enrolles Copayment?

Select which Mental Health Specialty Services havea
Coinsurance (Selectall that apply):

[T Medicare-covered Individual Sessions

[~ Medicare-covered Group Sessions

Indicate minimum Coinsurance percentage for Medicare-
covered Individual Sessions:

:

Indicate maximum Coinsurance percentage for Medicare-
covered Individual Sessions:

:

Indicate minimum Coinsurance percentage for Medicare-
covered Group Sessions:

:

Indicate maximum Coinsurance percentage for Medicare-
covered Group Sessions:

Is there an enrolles Deductible?

[€ ves
5(‘ Mo |

Select which Mental Health Specialty Services have a Copayment
(Select all that apply):
[ Medicare-covered Individual Sessions

[ Medicare-covered Group Sessions
Indicate minimum Copayment amount for Medicare-covered

Individual Sessions:

Indicate maximum Copayment Amountfor Medicare-covered
Individual Sessions:

Indicate minimum Copayment amount for Medicare-covered
Group Sessions:

Indicate maximum Gopaymentamount for Medicare-covered
Group Sessions:

Indicate Deductible Amount:
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CY 2016 PBP Data Entry System Screens

#7e Mental Health Specialty Services — Base 3

2l PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000
File Help

* (%8 IV Hl 7 e Mental Health Specialty Services - Base 3
-

' Efn Exit (No

Previous Next {Validate) Validate)
(S .-

Enrolles must receive Authorization from one or more of thefollowing:
Mone
N Primary Care Physician (Internist'Family Practice, General Practice}

| Physician Specialist
| Organization Medical Director/Utilization Management/Utilization Review

[T Other, describe

Is areferral required for Mental Health Specialty Services - Mon-Physician?

[ ves
!r” Mo

Mote may include additional information to describe benefit in this service category. Do notrepeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#7f Podiatry Services — Base 1

[s- PBP Data Entry System - Section B-7, Contract X000 Plan 001, Segment 000

File Help
4 » v
: Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Doesthe plan provide Podiatry Services as a
supplemental benefit under Part C7

¥' (&% 8 1 17  Podiatry Services - Baze -
-

Exit (No
Validate)

Select the Routing Footcare periodicity:

if”' Yes
| No

Select enhanced benefits:
[ Routine Footcare

Select type of benefit for Routine Footcare:

o Every three years
" Every twa years

" Every year

" Every six months
" Every three months
C_. Other, Describe

Is there a service-specific Maximum Plan Benefit
Coverage amount?

" ves
,r' Mo

™ Mandatory
" Optional

Is this benefit unlimited for Routine Footcare?

"~ Yes
" No

Indicate number of Routing Footcare visits:

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

| € Every three years

| € Every two years

| € Every year

| € Every six months

| € Every three months
| € Other, Describe

Is there a service-specific Maximum Enrolles Out
-of-Pocket Cost?

ir' “fes
!("' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

Select the Maximum Enrollee Out-of-Pocket
Costperiodicity:

" Every three years
i Ev ery two years

& Every year

& Every six months
& Every three months
| Other, Describ

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7f Podiatry Services — Base 2

o o oy S O G K o S 00 L |

Eile Help
‘ ’ 4 ¥ {03 I 4l |37 T Podiatry Services - Base
3 Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Coinsurance? Is there an enrolles Copayment?

i Ves i_("' Yes
i No 1€ No
Select which Podiatry Services have a Coinsurance (Select allthat apply): Select which Podiatry Services havea Copayment (Select all that apply):
[~ Medicare-covered Podiatry Services ™ Medicare-covered Podiatry Services
[ Routine Footcare I Routine Footcare
Indicate Minimum Coinsurance percentage for Medicare-covered Benefits: Indicate Minimum Copayment amount per visit for Medicare-covered Benefits:

W

Indicate Maximum Coinsurance percentage for Medicare-covered Benefits: Indicate Maximum Copayment amount pervisit for Medicare-covered Benefits;

]

Indicate Minimum Coinsurance percentage for Routine Footcare: Indicate Minimum Copayment amount per visitfor Routine Footcare:

:

Indicate Maximum Coinsurance percentagefor Routine Footcare: Indicate Maximum Copaymentamount per visit for Routine Footcare:

7

Is there an enrollee Deductible?

7 Ves
" No

Indicate Deductible Amount:
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CY 2016 PBP Data Entry System Screens

#7f Podiatry Services — Base 3

2./ PBP Data Entry System - Section B-7, Contract X001, Plan 001, Segment 000,

-

File Help
4 ¥ Lo 8 VAN [#7  Podiatry Services - Base 2

’ Exit Exit (No

Previous Next {Validate) Validate)
(S .-

Enrolles must receive Authorization from one or more of thefollowing:

Mone
N Primary Care Physician (Internist'Family Practice, General Practice}

| Physician Specialist
| Organization Medical Director/Utilization Management/Utilization Review

[T Other, describe

Is a referral required for Podiatrist Services?

[ ves
" No

Motemay include additional information to describe benefitin this service category. Do not repeat information captured in data entry.

Motes:
-~
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CY 2016 PBP Data Entry System Screens

#7g Other Health Care Professional — Base 1

le Help

b éfi.

Previous Next {Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits arenot applicablefor this
Service Category.

Maximum Plan Benefit Coverage is not applicable
faor this Service Category.

|5 there aservice-specific Maximum Enrallee Out-
of-Pocket Cost?

[€ ves
1C he |

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

2./ PBP Data Entry System - Section B-7, Contract X001, Plan 001, Segment 000
Fi

¥ Go To: #?g Other Health Care Professional - Base 1 vl
.

Exit (No
Validate)

Select the Maximum Enrollee Out-of-Pocket Cost
periodicity:

Is there an enrollee Deductible?

)

Every three years
" Every two years

" Every year

" Every six months
Every three months
Cther, Describe

0

Is therean enrollee Coinsurance?

| es
T No

Indicate Deductible Amount:

Is there an enrolles Copayment?

[€ ves

7 Ves
7 No

Indicate Minimum Coinsurance percentage for
Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits:

‘FNO

Indicate Minimum Copayment amount per visit
for Medicare-covered Benefits:

Indicate Maximum Copayment amount per visit
for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7g Other Health Care Professional — Base 2

2./ PBP Data Entry System - Section B-7, Contract X000, Plan 001, Segment 000

s
Eile Help .
< > - ¥ GoTo [ e L - |
Exit Exit (No

Previous Next (Validate) Validate)
T

Enrollee must receive Authorization from one or more of the following:

[~ Mone
[ Primary Care Physician {Internist/Family Practice, General Practice}

[ Physician Specialist
r QOrganization Medical Director/Utilization Management/Utilization Review

[ Other, describe

|5 a referral required for Other Health Care Professional Services?

[ ves
7 No

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:
a
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CY 2016 PBP Data Entry System Screens

#7h Psychiatric Services — Base 1

le Help

=/ PBP Data Entry System - Section B-7, Contract 0001, Plan 001, Segment 000 S N R oo ]
Fi _

‘ ’ o ¥ {203 I 4 [#7h Psychiatric Services - Base 1
<

2 Exit Exit (No

Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Enhanced Benefits are notapplicable forthis Service Gategory.
Maximum Plan Benefit Coverage is not applicable for this Service Category.

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?

| € ves
| No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select the Maximum Enrollee Qut-of-Pocket Cost periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

@ Do Bo B le R

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7h Psychiatric Services — Base 2

a-l PBP Data Entry System - Section B-7, Contract X0001, Plan 00, Segment 000,
Eile Help

‘ ’ o » (sl [y il [#7h Psychiatric Services - Base 2
£
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? |5 there an enrollee Copayment?
 ves ‘ i " Yes ‘
" No | | " No |
Select which Psychiatric Services have aCoinsurance (Select all thatapply): Select which Psychiatric Services have a Copayment (Select all that apply):
[™ Medicare-covered Individual Sessions [T Medicare-covered Individual Sessions
[~ Medicare-covered Group Sessions [ Medicare-covered Group Sessions
Indicate minimum Coinsurance percentagefor Medicare-covered Indicate minimum Copayment amaountfor Medicare-covered
Individual Sessions: Individual Sessions:
Indicate maximum Coinsurance percentage for Medicare-coverad Indicate maximum Copaymentamount for Medicare-covered
Individual Sessions: Individual Sessions:
Indicate minimum Coinsurance percentagefor Medicare-covered Indicate minimum Copayment amountfor Medicare-covered
Group Sessions: Group Sessions:
Indicate maximum Coinsurance percentage for Medicare-covered Indicate maximum Copaymentamount for Medicare-covered
Group Sessions: Group Sessions:

:

I there an enrollee Deductible?
" ves |
£ No

Indicate Deductible Amaount:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7h Psychiatric Services — Base 3

&E- PEP Data Eﬂtf}' System - Section B-7, Contra t X0001, Plan 001, 000
File Help i

‘ ’ o » (sl [ il [%7h Psychiatric Services - Base 3
2 Exit Exit (No
Previous Next (Validate) Validate)

Enrollee must receive Authorization from one or more of the following:
[T Mone

N Primary CarePhysician (Internist/Family Practice, General Practice}
| Physician Specialist

- Organization Medical Director/Utilization Management/Utilization Review
I_ Other, describe
|5 areferral required for Psychiatric Services?

[ ves
" No

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.

CY2016 PBP - Section B
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 89 of 244



CY 2016 PBP Data Entry System Screens

#7i PT and SP Services — Base 1

le Help

> %

Previous Next (Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Enhanced Benefits are not applicablefor this
Service Category, except for MMPs.

Maximum Plan Benefit Coverage is not
applicable forthis Service Category.

Is therea service-specific Maximum Enrollee
Qut-of-Pocket Cost?

?;Yes
:No

5/ PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000
Fil

Indicate Maximum Enrollee Cut-of-Pocket
Cost amount:

A (%% IV el | %71 PT and SP Services - Base 1
Exit (No
Validate)

Select the Maximum Enrollee Out-of-Pocket Cost  Is there an enrollee Deductible?

periodicity: oy
3 &5
i Every three years |(“ Ma ‘
i Every two years
i Ewvery year Indicate Deductible Amount:

i [ Every six months
i " Every three months
|7 Other, Deseribe

“ou must includetotal costsharing tothe

' Is there an enrolles Copayment?

beneficiary, including any facility cost sharing. " Yes
" No
Is there an enrollee Coinsurance? o
1 ves Indicate Minimum Copayment amount per visitfor
I(“' Ma Medicare-covered Benefits:
Indicate Minimum Caoinsurance percentage per Indicate Maximum Copayment amount per visitfor
visit for Medicare-covered Benefits: Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage per
visit for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7i PT and SP Services — Base 2

Fu Associates, Ltd.

22 PP Data E"t'ly System - Section B-7, Contract X0001, Plan 001, Segment 000
File Help

‘ ’ wd ¥ {6758 VRl 471 PT and SP Services - Base 2
3 Exit Exit (No
Previous Next (Validate) Validate)

(EEESSSSSSSSSSSSSaSaS_._.
Enrollee must receive Authorization from one or more of thefollowing:

[~ Mone

N Primary Care Physician (Internist’Family Practice, General Practice}

I Physician Specialist

| Organization Medical Director/Utilization Management/Utilization Review
[ Other, describe

|5 & referral required for Physical Therapy and Speech-Language Pathology Services?
[ ves
7 No

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#7i PT and ST— MMP — Base 1

le Help
[ o X
. Exit Exit (No
Previous Next {Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Does this plan provide Mon-Medicare Physical and/orSpeech
Therapy s5ervices?

1™ Yes

'r' Mo |
SelectMon-Medicare Physical and/or Speech Therapy Service
™ other1

™ Other2

Enter name of Other 1 Service:

2 PBP Data Entry System - Section -7, Contract X000, Plan 001, Segment 000
Eil

Enter name of Other 2 Service:

|5 there a service-specific Maximum Plan Benefit Coverage amount

[ Ve
" No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

" Every three years
™ Every two years

" Every year

" Every six months
™ Every three months
" Other, Describe

Go To: #Ti PT and ST - MMP - Base 1 vl

Is therean enrollee Coinsurance?

|(" es ‘

" No

Selectwhich Mon-Medicare Physical andfar Speech Therapy
services have a Coinsurance (select allthat apply):
™ other

[T Cther2

Indicate coinsurance  Minimum Maximum

percentage for one Coinsurance Coinsurance
or more of the

following services:
Other 1: | I

Other 2: I I

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#7i PT and ST — MMP — Base 2

2./ PBP Data Entry System - Section B-7, Contract X001, Plan 001, Segment 000
Fi

le Help
’ v 4 ¥ L7 0 v Hl 471 PT and ST- MMP - Base 2 -

; Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrolles Copayment? Enrollee must receive Authorization from one or more of the following:
i [~ MNone
= No r Primary Care Physician (Internist'Family Practice, General Practice)

r Physician Specialist

Selectwhich Mon-Medicare Physical and/or Speech [ Crganization Medical Director/Utilization Managem ent/Utilizion Revie

Therapy services have a Copayment (select all that r Other, describe
apply):
I™ Other1 Is a referral required for Services?
[ Other2

" ves
Indicate copayment Minimum Maximum | Na |
percentagefor one Copayment Copayment
or more of the ;
following services: Motes:
Other 1: I |
Other 2: | |

2|
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CY 2016 PBP Data Entry System Screens

#8a Outpatient Diag Procs/Tests/Lab Services — Base 1

£ PBP Dot Enty System - Secion B8, Conract Y0001 Pl 00, Segrment 000 - N W e e |

File Help

[ o »:
. Exit Exit (No
Previous Next {Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Enhanced Benefits are notapplicable forthis Service Category.
Maximum Plan Benefit Coverage is not applicablefor this Service Catego
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?

v '
ir" Mo

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Oither, Describe

eteteteiete|

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#8a Outpatient Diag Procs/Tests/Lab Services — Base 2
o 5oy St S B8 G o0 PR OO S o0 S
Eile Help
» [E% [0 73 Outpatient Diag Procs/Testsilab Services Base? R

‘_ ’ Exit Exit (No
Previous Next (validate) Validate)
Indicate Minimum Coinsurance percentage for Medicare-covered Lab Servic

“ou mustincludetotal costsharing to the beneficiary, including any facility cost
sharing. [fyou havea variety of cost sharing, please utilize the minimum and
maximum fields to reflect the lowestand highest cost sharing that a beneficiary

may pay.

Is therean enrolles Coinsurance?
1 Indicate Maximum Coinsurance percentage for Medicare-covered Lab Servie

i  Yes
[ Mo

Select which Outpatient Diag Procs/Tests/Lab Services have a Coinsurance

(Select all that apply):
[T Medicare-coversd Diagnostic Procedures/Tests

[™ Medicare-covered Lab Services
Indicate Minimum Coinsurance percentage for Medicare-covered
Diagnostic Procedures/Tests:

Indicate Maximum Coinsurance percentagefor Medicare-covered
Diagnostic Procedures/Tests:

Fu Associates, Ltd. CY2016 PBP - Section B Page 95 of 244
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CY 2016 PBP Data Entry System Screens

#8a Outpatient Diag Procs/Tests/Lab Services — Base 3

Fu Associates, Ltd.

i o iy S B Corea oL P oL e - |
Eile Help

’ ol ¥ Go To: ﬁa Outpatient Diag Proca/Teste/l ab Services - Base 3 vl
o

: Exit Exit (No

Previous Next (Validate) Validate)

Is there an enrollee Deductible?

s ‘

£ No

Indicate Deductible Amount:

|5 there an enrolles Copayment?
fal es |
" No

Select which Qutpatient Diag Procs/Tests/Lab Services have a
Copayment {Select all that apply):

™ Medicare-covered Di agnostic Procedures/Tests
[ Medicare-covered Lab Services

Indicate Minimum Copayment amount for Medicare-covered
Diagnostic Procedures/Tests:

Indicate Maximum Copayment amount for Medicare-covered
Diagnostic Procedures/Tests:

Indicate Minimum Copayment amount for Medicare-covered Lab
Services:

Indicate Maximum Copayment amountfor Medicare-covered Lab
Senvices:

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#8a Outpatient Diag Procs/Tests/Lab Services — Base 4

Enrollee must receive Autharization from one or more of the following:
I~ Mone

I~ Primary Care Physician {Internist/Family Practice, General Practice)
I~ Physician Specialist

I Organization Medical Director/Utilization Management/Utilizaion Revie
I Other, describe

Is a referral required for Outpatient Diagnostic Procedures/TestiLab
Services?

Mote may include additional information to describe benefitinthis service
category. Do notrepeat information captured in data entry.

Enter Motes for Medicare-covered Diagnostic Procedures/T ests:

59 o iy S S 8 G oL P 0 S 00 S

Eile Help .
> - Yy  GoTo R Y S -
: Exit Exit (No
Previous Next (Validate) Validate)

Enter Motes for Medicare-covered Lab Services:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#8b Outpatient Diag/Therapeutic Rad Services — Base 1

o2l PBP Data Entry System - Section B-8, Contract X0001, Plan 001, Segment 000

File Help

- Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMEFIT |

Enhanced Benefits are notapplicable forthis Service Category.

Maximum Plan Benefit Coverage is not applicable forthis Service
Category.

|s therea service-specific Maximum Enrollee Out-of-Pocket Cost?

 ves
 No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

" Every three years
" Every two years

& Every year

" Every six months
" Every three months
¢ Other, Describe

“Youmustincludetotal cost sharing to the beneficiary, ineluding any
facility cost sharing. If you have avariety of costsharing, pleaseutilize
the minimum and maximum figlds to reflect thelowest and highest cost
sharing that a beneficiary may pay.

Is there an enrollee Coinsurance?

" ves
Mo

‘ ' o ¥ Go To: #3!1 Outpatient Diag/Therapeutic Rad Services - Baze 1 vl
-

Selectwhich OutpatientDiag/Therapeutic Rad Services have a Coinsurance
(Select all that apply):

[™ Medicare-coversd Diagnostic Radiological Services
[~ Medicare-covered Th erapeutic Radiclogical Services
[™ Medicare-coversd ¥-Ray Services

Indicate Minimum Coinsurance percentage for Medicare-covered
Diagnostic Radiclogical Services (g.g., CT, MRI, gtc)

:

Indicate Maximum Coinsurance percentage for Medicare-covered
Diagnostic Radiological Services (e.g., CT, MRI, etc):

1

Indicate Minimum Coinsurance percentage for other Medicare-coverad
Therapeutic Radiological Services:

:

Indicate Maximum Coinsurance percentage for other Medicare-covered
Therapeutic Radiclogical Services:

:

Indicate Minimum Coinsurance percentage for Medicare-covered X-Ray
Services:

:

Indicate Maximum Coinsurance percentage for Medicare-covered X-Ray
Services:

:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#8b Outpatient Diag/Therapeutic Rad Services — Base 2

a PBP Data Entry System - Section B-8, Contract X000L, Plan 001, Segment 000
File Help

[ o »:
. Exit Exit (No
Previous Next {Validate) Validate)

Is there an enrolles Deductible?

[ Yes
£ N

Indicate Deductible Amount:

Is there an enrolles Copayment?

Select which Qutpatient Diag/Theapeutic Rad Services have a Copayment
(Select all that apply):
I Medicare-covered Diagnostic Radiological Services

I” Medicare-covered TherapeuticRadiological Services
I Medicare-covered #-Ray Services

Indicate Minimum Copayment amount for other Medicare-covered
Diagnostic Radiological Services (e.g., CT, MRI, etc):

Indicate Maximum Copayment amount for other Medicare-covered
Diagnostic Radiological Services (e.g., CT, MRI, etc):

Indicate Minimum Copayment amountfor Medicare-covered Therapeutic
Radiological Services:

Indicate Maximum Copayment amount for Medicare-covered Therapeutic
Radiological Services:

Indicate Minimum Copaymentamountfor Medicare-covered X-Ray Service

Indicate Maximum Copaymentamount for Medicare-covered X-Ray Servic

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#8b Outpatient Diag/Therapeutic Rad Services — Base 3

2l PBP Data Entry System - Section B-8, Contract X0001, Plan 001, Segment 000

File Help
’ o ¥ Go To:
. Exit Exit (No
Previous Next {Validate) Validate)

#5b Outpatied erapeutic Rad Services - Base 3

Enrolles must receive Authorization from one or more of the following:
Maone

I~ Primary Care Physician (Internist/Family Practice, General Practice)

I~ Physician Specialist

I ‘Organization Medical Director/Utilization Management/Utilization Review

I~ Other, describe

Is & referral required for Outpatient DiagnosticTherapeutic Radiological, and
#-Ray Services?

i(" Yes
!_("" Hao

QOutpatient Diagnostic and Therapeutic Radiological Services Motes

Motemay include additional information to describe benefitinthis service
category. Do notrepeat information captured in data entry.

Enter Motes for Medicare-covered Diagnostic Radiological Services (2.9., CT,
MRI, etc.):

-

Enter Motes for Medicare-covered Therapeutic Radiological Services:

Enter Motes for Medicare-covered X-Ray Services:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#9a Outpatient Hospital Services — Base 1

Fu Associates, Ltd.

2.1 PBP Data Entry System - Section B-9, Contract X000, Plan 001, Segment 000

File Help
[ o »:
. Exit Exit (No
Previous Next {Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT | Youmustincludetotal costsharing to the beneficiary, including any facility

costsharing. Ifyou havea variety of cost sharing, please utilize the
minimum and maximum fields to reflectthe lowest and highest cost
sharing that a beneficiary may pay.

Enhanced Benefits are notapplicable forthis Service Category.

Maximum Plan Benefit Coverage is not applicablefor this Service Category Is therean enrollee Coinsurance?
™ ves 1
; ! ; " Mo
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
if* Yes Indicate Minimum Coinsurance percentagefor Medicare-covered Benefits
| No
1

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Indicate Maximum Coinsurance percentage for Medicare-covered Benefit

Select Maximum Enrollee Qut-of-Pocket Cost periodicity:

| Every thres years
™ Every two years

& Every year

= Every six months
{” Every three months
" Dther, Describe

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#9a Outpatient Hospital Services — Base 2

[s PBP Data Entry System - Section B-0, Contract X0001, Plan 001, Segment 000,

Eile Help
‘ ’ wd ¥ (&1 vl [#9a Outpatient Hospital Services - Base 2
Exit Exit (No

Previous Next (Validate) Validate)
T

Enrollee must receive Authorization from one or more of thefollowing:

[ None
I Primary CarePhysician (Internist/Family Practice, General Practice)

r Physician Specialist
r Organization Medical Director/Utilization Management/Utilizsfion Revie

[™ Other, describe

Is there an enrollee Deductible?

7 Yes
" No

Indicate Deductible Amount:

Is areferral required for Outpatient Hospital Services?

Is there an enrollee Copayment?
" es | " ves
|5 L No

Indicate Minimum Copayment amount per visitfor Medicare-covered Benefits;

Indicate Maximum Copayment amount pervisit for Medicare-covered Benefits:

Page 102 of 244
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CY 2016 PBP Data Entry System Screens

#9a Outpatient Hospital Services — Base 3

550 Do ey Syt Socion B3, ot XOO0, i G5, S 000 1 |
Eile Help )
’ o ¥ {3l [l 1 #5a Outpatient Hospital Services - Base 3
2 Exit Exit (No
Previous Next (Validate) Validate)
T
Outpatient Hospital Services Motes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
e |
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CY 2016 PBP Data Entry System Screens

#9b ASC Services — Base 1

o o oy S e P e e, e 00 L < |
Fil

le Help

< > y ¥  GoTe -
i Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT I “oumustinclude total cost sharing to the beneficiary, including any

: - : facility cost sharing. fyou have avariety of costsharing, please utilize
Enhanced Benefits are notapplicable forthis Service Categary. the minimum and maximum fields to reflectthe lowest and highest
cost sharing that a beneficiary may pay.

Maximum Plan Benefit Coverage is not applicablefor this Service Categor
Is there an enrolles Coinsurance?

|5 there a service-specific Maximum Enrollee Out-of-Pocket Cost? i " Yes
r | No
ir es ‘

ir Mo

| Indicate Minimum Coinsurance percentage for Medicare-covered
Select the Maximum Enrolles Out-of-Pocket Gost type: Bensfits:

" Covered undeTOLrtpatient Hospital Services Category 9a ‘
& Plan-specified amount per period

Indicate Maximum Coinsurance percentage for Medicare-covered

Indicate Maximum Enrolles Qut-of-Pocket Cost amount: _
Benefits:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

oD
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CY 2016 PBP Data Entry System Screens

#9b ASC Services — Base 2

- Section B-9, Contract X0001, Plan 0

File Help
4 > - o
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? Enrollee must receive Authorization from ene or more of the following:
[ ves T Eer ” s ;
£ No r Primary Care Physician (Internist/Family Practice, General Practice)
y [ Physician Specialist
Indicate Deductible Amount: l_ Organization Medical Director/Utilization Management/Utilization Review
| Other, describe
Is a referral required for Ambulatory Surgical Center Services?
Is there an enrolles Copayment? [T es
[€ Ves 1 1 o
1T No

Indicate Minimum Copayment amount per visit for Medicare-covered
Benefits:

Indicate Maximum Copayment amount per visit for Medicare-covered
Benefits:

Fu Associates, Ltd. CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#9b ASC Services — Base 3

[:=" P8P Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

File Help
’ o W 1678 IV (%00 ASC Services - Base 3
" Exit Exit (No
Previous MNext (Validate) Validate)
T
ASC Services Motes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
|
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CY 2016 PBP Data Entry System Screens

#9c Outpatient Substance Abuse — Base 1

I_EE PEP Data Entry System - Section B-0, Contract X000, Plan 001, 5
File Help

’ w A (%8 IVl [#9c Outpatient Substance Abuse - Base 1
3 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCGRIFTION OF BEMEFIT |

Enhanced Benefits are notapplicable forthis Service Category.
Maximum Plan Benefit Coverage is not applicablefor this Service Categor
Is there a service-specific Maximum Enrolles Out-of-Pocket Cost?

é-(“' Yes _
|7 Mo

Select the Maximum Enrolles Qut-of-Pocket Cost type:
'-f'“ Covered under Qutpatient Hospital Services Category Sa |
.-f* Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Caost amount:

Select Maximum Enrolles Out-of-Pocket Cost periodicity:

™ Every three years

™ Every two years

™ Every year

™ Every six months

7 Every three months
| Other, Deseribe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#9c Outpatient Substance Abuse — Base 2

- Sect:icm B-GI Contract ml, Plan

Eile Help
‘ ’ s ¥ {03 B 4l [#9C Outpatient Substance Abuse - Base 2
. Exit Exit (No
Previous Next

(Validate) Validate)

“ou mustinclude total cost sharing to the beneficiary, including any
facility cost sharing. Ifyou haveavariety of costsharing, please utilize
the minimum and maximum fields to reflect the lowest and highest cost
sharing that a beneficiary may pay.

Is there an enrollee Deductible?
[C Yes
[ No.

Is there an enrollee Coinsurance? Indicate Deductible Amount:

[ ves ‘

‘ﬂ P_~|__D Is there an enrolles Copayment?
Select which Outpatient Substance Abuse Services havea  Yes
Coinsurance (Selectall that apply): ;("' Mo

™ Medicare-covered Individual Sessions -

[T Medicare-covered Group Sessions Select which Qutpatient Substance Abuse Services have a Copayment

Indicate minimum Coinsurance percentage for Medicare-covered
Individual Sessions:

e

(Select all that apply):
i_ Medicare-covered Individual Sessions
[~ Medicare-covered Group Sessions

Indicate minimum Copayment amount for Medicare-coverad

Indicate maximum Coinsurance percentage for Medicare-covered Individual Sessions

Individual Sessions:

Indicate minimum Coinsurance percentage for Medicare-covered
Group Sessions:

e

Indicate maximum Coinsurance percentage for Medicare-covered
Group Sessions:

e

Indicate maximum Copayment amount for Medicare-covered
Individual Sessions:

Indicate minimum Copayment amountfor Medicare-covered
Group 3essions:

Indicate maximum Copayment amount for Medicare-covered
Group Sessions:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#9c Outpatient Substance Abuse — Base 3

[:=" PBP Data Entry System - Section B-9, Contract X0001, Plan 001,

Eile Help

‘ ’ I;fl Exiri‘ﬂo

Enrollee must receive Authorization from one or more of thefollowing:

[~ Mone
| Primary Care Physician {Internist/Family Practice, General Practice)

i Physician Specialist
r Organization Medical Director/Utilization Management/Utilization Review

’" Other. describe
Is a referral required for Outpatient Substance Abuse Services?

[T ves
" No

Previous Next (Validate) Validate)
Mote may include additional information to describe benefitin this

service category. Do not repeatinformation captured in data entry.

MNotes:
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CY 2016 PBP Data Entry System Screens

#9d Outpatient Blood Services — Base 1

Fu Associates, Ltd.

I!"E PEP Data Entry System - Section B-9, Contract X0001, Plan 001,
Eile Help

‘ ’ o » Go To: #BdOLﬂpa Blood Services - Bas vl
3 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Zelect Maximum Enrolles Out-of-Pocket Cost periodicity;

If‘ Every three years

Ifblood is given as a part of an inpatient hospital stay, the cost sharing for i Every two years

the blood should beincluded in theinpatient hospital costsharing.

 Every year
Does the plan provide Outpatient Blood Services as a supplemental £ Every six months
benefit under Part C7  Ev ery three months
- - " Other, Describe
!(._ es -
(" No

Is therean enrollee Coinsurance?

| Select enhanced benefit | ves
[T Three (3} pint deductible waived !(" Mo
Select type of benefit for Three (3} Pint Deductible Waived: getil_:;:::rulmlmum Coinsurance percentage perunitfor Medicare-covered
| £ Mandatory
" Optional
g Indicate Maximum Coinsurance percentage per unitfor Medicare-covered
Maximum Plan Benefit Coverage is not applicable for this Service Categor Hensaty;

Is there a service-specific Maximum Enrolles Out-of-Pocket Cost?

ir' Yes
[ N

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
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CY 2016 PBP Data Entry System Screens

#9d Outpatient Blood Services — Base 2

IEE_ PBP Data Entry System - Section B-9, Contract X0001, Plan

File Help
‘ ¥ L0 VA (#0d Outpatient Blood Services - Base 2 -
-

’ Efll Exit (No

Previous Next {Validate) Validate)
(S .-

Is there an enrollee Deductible? Mote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry.

|
Fal
= 70 =~ Motes:

Indicats Deductible Amount:

Is there an enrollee Copayment?

€ Yes
i(" Mo

Indicate Minimum Copayment amount perunitfor Medicare-covered Bene

Indicate Maximum Copayment amount per unitfor Medicare-covered Ben

Enrolles must receive Authorization from one or more of thefollowing:

™ None
| Primary Gare Physician (Internist/Family Practice, General Practice)

| Physician Specialist
| Organization Medical Director/Utilization Management/Utilization Revie

™ Oth er, describe

Is areferral required for Outpatient Blood Services?

e
| No

CY2016 PBP - Section B Page 111 of 244
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CY 2016 PBP Data Entry System Screens

#10a Ambulance Services — Base 1

|EE_ PEP Data Entry System - Section B-10, Contract X0001, Plan

File Help .
< > y ¥ GoTo: [ N -
2 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Enhanced Benefits are not applicable for this Is there an enrollee Coinsurance? Is there an enrollee Copayment?

Service Category. f .
ir Yes ‘ Ef‘ Yes
ir Mo | No

Maximum Plan BenefitCoverage is not applicable
far this Service Category.

Indicatethe Minimum Coinsurance percentagefor  Indicate the Minimum Copayment amount
Is there a service-specific Maximum Enrollee Out- Medicare-covered Benefits: for Medicare-covered Benefits:
of-Pocket Cost?

i'r' fes
1€ No ‘ : . : : :
L Indicate the Maximum Coinsurance percentage Indicate the Maximum Copayment amount
for Medicare-covered Benefits: for Medicare-covered Benefits:

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

Is this Coinsurance waived if admitted to hospital E-this Copaymentwaived if admitted to

Select Maximum Enrollee Out-of-Pocket Cost k" aspital?
S | T 3t
periodicity: 55 b ‘ [T ves
[ |
| Every three years  No
|4 Every two years Is there an enrollee Deductible?
| € Every year T ves
| € Every six months e Mo ‘
| € Every thres months :
;_f"' Other; Descnbe | Indicate Deductible Amount:
|
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CY 2016 PBP Data Entry System Screens

#10a Ambulance Services — Base 2

a.' PBP Data Entry System - Section B-10, Contract X0001, Plan 001,

File Help
B v oo T
2 Exit Exit (No
Frevious Next {Validate) Validate)

Enrollee must receive Authorization for non-emergency Medicare services from oneg or more ofthefollowing:
Mone

| Primary Gare Physician {Internist'Family Practice, General Practice)
™ Physician Specialist

™ Organization Medical Director/Utilization Management/Utilization Review
[~ Other, describe

Referral is not applicable for this Service Category.

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:

Fu Associates, Ltd. CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#10b Transportation Services — Base 1

[:=' PBP Data Entry System - Section B-10, Contract X0001, Plan

File Help
4 .
2 Exit
Previous Next

(Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Doesthe plan provide Transportation Services as a
supplemental benefit under Part C7

[ ves |
AL

Select enhanced bensfit:

.r Plan-approved Location .
" Any Location

Select type of benefitfor Plan-approved Location:

" Mandatory
__l“" Optional

Is this benefit unlimited for number of trips for Plan
-approved Location?

T ves
_("" Mo

Indicate number oftrips for Plan-approved
Location:

Select Plan-approved Location Trips periodicity;
[ Every three years |
9 Every two years
9 Every year
9 Every six months
9 Every three months
_f‘ Other, Describe

¥ Go To: #tﬂb Transportation Services - Base 1 vl
-

Exit (No
Validate)

Select Type of Transportation for Plan-approved

Location:

e One-way
rRoundTrip
‘-"Dﬂys
FOther:describe

Indicate number of days for Plan-approved
Location:

SelectMode of Transportation for Plan-
approved Location;

[T Taxi

r Bus/Subway

[~ wvan

- Medical Transport

[N Other, describe

Select type of benefit for Any Location:
[(ﬁ Mandatory
C Optional

|5 this benefit unlimited for number of trips for
Any Location?

f"--‘r‘es
" No

Indicate number of trips for Any Location:

SelectAny Location Trips periodicity:

Every three years
Every two years
Every year

Every six months
Every three months

" One-way

" Round Trip
" Days

" Other, describe

Indicate number of days for Any Location:

Select Mode of Transportation for Any Location:
I Taxi

™ Bus/Subway

I~ van

(| Medical Transport
[™ Other, describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#10b Transportation Services — Base 2

[¢ P8P Data Entry System - Section B-10, Contract X0001, Plan

File Help
’ o » L& Iy el 141 0b Transportation
-
2 Exit Exit (No
Previous Next {Validate) Validate)
Is there a service-specific Maximum Plan Benefit Is there a service-specific Maximum Is there an enrollee Coinsurance?
Coverage amount? Enrollee Out-of-Pocket Cost? = 1
| " ves | | i Ves ‘ [T No
| € No | 1€ Ne |
- P Indicate Minimum Coinsurance percentage:
Indicate Maximum Plan Benefit Coverage amount: Indicate Maximum Enroliee Out-of-

Pocket Cost amount:

Indicate Maximum Coinsurance percentage:
Select Maximum Plan Benefit Coverage periodict

Select Maximum Enrollee Out-of-

" Every three years Pocket Cost periodicity:

& Every two years
. Every year

Is there an enrollee Deductible?

| & Every three years
|

| ¢~ [T ves
{7 Every six months [ Everytwo st 1 N
" Every three months !(.. e :
O e Db | Every six months R i i
e ! if"' Every three months Tt e D eCHCT 2 SNROLE:

| Other, Describe
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CY 2016 PBP Data Entry System Screens

#10b Transportation Services — Base 3

[i=' PBP Data Entry System - Section B-10, Contract X000, Plan 001,

File Help
‘ ’ v 4 ¥ Go To: #1 0b Transportation Services - Base 3 vl
-
Exit Exit (No

Previous Next (Validate) Validate)
(e

Mote may include additional information to describe benefitin this service

|5 there an enrollee Copayment?
v category. Do notrepeat information captured in data entry,
es
,_‘: Mo Motes:
&

Indicate Minimum Copayment amount per trip:

Indicate Maximum Copayment amount per trip:

Enrollee must receive Authorization from one or more of the following:

[™ Mone
[ Primary Care Physician (Internist/Family Practice, General Practice)

™ Physician Specialist
] Organization Medical Director/Utilization Management/Utilizaion Revie

[~ other, describe

Is a referral required for Transportation Services?

ir' es
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CY 2016 PBP Data Entry System Screens

#11a DME —Base 1

[+ PBP Data Entry System - Section B-11, Contract X001, Plan 0

File Help

4« »

Previous Next (Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Enhanced Benefits are not applicable for this
Service Category, except for MMPs.

far this Service Category.

of-Pocket Cost?

[1 es

'r' Ho

Maximum Plan BenefitCoverage is not applicable

Is there a service-specific Maximum Enrollee Out-

Indicate Maximum Enrollee Out-of-Pocket Cost
amaount:

* Go To: #}'laDME-Base 9 vi
-

Exit (No
Validate)

Select Maximum Enrollee Out-of-Pocket Cost periodicit

| Every three years
" Every two years
Every year
£ Every six months
£~ Every three months
. " Other, Describe

Is there an enrollee Coinsurance?

" Yes
_(" Mo

Indicate Minimum Coinsurance percentage for
Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits:

Is there an enrollee Deductible?
(B ves
7 No

Indicate Deductible Amount:

Is there an enrallee Copayment?

[T ves
" No

Indicate Minimum Copayment amount
per item for Medicare-covered Benefits:

Indicate Maximum Copayment amount
per item for Medicare-covered Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#11a DME — Base 2

IEE_ PBP Data Entry System - Section B-11, Contract X0001, Plan 001,
Eile Help :
< > - ¥  GoTo M - |
. Exit Exit (No
Previous Next (Validate) Validate)

. . Mote may include additional information to describe benefitin this service
Are there preferred vendors/manufacturers for Durable Medical Equipment

(DME)? category. Do notrepeat information captured in data entry.

)2

T ves | Motes:

" No -

Enrollee must receive Authorization from oneor more of the following:
I Mone

I~ Primary Care Physician (Internist/Family Practice, General Practice)

I~ Physician Specialist

I ‘Organization Medical Director/Utilization Management/Utilization Review
I~ oth er, describe

Referral is not applicable for this Service Category.

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#11a DME — MMP — Base 1

[i=' PBP Data Entry System - Section B-11. Contract X0001, Plan 0

File Help
o [ o »
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Doesthis plan provide Mon-Medicare Durable Medical Equipment?

Go To: #'Ha DWE - MMP - Baze 1 vl

Is there an enrollee Coinsurance?

" Yes

[ ves
!_'r' Ho

Selectwhich Mon-Medicare Durable Medical Equipment(s) (select
‘ all that apply)

Select Mon-Medicare Durable Medical Equipment:

[~ Durable Medical Equipment faruse outside the home
[~ Other

[~ Other2

Enter name of Other 1 Service:

I~ Durable Medical Equipment for use outside the home
[ Other 1
™ Other2

Indicate coinsurance
percentagefor ong inimum Maximum

or. mare Ofthe. Coinsurance Coinsurance
following services:

Enter name of Other 2 Service:

Durable Medical

Equipment for use
I outside the home: I |
Is there a service-specific Maximum Plan Benefit Coverage amount? Other 1 I |
| ves
1™ No Other 2: I |

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

" Every three years

" Every two years

" Every year

" Every six months

" Every three months
I_(‘ Other, Describe

Fu Associates, Ltd.

CY2016 PBP - Section B
12/5/2014

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 119 of 244



CY 2016 PBP Data Entry System Screens

#11a DME — MMP — Base 2

[¢ P8P Data Entry System - Section 8-11, Contract X0001, Plan 001,

Eile Help
< > - ¥ GoTo [ R -
Exit Exit (No

Previous Next (Validate) Validate)
.!s_there an enrollze Copayment? Enrallee must receive Authorization from one or more of thefollowing:
1 ves ™ Mone
f‘ Mo I~ Primary Care Physician {Internist/Family Practice, General Practice

: ; ; : r Physician Specialist

Select which Non—Me_dlcare Durable Medical Equipment(s}have a Copayment Organization Medical Director/Utilization Manag ement/Utilization

(select all that apply): O e
[~ Durable Medical Equipment for use outside the home r i
I~ Other1 Other, descrlpe .
™ Other2 Is a referral required for Services?

: i Ves
Indicate copayment Minimum Maximum Citls
amount for onear Copayment Copayment i
maore of the following
sErvices: Motes:

Dwrable Medical
Equipment for use
outside the home:

Other 1:

Other 2:

1]
111
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CY 2016 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — Base 1

[:=' PBP Data Entry System - Section B-11, Contract X0001, Plan

File Help
‘ ’ v 4 ¥ Go To: #Hb Prosthetice/Medical Supplies - Base 1 vl
-
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT I Is there an enrollee Coinsurance?

Enhanced Benefits are not applicable for this Service Category, except for | Yes |
MMPs. Mo

Masmum blan Heneit Coverags s not dpplicablefor fus Sorvice Calegarny Selectwhich Prosthetics/Medical Supplies havea Goinsurance (Select
all that apply):

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? [~ Medicare-covered Prosthetic Devices

1€ Yes | [~ Medicare-covered Medical Supplies
[ No S _ .
Indicate Minimum Coinsurance percentage for Medicare-coversd
Select Maximum Enrollee Out-of-Pocket Cost type: Prosthetic Devices:

'(" Covered under DME Category 11a |
E.(‘ Flan-specified amount_pﬂperiod

Indicate Maximum Coinsurance percentage for Medicare-covered
Indicate Maximum Enrolles Out-of-Pocket Cost amount: Prosthetic Devices:

Select Maximum Enrollee Out-of-Pocket Cost periodicity: Indicate Minimum Coinsurance percentage for Medicare-covered

i Every thres years Medical Supplies:

o Every two years

(9 Every year

o Every six months Indicate Maximum Coinsurance percentagefor Medicare-covered
{~ Every three months Medical Supplies:

(o Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — Base 2

[5 PBP Data Entry System - Section B-11, Contract X000, Plan 001,

File Help
’ 4 ¥ (&%, 8 1Al 111 b Prosthetics/Medical Supplies - Base 2
-

‘ Exit Exit (No
Validate)

Previous Next (Validate)
[y

Indicate Minimum Copayment amount per item for Medicare-
covered Prosthetic Devices:

Is there an enrolles Deductible?

& Yes
 No
Indichte edustibls Amoumt; Indicate Maximum Copayment amount per item for Medicare-
cavered Prosthetic Devices:
Is there an enrollee Copayment? Indicate Minimum Copaymentamount per item for Medicars-
s Yok ‘ covered Medical Supplies:
 No

Indicate Maximum Copayment amount per item for Medicare-

Selectwhich Prosthetics/iMedical Supplies havea Copayment
covered Medical Supplies:

(Select all that apply):
[ Medicare-covered Prosthetic Devices

[T Medicare-covered Medical Supplies
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CY 2016 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — Base 3

[¢ P8P Data Entry System - Section 8-11, Contract X0001, Plan 0

Eile Help
‘ ’ o ¥ Go To: #'11 b Prosthetice/Medical Supplies - Baze 3 vl
. Exit Exit (No
Previous Next (Validate) Validate)
Mote may include additional information to describe benefitin this service

Enrollee must receive Authorization from one or more of the following:
™ Mone category. Do notrepeat information captured in data entry.
| Primary Care Physician {Internist/Family Practice, General Practice) o
otes:
-

™ Physician Specialist
™ Organization Medical Director/Utilization Management/Utilization Review

[ Other, describe

Referral is not applicable for this Service Category.

Page 123 of 244
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CY 2016 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — MMP — Base 1

la-' PEP Data Entry System - Section B-11, Contract X000L, Plan 0
Eile Help

‘ ’ o ¥ Go To: #11 b Prosthetics/Medical Supplies - MMP - Base 1 vl
<

h Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Is therean enrollee Coinsurance?
' Yes |
[ |
Does this plan provide Mon-Medicare Prosthetics/Medical Suppliss? ,____N_q —
!_f:'_-‘-(.es ] Indicate Coinsurance Percentage:
| No ‘
Enter name of Mon-Medicare Service: i hersanBnroliss-apayments
= 1
i Yes
" No

8 ' ] o
|s there a service-specific Maximum Plan Benefit Coverage amount? ] Indicate Copayment Amount:

[ Ves !
! " No
Indicate Maximum Plan Benefit Coverage amount: Enrollee must receive Authorization from one or more of thefollowing:
[ None
- Primary Care Physician {InternistiFamily Practice, General Practice)
Select Maximum Plan Benefit Coverage periodicity: - Physician Specialist
" Every three years | m, Organization Medical Director/Utilization Management/Utilization Rewi
& Every two years [ Other, describe
[ Every year
C Every six months Is a referral required for Services?
" Every three months T Yes
" Other, Describe | £ No
Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#11c Diabetic Supplies and Services — Base 1

[ P8P Data Entry System - Section B-11, Contract X0001, Plan 001, 5

File Help
’ o W (&4 Iy /il %11 c Diabetic Supplies and Services - Base 1
-
" Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESGRIPTION OF BEMEFIT | Select which Diabetic Supplies and Services have a Coinsurance (Select
all that apply):

Enhanced Benefits are notapplicable forthis Service Category. l- Medicare-covered Diabstic Supplies

[T Medicare-covered Diabetic Therapeutic Shoes orInserts
Maximum Plan Benefit Coverage is not applicablefor this Service Catego

X ) X Indicate Minimum Coinsurance percentage for Medicare-covered
Is there a service-s pecific Maximum Enrolles Out-of-Pocket Cost? Diabetic Supplies:
€ Yes

| Mo

:

Indicate Maximum Coinsurance percentage for Medicare-covered

Select Maximum Enrollee Out-of-Pocket Cost type: Diabetic Supplies:

:

'(ﬁ Covered under DME Category 11a
E_(‘ Plan-specified ﬂmountpﬂ_period

Indicate Minimum Coinsurance percentage for Medicare-coversd
Indicate Maximum Enrollee Out-of-Pocket Cost amount: Diabetic Therapeutic Shoes or Inserts:

W

Indicate Maximum Coinsurance percentagefor Medicare-covered

Select Maximum Enrollee Out-of-Pocket Cost periodicity: imfherapeutic Sl

7 Every three years

" Every two years Is there an enrollee Deductible?

" Every year T ves I
{ Every six months C Ne

™ Every three months
| " Other, Describe
B L A Indicate Deductible Amount:
Is there an enrollee Coinsurance?

[ ves
[ Mo
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CY 2016 PBP Data Entry System Screens

#11c Diabetic Supplies and Services — Base 2

[ PBP Data Entry System - Section B-11, Contract X0001, Plan 0

Eile Help
4 b o »
: Exit Exit (No
Previous Next (Validate) Validate)

7
RhgEan ool ce CAnEYIEnEs Do youlimit Diabetic Supplies and Services tothose from specified manufacturer

By

L i | !(:__h_-lo__ |
Select which Diabetic Supplies and Services havea Copayment Enrollee must receive Authorization from one or more of thefollowing:

{Select all that apply): ™ None

I Medicare-covered Diabetes Supplies [~ Primary Care Physician (Internist/Family Practice, General Practice)

™ Medicare-covered Diabetic Therapeutic Shoes orinserts — Physician Specialist

r QOrganization Medical Director/Utilization Management/Utilization Review
Indicate Minimum Copaymentamount per item for Medicare- I~ Other. describe
covered Diabetes Supplies:

Referral is not applicable for this Service Categary.

Indicate Maximum Copayment amount per item for Medicare- MNote may include additional information to describe benefitin this service
covered Diabetes Supplies: category. Do notrepeat information captured in data entry.
MNotes:

Indicate Minimum Copayment amount per item for Medicare-
covered Diabetic Therapeutic Shoes or Inserts:

Indicate Maximum Copayment amount per item for Medicare-
covered Diabetic Therapeutic Shoes or Inserts:
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CY 2016 PBP Data Entry System Screens

#12 End-Stage Renal Disease — Base 1

[ PP Dats Entry System - Section B-12, Contract X0001, Plan 001,

File Help
‘ ’ s ¥ Go To: #FQ End-Stage Renal Disease - Base 1 vl
3 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESGRIPTION OF BENEFIT | Select Maximum Enrollee Out-of-Pocket Cost Is there an enrolles Deductible?
periodicity;
P + | es
Enhanced Benefits are not applicablefaor this .(" e hieslyens " No
Service Categary. | 5 Every two years
|t Everyysar Indicate Deductible Amount;
Maximum Plan Benefit Coverage is not ;‘ﬁ Every six months
applicable forthis Service Categary. | €7 Every three months
. A | Other.Deseribe |
Is therea 53”'35'55_’;0'“ Maximum Enrollee o mustincludetotal costsharing to the Is there an enrollee Copayment?
Out-of-Pocket Cost? beneficiary, including any facility cost sharing. If ;'(.
[ ves you have a variety of costsharing, please utilize | Yes
[e the minimum and maximum fields to reflect the E'f" Mo
L Mo lowest and highest costsharing thata beneficiary
: . - af ] Indicate Minimum Copayment amount per
ngicats Max!mum Enrciee oo kel Is there an enrolles Coinsurance? session for Medicare-covered Benefits:
Cost amount: : .
I " Ves
" No

Indicate Maximum Copayment amount per
Indicate Minimum Coinsurance percentage for session for Medicare-covered Benefits:
Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits:

Fu Associates, Ltd. CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#12 End-Stage Renal Disease — Base 2

a1 PEP Data Entry System - Section B-12, Contract X0001, Plan 00

Eile Help

‘ ’ wl ¥ (e [yl 312 End-Stage Renal Disease - Base 2
-

: Exit Exit (No

Previous Next (Validate) Validate)

Enrollee must receive Avthorization from oneor more of thefollowing:

[ Mone

™ Primary Care Physician (Internist/Family Practice, General Practice)

| Physician Specialist

| QOrganization Medical Director/Utilization Management/Utilization Review
[ Other, describe

Is a referral required for End-Stage Renal Disease services?

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

MNotes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13a Acupuncture — Base 1

-l PEP Data Entry Sys__tsm - Section B-13, Contract Plan 003, Segment

File Help

‘ ’ s b4 (WA #13a Acupuncture - Base 1

Y Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Does the plan provide Acupuncture as a

Indicate Mumber of Treatments periodicity:
supplemental benefit under Part C7

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
 Every three years
£ Yes " Every two years C Yes
" Mo € Every year C Mo
¢ Every six months
Select enhanced bensfit; " Every three months Indicate Maximum Enrollee Out-of-Pocket Cost
I Mumber of Treatments " Other, Describe amount:
Is there a service-specific Maximum Plan I
Select type of benefit for Number of Treatments: Benefit Coverage amount?
" Mandatary 7 Wes Ind?cat_e_l‘u'laximum Enrollee Out-of-Pocket Cost
" Optional " No periodicity:
. . " Every three years
Ianrrclll;cuantf Maximum Plan Benefit Coverage  Every two years
Is this benefit unlimited for Mumber of Treatments? I - G Every year
T Yes " Every six months
" No Indicate Maximum Plan Benefit Coverage :: Sy njonths
periodicity; Other, Describe
Indicate limit far Mumber of Treatments: o) Every three years
' Every two years
D lif bined A ct d 8 Crmyspee
o you offer a combined Acupuncture an € Every six manths
Chiropractor Services benefit? r G S
£ Ves " Other, Describe
 No

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13a Acupuncture — Base 2

[5 P8P Data Entry System - Section B-13, Contract X00OL, Plan

File Help i
‘ ’ 6 * Go To: #1 3a Acupuncture - Base 2 vi
-
2 Exit Exit (No
Previous Next (Validate) Validate)
Is therean enrolles Coinsurance? Is there an enrollee Copayment?
| € ves " Yes
!("' Mo  No
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount per treatment:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount per treatment:

ible? % T 3
Is there an enrollee Deductible? Enrollee must receive Authorization from one or more of the following:

[ ves | I~ None

!(” Mo | | Primary Care Physician {Internist/Family Practice, General Practice)

| Physician Specialist

- ‘Organization Medical Director/Utilization Management/Utilization Review
I~ Other, describe

Indicate Deductible Amount:

Is a referral required for Acupuncture?

i_?' Yes
!(' Mo
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CY 2016 PBP Data Entry System Screens

#13a Acupuncture — Base 3

[=' PBP Data Entry System - Section B-13, Contract X0001, Plan 001, S
File Help .
< > v ¥ GolTo [N -
2 Exit Exit (No
Previous Next (Validate) Validate)

Acupuncture Notes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13b OTC Items — Base 1

[5 P8P Data Entry System - Section B-13, Contract X000, Plan 001,

File Help
‘ ’ @ * Go To: #13!1 OTC tems - Base 1 vi
-
3 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Is there a service-specific Maximum Enrolles Out-of-Pocket Cost?
|17 ves

Medicare-Medicaid plans may notusethis section to provide ben efit 1™ Mo

information about any OTC items that are submitted under the :

integrated formulary. Information about those benefits will be ; ;

enteredin the Rx section ofthe PBP. This section should anly be Indicate Maximum Enrollee Out-of-Pocket Cost amount:

used to provide benefit information about OTGC items that are

covered as a supplemental benefit.

Does the plan provide Over-The-Counter (OTC) ltems asa

supplemental benefit under Part C7 Indicate Maximum Enrolles Out-of-Pocket Cost periodicity:

™ Yes " Every three years

" No | €7 Every two years

7 . (" Every year

lSeIecttype of benefit for OTC ltems: (-. Euery st

" Mandatory ‘ (“ Every three months

| oOptional | Every month
Is there a service-specific Maximum Plan Benefit Coverage amount?
7 ves
 No ]

Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Flan Benefit Coverage periodicity:

!_f:;'_.ii-very three years 1

| €7 Every two years

€ Every year

| €7 Every six months

| € Every three months

| & Every month

|
Fu Associates, Ltd. CY2016 PBP - Section B Page 132 of 244
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CY 2016 PBP Data Entry System Screens

#13b OTC Items

— Base 2

[¢ P8P Data Entry System - Section 8-13, Contract X000L, Plan
Eile Help

< > - ¥ GoTo [ -

2 Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
1€ ves " Yes
!  No  No
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:
Is there an enrollee Deductible? Does this cover all of the OTC list which may befound in Ghapter 4 ofthe
T Medicare Managed Care Manual?
:(‘h Yes
| No s
|17 Mo

Indicate Deductible Amount:
Authorization is notapplicableforthis service category.

Referralis notapplicable forthis service category.

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13b OTC Items — Base 3

[¢ P8P Data Entry System - Section B-13, Contract X0001, Plan 0L, Segment 000

File Help .
> o ¥ GoTo e R -
i Exit Exit (No
Previous Next {Validate) Validate)

OTC Iltems Motes

Mote may include additional information to describe benefit in this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13c Meal Benefit — Base 1

[:= P8P Data Entry System - Section B-13, Contract X0001, Plan

File Help .
< > y ¥  Golo R -
: Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Dioes the plan provide a Meal Benefit as a supplemental benefit Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
under Part C7 = 1
I !f‘ Ves
| Yes [ N
| No

Indicate Maximum Enrallee Out-of-Packet Cost amount:

Select type of benefit

i(" Mandatory

| Optional

How many days does your Meal Benefit |ast? Indicate Maximum Enrolles Out-of-Pocket Cost periodicity:

| € Every three years

What is the maximum number of meals the benefit provides? | r Every two years
| € Every year
it’* Every six months
|5 there a service-specific Maximum Plan Benefit Coverage amount I ' Every three months
[ ves | € Other, Describe
" No

Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Goverage periodicity:

| 7 Every three years
™ Every two years

" Every year

" Every six months
" Every three months
{” Other, Describe

Fu Associates, Ltd. CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#13c Meal Benefit — Base 2

Igg PEF Data Entry System - Section B-13, o X0001, Plan 001,

File Help
o ¥ Go To: #'l 3c Meal Benefit - Base 2 vl

’ Exit Exit (No

Previous MNext (Validate) Validate)
T

Is there an enrollee Copayment?

Is therean enrollee Coinsurance?

‘ [€ ves

 ves
[ No

!(' Mo |

Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:

Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:

Enrolleemust receive Authorization from oneor more of thefollowing:

Is there an enrollee Deductible? I™ None
= o r Primary Care Physician {Internist/Family Practice, General Practice)
3
C No r Physician Specialist
r Organization Medical Director/Utilization Management/Utilization Review

Indicate Deductible Amount: r Other, describe

Is a referral required for the Meal Benefit?

| ves
 No
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CY 2016 PBP Data Entry System Screens

#13c Meal Benefit — Base 3

|§E PEP Data Entry System - Section B-13, Contract X0001, Plan 0 01, !
File Help

P > v ¥ GoTo M -
;

. Exit Exit (No
Previous Next (Validate) Validate)

Meal Benefit Notes

Mote may include additional information to describe benefitin this service category. Do notrepeat infarmation captured in data entry.

Motes:

Fu Associates, Ltd.

CY2016 PBP - Section B
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 137 of 244



CY 2016 PBP Data Entry System Screens

#13d Other 1 —Base 1

[= PP Dats Entry System - Section B-13, Contract X000, Plan €

Eile Help
4 3 o »
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Mote: After completing your data entry in this category, if you delete
ALL textin the "Enter name of Service (Optional)” field youwill lose
all previously entered data.

You may edit the name of the servicetext partially without losing all
previously entered data.

Do not put Medicare-covered benefits in this service category (e.q.,
do notinclude homehealth, nutritional support, transp ortation,
medical devices eic).

Ower-the-Counter (e.g., adult diapers, band-aids, etc) benefits
should only be entered in B-13C.

Ifproviding a supplemental benefit, enter a descriptivetitle. *Other”
is not an acceptable title.

Enter name of Service (Optional):

Select type of benefit:

Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage periodicity:

i Every three years
™ Every two years

o Every year

o Every six months
o Every three months
:l"' Other, Describe

|5 there a service-specific Maximum Enrollee Out-of-Pocket Cost?

™ Yes
_t’"' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Indicate Maximum Enrollee Qut-of-Pocket Cost periodicity;

" Mandato ry ‘
| Optienal

Is there a service-specific Maximum Plan Benefit Coverage amount
™ Yes
™ Mo

;('“ Every three years
| Every two years
| Every year

| Every six months
| Every three months
{("‘ Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13d Other 1 — Base 2

|§E‘ PEP Data Entry System - Section B-13, Contract X0001, Plan

File Help

»

Previous Next

Is there an enrolles Coinsurance?

o ¥  Golo [ |

Exit Exit (No
(Validate) Validate)

Is there an enrolles Copayment?

Is there an enrollee Deductible?

| € ves I(" Ves
!(" No | No
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:

Indicate Maximum Copayment amount:

Indicate Maximum Coinsurance percentage:

Enrollee must receive Autharization fram one or more of thefollowing:
[~ Mone

d Primary Care Physician (Internist’/Family Practice, General Practice)
[~ Physician Specialist

if-' Yes
| No

- Organization Medical Director/Utilization Management/Utilization Review
[~ Other, describe

Indicate Deductible Amount:

|5 a referral required for Other Services?

if" Yes
|7 No

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13d Other 1 —Base 3

[= PBP Data Entry System - Section B-13, Contract X001, Plan 001, §

Eile Help :
> o ¥y GoTo R - |
3 Exit Exit (No
Previous Next (validate) Validate)

Other Services MNotes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13e Other 2 —Base 1

[i= PP Dats Entry System - Section B-13, Contract X0001, Plan 0

Eile Help
e B o »
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Indicate Maximum Plan Benefit Coverage amount:

Mote: After completing your data entry in this category, if you delete . g 2
ALL textin the ‘Enter name of Service (Optional); fisld youwill lose frdicate Maxmue Hlan Hen eholoverage penadicily:
all previously entered data. o Every thres years

“ou may edit the name of the servicetext partially without losing all i Every two years

previously entered data. ‘o Every year
" Every six months
Do not put Medicare-covered benefits inthis service category (e.qg., - i
do notinclude homehealth, nutritional support, trans portation, Every three months
medical devices etc). | Other, Describe |
: : - = =
Overthe-Counter (&.q., adult diapers, band-aids, stc) bensfits Is therea service-specific Maximum Enrolles Out-of-Pocket Cost?
should only be entered in B-13B. 1 ves
Ifproviding a supplemental benefit, enter a descriptivetitie. *Other” "ANO

is not an acceptable title. X .
Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Enter name of Service (Optional):

Indicate Maximum Enrolles Out-of-Pocket Cost periodicity:

Select type of benefit: _(:‘ Every three years

[T Mandatory " Every two years

{~ Optional " Every year

3 " Every six months

Is there a service-specific Maximum Plan Benefit Coverage amount T Every three months

[T Ves | |7 other Describe.

" No

Z)
Fu Associates, Ltd. CY2016 PBP — Section B
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CY 2016 PBP Data Entry System Screens

#13e Other 2 — Base 2

[:= PBP Data Entry System - Section B-13, Contract X0001, Plan

Eile Help :
< > ” ¥ GoTo I - |
2 Exit Exit (No
Previcus Next (Validate) Validate)
T

|5 there an enrollee Copayment?

Is there an enrollee Coinsurance?
" Yes :f* Yes
" No 117 No

Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:

Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:

Enrolles must receive Authorization from oneg or more of thefollowing:

Is there an enrolles Deductible? [ Mene
I [ Primary Care Physician (Internist/Family Practice, General Practice}
I es |_ Physician Specialist
(N Organization Medical Director/Utilization Management/Utilization Review

| Mo

Indicate Deductible Amount:

[~ oth er, describe

I5 & referral required for Other Services?

" Yes
AT
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CY 2016 PBP Data Entry System Screens

#13e Other 2 — Base 3

IEE_ PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000
Eile Help :
p > y ¥ GoTo T - |

| Exit Exit (No
Previous Next (Validate) Validate)

Other Services Notes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13f Other 3 —Base 1

[+ PBP Data Entry System - Section B-13, Contract X0001, Plan 0

Eile Help
o b i x
, Exit Exit (No
Previous Next [Validate) Validate)

Go To: #IBmeerS-E-a.s-e 1 vl

CLICK FOR DESCRIFTION OF BENEFIT |

Mote: After completing your data entry in this category, if you delete
ALL textin the 'Enter name of Service (Optional )" field youwill lose
all previously entered data.

“ou may edit the name of the service text partially without losing all
previously entered data.

Do not put Medicare-covered benefits in this service category (e.g.,
do notinclude homehealth, nutritional support, transportation,
medical devices etc).

‘Over-the-Counter (e.g., adult diapers, band-aids, ete) benefits
should only be entered in B-13EB.

If providing a supplemental benefit, enter a descriptivetitle. *Other
is not an acceptable title.

Enter name of Service (Optional):

Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage periodicity:

i Every three years
" Every two years

" Every year

{0 Every six manths
fq' Every three months

| ibe |
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
;(ﬁ es
|7 No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select type of benefit:

Indicate Maximum Enrollee Out-of-Pocket Gost periodicity:

'_(" Every three years

5'('5"’\;;5;&;“0” " Every two years

[ Optional c Every year

a " Every six months
Is there a service-specific Maximum Plan Benefit Coverage amount? C Every three months
[Eves [ e ibe.
 No
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CY 2016 PBP Data Entry System Screens

#13f Other 3 — Base 2

IEE PEP Data Entry System - Section B-13, Contract X000L, Plan

File Help

b

Validate)

4 | 4 -
: Exit Exit (No

Previous MNext (Validate)
e —

Go To: #13f Other 3 - Baze 2 vl

Is there an enrolles Copayment?

Is therz an enrollee Coinsurance?
| € ves f"' Yes
Ir' Mo 1T No

Indicate Minimum Coinsurance percentage:

Indicate Maximum Ceoinsurance percentage:

Is there an enrollee Deductible?

 Yes
" No

Indicate Deductible Amount:

Indicate Minimum Copayment amount:

Indicate Maximum Copayment amount:

Enrollee must receive Authorization from one or more of the following:

l_ Mone

[ Primary Care Physician (Internist'Family Practice, General Practice)

[~ Physician Specialist
[ Organization Medical Director/Utilization Management/Utilization Review

[ Other, describe

Is a referral required for Other Services?

i“r' es
[T Mo
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CY 2016 PBP Data Entry System Screens

#13f Other 3 — Base 3

[~ PBP Data Entry System - Section B-13, Contract X000, Plan 001
File Help :
« » ¥ GoTo R -
: Exit Exit (No
Previous Next (Validate) Validate)

Other Services Motes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13g Dual Eligible SNPs with Highly Integrated Services — Base 1

[+ PBP Data Entry System - Section B-13, Contract X0001, Plan 0

Eile Help
4 » L X
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | “Is_there a service-specific Maximum Plan Benefit Coverage amount?
 ves |

Plans only fill outthis section ifthey have received written notification from CMSthat I(" Mo |
they qualify for the new supplemental benefit flexibility for certain Dual Eligible SMPs .
with Highly Integrated Services. Indicate Maximum Plan Benefit Coverage amount:

Dual Eligible SNPs with Highly Integrated Services Benefit Attestation

| attestthat | have received written notification fram CMS thatthis individual snp  Mdicate Maximum Plan Benefit Coverage periodicity:
plan qualifies forthe new supplemental benefit flexibility for certain Dual Eligible

. . . [z Every three years
ShPs with Highly Integrated Services for C 2018. | further attest that the

[
™ additional supplemental benefiti s) that the SNP describes in this section of the e Eyery twa years
PBP do notinappropriately duplicate an existing service(s)thatenrollees are Every year
eligible to receive under a waiver, the State Medicaid plan, Medicare Part A or B, s Every six months

orthrough the local jurisdiction inwhich they reside. ¢ Every three months

" Other, Describe

:gti:li;y;:igthe name ofthe service text partially withoutlosing all previously Is there a service-specific Maximum Enrolles Out-of-Packet Gost?

If providing a supplemental benefit, enter a descriptive title. “Other” is notan f" Yes
acceptable title. 1€ Mo
Enter name of Service (Optional): Indicate Maximum Enrollee Out-of-Pocket Gost amount:

Indicate Maximum Enrollee Out-of-Pocket Cost periodieity:

Select type of benefit: Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

| Man.aatory
L " Optional

EeEsisietats)
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CY 2016 PBP Data Entry System Screens

#13g Dual Eligible SNPs with Highly Integrated Services — Base 2

|_a_g PEP Data Entry System - Section B-13, Contract X0001, Plan 0
Eile Help

[ o X

Exit Exit (No

Previous Next (Validate) Validate)
(L

Is therean enrolles Coinsurance? Is there an enrollee Copayment?

if" Yes f* Yes
™ No

i_{'" Mo

Indicate Minimum Copayment amount:
Indicate Minimum Coinsurance percentage:

Indicate Maximum Copayment amaount:

Indicate Maximum Coinsurance percentage:

Is there an enrollee Deductible? Enrollee must receive Authorization from one or more of the fallowing:

s [~ None

:('“ :55 | - Primary Care Physician (Internist'Family Practice, General Practice)
I o

. | I~ Physician Specialist

™ Organization Medical Director/Utilization Management/Utilization Review

Indicate Deductible Amount:
I Other, describe

Is a referral required for Other Services?

C es
[© no. J

CY2016 PBP - Section B Page 148 of 244
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CY 2016 PBP Data Entry System Screens

#13g Dual Eligible SNPs with Highly Integrated Services — Base 3

[5 PBP Data Entry System - Section B-13, Contract X000, Plan 001, Segment 000
File Help
‘ ’ @ H (&%, ' 1l |41 2g Dual Eligible SNP= with Highly Integrated Services - Baze 3
2 Exit Exit (No
Previcus Next (Validate) Validate)

Dwal Eligible SMPs with Highly Integrated Services Notes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 1

[¢ P8P Data Entry System - Section B-13, Contract X0001, Plan 001,

Eile Help
4 > o ¥ GoTo e -
3 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMNEFIT | Enter name of Other 1 Service:

Doestheplanprovide Additional Services?

|17 ves
 Ne

Select Additional Services (selectall that apply):

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services
Tobacco Cessation Counseling for Pregnant Women Enter name of Other 4 Service:
Freestanding Birth Center Services I

E:?n?r:ﬁ;;m;?;:rigfgs Enter name of Other 5 Service:
Mursing Home Services

Home and Community Based Services Enter name of Other & Service:
Perzonal Care Services I
Self-Directed Personal Assistance Services

Private Duty Nursing Services Enter name of Other 7 Service:
Case Management (Long Term Care}

Institution for Mental Disease Services for Individuals 85 or Clder

Services in an Intermediate Care Facilty for Individuals with Intellectual Dizabilties ~ Enter name of Other 8 Service:
Casze Management
Other 1

Other 2

Other 3 I
Other 4

Other 5 I
Other &

Other 7 Enter name of Other 11 Service:
Other 8 I
g::: ?EI Enter name of Other 12 Service:
Other 11

Other 12

Other 13 I
Other 14

Other 15

Other 16

Other 17

Other 18

Other 19

Other 20

Other 21

Other 22

Other 23

Enter name of Other 2 Service:

| Enter name of Other 3 Service:

Enter name of Other § Service:

Enter name of Other 10 Service:

Enter name of Other 13 Service:
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12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 2

I_EE PEP Data Entry System - Section B-13, Contract X0001, Plan 0
File Help

’ w A (%% [V Al |%13h Additional Services - Base 2
3 Exit Exit (No
Previous Next (Validate) Validate)

|s there alimiton the Additional Services provided?
Enter name of Other 14 Service:

T Yes
|{-‘ ND |
Enter name of Other 15 Service: Select Additional Services where limitapplies: )
I Early and Periodic Screening, Diagnostic, and Treatment (EPSOT) Services
Enter name of Other 16 Service: Tobacco Cessation Counseling for Pregnant Women

Freestanding Birth Center Services
Respiratory Care Services
Enter name of Other 17 Service: Family Planning Services
Nursing Home Services
Home and Community Based Services
Enter name of Other 18 Service: Personal Care Services
Self-Directed Personal Assistance Services
Private Duty Mursing Services
Case Management (Long Term Care)
| Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facility for Individuals with Intellectual Dizabilties
Case Management
I Other 1
Enter name of Other 21 Service: Other 2
I Other 3
Other 4

o Other 5
Enter name of Other 22 Service: Other &
I Other 7
Enter name of Other 23 Service: Other 8

Enter name of Other 15 Service:

Enter name of Other 20 Service:

I Other 8
Other 10
Other 11
Other 12
Other 13
Other 14
Other 15
Other 16
Other 17
Other 18
Other 19
Other 20
Other 21
Other 22
Other 23

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 3

[ PBP Data Entry System

ection B-13, Contract X0001, Plan 001, Segment 000

18]
File Help
of x
n Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Early and Periodic Sereening, Diagnostic, Indicate units a limitwill be provided i for Freestanding Birth Center Services
and Treaiment (EPSDT) Services

 sessions
€ Sessions © Visits
C visits € Hours
C Hours € Points
C Points € Meals
 Meals

' Other, Describe
" Other, Describe
Indicate numerical limit on the services provided for Early and Periodic Screening,

Indicate numerical limit on the services provided for Freestanding Birth Center Services:
Diagnostic, and Treatment (EPSDT) Services:

Selectlimit on services periodicity for Early and Periodic Screening, Diagnostic, and

Treatment (EPSOT) Services Selectlimiton services periodicity for Freestanding Birth Genter Services:
€ Every d
 Every day Very day
' Every week
 Every week
' Every month
' Every monin I
" Every year Every year
- ' Every SessionVisit
' Every Session/Visit £ Every Preanan
" Every Pregnancy ¥ Fregnancy

& Every Lifetime

€ Every Lifetime € Other, Describe

" Other, Describe

Indicate units a limitwill be provided in for Tobacco Cessation Counseling for Indicate units a limit will be provided in for Respiratory Care Services:
Pregnant Women:
" Sessions
€ Sessions € Visits
€ visits  Hours
€ Hours ' Points
 Points 0 Meals
 Meals

" Other, Describe
' Other, Describe

Indicate numerical limiton the services provided for Tobacco CessationCounseling  Indicate numerical limit on the services provided for Respiratary Care
for Pregnant Women Services.

S?Iemlmimn services periodicity forTobacco Cessation Counselingfor Pregnant  sejectlimit on services periodicity for Respiratory Care Services:
Women:  Bvery ooy
7 Every week
 Every month

& Every year

' Every SessioniVisit
" Every Pregnancy
 Every Lifetime

' Other, Describe

 Every day
 Every week
 Every month
 Every year

€ Every Session/Visit
€ Every Pregnancy
€ Every Lifetime

" Otner, Describe
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 4

@ PBP Data En ystem - Section Contract X0001, Plan 001, Segment 000
Fle Help
’ of ¥ LET LAl #13h Additional
< Exit Exit (No
Previous Next (validate) Validate)

Indicate units a limitwil be provided in for Family Planning Services

€ Sessions

 Visits

© Hours

€ Points

' Meals

" Other, Describe

Indicate numerical limit on the services provided for Family Planning Services:

Selectlimit on services periodicity for Family Planning Ssrvices
€ Every day

' Every week

" Every month

' Every year

€ Every SessioniVisit

€ Every Pregnancy

' Every Lifetime

" Other, Describe

Indicate units alimitwill be provided in for Mursing Home Services
 sessions

€ Visits

€ Hours

€ Foints

© Meals

€ Other, Describe

Indicate numerical limiton the services provided for Nursing Home
Services:

Selectlimit on services periodicity for Nursing Home Services
¢ Every day

" Every week

' Every month

" Every year

 Every Session/Visit

" Every Pregnancy

" Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Homeand Gommunity Based Services.

€ Sessions
 Visits

' Hours

€ Points

' Meals

' Other, Describe

Indicate numerical limit on the services provided for Home and
Community Based Services

Select limiton servicss periodicity for Home and Community Based Services:
€ Every day

" Every week

" Every month

' Every year

' Every SessioniVisit

© Every Pregnancy

' Every Lifetime

' Other, Describe

Indicate units alimit will be provided in for Personal Care Services

€ Sessions

€ Visits

€ Hours

€ FPoints

© Meals

" Other, Describe

Indicate numerical limit onthe services provided for Personal Care Services:

Selectlimit on services periodicity for Personal Care Services

Every day
Every week

Every manth

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

sEeRelalelote el

=&l
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 5

@ PBP Data En ystem - Section Contract X0001, Plan 001, Segment 000
Fle Help
’ of ¥ LET LAl #13h Additional
< Exit Exit (No
Previous Next (validate) Validate)

Indicate units a limitwill be provided in for Self-Directed Personal Assistance Services:

€ Sessions
 Visits

© Hours

€ Points

' Meals

" Other, Describe

Indicate numerical limiton the services provided for Self-Directed Personal Assistance
Services

Selectlimit on services periodicity for Self-Directed Personal Assistance Services:
€ Every day

' Every week

€ Every month

' Every year

' Every SessioniVisit

€ Every Pregnancy

€ Every Lifetime

€ Otner, Describe

Indicate units a limitwill be provided in for Private Duty Nursing Services:

 Sessions

€ visits

€ Hours

€ Points

© Meals

€ Other, Describe

Indicate numerical limit on the services provided for Private Duty Nursing Services

Selectlimit on services periodicity for Private Duty Nursing Services
€ Every day

€ Every week

' Every month

© Every year

' Every SessioniVisit

" Every Pregnancy

' Every Lifetime

€ Otner, Describe

Indicate units a limitwill be providedin for Gase Management (Long Term Care).

€ Sessions
 Visits

© Hours

€ Points

© Meals

" Other, Describe

Indicate numerical limit on the services provided for Gase Management (Long Term
Care).

Select limiton services periodicity for Case Management (Long Term Care)
" Every day

' Every wesk

" Every month

 Every year

© Every Session/Visit

" Every Pregnancy

 Every Lifetime

" Other, Describe

Indicate units alimitwill be provided in for Institution for Mental Disease Services for
Individuals 85 or Older:

€ Sessions

 Visits

€ Hours

€ Points

© Meals

' Qther, Describe

Indicate numerical limit on the services provided for Institution for Mental Disease
Services for Individuals 85 or Older:

Selectlimiton services periodicity for Institution for Mental Disease Services for
Individuals 65 or Older:

€ Every day

" Every week

" Every month

© Every year

€ Every Session/Visit

© Every Pregnancy

' Every Lifetime

" Other, Describe

=&l
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#13h Additional Services — Base 6

[ P8P Data Eni
File Help
’ M ¥ Go To:
\ Exit Exit (No
Previous Next (Validate) Validate)

Individuals with Intellectual Disabilities

' Sessions
 Visits

€ Hours
 Foints

' Meals

" Other, Describe

Facility for Individuals with Intellectual Disabilities:

Individuals with Intellectual Disabilities

€ Every day

' Every week

€ Every month

© Every year

€ Every SessioniVisit
€ Every Pregnancy
' Every Lifetime

" Otner, Describe

Indicate units a limitwill be provided in for Case Management:

' sessions

€ Visits

€ Hours

€ Points

' Meals

" Other, Describe

Select limit on services periodicity for Case Management:

' Every day

€ Every week

' Every month

© Every year

€ Every SessioniVisit
" Every Pregnancy
€ Every Lifetime

" Other, Describe

Indicate units a limit will be provided infor Services in an Intermediate Care Facility for

Indicate numerical limit on the services provided for Services inan Intermediate Care

Selectlimit on services periodicity for Services in an Intermediate Care Facility for

Indicate numerical limiton the services provided for Case Management:

Indicate units a limitwill be provided infor Other 1

" sessions

€ Visits

" Hours

€ Points

' Meals

" Other, Describe

Indicate numerical limit on the services provided for Other 1

Selectlimit on services periodicity for Other 1:

' Every day

€ Every week
 Every month
 Every year

€ Every Session/Visit
€ Every Pregnancy
" Every Lifetime

€ Other, Deseribe

Indicate units a limitwill be provided in for Other2

" Sessions

" Visits

 Hours

" Points

0 Meals

' Other, Describe

Indicats numerical limit on the services provided for Other 2:

Selectlimit on services periodicity for Other2:

' Every day

€ Every week

€ Every month
 Every year

€ Every SessionMisit
€ Every Pregnancy
 Every Lifetime

" Other, Describe
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ﬁ PBP Data En ystem - Section B-13, Contract X0001, Plan 001, Segment 000 -] 1[
File Help
’ ol . GoTo:
\ Exit Exit (No
Previous Next (Validate) Validate)
Indicate units & limituwill be provided infor Other 3 Indicate units a limitwill be provided in for Other 5:
 Sessions ' Sessions
 visits " visits
€ Hours € Hours
€ Points € Points
' Meals 0 Meals
€ Other, Describe € Other, Describe
Indicate numerical limit on the services provided for Other 3: Indicate numerical limit on the services provided for Other 5:
Selectlimit on services periodicity for Other 3: Select limit on services periodicity for Other &
' Every day ' Every day
' Every wesk ' Every wesk
 Every month  Every month
' Every year " Every year
€ Every SessioniVisit ' Every SessioniVisit
' Every Pregnancy " Every Pregnancy
' Every Lifetime © Every Lifetime
€ Other, Describe ' Other, Describe
Indicate units a limitwill be provided infor Other 4: Indicate units a limitwill be provided in for Other &:
" sessions " sessions
 Visits © Visits
€ Hours " Hours
€ Points ' Points
' Meals " Meals
" Other, Describe " Other, Describe

Indicate numerical limiton the services provided for Other 4 Indicate numerical limit on the services provided for Other &

Selectlimit on services periodicity for Other 4: Selectlimit on services periodicity for Other &:
€ Every day ' Every day

' Every week ' Every week

' Every month © Every month

€ Every year ' Every year

' Every SessioniVisit ' Every Session/Visit

€ Every Pregnancy © Every Pregnancy

€ Every Lifetime © Every Lifetime

€ Other, Describe € Other, Describe

Fu Associates, Ltd. CY2016 PBP - Section B Page 156 of 244
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 8

| PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 I ETE|
Fle Help
’ o ¥ Go To: |FEENCEE
y Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other 7:

' sessions

 Visits

€ Hours

 Foints

© Meals

' Other, Describe

Indicate numerical limiton the services provided for Other 7:

Selectlimit on services periodicity for Other 7:
€ Every day

 Every week

% Every month

™ Every year

' Every Session/Visit

 Every Pregnancy

' Every Lifetime

' Qther, Describe

Indicate units a limitwill be provided in for Other 8

" sessions

 Visits

€ Hours

€ Points

 Meals

' Other, Describe

Indicate numerical limit on the services provided for Other 8

Selectlimit on services periodicity for Other 8:
 Every day

' Every week

€ Every month

© Every year

' Every SessioniVisit

' Every Pregnancy

€ Every Lifetime

" Other, Describe

Indicate units a limit will be provided in for Other &

€ Sessions

© Visits

€ Hours

€ Points

0 Meals

' Other, Describe

Indicate numerical limiton the services provided for Other 8:

Selectlimit on services periodicity for Other3:
€ Every day

 Every week

€ Every month

 Every year

' Every SessioniVisit

€ Every Pregnancy

' Every Lifetime

' Other, Describe

Indicate units a limitwill be provided in for Other 10:

€ Sessions

 visits

€ Hours

 Points

€ Meals

' Other, Describe

Indicate numerical limiton the services provided for Other 10:

Selectlimit on services periodicity for Other 100
" Every day

' Every week

€ Every month

© Every year

' Every Session/Visit

" Every Pregnancy

 Every Lifetime

' Other, Describe
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ﬁ PBP Data En ystem - Section B-13, Contract X0001, Plan 001, Segment 000 -] 1]
Fie Help
o ¥ GoTo: [BETEEE
) Exit Exit (No
Previous Next (Validate) Validate)
Indicate units & limitwill be provided infor Other 11: Indicate units a limitwill be provided in for Other 13:
" Sessions € Sessions
€ Visits € Visits
€ Hours € Hours
€ Paints € Paints
€ Meals € Meals
© Other, Describe ' Qther, Describe
Indicate numerical limit on the services provided for Other 11 Indicate numerical limit on the services provided for Other 13:
Select limit on services periodicity for Other 11 Select limit on services periodicity for Other 13:
© Every day ' Every day
€ Every week ) Every week
" Every month € Every month
' Every year ™ Every year
€ Every SessioniVisit € Every Session/Visit
€ Every Pregnancy ' Every Pregnancy
€ Every Lifelime © Every Lifetme
€ Other, Describe " Other, Describe
Indicate units & limitwill be provided infor Other 12 Indicate units a limitwill be provided in for Other 14:
€ Sessions € Sessions
C visits € Visits
€ Hours € Hours
© Points  Paints
€ Meals ' Meals
" Other, Describe € Other, Descrice
Indicate numerical limit on the services provided for Other 12: Indicate numerical limiton the services provided for Other 14
Selectlimit on services periodicity for Other 12 Select limit on services periodicity for Other 14:
 Every day ' Every day
' Every week ' Every week
' Every month © Every month
 Every year © Every year
' Every SessioniVisit " Every SessioniVisit
€ Every Pregnancy ' Every Pregnancy
' Every Lifetime ' Every Lifetime
© Other, Describe ' Qther, Describe
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[ PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 8 [=] |
File Help
of ¥ [ #13h Additional Services - Base 10
3 Exit Exit (No
Previous Next (Validate) Validate)
Indicate units a limituwill be provided infor Other 15: Indicate units a limitwill be provided in for Other 17:
€ Sessions € Sessions
 Visits © Visits
" Hours © Hours
' Paints " Points
' Meals " Ieals
' Other, Describe ' Other, Describe
Indicate numerical limiton the services provided for Other 15 Indicate numerical limit on the services provided for Other 17:
Selectlimit on services periodicity for Other 15: Selectlimit on services periodicity for Other 17:
' Every day € Every day
" Every wesk ' Every week
€ Every month € Every month
€ Every year € Every year
€ Every SessioniVisit € Every SessionVisit
" Every Pregnancy ' Every Pregnancy
€ Every Lifetime © Every Lifetime
" Other, Describe " Other, Describe
Indicate units a limitwill be provided infor Gther 18 Indicate units & limit will be provided infor Other 13
7 Sessions " Sessions
 Visits € Visits
™ Hours  Hours
© Paints € Points
© Meals € Meals
© Other, Describe £ Other, Describe
Indicate numerical limit on the services provided for Other 18 Indicate numerical limiton the services provided for Gther 13
Selectlimit on services periodicity for Other 16: Selectlimit on services periodicity for Other 18:
 Every day ' Every day
' Every week ' Every wesk
€ Every month  Every month
€ Every year  Every year
€ Every SessioniVisit € Every Session/Visit
€ Every Pregnancy ' Every Pregnancy
€ Every Lifetime ' Every Lifetime
© Other, Describe © Other, Describe
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13, Contract X0001, Plan 001, Segment 000

151
File Help
of ¥ (eloM Bl #13h Additional Services - Base 11
n Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided infor Other 19:

Indicate units a limitwill be provided infor Other 21 Indicate units a limitwill be provided in for Other 23:
' Sessions € Sessions € Sessions
C visits £ visits € Visits
" Hours € Hours € Hours
C Points € points € Points
C Meals € Meals € Meals
' Other, Describe €' Other, Describe € Other, Describe
Indicate numerical limiton the services provided for Other 19, Indicate numerical limiton the services provided far Other 21 Indicate numerical limiton the services provided for Other 23;

Selectlimit on services periadicily for Other 19: Selectlimit on services periodicity for Other21 Selzctlimit on services periodicity for Other 23:
& Every day

' Every week B i
€ Every week ' Every week
£ Every month © Every month € Every month
' Every year € Every year  Every year
' Every Sessionivisit 7 Every SessioniVisit 0 Every Session/Visit
' Every Pregnancy

© Every Pregnancy " Every Fregnancy
 Every Lifstime ' Every Lifetime
 Other, Describe ™ Other, Describe
Indicate units a limitwill be provided in for Other 22

' Every Lifetime
' Other, Describe

Indicate units a limitwill be provided in for Other 20:

" Sessions € sessions
C Visits  Visits
€ Hours € Hours
 Points  Points
' Meals  Meals

" Other, Describe
Indicate numerical limit on the services provided for Other 20:

" Other, Describe
Indicate numerical limiton the services provided for Other 22:

Selectlimit on services periodicity for Other20: Selectlimit on services periodicity for Other22

 Every day © Every day

' Every week £ Every week

' Every month £ Every month

' Every year " Every year

' Every Session/Visit 7 Every SessioniVisit
' Every Pregnancy € Every Pregnancy
7 Every Lifetime 0 Every Lifetime

' Other, Describe

" Other, Describe
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#13h Additional Services — Base 12

ﬁ PBP Data En ystem - Section Contract X0001, Plan 001, Segment 000 -] 1[
File Help
’ ol ¥ GoTo:
< Exit Exit (No
Previous Next (Validate) Validate)

Is there a Maximum Plan Benefit Amount for Additional Services? Indicate Maximum Plan Benefit Amount for EPSDT:

I Indicate Maximum Plan Benefit Amount for RCS:
Yes
 No

Select which Additional Services have a Maximum Plan Benefit Coverage Indicate Maximum Plan Benefit Coverage Indicate Maximum Plan Benefit Gaverage
Amount (Select all that apply): Periodicty EPSDT Periodicty RCS

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services

Tobacco Cessation Counseling for Pregnant Women ' Bvery three years o Every three years

Freestanding Birth Center Services (" Every two years  Every two years

Respiratory Care Services € Every year € Every year

Family Planning Services ' Every six months [ Every six months

Nursing Home Services € Every three months & Every three months

Home and Community Based Services  Other, Describe " Other, Describe

Personal Care Services

Self-Directed Personal Assistance Services Indicate Maximum Plan Benefit Amount for TCCPW Indicate Maximum Plan Benefit Amount for FPS:
Private Duty Nursing Services

Case Management (Long Term Care)
Institution for Wental Disease Services for Individuals 65 or Older

Services in an Intermediate Care Facilty for Individuals with intellectual Disabiities  Indicate Maximum Plan Benefit Coverage Periodicty ‘F"::i)“‘e Maximum Plan Benefit Coverage Periodicty
Case Management TCGPW

Other 1 € Every thres years € Every three years

g:;::g (o Every two years o Every two years

Other 4 € Every year © Every year

Other 5 € Every six months 0 Every six months

Other & ' Every three months € Every three montns

Other 7 © Other, Describe ' Other, Describe

g:::g Indicate Maximum Plan Benefit Amount for FECS: Indicate Maximum Plan Benefit Amount for NHS:
Other 10

Otner 11

g:;: ﬁ ::BHC‘,ESME Maximum Plan Benefit Goverage Periodicty Indicate Maximum Pian BenefitCoverage Periodicty

NHS

Other 14 =

Other 15 Every three years ' Every thres years

Other 16 € Every two years & Every two years

Otner 17 O Every year € Every year

Other 18 € Every six months © Every six months

g:z:;‘g € Every three montns © Zvery three months
Other 21 (" Other, Describe € Other, Describe
Other 22
Other 23
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Indicate Maximum Plan Benefit Amaunt
for HCBS:

Eile Help
‘ ’ o ¥ Go To:
_ Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Plan Benefit Amount
for POMNS:

Indicate Maximum Plan Benefit Amount
for SICFID:

= PP Data Enty System - Section 8-13, Contract X0001, Plan 001, Segment 000 11 ol |

Indicate Maximum Plan Benefit
Amount for OTHERZ:

Indicate Maximum Plan Benefit
Coverage Periodicty HCBS

Indicate Maximum Plan Benefit
Coverage Periodicty PDNS

Indicate Maximum Plan Benefit
Coverage Periodicty SICFID

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER2

& Every three years
™ Every two years

" Every year

" Every six months
~ Every three months
e Other, Describe

& Every three years
~ Every two years

" Every year

" Every six months
~ Every three months
e Other, Describe

& Every three years
" Every two years

" Every year

" Every six months
" Every three months
& Other, Describe

& Every three years
" Every two years

" Every year

" Every six months
" Every three months
[ Other, Describe

Indicate Maximum FPlan Benefit Amount
for PCS:

Indicate Maximum Plan Benefit Amount for

CM_LTGC:

Indicate Maximum Plan Benefit Amount
for CM:

Indicate Maximum Plan Benefit
Amount for OTHERS:

Indicate Maximum Plan Benefit
Coverage Periodicty PCS

Indicate Maximum Plan Benefit
Coverage Periodicty CM_LTC

Indicate Maximum Plan Benefit
Coverage Periodicty CM

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER3

e Every three years
™ Every two years

" Every year

" Every six months
~ Every three months
" Other, Describe

e Every three years
" Every two years

" Every year

" Every six months
~ Ewery three months
" Other, Describe

e Every three years
" Every two years

" Every year

" Every six months
~ Every three months
" Dther, Describe

[ Every three years
 Every two years

" Every year

" Every six months
£ Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for SOPAS:

Indicate Maximum Plan Benefit Amount for

IMDS:

Indicate Maximum Plan Benefit Amount for

COTHER1:

Indicate Maximum Plan Benefit
Amount for OTHER4:

Indicate Maximum Plan Benefit
Coverage Periodicty SOPAS

Indicate Maximum Plan Benefit
Coverage Periodicty IMDS

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER1

Indicate Maximum Flan Benefit
Coverage Periodicty OTHER4

~ Every three years
e Every two years
 Every year

" Every six months
& Every three months
{~ Other, Describe

~ Every three years
e Every two years

" Every year

" Every six months
& Every three months
{~ Other, Describe

" Every three years
s Every two years

" Every year

" Every six months
s Every three months
" Other, Describe

~ Every three years
s Every two years

" Every year

" Every six months
s Every three months
" Other, Describe
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[e= P8P Data Entry System - Section 8-13, Contract X0001, Plan 001, Segrmen 000 v o ]

File Help

Indicate Maximum Plan Benefit
Amount for OTHERS:

Indicate Maximum Flan Benefit Amount
for OTHERS:

‘ ’ e ¥ Go To: #1 3h Additional Services - Base 14 vl
g -

o Exit Exit (No

Previous Next (Validate) Validate)

Indicate Maximum Flan Benefit Amount for
OTHER11:

Indicate Maximum Plan Benefit
Coverage Periodicty OTHERS

Indicate Maximum Flan Benefit
Coverage Periodicty OTHERS

Indicate Maximum Plan Benefit Coverage
Periodicty OTHER11

" Every three years
" Every two years

" Every year

™ Every six months
™ Every three months
™ Other, Describe

" Ewvery three years
" Every two years

" Every year

™ Every six months
™ Every three months
™ Other, Describe

" Ewvery three years
" Every two years

" Ewvery year

™ Every six months
™ Every three months
™ Other, Describe

Indicate Maximum Plan Benefit
Amount for OTHERS:

Indicate Maximum Plan Benefit Amount
for OTHERS:

Indicate Maximum Plan Benefit Amount for
OTHER12:

Indicate Maximum Flan Benefit
Coverage Periodicty OTHERS

Indicate Maximum Flan Benefit
Coverage Periodicty OTHERS

Indicate Maximum Plan Benefit Coverage
Periodicty OTHER12

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

™ Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

Indicate Maximum Plan Benefit
Amount for OTHERT:

Indicate Maximum Plan Benefit Amount
for OTHER1C:

Indicate Maximum Flan Benefit Amount for
OTHER13:

Indicate Maximum Plan Bensfit
Coverage Periodicty OTHER7T

Indicate Maximum Plan Bensfit
Coverage Periodicty OTHER10

Indicate Maximum Plan Benefit Coverage
Periodicty OTHER13

 Every three years
 Every two years

" Every year
 Every six months
 Every three months
 Other, Describe

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

 Every three years
 Every two years

" Every year
 Every six months
 Every three months
 Other, Describe
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File Help
<4 > 4
, Exit
Previous Next

Indicate Maximum Plan Benefit Amaount for
OTHER14:

(Validate)

¥ Go To:
Exit (No
Validate)

Indicate Maximum Plan Benefit Amount
for OTHERAT:

Indicate Maximum Plan Benefit Coverage
Periodicty OTHER14

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER1T

" Every three years
" Every two years

~ Every year

" Every six months
~ Every three months

(" Other, Describe

" Every three years
" Every two years

" Every year

" Every six months
 Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount for
OTHER15:

Indicate Maximum Plan Benefit Amount
for OTHER18:

Indicate Maximum Plan Benefit Amount
for OTHER20:

CY 2016 PBP Data Entry System Screens

¢~ P8P Data ey Sysem -Section 813, Contract X001, Plan 001, Segment 000 L e ]

Indicate Maximum Plan Benefit Amount
for OTHER23:

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER20

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER23

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
™ Other, Describe

" Every three years
™ Every two years

" Every year

™ Every six months
" Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER21:

Indicate Maximum Plan Benefit Coverage
Periodicty OTHER15

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER18

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER21

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
™ Other, Describe

 Every three years
" Every two years

" Every year

" Every six months
" Every three months

" Other, Describe

" Every three years
" Every two years

" Every year

™ Every six months
" Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount for
OTHER18:

Indicate Maximum Plan Benefit Amount
for OTHER1S:

Indicate Maximum Plan Benefit Amount
for OTHER22:

Indicate Maximum Plan Benefit Coverage
Periodicty OTHER18

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
™ Other, Describe

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER19

™ Every three years
" Every two years

" Every year

" Every six months
" Every three months

" Other, Describe

Indicate Maximum Plan Benefit
Coverage Periodicty OTHER22

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe
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2 _PBP Data Enty Systern - Section 8-13, Contract X0001, Plan 001, Segment 000 11 oo e |

Eile Help
< > - ¥ GoTo R T |
. Exit Exit (No
Previous Next (Validate) Validate)
IS
Does any service require qualification forand enrollment in a state-operated |5 a beneficiary receiving any benefit subject to a state-required monthly payment amountthat is
waiver program? based on his or her financial resources (for example: a *patient pay amount™)?
i Yes  ves
" No  No
Selectservices that require qualification for and enrollmentin a state-operated Select benefits subject to a state-required monthly payment amount thatis based on his orher
waiver program: financial resources (for example: a “patient pay amount™):
Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services
Tobacco Cessation Counseling for Pregnant Women Tobacco Cessation Counseling for Pregnant Women
Freestanding Birth Center Services Freestanding Birth Center Services
Respiratory Care Services Respiratory Care Services
Famity Planning Services Famity Planning Services
Nursing Home Services Nursing Home Services
Home and Community Based Services Home and Community Based Services
Personal Care Services Personal Care Services
Self-Directed Personal Assistance Services Self-Directed Personal Assistance Services
Private Duty Nursing Services Private Duty Nursing Services
Case Management (Long Term Care) Case Management (Long Term Care)
Institution for Mental Disease Services for Individuals 65 or Older Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facility for Individuals with Intellectual Disabilties Services in an Intermediate Care Facility for Individuals with Intellectual Disabilities
Case Management Case Management
Other 1 Other 1
Other 2 Other 2
Other 3 Other 3
Other 4 Other 4
Other 5 Other 5
Other 8 Other &
Other 7 Other 7
Other 8 Other 8
Other 9 Other &
Other 10 Other 10
Other 11 Other 11
Other 12 Other 12
Other 13 Other 13
Other 14 Other 14
Other 15 Other 15
Other 16 Other 16
Other 17 Other 17
Other 18 Other 18
Other 19 Other 18
Other 20 Other 20
Other 21 Other 21
Other 22 Other 22
Other 23 Other 23
2
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REIE
Fie Help
’ J ?.' [l REM #13h Additional Services - Base 17
y Exit Exit (No
Previous Next (Validate) Validate)
s —
Minimum Maximum Minimum Maximum
Patient Pay Patient Pay Patient Pay Patient Pay
Amount Amaunt Amount Amount
Early and Periodic Screening, Diagnastic, and | | Other3 | I Other 19 I I
Treatment (EPSDT) Services
Tobacco Cessation Counseling far | | Otherd [ [ Otner20 [ |
Pregnant Women
Others | [ Other21 [ |
Freestanding Birth Genter Services I I
Others | I Other22 | |
Respiratory Care Services [ [
Family Planning Services I I Other 7 I I Other 23 I I
Nursing Home Services I I Other 8 | |
Home and Community Based Services [ [ omers | |
Personal Care Services I I Other 10 | |
Self.Directed Personal Assistance Services | | Other 11 | |
Private Duty Nursing Services | | Other 12 | |
Case Management (Long Term Care) [ [ Other 13 | [
Institution for Mental Disease Services for I I Other 14 I I
Individuals 65 or Older
Services in an Intermediate Care Facility for | | Other 15 | |
Individuals with Intellectual Disabilities
Case Management I I Other 16 | |
Other 1 | | Other 17 | [
Otrer I I Other 15 | |
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= P8P Dato Entry System - Section 8-13, Contract X000L, Plan 00, Segment 000 0 e el ]

File Help
‘ ’ i ?, L9 [+ [#13h Additional Services - Baze 13 il
3 -
" Exit Exit (Mo

Previous Next (Validate) Validate)
Youmustincludetotal costsharing to the beneficiary, including any facility cost  Indicate Coinsurance for one or maore ofthe Minimum Maximum
sharing. If youhave a variety of costsharing, please utilizethe minimum and following services. Coinsuranc  Coinsuranc
maximum figlds to refelct the lowestand highestcost sharing that a beneficiary
may pay. Early and Periodic Screening, Diagnostic, and
Is therean enrollee Coinsurance? Treatment (EPS0T) Services
= ves Tobacco Cessation Counseling forPregnart Wome
Mo
Select which Additional Services have a Coinsurance (Selectall thatapply): Freestanding Birth Center Services

Earfy and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services
Tobacco Cessation Counsgeling for Pregnant Women

Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Nurging Home Services

Home and Community Based Services

Respiratory Care Services
Family Planning Services

Mursing Home Services

Perzonal Care Services Home and Community Based Services
Self-Directed Personal Assistance Services
Private Duty Mursing Services Personal Care Services

Case Management (Long Term Care)

Institution for Mental Disease Services for Individuals 85 or Older

Services in an Intermediate Care Facility for Individuals with Intellectual Dizabilities
Case Management

m

Self-Directed Personal Assistance Services

IR
IR,

Other 1 Private Duty Mursing Services
Other 2
Other 3 Case Management (Long Term Care)
gme” Institution for Mental Disease Services for
ers -
Individuals 85 or Older
Other &
Other 7 Services in an Intermediate Care Facility for
Other 8 Individuals with Intellectual Disabilities
Other &
Other 10 Case Management
Other 11
Other 12 Other 1
Other 13
Other 14 Other 2
Other 15 Other 3
Other 16
Other 17
Other 18
Other 19
Other 20
Other 21
Other 22 L4
Other 23 A
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 19

'EE PBP Data Entry System - Section B-13, 'Cbnhact)(ﬂ{l}l—,xﬁan;_ , Segment 000
Eile Help

’ w ¥ (e 5 I 1l 41 2h Additional Services - Baze 19
o
h Exit Exit (No
Previous Next (validate) Validate)

Indicate Coinsurancefor oneor more ofthefollowing services. Maximum

Coinsurance

Other 4 Other 18

Other & Other 20

Other & Other 21

Other 7 Other 22

Other § Other 23

110
10000

Other &

Other 10

Other 11

Other 12

Other 13

Other 14

Other 15

Other 16

Other 17

Other 18

PRI T 6
IR
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 20

[¢ P8P Data Entry System - Section B-13, Contract X0001, Plan

File Help
[ o »:
. Exit Exit (No
Previous Next {Validate) Validate)

Is there an enrolles Copayment?

3] Yes
£ No
Select which Additional Services have a Copayment (Selectall thatapply):

Earty and Periodic Screening, Diagnostic, and Treatment (EPSDOT) Services
Tobacco Cessation Counseling for Pregnant Women
Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based Services

Personal Care Services

Self-Directed Personal Assistance Services

Private Duty Nursing Services

Case Management (Long Term Care}

Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facility for Individuals with Intellectual Disabilties.
Case Management

Other 1

Other 2

Other 3

Other 4

Other 5

Other 6

Other 7

Other 3

Other §

Other 10

Other 11

Other 12

Other 13

Other 14

Other 15

Other 18

Other 17

Other 18

Other 19

Other 20

Other 21

Other 22

Other 23

Indicate Copaymentfar oneor more of the
following services.

Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) Services

Tobacco Cessation Counseling forPregnant Wom

Freestanding Birth Center Services
Respiratory Care Services
Family Planning Services

Mursing Home Services

Home and Community Based Services

Fersonal Care Services

Self-Directed Personal Assistance Services

Private Duty Mursing Services
Case Management (Long Term Care)

Institution for Mental Disease Services for
Individuals 65 or Older

Services in an Intermediate Care Facility for
Individuals with Intellectual Disabilities

Case Management
Other 1

Other 2

Cther 3

Minimum Maximum
Copayment Copayment

||
|
[ 1]
|| —
|| —
|| —
| —
I —

—_—
|| —

|
| —

|| —
| —

|

S E—
[ | E—
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 21

[¢ P8P Data Entry System - Section B-13, Contract X000L, Plan 00

File Help
' 4 ¥ (% IV Hl |31 3h Additional Services - Base 21
2 Exit Exit (No
Previous Next {Validate) Validate)
(S
Minimum Maximum
Indicate Copaymentfor oneor more of the Capayment Ldpayment
following services.
Other 4 I I Other 18 I I
Other & I I Other 20 I |
Other I I Other 21 I I
bt I | Other22 | [
i | I Other2s | |
Other & I I
Other 10
| I
Other 11
| |
Other 12
I I
Other 13 I I
Other 14 ! I
Other 15 I I
Other 16 I I
Other 17 | |
Other 18 | |
2|
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 22

Eile Help
4 3 o b4
, Exit Exit (No
Previous Next (Validate) Validate)

Is Authorization required for any Additional Services:

7 Yes
7 No

|- Mone

- Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

r Organization Medical Director/Utilization Management/Utilization Review
r Other, describe

[~ Mone

r Primary CarePhysician (Internist/Family Practice, General Practice)

r Physician Specialist

- Organization Medical Director/Utilization Management/Utilization Review
|- Other, describe

Enrollee mustreceive Authorization from one or more ofthe following for FBCS:
[~ Mone

r Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

- Organization Medical Director/Utilization Management/Utilization Review

|- Other, describe

Enrolles mustreceive Authorization from one or more ofthe following for EPSDT:

Enrollee must receive Authaorization from one or more of thefollowing for TCCPW:

7757 oty S St B8 G 0, P L o |
Go To: | I - |

Enrollee must receive Authorization from oneor more of the following for RCS:

[~ Mane

r Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

r Organization Medical Director/Utilization Management/Utilization Review
r Other, describe

Enrollee must receive Authorization from oneor more ofthe following for FPS:
[~ Hone

r Primary Care Physician (Internist/fFamily Practice, General Practice)

r Physician Specialist

r QOrganization Medical Director/Utilization Management/Utilization Review
r Other, describe

Enrollee must receive Authorization from oneor more of the following for MHS:
[~ Hone

r Primary Care Physician (Internist/fFamily Practice, General Practice)

r Physician Specialist

r QOrganization Medical Director/Utilization Management/Utilization Review
r Other, describe
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 23

2 PEP Data Enty System - Secton 13, Contract XO0UL, Pl 001, Segment 000 11 N o i 5]

Eile Help
> oL ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Enrollee mustreceive Authorization from one or more ofthe following for HCES:
MNaone
Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist
‘Organization Medical Director/Utilization Management/Utilization Review
‘Other, describe

Enrolles must receive Authorization from one or more ofthe following for PCS;
Mone
Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist
‘Organization Medical Director/Utilization Management/Utilization Review
Other, describe

Enrolles must receive Authorization from one or more of the following for SOPAS:

Mone

Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist

QOrganization Medical Director/Utilization Management/Utilization Reviaw
Other, describe

Enrallee mustreceive Authorization from one or more ofthe following for POMS:
None
Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist
Qrganization Medical Director/Utilization Management/Utilization Review
Other, describe

Go To: #1 3h Additional Services - Bage 23 vI

Enrollee must receive Authorization from one or more ofthe following for CM_LTC:
[~ Mone

- Primary Care Physician (Internist'Family Practice, General Practice)

r Physician Specialist

r Organization Medical Director/Utilization Management/Utilization Reviaw

- Other, describe

Enrallee mustreceive Authorization from one or more ofthe following for IMDS:
[™ Hone

- Primary Care Physician (InternistfFamily Practice, General Practice)

- Physician Specialist

[ Crganization Medical Director/Utilization Management/Utilization Review

r Other, describe

Enrollee mustreceive Authorization from one or more ofthe following for SICFID:
l_ Mone

- Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

- ‘Organization Medical Director/Utilization Management/Utilization Reviaw

r Other, describe

Enralles must receive Authorization from one or more of thefollowing for CM:
Mone

r Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

r ‘Organization Medical Director/Utilization Management/Utilization Review

r Other, describe
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 24

=2 PGP Data Entry System - Section 8-13, Contract X000, Plan 00, Segment 000 1L 1 R o e ]

File Help
‘ ’ wil y, #13h Additional Services - Base 24
. Exit Exit (No
Previous Next (Validate) Validate)

Enrollee must receive Authorization from one or more ofthe following for OTHER1:

MNone

Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist

‘Organization Medical Director/Utilization Management/Utilization Reviaw
‘Other, describe

Enrollee must receive Authorization from one or more ofthe following for OTHERZ:

MNone

Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist

‘Organization Medical Director/Utilization Management/Utilization Reviaw
‘Other, describe

Enrollee must receive Authorization from one or more ofthe following for OTHER3:

Mone

Primary Care Physician (InternistFamily Practice, General Practice)
Physician Specialist

‘Organization Medical Director/Utilization Management/Utilization Review
Other, describe

Enrollee must receive Authorization from one or more ofthe following for OTHER4:

Mone

Primary Care Physician (InternistFamily Practice, General Practice)
Physician Specialist

‘Organization Medical Director/Utilization Management/Utilization Review
Other, describe

Enrollee must receive Authorization from one or more ofthe following for OTHERS:

[~ None

r Primary Care Physician (Internist/Family Practice, General Practice)

- Physician Specialist

- Organization Medical Director/Utilization Management/Utilization Review
r Other, describe

Enrollee must receive Authorization from ane or more ofthe following for OTHERS:

[~ Mone

r Primary CarePhysician (InternistFamily Practice, General Practice)

r Physician Specialist

- QOrganization Medical Director/Utilization Management/Utilization Review
l_ Other, describe

Enrollee must receive Authorization from oneor more ofthe following for OTHERT:

[~ None

r Primary CarePhysician (InternistFamily Practice, General Practice)

- Physician Specialist

r Organization Medical Directar/Utilization Management/Utilization Review
r Other, describe

Enrollee must receive Authorization from one or more ofthe following for OTHERS:

[~ None

- Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist

- Organization Medical Director/Utilization Management/Utilization Reviaw
r Other, describe
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 25

- PBP Data Entry System - Secion B-13,Contract 0001, Plan 00, Segment 000 1 1 v - e ]

File Help
‘ ’ wil y. Go To: #1 3h Additional Services - Base 25 vl
3 s
b Exit Exit (No
Previous Next (Validate) Validate)

Enrollee mustreceive Authorization from one or more ofthe following for OTHERS:  Enrollee mustreceive Authorization from one or more ofthe following for OTHER13:

MNone [~ Mone
Primary Care Physician (Internist/Family Practice, General Practice) [~ Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist r Physician Specialist
‘Organization Medical Director/Utilization Management/Utilization Review r Organization Medical Director/Utilization Management/Utilization Review
Other, describe [l Other, describe
Enrollee mustreceive Authorization from one or more ofthe following for OTHER10: Enrollee mustreceive Authorization from one or more ofthe following for OTHER14:
MNane [~ Mone
Primary Care Physician (Internist’/Family Practice, General Practice) - Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist - Physician Specialist
‘Organization Medical Director/Utilization Management/Utilization Review - Organization Medical Director/Utilization Management/Utilization Review
Other, describe - Other, describe
Enrollee mustreceive Autharization from one or more ofthe following for OTHER11: Enrollee must receive Authorization from one or more ofthe following for OTHER15:
Mone [~ Mone
Primary Care Physician (Internist'Family Practice, General Practice) [ Primary Care Physician (Internist'Family Practice, General Practice)
Physician Specialist [ Physician Specialist
Qrganization Medical Director/Utilization Management/Utilization Review [ QOrganization Medical Director/Utilization Management/Utilization Review
Other, describe [~ Other, describe
Enrollee mustreceive Authorization from one or more ofthe following for OTHER12:  Enrollee must receive Authorization from one or more ofthe following for OTHER18:
None [~ Mone
Primary Care Physician (Internist/Family Practice, General Practice) [™ Primary Care Physician (InternistFamily Practice, General Practice)
Physician Specialist r Physician Specialist
Organization Medical Director/Utilization Management/Utilization Review [T Organization Medical Director/Utilization Management/Utilization Review
Other, describe r Other, describe
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CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 26

T iy S e 88 G L P e A

File Help
’ wil ¥ Go To: #'l 3h Additional Services - Base 26 vl
. Exit Exit (No
Previous Next (Validate) Validate)

Enrolles mustreceive Authorization from one or more ofthe following for OTHER1T:  Enrollee mustreceive Authorization from one or more ofthe following for OTHER21:

Mong [~ Mone

Primary Care Physician (Internist/Family Practice, General Practice) [l Primary Care Physician {Internist/Family Practice, General Practice)
Physician Specialist [~ Physician Specialist

Organization Medical Director/Utilization Management/Utilization Review [™ Organization Medical Director/Utilization Management/Utilization Review
Other, describe [ Other, describe

Enrollee mustreceive Authorization from one or more ofthe following for OTHER18:  Enrollee mustreceive Authorization from one or more of the following for OTHER22:
Mone [~ Mone

- Primary Care Physician (Internist/Family Practice, General Practice)

[ Physician Specialist

[ Organization Medical Director/Utilization Management/Utilization Review

Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist
‘Organization Medical Director/Utilization Management/Utilization Review

Other, describe [ Other, describe
Enrollee must receive Authorization from oneor more ofthe following for OTHER1%:  Enrollee must receive Authorization from one or more ofthe following for OTHER23:
MNone [~ Mone
Primary Care Physician (Internist/Family Practice, General Practice) - Primary Care Physician {Internist/Family Practice, General Practice)
Physician Specialist - Fhysician Specialist
Organization Medical Director/Utilization Management/Utilization Review - Qrganization Medical Director/Utilization Management/Utilization Review
Other, describe - Other, describe

Enrollee mustreceive Authorization from one or more ofthe following for OTHER2D:
MNone
Primary Care Physician (Internist/Family Practice, General Practice)
Physician Specialist
‘Organization Medical Director/Utilization Management/Utilization Review
Other, describe

Fu Associates, Ltd. CY2016 PBP - Section B Page 175 of 244
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2016 PBP Data Entry System Screens

#13h Additional Services — Base 27

la-' PEP Data Entry System - Section B-13, Contract X0001, Plan 0
Eile Help

’ w ¥ Go To: #13!1 Additional Services - Base 27 vl
o

" Exit Exit (No
Previous Next (Validate) Validate)
Is a referral required for one or more Additional Services? Additional Services Motes
[ Yes

Mote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry.

[ Mo

Select which Additional Services need a Referral (Select all that apply): MNotes:

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services %
Tobacco Cessation Counszeling for Pregnant Women
Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Murzing Home Services

Home and Community Based Services

Perzonal Care Services

Self-Directed Personal Assistance Services

Private Duty Mursing Services

Case Management (Long Term Care)

Institution for Mental Disease Services for Individuals 85 or Older
Services in an Intermediate Care Facility for Individuals with Intellectual Disabilties >
Casze Management
Other 1 Additional Motes:

Other 2 -
Other 3
Other 4
Other 5
Other &
Other 7
Other 8
Other 9
Other 10
Other 11
Other 12
Other 13
Other 14
Other 15
Other 16 i
Other 17

Other 18

Other 19

Other 20

Other 21

Other 22

Other 23
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CY 2016 PBP Data Entry System Screens

#14a Medicare-covered Preventive Services

[¢ PBP Data Entry System - Section 8-14, Contract X001, Plan 001,
Eile Help

. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Medicare-covered Preventive Services Aftestation

I~ | attest thatthere is no coinsurance, copayment, or deductible for all Original
Medicare preventive services that are offered atzero dollar cost sharing.

Maote: Plan may notrequire an authorization or referral for certain 50 costsharing
preventive services, for example, screening mammaograms.

Enrollee must receive Authorization from one or more of thefollowing:

[ None

[ Primary Care Physician (Internist/Family Practice, General Practice}

- Physician Specialist

™ Organization Medical Director/\Utilization Management/Utilization Review
[ Other, describe

|5 a referral required?

‘ ’ i ¥ Go To: #‘Ma Medicare-covered Preventive Services vl

Mote may include additional information to describe benefit
inthis service category. Do notrepeatinformation captured
in data entry.

Motes:

('" fes
fR®
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CY 2016 PBP Data Entry System Screens

#14b Annual Physical Exam — Base 1

la-' PEP Data Entry System - Section B-14, Contract X0001, Plan 0
Eile Help

’ w ¥ Go To: #14!: Annual Physical Exam - Base 1 vl
-

" Exit Exit (No
Previous Next (Validate) Vvalidate)
CLICK FOR DESCRIPTION OF BEMEFIT | Is there a service-specific Maximum Plan Benefit Coverage amount?
 Yes
Enter Medicare-covered preventive services at 20 costsharing in PBP  No
service category 14a. kit |
Youshould only usethese supplemental benefits for Annual Physical Indicate Maximum Plan Benefit Coverage amount:

Exams not covered by Original Medicare. You may charge copays for
these Annual Physical Exams. NMOTE: Medicare-covered preventive
services are always plan covered, and consequently they arenot
appropriate as a supplemental benefit.

: % Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost?
Does the plan providethe Annual Physical Exam as a supplemental benefit

under Part C? (: Yes
T ves | CN" |
" No

Indicate Maximum Enrollee Qut-of-Pocket Cost amount:

Select type of benefit for the Annual Physical Exam:

Is Mandatory
T Optional
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#14b Annual Physical Exam — Base 2

CY 2016 PBP Data Entry System Screens

[

BP Data Entry System - Section B-14, Contract X0001, Plan 0

Eile Help

¢

Previous Next

|5 therean enrolles Coinsurance?

w
Exit
(Validate)

.4
Exit (No
Validate)

Go To: #14!: Annual Physical Exam - Base 2 vl

Is there an enrollee Copayment?

f" Yes
" No

;?- Ves
17 No

Exam:

Exam:

Is there an enrollee Deductible?

Indicate Minimum Coinsurance percentage for each Annual Physical

Indicate Maximum Coinsurance percentage for each Annual Physical

Indicate Minimum Copayment amount for each
Annual Physical Exam:

Indicate Maximum Copayment amount for each
Annual Physical Exam:

[ Yes
" No

Indicate Deductible Amount:
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CY 2016 PBP Data Entry System Screens

#14b Annual Physical Exam — Base 3

[= PBP Data Entry System - Section B-14, Contract X001, Plan 0

Eile Help ;
4 > o ¥  GoTo [ - |
3 Exit Exit (No
Previous Next (Validate) Validate)

Enrollee must receive Authorization from one or more of the following:
I Mone

™ Primary Care Physician (Internist/Family Practice, General Practice)
| Physician Specialist

L Organization Medical Director/Utilization Management/Utilization Review
r Other, describe

|5 a referral required forthe Annual Physical Exam?

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 —Base 1

Fu Associates, Ltd.

Help

4 & i
. Exit
Previous Next (Validate)

CLICK FOR DESCRIFTION OF BEMEFIT |

Chapter 4 as a benefit under Part C?

 ves
Mo

Select enhanced benefit (Select all that apply):

b4
Exit (No
Validate)

i PGP Data Entry System - Section B-14,Contract 0001, Plan 00, Segment 000 11 o - e ]
File

Go To: #'141‘. Eligible Supplemental Benefits as Defined in Chapter 4 - Base 1 vl

Select type of benefit for Mutritional/Dietary

Benefit:
Does the plan provide Eligible Supplemental Benefits as Defined in enel

s Mandatory

" Optional

|5 this benefit unlimited for Mutritional/Dietary
Benefit?

1 Ves

Health Education
NutritiznalDietary Benefit*

Fitness Benefit*
Enhanced Dizease Management
Telemonitering Services*

Bathroom Safety Devices®

Counseling Services

In-Home Safety Assessment

Personal Emergency Response System (PERS)
WMedical Nutritien Therapy (MNT)

Post discharge In-home Medication Reconciliation
Re-admission Prevention

Wigs for Hair Loss Related to Chemotherapy
Weight Management Programs

Alternative Therapies*

Select type of benefit for Health Education:

 Mandatory
" Optional

Additional sessions of Smoking and Tobacco Cessation Counseling

Remote Access Technologies (including Web/Phene based technolog

" Mo, indicate number

Indicate number of visits for Mutritional/Dietary

Benefit:

Indicate Duration for Mutritional/Dietary Benefit

" Group Sessions
" 1-1 sessions

Selecttype of benefit for Additional sessions of
Smoking and Tobacco Cessation Counseling:

 Mandatory
 Optional

Indicate number of visits offered in additionto
Medicare:

Select type of benefit for Fitness Benefit:

 Mandatory
" Optional

Select type of benefit for Enhanced Disease
Management:

™ Mandatory
™ Optional

Select type of benefit for Telemonitoring
Services:

" Mandatory
" Optional

Select type of benefit for Remote Access
Technology:

" Mandatory
" Optional

Select type of benefit for Bathroom Safety
Devices:

e Mandatory
 Optional

Select type of benefit for Counseling Services;

& Mandatory
" Optional

Select type of benefit for In-Home Safety
Assessment:

& Mandatory

" Optional

Select type of benefit for Personal
Emergency Response System (PERS):
" Mandatory

" Optional
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 — Base 2

[e= P8P Data Entry System - Section 8-14, Contract X0001, Plan 001, Segment 000 T N v ]

File Help
4 S o »
. Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Medical Mutrition Therapy (MNT):

Go To: #1 4c Eligible Supplemental Benefits as Defined in Chapter 4 - Base 2 vl

Select type of benefit for Re-admission Prevention:

Do you offer Coveragefor non-Medicare-covered discases?
Describe that Coverage in the Motes field.

i es
" No

" Mandatory " Mandatory
" Optional " Optional
Do you offer Additional Sessions for Medicare-covered diseases? TheRe-admission Erevention benefitincludes:
 ves Meals
" no Medication Reconciliation
Indicate units a limitwill be provided in for Additional Sessions: In-Home Safety Asseszment
 Visits Does your Re-admission Prevention benefit include any other services 7 Ifyes,
© Hours please definethe benefit below and describe the benefit in the notes field.
: o : : ;  Yes
Indicate numerical limiton the services provided forAdditional N
Sessions: 0

Enter name of Service:

Please describe the Meal benefitincluded in Re-admission Prevention:

How many days does your Meal Benefit last?

Indicate units a limit will be provided in for Coveragefornon-
Medicare covered diseases:

 visits
" Hours

Indicate numerical limit on the services provided for Coverage
fornon-Medicare covered diseases:

Selecttype of benefit for Post discharge In-home Medication
Reconciliation:

" Mandatory
" Optional

What is the maximum number of meals the benefit provides

Select type of benefit for Wigs for Hair Loss Related to Chemotherapy:

[ Mandatory
[ Optional

Select type of benefit for Weight Managment Programs:

" Mandatory
~ Optional

Select type of benefit for Alternative Therapies:

 Mandatory

" Optional
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 — Base 3

ystem - Section
Fie Help
of .
< Exi Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Plan Benefit Coverage
amount for Eligible Supplemental Benefits as Defined in
Chapter 47

 ves
© o

Select which Eligible Supplemental Benefits as Defined in
Chapter 4 have a Maximum Plan Benegfit Coverage amount
(Select all that apply)

4, Contract X0001, Plan 001, Segment 000

[V R IH i1 4c Eligible Supplemental Benefits as Defined in Chapter 4 - Bass

Indicate Maximum Plan Benefit Goverage amount for Additional
sessions of Smoking and Tobacco Cessation Counseling:

Select Maximum Plan Benefit Coverage periodicity for Additional
sessions of Smoking and Tobacco Cessation Counseling:

' Every three years

' Every two years

Health Education
NutritionalDietary Benefit*
| Additional sessions of Smoking and Tobacco Cessation Counsel
Fitness Benefit*
Enhanced Disease Management
Telemonttoring Services*
£35 (including Web/Phone based techr
Bathroom Safety Devices*
Counseling Services
In-Home Safety Assessment
Personal Emergency Response System (PERS)
Medical Nutrition Therapy (MNT)
Post discharge In-home Medication Reconciliation
Re-admission Prevention
Wigs for Hair Loss Related to Chemotherapy

Indicate Maximum Plan Benefit Coverage amount for Health
Education:

Select Maximum Plan Benefit Coverage periodicity for Health
Education:

' Every three years

' Every two years

€ Every year

" Every six months

€ Every three months

" Other, Describe

Indicate Maximum Plan Benefit Coverage amount for
Mutritional/Dietary Benefit

Select Maximum Plan Benefit Coverage periodicity for
Nutritional/Dietary Benefit

© Every three years

€ Every two years

 Every year

' Every six months

© Every three months

' Other, Describe

Weight Management Programs: j

' Every year
21 | Every six months
' Every three months
' Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Fitness
Benefit

Select Maximum Plan Benefit Coverage periodicity for Fitness
Benefit:

' Every three years

' Every two years

' Every year

" Every six months

' Every three months

" Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Enhanced
Disease Management

Select Maximum Plan Benefit Coverage periodicity for Enhanced
Disease Management:

' Every three years

' Every two years

€ Every year

€ Every six months

' Every three months

' Qther, Describe

Indicate Maximum Plan Benefit Coverage amount for
Telemenitoring Services

Select Maximum Plan Benefit Coverage periodicity for
Telemonitoring Services:

© Every three years

' Every two years

 Every year

© Every six months

€ Every three months

' Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Remote
Access Technologies:

Select Maximum Plan Benefit Coverage periodicity for Remote
Access Technologies:

€ Every three years

' Every two years

© Every year

" Every six months

' Every three months

€ Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Bathroom
Safcty Devices

Select Maximum Plan Benefit Coverage periodicity for Bathroom
Safety Devices

€ Every three years

' Every two years

© Every year

" Every six months

' Every three months

€ Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Counseling
Services.

Select Maximum Plan Benefit Coverage periodicity for
Counseling Services:

€ Every three years

€ Every two years

€ Every year

© Every six months

' Every three months

' Other, Describe

Indicate Maximum Plan Benefit Coverage amount for In-Home
Safely Assessment,

Select Maximum Plan Benefit Coverage periodicity for In-Home
Safety Assessment:

© Every three years

' Every two years

 Every year

© Every six months

© Every three months

" Other, Describe
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 — Base 4

of ¥ (LRl #14c Eligible Supplemental Benefits as Defined in Chapter 4 - Base 4
g iz
5 Exi Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Plan Benefit Coverage amount for Personal
Emergency Response System (PERS)

Select Maximum Plan Benefit Coverage periodicity for Personal
Emergency Response System (PERS)

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

alalalaltale]

Indicate Maximum Plan Benefit Coverage amount for Additional
sessions of Medical Nutrition Therapy (MNT)

Select Maximum Plan Benefit Coverage periodicity for Additional
sessions of Medical Nutrition Therapy (MNT)

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

alelaEalalal

Indicate Maximum Plan Benefit Coverage amount for Post
dischargeln-home Medication Reconciliation:

Select Maximum Plan Benefit Coverage periodicity for Post
discharge In-home Medication Reconciliafion:

€ Every three years

€ Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

4, Contract X0001, Plan 001, Segment 000

Indicate Maximum Plan Benefit Coverage amount for Re-
admission Prevention:

Select Maximum Plan Benefit Coverage periodicity for Re-
admission Prevention:

' Every three years

' Every two years

' Every year

' Every six months

' Every three months

" Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Wigs for
Hair Loss Related to Chematherapy

Select Maximum Plan Benefit Coverage periodicity for Wigs for
Hair Loss Related to Chematherapy

' Every three years

" Every two years

' Every year

' Every six months

© Every three months

' Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Weight
Management Programs

Select Maximum Plan Benefit Coverage periodicity for Weight
Management Programs

€ Every three years

' Every two years

' Every year

' Every six months

€ Every three months

' Other, Describe

Indicate Maximum Plan Benefit Coverage amount for
Alternative Therapies:

Select Maximum Plan Benefit Coverage periodicity for
Alternative Therapies:

' Every three years

€ Every two years

 Every year

€ Every six months

' Every three months

" Other, Describe

Is there a service-specific Maximum Enrollee Out
-of-Pocket Costfor Eligible Supplemental
Benefits as Defined in Chapter 47

' Yes

£ No

Indicate Maximum Enrollee Out-of-Packet Cost

Select the Maximum Enrollee Out-of-Packet
Costperiodicity:

" Every three years

' Every two years

" Ewery year

 Every six months

" Ewery three months

" Other, Describe
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 —Base 5

ystem - Section
Fie Help
of .
< Exi Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Coinsurance?

Select which Eligible Supplemental Benefits as Defined in
Chapter 4 have a Coinsurance (Select all that spply):

Health Education a
NutritionalDietary Benefit*

| Additional sessions of Smoking and Tobacco Cessation Counsel
Fitness Benefit"

Enhanced Disease Management

Telemontoring Services*

Remote Access Technologies (including Web/Phone based techn
Bathroom Safety Devices*

Counseling Services

In-Home Safety Assessment

Personal Emergency Response System (PERS)

Wedical Nutrition Therapy (MNT)

Post discharge In-home Medication Reconciliation

Re-admission Prevention

Wigs for Hair Loss Related to Chemotherapy |

Coi Health Education

1

Indicate Maximum Coinsurance percentage for Health Educatio

-

Indicate Minimum Coinsurance percentage for
Nutritional/Dietary Benefit

=

Indicate Maximum Coinsurance percentage for
MutritionaliDietary Benefit

=

Indicate Minimum Coinsurance percentage for Additional
sessions of Smoking and Tobaceo Gessation Gounseling

.

Indicate Maximum Coinsurance percentage for Additional
sessions of Smoking and Tobacco Cessation Gounseling

.

4, Contract X0001, Plan 001, Segment 000

[V [SH #14c Eligible Supplemental Benefits as Defined in Chapter 4 - Base 5

Indicate Minimum Coinsurance percentage for Fitness Benefit:

.

Indicate Maximum Coinsurance percentage for Fitness Benefit

|

Indicate Minimum Coinsurance percentage for Enhanced Disease

Management:

:

imum Coinsuran or Enhanced Disease

Management

:

Indicate Minimum Coinsurance percentagefor Telemanitaring
Services:

:

Indicate Maximum Coinsurance percentagefor Telemanitoring
Services.

.

Indicate Minimum Coinsurance percentage for Remote Access
Technologies:

.

Indicate Maximum Coinsurance percentage for Remote Access
Technologies

.

Indicate Minimum Coinsurance percentage for Bathroom Safety

o
2
5
®

Indicate Maximum Coinsurance percentage for Bathroom Safety

o
“g
2

Indicate Minimum Coinsurance percentagefor Counseling Services

Coin tagefor Counseling Service

T

Indi Caoinsurance In-

i Coil or Wig:
Home Safety Assessment: for Hair Loss Related to Chemotherapy:
Indicate Maximum Coinsurance percentage forn- Coin ta "
ge for Wigs for
,m%’ Assessment: Hair Loss Related to Chematherapy
nimum Coin ntage for Goi ercentage for Weight

Personal Emergency Response System (PERS): Management Programs

i Coin ntage for Coi percentage for Weight
Personal Emergency Response System (PERS): Management Programs:
Indi Coi Medical Coi percentage for
Nutrition Therapy (MNT)

.

Indicate Maximum Coinsurance percentage for Medical

Nutrition Therapy (MNT):

.

Indicate Minimum Coinsurance percentage for Post
dischargeIn-home Medication Reconciliafion:

.

Indicate Maximum Coinsurance percentage for Post
dischargeIn-homeMedication Reconciliafion:

.

Indicate Minimum Coinsurance percentage for Re-
admission Prevention:

.

Indicate Maximum Coinsurance percentage for Re-
admission Prevention:

.

Alternative Therapies:

.

Indicate Maximum Coinsurance percentage for
Alternative Therapies.

.

‘You mustinclude total cost sharing to the beneficiary,
including any facility costsharing. fyouhavea
variety of cost sharing, please utilize the minimum and
maximum fields to reflectthe lowestand highest cost
sharing that a beneficiary may pay
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 — Base 6

of .
< Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Deductible?
© ves
© No

Indicate Deductible Amount

Is there an enrallee Gopayment?

 Yes
' No

Select which Eligible Supplemental Benefits as Defined in
Chapter 4 have a Copayment (Select all that apply)

Health Education

NutritionalDietary Benefit*

Additional sessions of Smoking and Tobacco Cessation Counseling
Fitness Benefit*

Enhanced Disease Management

Telemonttoring Services*

Remote Access Technologies (including Web/Phone based technolo
Bathroom Safety Devices*

Counseling Services

In-Home Safety Assessment

Personal Emergency Response System (PERS)

Wedical Nutrition Therapy (HNT}

Post discharge In-home Medication Reconciliation

Re-admission Prevention

Wigs for Hair Loss Related to Chemotherapy

Weight Management Programs

Aternative Therapies*

Indicate Minimum Copaymentamount for Health Education
Indicate Maximum Copayment amount for Health Education:

Indicate Minimum Copayment percentage for
Nutritional/Dietary Benefit

< eee e Copayment percentage for
Nutritional/Dietary Benefit

4, Contract X0001, Plan 001, Segment 000

(VR [SH #14c Eligible Supplemental Benefits as Defined in Chapter 4 - Base 6

Indicate Minimum Copayment percentage for Additional
sessions of Smoking and Tobacco Cessation Counseling:

Indicate Maximum Gopayment percentage for Additional
sessions of Smoking and Tobacco Cessation Counseling:

Copayment percentage for Fitness Bene

——

Indicate Minimum Copaymentamountfor Counseling
Services.

Indicate Maximum Copayment amountfor Counseling
Services:

Indicate Minimum Copayment amount for In-Home
Safety Assessment:

Indicate Maximum Copayment percentage for Fitness Benefi Indicate Maximum Copayment amount for In-Home

Indicate Minimum Copayment amount for Enhanced
Disease Management

Indicate Maximum Copayment amountfor Enhanced
Disease Management

Indicate Minimum Copayment percentage for
Telemonitoring Services:

s rsiwiss wassnd COpayment percentage for
Telemonitoring Services

Wi e COpayment percentage for Remote
Accsss Technologies

Indicate Maximum Copayment percentage for Remote
Access Technologies:

Indicate Minimum Copayment amount for Bathroom
Safety Devices.

Indicate Maximum Copayment amount for Bathroom
Safety Devices:

Safety Assessment:

Indicate Minimum Copayment amount for Personal
Emergency Response System (PERS)

Indicate Maximum Caopayment amount for Personal
Emergency Response System (PERS)

Indicate Minimum Copayment amountfor Medical
Mutrition Therapy (MNT)

Indicate Maximum Copayment amount for Medical
Mutrition Therapy (MNT)

Indicate Minimum Copayment amount for Post
discharge In-home Medication Reconciliaton

Indicate Maximum Copayment amount for Post
discharge In-home Medication Reconciliafion:

Indicate Minimum Copayment amount for Re-
admission Prevention:

Indicate Maximum Copayment amount for Re-admission
Prevention:

Indicate Minimum Copayment amount for Wigs for Hair
Loss Related to Chemaotherapy

Indicate Maximum Copayment amount for Wigs for Hair
Loss Related to Chematherapy

Indicate Minimum Copaymentamount for Weight
Wanagement Programs:

Indicate Maximum Copayment amount for Weight
Management Programs:

Indicate Minimum Copayment amount for Alternative
Therapies:

Indicate Maximum Copayment amount for Alternative
Therapies
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 — Base 7

[2-' PEP Data Entry System - Section B-14, Contract X0001, Plan
Eile Help

’ o ¥ Go To: #‘Hc ble Supplemental Benefits as Defined in Chapter 4 - Base 7 vl
: Exit Exit (No
Previous Next (Validate) validate)

Enrollee must receive Authorization from oneor more of thefollowing: Additional sessions of Smoking and Tobacco Cessation Counseling Notes:
[~ Mone e
| | Primary Care Physician {InternistfFamily Practice, General Practice)

- Physician Specialist

| Organization Medical Director/Utilization Management/Utilization Review
[ Other, describe

|5 a referral required for Eligible Supplemental Benefits as Defined in Chapter 47
" Yes
_(" No Fitness Benefit Notes:

Eligible Supplemental Benefits as Defined in Chapter 4 Motes:

Mote may include additional information to describe benefitin this service category.
Do notrepeat information captured in data entry.

Health Education Motes:

Enhanced Disease Management Motes:

Mutritional/Dietary Benefit Motes:

Telemonitoring Services Motes:

Fu Associates, Ltd. CY2016 PBP - Section B
12/5/2014
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 — Base 8

[-=' P8P Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

File Help
’ &j p (878 [ [#14c Eligible Supplemental Benefits as Defined in Chapter 4 - Base 8
-
: Exit Exit (No
Previous MNext (Validate) Validate)
Remote Access Technology Motes: Personal Emergency Respaonse System (PERS) Notes:
- -
Bathroom Safety Devices Motes: Medical Mutrition Therapy (MNT) Motes:
P -
Counseling Services Notes: Postdischarge In-home Medication Reconciliation Motes:
In-Home Safety Assessment Motes: Re-admission Prevention Notes:
- -
|
Fu Associates, Ltd. CY2016 PBP - Section B Page 188 of 244
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CY 2016 PBP Data Entry System Screens

#14c Eligible Supplemental Benefits as Defined in Chapter 4 —Base 9

IgE PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

Eile Help
‘ ’ ,Y.z y. Go To: #‘Mc Eligible Supplemental Benefits as Defined in Chapter 4 - Base 8 vl
-
2 Exit Exit (No
Previous Next (Validate) Validate)

‘Wigs for Hair Loss Related to Chemotherapy Notes:

‘Weight Managment Motes:

Alternative Therapies Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#14d Kidney Disease Education Services — Base 1

[=" PBP Data Entry System - Section B-14, Contract X0001, Plan 0

Eile Help
4« » L E
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION QF BENEFIT | You mustincludetotal costsharing to the beneficiary, including any facility

costsharing. Ifyou have a variety of cost sharing, please utilizethe
minimum and maximum figlds to reflectthe lowestand highest cost
Enhanced Benefits are not applicable forthis Service Category. sharing that a beneficiary may pay.
Is there an enrollee Coinsurance?

Maximum Plan Benefit Coverage is not applicable for this Service Categor

!f" Yes
: : 3 |1 No
|5 there a service-specific Maximum Enrollee Out-of-Pocket Cost? L
™ Yes Indicate Minimum Coinsurance percentagefor Medicare-covered Benefits

_("' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Indicate Maximum Coinsurancepercentage for Medicare-covered Benefit

Select the Maximum Enrolles Out-of-Pocket Cost periodicity:

| By ery three years
 Ev ery two years

" Every year

(e Every six months
(e Every three months
(e Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#14d Kidney Disease Education Services — Base 2

[~ PBP Data Entry System - Section B-14, Contract X0001, Plan 0
File Help

¥ L&yl o 1l |41 4d - Kidney Disease Education Services Base 2
-

‘ ’ Eﬁt Exit (No

Previous Next (Validate) Validate)
(SIS

|5 there an enrolles Deductible? Enrolles must receive Authorization from one or more of thefollowing:

[ Ve [~ Mone
1 No [ Primary Care Physician {InternistFamily Practice, General Practice)
: M Physician Specialist

Indicate Deductible Amount: | Organization Medical Director/Utilization Management/Utilization Review
- Other, describe

Is there an enrollee Copayment? Is a referral required for Kidney Disease Education Services?

[c | [ ves
L€ No | [ No

Indicate Minimum Copayment amountfor Medicare-covered Benefit

Indicate Maximum Copayment amount for Medicare-covered Benefit

Page 191 of 244
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CY 2016 PBP Data Entry System Screens

#14d Kidney Disease Education Services — Base 3

[5 P8P Data Entry System - Section B-14, Contract X000, Plan 003
File Help

4 b e ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Kidney Disease Education Services Motes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#14e Diabetes Self-management Training — Base 1

I'gE PEP Data Entry System - Section B-14, Contract X0001, Plan 0
Eile Help

o »
‘_ ’ Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Is therean enrollee Coinsurance?
: . s 1€ Yes
Enhanced Benefits are not applicable forthis Service Category. |~ No

Maximum Plan Benefit Coverage is not applicable for this Service Categor Indicate Minimum Coinsurance percentagefor Medicare-coversd Benefits

Is therea service-specific Maximum Enrollee Out-of-Pocket Cost?

[F ves
; £ Nao Indicate Maximum Coinsurance percentage for Medicare-covered Benefit
|

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Is there an enrollee Deductible?

[e es
Select the Maximum Enrollee Out-of-Pocket Cost periodicity: 1 No

| Every three years
" Every two years
" Every year Indicate Deductible Amount:
" Every six months

™ Every three months

| Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#14e Diabetes Self-management Training — Base 2

Igg PEF Data Entry System - Section B-14, Contract X0001, Plan 0

File Help
‘ w A Go To: #}43 Diabetes Self-Management Training - Base 2 vl
-

’ Exit Exit (No

Previous MNext (Validate) Validate)
T

Enrollee must receive Authorization from one or more of thefollowing:

© Yes [~ Mone
| - Primary Care Physician {Internist/Family Practice, General Practice)

" No
T [~ Physician Specialist
- Organization Medical Director/Utilization Management/Utilization Review

[ Other, describe

Is there an enrollee Copayment?

Indicate Minimum Copayment amount for Medicare-covered Benefit

Is a referral required for Diabetes Self-Management Training?

Indicate Maximum Copayment amount for Medicare-covered Benefit =
| fes

[T No

CY2016 PBP - Section B Page 194 of 244
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CY 2016 PBP Data Entry System Screens

#14e Diabetes Self-management Training — Base 3

[-=' P8P Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

File Help )
’ o W L& 8 Iv All (#1 42 Diabetes Self-Management Training - Base 3 -
" Exit Exit (No

Previous MNext (Validate) Validate)
Diabetes Self-Management Training Motes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:

-
|
Fu Associates, Ltd. CY2016 PBP - Section B Page 195 of 244
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CY 2016 PBP Data Entry System Screens

#15 Medicare Part B Rx Drugs — Base 1

[¢ P8P Data Entry System - Section 815, Contract X000L, Plan 0
File Help

e »
: ' Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | {sesanEnioidRCansirance?
E 7 Yes
1€ Mo |

Is there a Maximum Enrollee Out-of-Pocket Cost?

é-(”' Yes ‘ Select which Medicare Part B Rx Drugs have a

1€ No Coinsurance {Selectall that apply):

= [ Medicare Part B Chemotherapy Drugs

[T Other Medicare Part B Drugs

Indicate Maximum Enrollee Qut-of-Pocket Cost Amount: Indicats the Minimum Coinsurance percentage
for Medicare Part B Chemotherapy Drugs:

7

Indicate the Maximum Coinsurance percentage
Select the Maximum Enrallee Out-of-Pocket Cost periodicity for Medicare Part B Chemotherapy Drugs:

:

' " Every three years
| € Every two years Indicate Minimum Coinsurance percentage for
& Every year other Medicare Part B Drugs:
| € Every six months
| Every three months
-~
-~

1

Indicate Maximum Coinsurance percentage for

Every month other Medicare Part B Drugs:

Other, Describe

:
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CY 2016 PBP Data Entry System Screens

#15 Medicare Part B Rx Drugs — Base 2

Fu Associates, Ltd.

[:=' PBP Data Entry System - Section B-15, Contract X001, Plan 0

01,
Eile Help
‘ ’ ol ¥ Go To:
9 Exit Exit (No
Previous Next (Validate) Validate)

_lﬁ Mo

Indicate Deductible Amount:

Is there an enrollee Copayment?
| ves

" No

Select which Medicare Part B Rx Drugs have a
Copayment (Select all that apply):

[~ Medicare Part B Chem otherapy Drugs
[T Other Medicare Part B Drugs

Indicate Minimum Copayment Amaount for
Medicare Part B Chemotherapy Drugs:

Indicate Maximum Copayment Amount for
Medicare Part B Chemotherapy Drugs:

Indicate Minimum CopaymentAmount for
other Medicare Part B Drugs:

Indicate Maximum Copayment Amount for
other Medicare Part B Drugs:

Is Authorization Required?

[ Yes
" No

#15 Medicare Part B Rx Drugs - Base 2

Is there an enrollee Deductible?
© ves

CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#15 Medicare Part B Rx Drugs — Notes

[¢ PBP Data Entry System - Section 8-15, Contract X0001, Plan 001,
Eile Help .
p > - ¥  GoTo A R - |

| Exit Exit (No
Previous Next (Validate) Validate)

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#15 Home Infusion Bundled Services

la-' PEP Data Entry System - Section B-15, Cantract X0001, Plan 0
Eile Help

’ o ¥ (e B vl 415 Home Infusion Bundled Services 2
- 44

. Exit Exit (No

Previous Next [Validate) Validate)

Does the plan provide Part D home infusion drugs as part ofa bundled service
as a mandatory supplemental benefit?

€ Yes j
_lﬁ Mo ‘

Does the plan pay for Part O drug homeinfusion services and supplies as a
Medicaid benefit?

[ ves ‘
[ o

If you select "Yes'to 'Does the plan provide Part D home infusion drugs as part
of a bundled service as a supplemental benefit?, you must indicatethese
specific medications in aflatfile which must be uploaded through the
Formulary Submission Module by Friday, June 8, 2014 at 12:00pm Eastern Ti

“oumust also ensure that your benefitincludes not only the homeinfusion

drug, butany services and supplies associated with the homeinfusion drug's
administration.

Ifyour organization elects to provide Part D homeinfusion drugs as part ofa
supplemental bundled servicethenthose services mustbe provided at 50 cost
sharing. As described in the CY 2010 Call Letter this waiver is conditioned on
theapplication of zero costsharing for the bundle of home infusion services
provided under a supplemental benefit.
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CY 2016 PBP Data Entry System Screens

#16a Preventive Dental — Base 1

[=" PBP Data Entry System - Section B-16, Contract X0001, Plan 001

Eile Help
4 | 4 i
: Exit
Previous Next (Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Does the plan provide Preventive Dental [tems as a
supplemental benefit under Part C7

1€ es
!_("' Na

Select enhanced benefits:
[ Oral Exams

| & Prophylaxis (Gleaning)
™ Fluoride Treatment
[T Dental X-Rays

Select type of benefit for Oral Exams:

[ Mandatory
" Optional

Is this benefit unlimited for Cral Exams?

| Yes
| Mo, indicate number

Indicate number of visits for Oral Exams:

»
Exit (No
Validate)

Select the Oral Exams periodicity:

Select type of benefit for Fluoride Treatment:

[ Every three years
e Every two years
(' Every year

T Every six months
e Every three months

Selecttype of benefitfor Prophylaxis (Cleaning):

[ Mandatary
| Optional

|5 this benefitunlimitedfor Prophylaxis (Cleaning)

T s ‘

| Mo, indicate number

Indicate number of visitsfor Prophylaxis (Cleaning

Selectthe Prophylaxis (Cleaning) periodicity:

[ Every three years
™ Every two years

" Every year

" Every six months
™ Every three months
™ Other, Describe

[T Mandataory
Il’-' Optional
Is this benefit unlimited for Fluoride Treatment?

™ Yes
" Mo, indicate number

Indicate number of visits for Fluoride Treatment:

Select the Fluoride Treatment periodicity:

[ Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#16a Preventive Dental — Base 2

[:= P8P Data Entry System - Section B-16, Contract X0001, Plan 001,

File Help )
’ o W Go To: #'Hia Preventive Dental - Base 2 vl
-
3 Exit Exit (No
Previous Next (Validate) Validate)
Select type of benefit for Dental X-Rays: |5 there a service-specific Maximum Plan Benefit Coverage amoun
" Mandatory [T ves
" Optional !(’ No

Is this benefitunlimited for Dental X-Rays? Does the Maximum Plan Benefit Coverage amount apply to In-
" VYes | network services only OR does it apply to both In-network and

Out-of-network services?
" Mo, indicate number

" In-network services only |
Indicate number of visits for Dental X-Rays: | Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Dental X-Rays periodicity:

5 Every three years . o
ol Every two years iﬁftlec:t the Maximum Plan Benefit Coverage periodicity:
O Every year " Every three years
T Every six months [& Every two years
" Every three months " Every year
" Other, Describe & Every six months

™ Every three months

" Other, Describe

|
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CY 2016 PBP Data Entry System Screens

#16a Preventive Dental — Base 3

[i=' PBP Data Entry System - Section B-16, Contract X0001, Plan 0

File Help
‘ ’ s ¥ Go To: #163 Preventive Dental - Base 3 vl
-
2 Exit Exit (No
Previous Next (Validate) Validate)
|s there a service-specific Maximum Enrollee Out-of-Pocket Cost Is there a combination of services included in a Indicate Minimum Coinsurance percentage for
A, single cost per Office Visit? Prophylaxis (Cleaning)
£ Yes = I_ i
£ No PES ‘
k |7 Mo
Indicate Maximum Enraollee Out-of-Pocket Cost amount: Indicate Maximum Coinsurance percentage
Selectwhich combination of services are for Prophylaxis (Cleaning):
included in asingle cost per Office Visit: I
: T [~ Oral Exams
Select the Maximum Enrollee Out-of-Pocket Cost periodicity: r R Lo
e Everi i | Prophylaxis (Cleaning) Indicate Minimum Coinsurance percentage for
L Ery (Nree years [ Fluoride Treatment Fluoride Treatment:
BB o years ™ Dental X-Ra [
-Rays
(" Every year
" Every six months Indicate Maximum Goinsurance percentage
" Every three months Indicate Coinsurance percentage for Office Visit: for Fluoride Treatment:
| Other, Describe. |
i 7
IS dherE an Enroliee ColnsurancE: Indicate Minimum Coinsurance percentage for

Indicate Minimum Coinsurance percentage for Oral  Dental X-Rays:

1€ Yes

i(* No | Exams: I
Select which Preventive Dental Services have a Coinsurance 5 e . Indicate Maximum Goinsurance percentage
(Select all that apply): Indicate Maximum Coinsurance percentage for Oral for Dental X-Rays:
[ Oral Exams Exams: I

r Prophylaxis (Cleaning)
[T Fluoride Treatment
[T Dental X-Rays

Fu Associates, Ltd. CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#16a Preventive Dental — Base 4

[¢ P8P Data Entry System - Section B-16, Contract X0001, Plan 001,

Eile Help
‘ ’ o ¥ Go To: #'lﬁa Preventive Dental - Base 4 VI
-
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrolles Deductible? Indicate Copayment amount for Office Visit:
© Yes [
£ No.
Indicate Deductible Amount: Indicate Minimum Copayment amount for Oral Exams:

Indicate Maximum Copayment amount for Oral Exams:
Is there an enrollee Copayment?

" ves
£ No Indicate Minimum Copayment amount for Prophylaxis (Cleaning):

Select which Preventive Dental Services have a Copayment

(Select all that apply): Indicate Maximum Copayment amountfor Prophylaxis (Cleaning):
I Oral Exams

| Prophylaxis (Cleaning)

I™ Fluoride Treatment Indicate Minimum Copaymentamount for Fluoride Treatment:

I” Dental X-Rays

|sthersacombination of services included inasingle cost per Indicate Maximum Copayment amount for Fluoride Treatment:
Cffice Visit?

| ves

| Mo Indicate Minimum Copayment amount for Dental X-Rays:

Selectwhich combination of services areincludedinasingle
cost per Office Visit:

[ Oral Exams

[ Prophylaxis (Cleaning)
™ Fluoride Treatment
[~ Dental #-Rays

Indicate Maximum Copayment amount for Dental X-Rays:
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CY 2016 PBP Data Entry System Screens

#16a Preventive Dental — Base 5

Fu Associates, Ltd.

[¢ P8P Data Entry System - Section 816, Contract X0001, Plan 0

' i
Eile Help

4 > o ¥ GoTo [ - |
3 Exit Exit (No
Previous Next (Validate) Validate)

Enrollee must receive Authorization from oneor more of the following:
I Mone

N Primary Care Physician (Internist/Family Practice, General Practice)
I~ Physician Specialist

I~ ‘Organization Medical Director/Utilization Management/Utilization Review
I~ Other, describe

Is a referral required for Preventive Dental Services?
" es
" No

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
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CY 2016 PBP Data Entry System Screens

#16b Comprehensive Dental — Base 1

[ PBP Data Entry System - Section B-16, Contract X001, Plan 0
Eile Help

P > o ¥ GoTo [ R -

2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select type of benefit for Mon-routine Select type of benefitfor Diagnostic
Services: Services:
Even ifyou do not offer enhanced benefits, you must completethis [~ ‘F- -}
section for your Medicare-coverad Benefits. | Mﬂr!datory ‘ Manldatory
| Optional. | Optional |
Does theplan provide Comprehensive Dental ltems as a |5 this benefit unlimited for Mon-routing Is this benefitunlimited for Diagnostic
supplemental benefit under Part C7 Services? Services?
[ ves [T ves | 1€ ves |
1€ Mo | Mo, indicate number | Mo, indicate number |
Select enhanced benefits: Indicate number of visits for Nan- Indicate number of visits for Diagnostic
[ Non-routine Services routine Services: Services:
| Diagnostic Services
[~ Restorative Services
[~ Endodontics/Periodontics/Extractons . 2 3
: ; i i Select the Mon-routine Services Select the Diagnostic Services
[ Prosthodontics, Other OralMaxillofacial Surgery, Other Services periodicity: periodicity:
(ﬂ Every three years s Every three years |
(& Every two years C Every two years
[ Every year 8 Every year
[# Every six months 8 Every six months
[ Every three months C Every three months
.r Other, Describe " Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#16b comprehensive Dental — Base 2

[¢=" P8P Data Entry System - Section B-16, Contract X000, Plan 0

File Help

b éfi.

Previous Next {Validate)

Select type of benefit for Restorative Services:

'(* Mandatory
| " aptional

Is this benefit unlimited for Restorative Services

:("' fes
|7 Mo, indicate number

Indicate number of visits for Restorative
Services:

Select the Restorative Services periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Oither, Describe

eteteteiete|

»:
Exit (No
Validate)

Select type of benefit for
Endodontics/Periodontics/Extracions:

Select type of benefit for Prosthodontics, Other
OraliMaxillofacial Surgery, Other Services:

I_("' Mandatory
| Optional

Is this benefit unlimited for

Endodontics/Periodontics/Extracions?

 Mandato ry
| Optional

Is this benefitunlimitedfor Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services?

| € ves
| € Mo, indicate number

 Yes
{ Mo, indicate number

Indicate number of visits for
Endodontics/Peridontics/Extracions:

Selectthe

Endodontics/Periodontics/BEdractions periodict

| £~ Every three years

f* Every two years
" Every year

™ Every six months
" Every three months
™ Other, Describe

Indicate number of visits for Prosthodontics, Other
OralMaxillofacial Surgery, Other Services:

Selectthe Prosthodontics/Other Oral/Maxillofacial
Surgery/Other Services periodicity:

| " Every three years

| ~ Every two years

|  Ev Ery Year

| & Every six months

| e Every three months
| Other, Deseribe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#16b Comprehensive Dental — Base 3

[i=' PBP Data Entry System - Section B-16, Contract X0001, Plan

| Covered under Preventive Dental Gategory 18a ‘

Covered under Preventive Dental Category 16a
(" Plan-specified amount per period

| Plan-specified amount per period

Indicate Maximum Enrolles Out-of-Pocket Cost amount:

Does the Maximum Plan Benefit Coverage amount apply to In-network
services only OR does it apply to both In-network and Out-of-network
ices?
ik i Select Maximum Enrollee Qut-of-Pocket Cost periodicity:

" Every three years

Every two years

!(" Bioth In-network and Out-of-network services e
Indicate Maximum Plan Benefit Coverage amount: & Every year
(&
(&

!(" In-network services only ‘

Every six months
Every three months
" Other, Describe

Select the Maximum Plan Benefit Coverage periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

2000

File Help }
‘ ’ ol ¥ Go To: #1Bb Comprehensive Dental - Base 3 vl
-
2 Exit Exit (No
Previous Next (Validate) Validate)
|5 there a service-specific Maximum Plan Benefit Coverage amount? Is there aservice-specific Maximum Enrollee Out-of-Pocket Cost
1€ ves | € ves
|7 No |7 No
Select the Maximum Plan Benefit Coverage type: Select the Maximum Enrolles Qut-of-Pocket Cost type:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#16b Comprehensive Dental — Base 4

[£ P8P Data Entry System - Section 8-16, Contract X0001, Plan 001,

Eile Help

wif
‘ ’ Exit Exi%?ﬂo

Previous Next (Validate) Validate)

Is therean enrolles Coinsurance?

[ Ves ‘
[" No_

Select which Comprehensive Dental Services have aCoinsurance (Selectall
that apply):
Medicare-covered Benefits

Mon-routine Services

Diagnostic Services

Restorative Services

Endodontics/Periodontics/Extracions

Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services

OO0

Indicatethe MinimumCoinsurance percentageforMedicare-covered Benefits

:

Indicatethe Maximum Coinsurance percentage for Medicare-covered Benefit

1

Indicate Minimum Coinsurance percentage for Mon-routine Services:

:

Indicate Maximum Coinsurance percentage for Mon-routine Services:

:

Indicate Minimum Coinsurance percentage for Diagnostic Services:

|

Indicate Maximum Coinsurance percentage for Diagnostic Services:

|

Go To: #'lﬁ‘b Comprehensive Dental - Base 4 vl

Indicate Minimum Coinsurance percentage for Restorative Services;

Indicate Maximum Coinsurance percentage for Restorative Services:

Indicate Minimum Coinsurance percentage for
Endodontics/Periodontics/Extractions:

Indicate Maximum Coinsurance percentage for
Endodontics/Period ontics/Extractions:

Indicate Minimum Coinsurance percentagefor Prosthodontics, Other
OralMaxillofacial Surgery, Other Services:

1

Indicate Maximum Coinsurancepercentage for Prosthodontics, Other
OralMaxillofacial Surgery, Other Services:

e

Is there an enrollee Deductible?
é.{"’ fes
|7 No

Indicate Deductible Amount:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#16b Comprehensive Dental — Base 5

[ PEP Data Entry System - Section B-16, Contract X0001, Plan 0

Eile Help

Is there an enrollee Copayment?

1 es
[ No

Selectwhich Comprehensive Dental Services
have a Copayment {Select all that apply):

Medicare-covered Benefits
MNon-routine Services

Diagnostic Services

Restorative Services
Endodontics/Periodontics/Extracions

r Prosthodontics, Other Oral/Maxillofacial
Surgery, Other Services

miEEmiEa

Indicate Minimum Copayment amount for Medicare-
covered Benefits:

Indicate Maximum Copayment amount for Medicare-
covered Benefits:

Indicate Minimum Copayment amountfor Non-routing
Services:

Indicate Maximum Copayment amountfor Mon-routine
Services:

Indicate Minimum Copayment amount for Diagnostic
Services:

ol
4 i Exit Exi%? No

Previous Next (Validate) Validate)

Indicate Maximum Copaymentamount for Diagnostic
Services:

Indicate Minimum Copayment amount for Restorative
Services:

Indicate Maximum Copayment amount for Restorative
Services:

Indicate Minimum Copaymentamaount for
Endodontics/Periodontics/Extraciions:

Indicate Maximum Copayment amount for
Endodontics/Periodontics/Extracions:

Indicate Minimum Copayment amount for Prosthodeontics,
Other OralMaxillofacial Surgery, Other Services:

Indicate Maximum Copayment amount for
Prosthodontics, Other Oral/Maxillofacial Surgery, Cther S

Go To: I vl
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CY 2016 PBP Data Entry System Screens

#16b Comprehensive Dental — Base 6

[£ P8P Data Entry System - Section 8-16, Contract X0001, Plan 001,

Eile Help
< > - ¥ GoTo [ |
Exit Exit (No

Previous Next (Validate) Validate)
T

Enrollee must receive Authorization from one or more of thefollowing:

MNane
r Primary Care Physician (Internist/Family Practice, General Practice)

r Physician Specialist
r Organization Medical Director/Utilization Management/Utilization Review

[ Cther, describe

Is areferral required for Comprehensive Dental Services?

" Ves
f: __No |

Motemay include additional information to describe benefitin this service category. Do not repeat information captured in data entry.

Motes:
-
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CY 2016 PBP Data Entry System Screens

#17a Eye Exams —Base 1

[¢PBP Data Entry System - Section B-17, Contract
File Help
4 » v
: Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Does the plan provide Eye Exams as a supplemental
benefit under Part C?

¥ Go To: #173 Eye Exams - Base 1 .I
.

Exit (No

Validate)

|5 there a service-specific Maximum Plan Benefit
Coverage amount?

f'“ Yes
|7 No

ifﬁ Yes
| No

| Does the Maximum Plan Benefit Coverage amount
| apply to In-network services onlyOR does itapply

Select enhanced benefit:
[T Routine Eye ExamsiOther

Select type of benefit for Routing Eye Exams/Other:

to both In-network and Cut-of-network services?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

i-f-" ‘es
L Mo

Indicate Maximum Enrolles Out-of-Pocket Cost
amount:

‘ ™ In-network services onfy

{7 Bothin-network and Out-of-netwark services

[T _I\.-'i!.an datory
¢ Optional

Is this benefit unlimited for Routine Eye
Exams/Cther?

Select the Maximum Plan Benefit Coverage

[ € ves
| © Mo, indicate number

periodicity:

:(" Every three years

Indicate number of exams for Routine Eye
Exams/Other:

Select the Routing Eye Exams/Other periodicity:

| Every two years
| Every year

| Every six months
| Every three months
| € Other, Describe

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

| Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Enrollee Out-of-Pocket
Costperiadicity:

0 Every three years
| Every two years
| Every year

| Every six months
o Every three months
| {7 Other, Describe
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CY 2016 PBP Data Entry System Screens

#17a Eye Exams — Base 2

[¢ P8P Data Entry System - Section B-17, Contract X000L, Plan 0

File Help
B o »:
: Exit Exit (No
Previous Next {Validate) Validate)
Is there an enrolles Coinsurance? Is there an enrolles Copayment?
E  Yes | [ ves ‘
£ Mo | [fiNe

Select which Eye Exams have a Coinsurance (Select all that app
[~ Medicars-covered Benefits

[~ Routineg Eye Exams/Other

Select which Eye Exams have a Copayment (Select all that apply):
[ Medicars-covered Benefits

[~ Routine Eye Exams/Other

Indicate Minimum Gainsurance percentage for Medicare- Indicate Minimum Copayment amount for Medicare-covered Benefits:
covered Benefits:

:

Indicate Maximum Coinsurance percentage for Medicare- Indicats Maximum Copaymentamount for Medicare-covered Benefits:
covered Benefits:

:

Indicate Minimum Coinsurance percentage for Routing Eye Indicate Minimum Copayment amount per Routine Eye Exam/Other:
Exams/Other:

1

Indicate Maximum Coinsurance percentage for Routing Eye Indicate Maximum Copayment amount per Routine Eye Exam/Other:
Exams/Other:

7

Is there an enrolles Deductible?

 Yes ‘
Ef‘ Mo

Indicate Deductible Amount:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#17a Eye Exams — Base 3

la-' PBP Data Entry System - Section B-17, Contract X000, Plan 001,
Eile Help

« » ¥ GoTo M |
2 Exit Exit (No
Pravious Next (Validate) Validate)

Enrollee must receive Authorization from one or more of the following:
™ Maone

[ Primary Care Physician (Internist/Family Practice, General Practice)
(I Physician Specialist

| Crganization Medical Director/Uilization Management/Utilization Review
[ Other, describe

|5 a referral required for Eye Exams?
7 Yes

Mote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#17b Eyewear — Base 1

la-' PEP Data Entry System - Section B-17, Cantract X0001, Plan 0
Eile Help

> o ¥  GoTo R - |
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Select type of benefit for Contact lenses: Select type of benefitfor Eyeglasses (lenses and

. frames):
Even ifyou do not offer enhanced benefits, you must Mandatory B e ]
; ;| ! y ~ Mandatory
completethis section for your Medicare-covered ) Optional
Benefits. — & C_)ptional
I Is this benefit unlimited for Contactlenses? Is this benefit unlimited for Eyeglasses (lenses
Does the plan provide Eyewear as asupplemental and frames)?
benefit under Part C7 | ves ol -~
e " Mo, indicate number | es
| £ Yes = i i(“' Mo, indicate number
| No
> Indicate quantity (number of pairs) for Indicate quantity for Eyeglasses (lenses and
Select enhanced benefits: Contact lenses: frames):
[ Contactlenses
- Eyeglasses {lenses and frames)
[~ Eyeglass |
Ly Rnags Select Contact lenses periodicity: Selgd !E}feglass.es flensis and frames)

[ Eyeglass frames periodicity.
I Upgrades o Biery.tiae years 5-(* Every three years

™ Every two years !r~

| Every two years
" Every year |
; | 7 Every year
 Every six months e .
G o | Every six months
Sy Ioe Monms | € Every three months

_t’"' Other, Describe '

" Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#17b Eyewear — Base 2

[¢ P8P Data Entry System - Section 8-17, Contract X0001, Plan ¢

Eile Help i
‘ ’ wd ¥ Go To: #'I?b Eyewear - Base 2 vl
-
2 Exit Exit (No
Previous Next (Validate) Validate)
Select type of benefit for Eyeglass lenses: Select type of benefit for Eyeglass frames:
[ Mandatory :(' Mandatory ‘
| Optional | | optional
Is this benefit unlimited for Eyeglass lenses? Is this benefitunlimited for Eyeglass frames?
[€ ves [ € vyes ‘
!f" Mo, indicate number i(‘ Mo, indicate number
Indicate quantity (number of pairs) for Eyeglass lenses: Indicate quantity for Eyeglass frames:
Select Eyeglass lenses periodicity: Select Eyeglass frames periodicity:
Fal Every three years | 'f‘iiva ihree YEAars
T Every two years [#] Every two years
C Every year Lo Every year
) Every six months [ Every six months
T Every three months (% Every three months
" Other, Describe " Other, Describe

Select type of benefit for Upgrades:

!_f:.i';'fandatory
!_f" Optional
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#17b Eyewear — Base 3

CY 2016 PBP Data Entry System Screens

Benefit Coverage amount?

i Yes

" No

Select the Maximum Plan Benefit
Coverage type:

" Covered under Eye Exams Catego
lr'Plan-speciﬂedamountperperiod

Does the Maximum Plan Benefit
Coverage amountapply to In-network
services only OR does it apply to both

™ In-network services only

e Both In-network and Out-of-
network services

Do you offer a Combined Max Plan
Benefit Coverage Amount for all
Eyewear?

™~ Yes
" No

Indicate Combined Maximum Plan
Benefit Coverage amount:

Is there a service-specific Maximum Plan

In-network and Out-of-network services

File Help
| 4 - x
- Exit Exit (No
Previous Next (Validate) Validate)

Select the Combined Maximum Plan
Benefit Coverage periodicity:

& Every three years

" Every two years

" Every year

" Every six months

" Every three months

~ Other, Describe

Select the type of Eyewear with
Individual Max Plan Benefit
Coverage amount:

[” Contactlenses

r Eyeglasses (lenses and frames)
- Eyeglass lenses

- Eyeaglass frames

r Upgrades

Indicate Max Plan Benefit Coverage
amount for Contact lenses:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Contact lenses:

™ Every three years

™ Every two years

~ Every year

~ Every six months

" Every three months

" Other, Describe

Indicate Max Plan Benefit Coverage
amount for Eyeglasses (lenses and
frames):

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyeglasses (lenses and frames):
" Every three years

" Every two years

" Every year

" Every six months

" Every three months

" Other, Describe

Indicate Max Plan Benefit Coverage
amount for Eyeglass lenses:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyeglass lenses:

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

787 G S S, e 00, P O S o = |
Go To: [ ~ |

Indicate Max Plan Benefit Coverage
amaunt for Eyeglass frames:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyeglass frames:

" Every three years
" Every two years

" Every year

" Every six months
 Every three months
£ Other, Describe

Indicate Max Plan Benefit Coverage
amount for Upgrades:

Select the Individual Maximum
Plan Benefit Coverage periodicity
for Upgrades:

£ Every three years

 Every two years

 Every year

" Every six months

" Every three months

" Other, Describe

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#17b Eyewear — Base 4

@ PBP Data En ystem - Section B-17, Contract X0001, Plan 001, Segment 000

WIS
Fle Help
’ o ¥ Go To: I
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
s
T No

nimum Ci ntagefor Med red Benef Indicate Minimum Coinsurance percentage for Eyeglass frames:

.
.

Select the Maximum Enrollee Out-of-Pocket Cost type:

Indicate Maximum Coinsurancepercentagefor Medicare-covered Bene  Indicate Maximum Coinsurance percentage for Eyeglass frames:
' Covered under Eye Exams Category 17a

' Plan-specified amount per period

.
.

Indicate Maximum Enrollee Out-of-Pocket Cost amount.
Indicate Minimum Ceinsurance percentage for Contactlenses. Indi Cainsurance p Upgrades:

.
.

Select Maximum Enrolles Out-of-Pocket Cost periodicity: Indicate Maximum Coinsurance percentagefor Contactlenses

Indicate Maximum Coinsurance percentage for Upgrades:
€ Every three years
' Every two years
' Every year
& Every six months nimum C Eyeglasses (lenses and
' Every three months frames)
* Other, Describe
Is there an enrollee Coinsurance?
T ves Indicate Maximum Coinsurance percentagefor Eyeglasses (lenses and
© No lframi
Select which Eyewear Benefits have a Coinsurance (Select all that
apply): Coin or Eysglass lsnses:
™ Medicarscoversd Benefits l—
I” Contact lenses
I” Eyeglasses (lenses and frames)
™ Eyeglass lenses Indicate Maximum Coinsurance percentagefar Eyeglass lenses:
[ Eyeglass frames
™ Upgrades

Fu Associates, Ltd. CY2016 PBP - Section B
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CY 2016 PBP Data Entry System Screens

#17b Eyewear — Base 5

[ PBP Data Entry System - Secti Contract X0001, Plan 001, Segment 000 T
Fie Help
of ¥ Go To:
5 Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? N .
e Indicate Minimum Copayment amount for Contact lenses Indicate Minimum Copayment amount for Eyeglass frames:
Yes
' No
Indicate Deductible Amount: Indicate Maximum Copaymentamount for Gontact [enses: Indicate Maximum Copayment amount for Eyeglass frames:
Is there an enrallee Copayment? Indicate Minimum Gopayment amount for Eyeglasses (lenses and frames) Indicate Minimum Gopaymentamount for Upgrades:
' Yes
' No
Select which Eyewear Benefits have a Copayment (Select all that Indicats Maximum Copayment amount for Eyeglasses (lenses and frames); ndicate Maximum Copayment amount for Upgrades
apply)

[™ Medicare-covered Benefits

I Contact lenses

I Eyeglasses (lenses and frames) Indicate Minimum Copayment amount for Eyeglass lenses
™ Eyeglass lenses

™ Eyeglass frames

™ Upgrades Indicate Maximum Copaymentamount for Eyeglass lenses

Indicate Minimum Copayment amountfor Medicare-covered Ben

Indicate Maximum Copayment amount for Medicare-covered
Benefits:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#17b Eyewear — Base 6

a1 PEP Data Entry System - Section B-17, Contract X0001, Plan 00

Eile Help .
4 ke o ¥ GoTo MET O -
3 Exit Exit (No
Previous Next (Validate) Validate)

Enrollee must receive Authorization from one or more of thefollowing:
[ Mone

— Primary Gare Physician (Internist/Family Practice, General Practice)

I Physician Specialist

I Organization Medical Director/Utilization Management/Utilization Review
I~ Other, describe

|5 a referral required for Eyewear?

" Yes
" No

Eyewear Motes

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

Fu Associates, Ltd.
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CY 2016 PBP Data Entry System Screens

#18a Hearing Exams — Base 1

[5 P8P Data Entry System - Section B-18, Contract X001, Plan 0

File Help
4 b e ¥
_ Exit Exit (No
Previous Next (Validate) Validate)

(&% 8 I Hll 11 8a Hearing Exams - Base 1 -

CLICK FOR DESCRIFTION OF BENEFIT |

Even ifyou do not offer enhanced benefits, you must complete
this section for your Medicare-covered Benefits.

Does theplan provide Hearing Exams as a supplemental
benefit under Part C7

7 ves
{5

Select enhanced benefits:
I_ Routine Hearing Exams

I~ Fitting/Evaluation for Hearing Aid

Select type of benefit for Routine Hearing Exams:

[ Mandatory i
| optional

I this benefit unlimited for Routine Hearing Exams?
 Yes ‘
i) Mo, indicate number

Indicate number for Routine Hearing Exams:

Select Routine Hearing Exams periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

Select type of benefitfor Fitting/Evaluation for
Hearing Aid:

(" Mandatory

| Optional

Is this benefitunlimited for Fitting/Evaluation for
Hearing Aid?

'1:" Yes ‘

;1’”’ Mo, indicate number

Indicate number forFitting/Evaluation for Hearing Ai

Select Fitting/Evaluation forHearing Aid periodicit

" Every three years

™ Every two years

" Every year

& Every six months

" Every three months
| Other, Describe
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#18a Hearing Exams — Base 2

CY 2016 PBP Data Entry System Screens

[i=' PBP Data Entry System - Section B-18, Contract X0001, Plan

File Help
Previous

Coverage amount?

B

Next

ol
Exit
(Validate)

|5 there a service-specific Maximum FPlan Benefit

¥ Go To: #IBa Hearing Exams - Base 2 vl
-

Exit (No
Validate)

Is there a service-specific Maximum
Enrollee Cut-of-Pocket Cost?

| ,("' es
[ e

Does the Maximum Plan Benefit Coverage amount
apply to In-network services only OR does itapply
to both In-network and Out-of-netwark services?

Indicate Maximum Enrolles Out-of-Pocket
Cost amount:

Indicate the Minimum Coinsurance percentage for

Medicare-covered Benefits:

Indicate the Maximum Coinsurance percentage for

Medicare-covered Benefits:

periodicity:

Every year

7 In-network services anly
" Both In-network and Out-of-network services |

& Every three years
Every two years

Every three months

[

[

& Every six months
[

" Other, Describe

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage

Select Maximum Enrolles Out-of-Pocket
Gost periodicity:

[ Every three years

[ Every two years

[ Every year

[ Every six months

[ Every three months
:fq Other, Describe

Is therean enrollee Coinsurance?

" No

‘ "E‘_'\}és

| Select which Hearing Exam Benefits havea
Coinsurance (Select all that apply):

Is there an enrollee Deductible?

[~ Medicare-covered Benefits
™ Routine Hearing Exams

Indicate Deductible Amount:

‘ ™ Fitting/Evaluation for Hearing Aid

Indicate Minimum Coinsurance percentage for
Routine Hearing Exams:

:

Indicate Maximum Coinsurance percentage for
Routine Hearing Exams:

|

Indicate Minimum Coinsurance percentage for
Fitting/Evaluation for Hearing Aid:

|

Indicate Maximum Coinsurance percentage for
Fitting/Evaluation for Hearing Aid:

|
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CY 2016 PBP Data Entry System Screens

#18a Hearing Exams — Base 3

r_l;:

I_E_E PBP Data Entry System - Section B-18, Contract X0001, Plan
Eile Help
< > < ¥ GoTo T - |
b Exit Exit (No
Previous Next (Validate) Validate)

Indicate Minimum Copayment amount for Fitting/Evaluation for Hearing &id:

Is there an enrolles Copayment?
[ Yes |
[ Ne

Select which Hearing Exam Benefits have a Copayment (Select Indicate Maximum Copayment amountfor Fitting/Evaluation for Hearing Aid:
all that apply):

I™ Medicare-covered Benefits

I~ Routine Hearing Exams

r Fitting/Evaluation for Hearing Aid _ ansa 5
Enrollee must receive Authorization from one or more of thefollowing:

Indicate Minimum Copayment amount for Medicare-covered [~ Mone
Benefits: [ Primary Care Physician (Internist/Family Practice, General Practice)
| Physician Specialist
- Organization Medical Director/Utilization Management/Utilization Review
Indicate Maximum Copayment amount for Medicare-covered I Other, describe
Benefits:
Is a referral required for Hearing Exams?
 Yes
| € No

Indicate Minimum Copayment amount for Routine Hearing Exa

Indicate Maximum Copaymentamount for Routine Hearing Exa
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CY 2016 PBP Data Entry System Screens

#18a Hearing Exams — Base 4

[:= PBP Data Entry System - Section B-18, Contract X0001, Plan 001, S

Eile Help ;
< > s ¥  GoTo [N N - |
2 Exit Exit (No
Previous Next (Validate) Validate)

Hearing Exams Motes
Mote may include additional information to describe benefitin this service category. Do not repeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#18b Hearing Aids — Base 1

[:=' PBP Data Entry System - Section B-18, Contract X0001, Plan
File Help

< > v ¥  GoTo S -

2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIFTION OF BEMEFIT I Select Hearing Aids (all types) periodicity: ?Elect Hearing Aids - Inner Ear periodicity:
| Every three years | | Every three years
Does the plan provide Hearing Aids as a " Every two years " Every two years
supplemental benefit under Part C7 & Every year « Every year
T o " Every six months " Every six months
e N | & Every three months « Every three months
b & Other, Describe . Other, Describe

Select enhanced benefits:

[~ Hearing Aids (all types) Select type of benefitfor Hearing Aids - Selec‘it_yp_e of beneit for Hearing Alds - Outer Ear: .
[ Hearing Aids - Inner Ear Inner Ear: | ™ Mandatory ‘
[ Hearing Aids - Outer Ear I Mandatory | ‘(" Optional

™ Hearing Aids - Over the Ear | optional

|5 this benefitunlimited for Hearing Aids - Quter Ear?

Select type of benefitfor Hearing Aids (all types}

e |5 this benefitunlimited for Hearing Aids - [ € ves
Mandatory Inner Ear? ™ Mo, indicate number
| optional

1 ves
,lﬁ Mo, indicate number

| Indicate quantity for Hearing Aids - Outer Ear:

|5 this benefit unlimited for Hearing Aids {all

types)? :;ﬁc:icate quantity for Hearing Aids - Inner
Yes | = Select Hearing Aids - Outer Ear periodicity;

" Mo, indicate number | S Every three years

. Every two years
Indicate quantity for Hearing Aids (all types): £ Every year
. Every six months
. Every three months
lf" Other, Describe
2
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CY 2016 PBP Data Entry System Screens

#18b Hearing Aids — Base 2

[5PBP Data Entry System - Section B-18, Contract X00O1, Plan

File Help .
P > Y ¥ GoTo: [N R - |
2 Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Hearing Aids - Over the Ear: Select the Maximum Plan Benefit Coverage type:

[ Mandatory

i?:_Covered uné;r-ﬁ.;ring Exams Category - 18a
ir Optional

1] 8 Plan-specified amount per period

|5 this benefit unlimited for Hearing Aids - Overthe Ear?

Does the Maximum Plan Benefit Coverage amount
[ Yes ‘ apply to In-network services only OR does itapply

<Th to both In-network and Qut-of-network services?
g(" Mo, indicate number

if" In-network services only ‘
Indicate quantity for Hearing Aids - Overthe Ear: | Both In-network and Qut-of-netwark services

Indicate Maximum Plan Benefit Coverage amount:

Select Hearing Aids - Over the Ear periodicity:

i(' Every three years

I (e Every two years
|("' Every year

I T Every six months
i(" Every three months
| Other, Describe

Indicate Maximum Plan Benefit Coverage periodicit

Every three years
Every two years
Every year

Every six months
Ewvery three months
Q_ther: Describe

e Rt o Ro o)

Is there a service-specific Maximum Plan Benefit
Coverage amount?

" Yes
" No
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CY 2016 PBP Data Entry System Screens

#18b Hearing Aids — Base 3

I_E_E PBP Data Entry System - Section B-18, Contract X0001, Plan
Eile Help

< > - ¥ GoTo [ -

2 Exit Exit (No
Previous Next (Validate) Validate)
Eth;ertegsetl;vice—speciﬁc Mztmin Erirglige Oul-oF, Indicate Minimum Coinsurance percentage for Indicate Minimum Coinsurance percentage for
Sole Sedaaid  Hearing Aids (all types}): Hearing Aids - Over the Ear:
| € ves | I
" No |
Select the Maximum Enrollee Out-of-Pocket Cost type: Indicate Maximum Coinsurance percentage far Indicate Maximum Goinsurance percentage for

i'('-u Covered under Hearing Exams Category - 138 Hearing Aids (all types): Hearing Aids - Over the Ear:

| £ Plan-specified amount per period |

|

Indicate Maximum Enrollee Out-of-Packet Cost amount:  Indicate Minimum Coinsurance percentage for
Hearing Aids - Inner Ear:

|

Select Maximum Enrollee Out-of-Pocket Gost periodicit i g .
_Indicate Maximum Coinsurance percentage far

.f‘ Every three years Hearing Aids - Inner Ear:
" Every two years
(& Every year

{7 Every six months

|

Indicate Minimum Coinsurance percentage for
e Every three months Hearing Aids - Outer Ear:
™ Other, Describe

:

Is therean enrolles Coinsurance? < : 2
Indicate Maximum Coinsurance percentage for

E_i’:" es ‘ Hearing Aids - Outer Ear:

1

Select which Hearing Aids Benefits have a Coinsurance
(Select all that apply):

| ! Hearing Aids - Inner Ear

I~ Hearing Aids - Quter Ear

™ Hearing Aids - Over the Ear
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CY 2016 PBP Data Entry System Screens

#18b Hearing Aids — Base 4

[ PP Data Enf

ystem - Section ontract X0001, Plan 001, Segment 000 -|F 5]
File Help
of P4
) Exit Exit (No
Previous Next {validate) Validate)

Is there an enrelles Copayment? Indicate Minimum Gopayment amount per Hearing Aid - Outer E

Is there an enralles Deductibls?
© Yes  Yes
 No C o

Select which Hearing Aids Benefits have a Copayment (Select
all that apply)

[™ Hearing Aid - Inner Ear
™ Hearing Aid - Quter Ear

Indicate Minimum Copayment amount per fwo Hearing Aids -
I™ Hearing Aids - Over the Ear Outer Ear

Indicate Maximum Copayment amount per Hearing Aid - Outer E Indicate Deductible Amount

Indicate Minimum Copayment amount per Hearing Aid (all types  Indicate Maximum Copayment amount per two Hearing Aids -
Outer Ear:

Indicate Maximum Copayment amount per Hearing Aid (all types  Indicate Minimum Capayment amount per Hearing Aid-
QOver the Ear:

Indicate Minimum Copaymentamount per Hearing Aid - Inner £ Indicate Maximum Copaymentamount per Hearing Aid - Over
the Ear:

Indicats Maximum Copayment amount perHearing Ald - Inner € Indicate Minimum Copayment amount per two Hearing Aids -

Qver the Ear.
Indicate Minimum Gopayment amount per two Hearing Aids - Indicate Maximum Gopayment amount per two Hearing Aids -
Inner Ear; Over the Ear:

Indicate Maximum Gopaymentamount per two Hearing Aids -
Inner Ear
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CY2016 PBP - Section B Page 227 of 244
12/5/2014

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2016 PBP Data Entry System Screens

#18b Hearing Aids — Base 5

Fu Associates, Ltd.

[ PP Data Entry System - Section B-18, Contract X0001, Plan 00
File Help

‘ ’ s ¥ Go To: #'1Bb Hearing Aids - Base 5 vl
: Exit Exit (No
Previous Next (Validate) Validate)

Enrollee must receive Authorization from one or more of the following:
I Mone

™ Primary Care Physician (Internist/Family Practice, General Practice)
| Physician Specialist

L Organization Medical Director/Utilization Management/Utilization Review
l_ Other, describe

|5 a referral required for Hearing Aids?
| £ ves
!(" Mo

Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:

CY2016 PBP - Section B
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 228 of 244



CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs —Base 1

[ PBP Data Entry System - Section B-20, Contract X0001, Plan |
Eile Help

00

o »
‘_ ’ Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIFTION OF BENEFIT | Is there a Maximum Plan Benefit Indicate Max Plan Benefit Coverage amount annually for dru
Coverage amountfor drugs?
Does the plan provide OutpatientDrugs as a ; 2
supplemental benefit under Part C7 g | Indicate Max Plan Benefit Coverage amount semi-annually
ey for drugs:
[ ves Indicate type of Maximum Plan Benefit g
!_("' Na Coverage:
™ an drug groups covered by plan
Select type of benefit: ™ Combination of drug groups Indicate Max Plan Benefit Coverage amount quarterly for drug
(" Mandatory 1 0 Individual drug groups
E.(‘ Optional
Is the Maximum Flan Eenefit Coverage Indicate Max Plan Benefit Coverage amount maonthly for drug
Indicate the number of drug groupings that are net ofthe enrolles copay?
offered: B
LT ves
[T 1 [ Na
| 2 T ~ Indicate Max Plan Benefit Goverage amount for Other for drug
|
!(__ 3 Indicate Maximum Plan Benefit
! 4 Coverage periodicity for drugs:
(-_-_5 | T Annually
(I Semi-annually
[ Quarterly
[~ Monthly

[T Other, describe
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Base 2

[-= PBP Data Entry System - Section B-20, Contract X0001, Plan 0

Eile Help
3 ’ Exit Exit (No
Previous Next (Validate) Validate)
Canany unused amounts be carried forward to the next period within the Indicate Max Plan Benefit Coverage amountannually for combination of
contract period? drug groups:
| € ves
| No ]
M ) ) T Indicate Max Plan Benefit Coverage amount semi-annually for
Select what combination of drug groups are included in the Maximum Plan combination of druggroups:
Benefit:
N Group 1
| Group 2
| Group 3 Indicate Max Plan Benefit Coverage amount quarterly for combination of
r Group 4 drug groups;
[ Group 5
Indicate Maximum Plan Benefit Coverage periodicity for combination of Indicate Max Plan Benefit Coverage amount monthly for combination of
drug groups: drug groups:
| Annually
™ Semi-annually
I Quartery Indicate Max Plan Benefit Coverage amount for Other for combination of
™ Monthly drug groups:
| Other, describe
e |
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Base 3

[5 P8P Data Entry System - Section B-20, Contract X000, Plan 0
File Help
< > o ¥ GoTo [ |
: Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

0

Is a selected group unlimited after the combination Maximum Plan
Benefit Coverage amount has been reached?

7 Ves
" No | Select the Maximum Enrolles Qut-of-Pocket Cost periodicity:
Indicate the selected group(s) for which the Maximum Plan Benefit | Every yoar
Coverage is waived: 7 Every six months
r Group 1 & Every three months
r Group 2
™ Group 3 Is there an enrolles Coinsurance for Medicare-covered Benefits?
[~ Group 4 " es
[~ Group 5 " No
. : - g Selectwhich Medicare-covered Outpatient Drugs have a Coinsurance
Does theenrolles incur a costin addition to the Coinsurance or Copay (Select all that apply):
;?Jras”?ilgg;ng a higher priced drug when a less expensivedrug is ™ Medicare Part B Chemotherapy Drugs
¥al [T Other Medicare Part B Drugs
| L Indicate Minimum Coinsurance percentage for Medicare Part B
IFNO | Chemaotherapy Drugs:
Is there a Maximum Enrollee Cut-of-Pocket Cost? i
[ Yes ‘
(: No | Indicate Maximum Coinsurance percentage for Medicare Part B

Chemotherapy Crugs:

7

Selectwhat combination of drug groups applies for Maximum Enrollee
Out-of-Pocket Cost:

M Group 1

[ Group 2 Indicate Minimum Coinsurance percentagefor other Medicare Part B
[ Group 3 I&r_g_s_

[ Group 4

I™ Group 5 Indicate Maximum Goinsurance percentage for other Medicare Part B
[T Medicare Covered Benefits Drugs:

1
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Base 4

la-' PEP Data Entry System - Section B-20, Cantract X0001, Plan 0

Eile Help
3 oL »
. Exit Exit (No
Previous Next (validate) Validate)

Is there an enrollee Deductible?

Go To: #20 Outpatient Drugs - Bazse 4 vl

Indicate Minimum Copayment amount for Medicare Part B

2R
Selectwhat combination of drug groups applies for Deductible:

Group 1

Group 2

Group 3

Group 4

Group &

Medicare Covered Benefits

i A |

Indicate Deductible amount:

|5 there an enrollee Copayment for Medicare-covered Benefits?

1 Chemotherapy Drugs:

Indicate Maximum Copayment amount for Medicare Part B
Chemotherapy Drugs:

Indicate Minimum Copayment for other Medicare Part B Drugs:

Indicate Maximum Copayment for other Medicare Part B Drugs:

(Select all that apply):
[T Medicare Part B Chemotherapy Drugs
[T Other Medicare Part B Drugs

[ ves Enrollee must receive Authorization for drugs from one or more ofthe
following:

| No

b [ Mene

Select which Medicare-covered Outpatient Drugs have a Copayment r Primary Care Physician (Internist/Family Practice, General Practic

[ Physician Specialist/Dentist

QOrganization Medical Director/Utilization Management/Utilization
Review

[ Other, describe
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CY 2016 PBP Data Entry System Screens

#20 Outpatient

Drugs — Notes (Optional)

[~ PBP Data Entry System - Section B-20, Contract X000, Plan 001, S
File Help

‘ ’ v 4 ¥ Lo oAl %20 Outpatient Drugs - Notes (Optional)
o

s Exit Exit (No

Previous Next (Validate) Validate)

Outpatient Drugs Motes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Motes:
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 1 —Base 1

s PEP Data Entry System - Section B-20, Contract X0001, Plan ¢

Select a label for Group 1:

Eile Help
‘ ’ ol £ Go Te:
, Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Plan Benefit Coverage annual amount for

[~ Generic
[ Preferred Brand
[ Brand

T Yes
" No

Select the drug type(s) covered for Group 1:

_Y_! Group 1:

Indicate Maximum Plan Benefit Coverage semi-annual
amount for Group 1:

Indicate Maximum Plan Benefit Coverage quarterly amount
far Group 1:

Is there a Maximum Plan Benefit Coverage amount for Group 1

Indicate Maximum Plan Benefit Coverage monthly amount for

= Annually

™ Semi-annually
r Quuarterly

™ Monthly

[~ Per Prescription
[ Other, describe

Group 1:

Indicate Maximum Plan Benefit Coverage for Group 1 periodicit

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 1:

Indicate Maximum Plan Benefit Coverage amount for Other
for Group 1:
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 1 — Base 2

la-' PEP Data Entry System - Section B-20, Cantract X0001, Plan 0
Eile Help

’ w ¥ L& 8 13 | #20 Dutpatient Drugs - Group 1 - Bage 2
: Exit Exit (No
Previocus Next (Validate) Validate)

(T
Select from where Group 1 Drugs can be acquired:
m Designated Retail Pharmacy

™ HMO-Owned Pharmacy

™ Mail Order

[T Other, describe

Is there an enrollee Coinsurance for Group 17 Is therean enrollee Copayment for Group 17

™ ves | 1€ ves

| No | | No
Indicate Coinsurance percentagefor Group 1 Designated Retail Indicate Copayment amount for Group 1 Uptoa day supply covered for
Pharmacy: Designated Retail Pharmacy: Group 1 Designated Retail Pharmacy:

:
:

Indicate Coinsurance percentagefor Group 1 HMO-Owned Indicate Copayment amount for Group 1 Uptoa day supply covered for
Pharmacy: HMO-Owned Pharmacy: Group 1 HMO-Owned Pharmacy:

1
:

Indicate Coinsurance percentage for Group 1 Mail Order: Indicate Copayment amount for Group 1 Mail Uptoa____ day supply covered for
| Order: Group 1 Mail Order:

Indicate Coinsurance percentagefor Group 10ther: Indicate Copaymentamount for Group 1 Othe Uptoa day supply covered for
Group 1 Other:

|
1
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 2 —Base 1

1_5_5' PEP Data Entry System - Section B-20, Contract X000L, Plan 0

File Help
4 b ol »
. Exit Exit (No
Previous Next (Validate) validate)
Select a label for Group 2: Indicate Maximum Plan Benefit Coverage annual amount for

I ;i Group 2:

Select the drug type(s) covered for Group 2;

™ Generic Indicate Maximum Flan Benefit Coverage semi-annual amount
I~ Preferred Brand for Group 2:
I~ Brand

Is there a Maximum Plan Benefit Coverage amount for Group 2 Indicate Maximum Plan Benefit Coverage quarterly amount for
— Group 2:

" Yes
_t’“' No

Indicate Maximum Plan Benefit Coverage for Group 2 periodiclt |ndicate Maximum Plan Benefit Coverage monthly amount for
™ Annually Group 2:

r Semi-annually
r Quarterly

™ Monthly

™ Per Prescription
= Other, describe

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 2:

Indicate Maximum Plan Benefit Coverage amount for Otherfor
Group 2:
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 2 — Base 2

[¢ P8P Data Entry System - Section B-20, Contract X000L, Plan 00L,

File Help

’ o ¥ Go To:
" Exit Exit (No
Previous Next {Validate) Validate)

Select from where Group 2 Drugs can be acquired
[T Designated Retail Pharmacy

™ HMO-Owned Pharmacy

[ Mail Order

r Other, describe

Is there an enrollee Coinsurance for Group 27 Is there an enrolles Copayment for Group 22
| Yes " Yes
I(ﬁ Mo T No
Indicate Coinsurance percentage for Group 2 for Indicate Copayment amount for Group 2 Uptoa day supply covered for Group 2
Designated Retail Pharmacy: Designated Retail Pharmacy:

Designated Retail Pharmacy:

1
|

Indicate Coinsurance percentage for Group 2 for Indicate Copaymentamount far Group 2 Uptoa day supply covered for Group 2
HMO-Owned Pharmacy: HMO-Owned Pharmacy: HMO-Owned Pharmacy:;

W
|

Indicate Coinsurance percentagefor Group 2 for Indicate Copayment amount for Group 2 Mail Uptoa day supply covered for Group 2
Mail Order: Order: Mail Order:

1
:

Indicate Copayment amount for Group 2 Othe Uptoa day supply covered for Group 2

Indicate Coinsurance percentage for Group 2 for
Other:

Other:

1
!
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 3 —Base 1

IgE PBP Data Entry System - Section B-20, Contract X0001, Plan 0

File Help
’ o » Go To: 0 Outpatient Drugs - Group 2 - Base 1 -
-
2 Exit Exit (No
Previous Next {Validate) Validate)
Select a label for Group 3 Indicate Maximum Plan Benefit Coverage annual amount for

j Group 3:

Select the drug type(s) covered for Group 3: . . )
: Indicate Maximum Plan Benefit Coverage semi-annual amount
[ Generic =
for Group 3:

[™ Preferred Brand
[~ Brand

Indicate Maximum Plan Benefit Coverage quarterly amount for

Is there a Maximum Plan Benefit Coverage amount for Group Group 3:

[T ves | I

| No |

Indicate Maximum Plan Bensfit Coverage Group 3 periadicity: Indicate_l'ufaximum Plan Benefit Coverage monthly amountfor
- Annually oroln 3

[N Semi-annually

[ Quarterly

™ Monthly Indicate Maximum Plan Benefit Coverage amount per

™ Per Prescription prescription for Group 3:

M Other, describe

Indicate Maximum Plan Benefit Coverage amount for Otherfor
Group 3:
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 3 — Base 2

[ PBP Data Entry System - Section B-20, Contract X0001, Plan 0
Eile Help

‘ ’ ol ¥ Go To:
: Exit Exit (No
Previous Next (Validate) Validate)

Select from where Group 3 Drugs can be acquired:
- Designated Retail Pharmacy

I~ HMO-Owned Pharmacy
™ Mail Order
I~ Other, describe

Is there an enrollee Coinsurance for Group 37 Is there an enrollee Copayment for Group 37

 ves ‘ ‘m '

[ Mo | [£" No ‘
Indicate Coinsurance percentage for Group 3 Designated Indicate Copaymentamount for Group 3 Uptoa day supply covered for
Retail Pharmacy: Designated Retail Pharmacy: Group 3 Designated Retail Pharmacy:

1
|

Indicate Coinsurance percentagefor Group 3HMO-Owned Indicate Copayment amount for Group 3HMO Uptoa day supply covered for
Pharmacy: -Owned Pharmacy: Group 3 HMO-Owned Pharmacy:

|
|

Indicate Coinsurance percentagefor Group 3 Mail Order: Indicate Copayment amount for Group 3 Mail Uptoa day supply covered for

Order: Group 3 Mail Order:

1
:

Indicate Coinsurance percentagefor Group 3 Other: Indicate Copaymentamount for Group 3 Othe  Uptoa day supply covered for

Group 3 Other:

|
|
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 4 —Base 1

I'gE PEP Data Entry System - Section B-20, Contract X0001, Plan 0
Eile Help

‘ ’ ot ¥ {38 I 1l (#20 Dutpal -
2 Exit Exit (No
Previous Next (Validate) Validate)
Select a label for Group 4; Indicate Maximum Plan Benefit Coverage annual amount for

;] Group 4:

Select the drug type(s) covered for Group &
™ Generic Indicate Maximum Plan Benefit Coverage semi-annual

™ Preferred Brand amount for Group 4:
[ Brand

Is there a Maximum Plan Benefit Coverage amount for Group Indicate Maximum Plan Benefit Coverage quarterly amount
for Group 4:

(¢ ves
| No

Indicate Maximum Plan Benefit Coverage Group 4

r Annually Indicate Maximum Flan Benefit Coverage monthly amount

for Group 4:
[~ Semi-annual ly
| Quarterly
™ Monthly
I Per Prescription Indicate Maximum Plan Benefit Coverage amount per

[ Oths- e b prescription for Group 4:

Indicate Maximum Plan Benefit Coverage amount for Other
for Group 4:
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CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 4 — Base 2

[¢ P8P Data Entry System - Section 8-20, Contract X0001, Plan 0
Eile Help

‘ ’ wd ¥ {00 'y 4 [%70 Outpatient Drugs - Group 4 - Base 2
=

2 Exit Exit (No

Previous Next (Validate) Validate)

(e
Select from where Group 4 Drugs can be acquired:
1 Designated Retail Pharmacy

[T HMO-Owned Pharmacy

[~ Mail Order

- Other, describe

Is there an enrollee Coinsurance for Group 47 Is there an enrollee Gopayment for Group 47

[C ves | [€ ves |

[ No 1€ e

Indicate Coinsurance percentage for Group 4 Designated Indicate Copayment amount for Group 4 Uptoa day supply covered for
Retail Pharmacy: Designated Retail Pharmacy: Group 4 Designated Retail Pharmacy:

:

Indicate Coinsurance percentage for Group 4 HMO-Owned

Indicate Gopayment amount for Group 4 Uptoa day supply covered for
Pharmacy:

HMO-Owned Pharmacy: Group 4 HMO-Owned Pharmacy:

|

Indicate Coinsurance percentagefor Group 4 Mail Order: - .
Indicate Copayment amountfor Group 4 Mail Uptoa day supply covered for
Order: Group 4 Mail Order:

|
|

Indicate Coinsurance percentage for Group 4 Other:

| Indicate Copaymentamount for Group 4 Other  Uptoa day supply covered for
Group 4 Other:

1
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#20 Outpatient

CY 2016 PBP Data Entry System Screens

Drugs —Group 5—Base 1

[5-' PEP Data Entry System - Section B-20, Contract X0001, Plan
Eile Help

& » =
-
3 ’ Exit Exit (No
Previous Next (Validate) Validate)
Select a label for Group & Indicate Maximum Plan Benefit Coverage annual amount for

I _LI Group 5:

Select the drug type(s) covered for Group &

™ Generic Indicate Maximum Plan Benefit Coverage semi-annual amount
™ Preferred Brand for Group 5:
™ Brand

Is there a Maximum Plan Benefit Coverage amount for Group 5 Indicate Maximum Plan Eenefit Coverage quarterly amount for

CYes 1 Group 5:
' Mo |
Indicate Maximum Plan Benefit Coverage for Group 5 periodict | gicate Maximum Plan Benefit Coverage monthly amountfor
[ Annually Group 5:
[~ semi-annually
I Quarterly
I~ Monthly
™ Per Prescription Indicate Maximum Plan Benefit Coverage amount per
[ Other, describe prescription for Group 5:

Indicate Maximum Plan Benefit Coverage amount for Otherfor
Group &

Fu Associates, Ltd.

CY2016 PBP - Section B
12/5/2014
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 242 of 244



CY 2016 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 5 — Base 2

[i=' PBP Data Entry System - Section B-20, Contract X0001, Plan 0
File Help

‘ ’ v 4 ¥ Lo o = 1420 Outpatient Drugs - Group 5 - Bage 2
-

2 Exit Exit (No

Previous Next (Validate) Validate)

Select from where Group & Drugs can be acquired:
r Designated Retail Pharmacy

|- HMO-Owned Pharmacy

™ Mail Order

= Other, describe

Is there an enrollee Coinsurance for Group 57 Is there an enrollee Copayment for Group 57

C ves [ ves o

™ Mo " No

Indicate Coinsurance percentagefor Group & Indicate Copayment amount for Group & Uptoa day supply covered for
Designated Retail Pharmacy: Designated Retail Pharmacy: Group 5 Designated Retail Pharmacy:

:
:

Indicate Coinsurance percentage for Group & HMO- Indicate Copayment amount for Group & HMO Uptoa__ day supply covered for
Owned Pharmacy: -Owned Pharmacy: Group 5 HMO-Owned Pharmacy;

:
1

Indicate Coinsurance percentage for Group 5Mail Ord  Indicate Copayment amountfor Group & Mail Uptoa day supply covered for
l Order: Group 5 Mail Order:

Indicate Coinsurance percentage for Group 5 Other: Indicate Copayment amount for Group 5 Othe Uptoa day supply covered for
Group & Other:

:
|
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CY 2016 PBP Data Entry System Screens

#20 Home Infusion Bundled Services

la-' PEP Data Entry System - Section B-20, Contract X000L, Plan 001,

Eile Help

‘ ’ o ¥ L4 Iyl (20 Home Infugion Bundled Services -
; -

. Exit Exit (No
Previous Next {Validate) Validate)

Does the plan provide Part D home infusion drugs as part of a bundled service
as a supplemental benefit?
" No ‘

If youselect "es'to "Does the plan provide Part D home infusion drugs as part
of a bundled service as a supplemental benefit?, you must indicatethese
specificmedications in aflatfilewhich must be uploaded through the
Formulary Submission Module by Friday, June 7, 2013 at 12:00pm Eastern Ti

Youmust also ensure that your benefitincludes not only the home infusion
drug, butany services and supplies associated with the home infusion drug's
administration.

Ifyour organization elects to provide Part D home infusion drugs as part ofa
bundled service then those services must be provided at 50 cost sharing. As
described in the Cv 2010 Call Letter this waiver is conditioned on the
application of zero cost sharing for the bundle of home infusionservices
provided under a supplemental benefit.
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