CY 2016 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 1

ST B iy i G P e = |

File Help
3 of »
- Exit Exit (No
Previous Next (Validate) Validate)

Do you offer an Deductible?

' Yes
= No

‘What is theamount of your Deductible?

" Medicare-Defined Part A Deductible amount
" Medicare-Defined Part B Deductible amount

Medicare-Defined Part A and B Deductible
amountcombined as a single deductible

" Other, Indicate amount

Indicate Deductible Amount:

How is your combined Medicare-defined Part A and B
Deductible applied?

” Single Deductible

Differentially applied to Part A and Part B
("Medicaresewicas:reﬂedingOriginaIMedicare
payment structure.

LPPO and RPPO plans must include ALL OON Medicare-
covered Services in the Deductible; 14a preventive services
may notbe included in the In-Metwork deductible. Ifthe plan
chooses to usethe 2018 Original Medicare amounts, please
verify that any differential deductibles that are selected will
not exceed the 2016 Original Medicare amounts that will be
released by CMS.

Go To: Plan Deductible LPPO/RPPO Base 1 vl

Do youinclude 14a Medicare-Covered Preventive Services as part of your OON
Medicare-covered Services Deductible?

 Yes

" No

Select the Service Categories that apply to your Deductible (Optional ):

[ In-Newark Medicare-covered benefits

[ In-Network Non-Medicare-covered benefits

|- Out-of-Metwork Mon-Medicare-covered benefits

Does the Deductible apply to all In-Metwork Medicare-covered benefits 7

i Yes
" No

Hold down the CTRL key on your keyboard while selecting the coverage options
with your MOUSE. Afterselecting ALL of your options release the CTRL key on
your keyboard.

Selectall ofthe In-Metwork Medicare-covered Service Categories to which the
Deductible applies:

1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Peychiatric: i
Skilled Mursing Facility (SNF):

Cardiac Rehabilitation Services: =
Intensive Cardiac Rehabilitation Services:

Pulmonary Rehabilitation Services:

Partial Hospitalization:

Home Health Services:

7a: Primary Care Physician Services:

Tb: Chiropractic Services:

7c: Occupational Therapy Services:

d: Physician Specialist Services:

Te: Mental Health Speciatty Services:

71 Podiatry Services: =

=
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CY 2016 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 2

a5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment

File Help
’ o b4 Go To: F‘Ian Deductible LPPO/RPPO Base 2 -[
: 4
; Exit Exit (No
Previous Next (Validate) Validate)

Hold down the CTRL key on your keyboard while selecting the coverage

Hold down the CTRL key on your keyboard while selecting the coverage options
options with your MOUSE. After selecting ALL of your options release the

with your MOUSE. After selecting ALL of your options release the CTRL key on

CTRL key on your keyboard. your keyboard.
Does the Deductible apply to all In-Metwork Mon-Medicare-covered Does the Deductible apply to all Out-of-Netwark Non-Medicars-covered benefits?
benefits?
7  es
Tes " No
" Mo
Select all of the In-Metwork Mon-Medicare-covered Service Categories Select all of the Out-of-Network Non-Medicare-covered Service Categories to
to which the Deductible applies: which the Deductible applies:

1a: Inpatient Hospital Acute:
1b: Inpatient Hospital Psychiatric: T

»

1a: Inpatient Hospital Acute:
1b: Inpatient Hospital Psychiatric: T

»

2: Skilled Nursing Facility (SNF): 2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabiltation Services: 3: Cardiac Rehabiltation Services:

3: Intensive Cardiac Rehabilitation Services: 3: Intenszive Cardiac Rehabilitation Services:
3: Pulmonary Rehabilitation Services: 3: Pulmonary Rehabilitation Services:

4c: Worldwide Emergency/Urgent Coverage: 4c: Worldwide Emergency/Urgent Coverage:
7b: Chiropractic Services: 7b: Chiropractic Services:

7f: Podiatry Services: 7f: Podiatry Services:

8d: Outpatient Blood Services: 8d: Outpatient Blood Services:

10b: Trangportation Services:
13a: Acupuncture:
13k: Over-the-Counter (OTC) kems and Services:

10b: Trangportation Services:
13a: Acupuncture:
13k: Over-the-Counter (OTC) kems and Services:

m
m

13c: Meal Benefit: 13c: Meal Benefit:
13d: Other 1: 13d: Other 1:
13e: Other 2: 13e: Other 2:
13f: Other 3: 13f. Other 3:
13g: Dual Eligible SHP with Highly Integrated Services: 13g: Dual Eligible SHP with Highly Integrated Services:
14b: Annual Physical Exam: 14b: Annual Physical Exam:
14c: Eligible Supplemental Benefits as Defined in Chapter 4: 14c: Eligible Supplemental Benefits as Defined in Chapter 4:
15: Medicare Part B Rx Drugs: 15: Medicare Part B Rx Drugs:
16a: Preventive Dental: 16a: Preventive Dental:
16b: Comprehensive Dental: | 16b: Comprehensive Dental: |4
17a: Eye Exams: 17a: Eye Exams:
17b: Evewear: 17b: Evewear:
18a: Hearing Exams: 57 18a: Hearing Exams: 57
2|
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CY 2016 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 3

s PBP Data Entry System - Section D, Centract X0001, Plan 001, Segment

File Help
< > ” ¥  GoTo -
2 Exit Exit (No

Previous Next (Validate) Validate)

Do you have differential service category-level deductibles in additionto
your In-Metwork Plan-level Deductible?

'_f:' es
[ No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Selectall ofthe Service Gategories to which the differential deductibles app
1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Peychiatric: v
2: Skilled Nursing Facility (SNF}):

3: Cardiac and Pulmonary Rehabilitation Services:
4cWorldwide Emergency/Urgent Coverage:

5: Partial Hospitalization:

6. Home Health Services:

Ta: Primary Care Physician Services:

Thb: Chiropractic Services:

Tc: Occupational Therapy Services:

7d: Physician Specialist Services:

Te: Mental Health Speciatty Services: =
TT: Podiatry Services:

Tg: Other Health Care Professional:

Th: Psychiatric Services:

Ti: Physical Therapy and Speech-Language Pathology Services:

B8a: Outpatient Diagnostic Procedures/Test/Lab Services:

8b: Outpatient Diagnostic/Therapeutic Radiological Services:

Sa: Outpatient Hospital Services:

Sb: Ambulatery Surgical Center (ASC) Services:

8¢ Outpatient Substance Abuse:

G9d: Outpatient Bleed Services:

10a: Ambulance Services: i

m
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CY 2016 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 4
IElx]

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

" " " " Mote: N le Differential Deductibl b
Indicate Differential Deductible Amounts for Inpatient Hospital Indicate Differential Deductible Amountfor Cardiacand Pulmonary groe:‘e, tohsa‘r?tghee a%:ﬁr;:du;w:le"r;:ta;ale

Services including Acute Tiers 1,2, and 3, where appropriate: Rehabilitation Services: of all of the Differential Deductibles can be

greater than the annual deductible.
Indicate Differential Deductible Amount for Worldwide
l— EmergencyllUrgent Coverage:
Indicate Differential Deductible Amount for Partial Hospitalization:

Indicate Differential Deductible Amounts for Inpatient
PsychiatricHospital Services Tiers 1,2, and 3, where appropriat

Indicate Differential Deductible Amount for Primary Gare Physician
l— Services
l— Indicate Differential Deductible Amount for Chiropractic Services

Indicate Differential Deductible Amounts for Skilled Nursing Indicate Differential Deductible Amount for Occupational Therapy
Facility (SNF) including Tiers 1,2, and 3, where appropriate: Services:

—
—
—

Indicate Differential Deductible Amount for Home Health Services

Indicate Differential Deductible Amount for Physician Specialist Services,

Fu Associates, Ltd. CY2016 PBP — Section D Page 4 of 67
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CY 2016 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 5

Indicate Differential Deductible
Amount for Mental Health Specialty
Services - Mon-Psychiatric:

Indicate Differential Deductible
Amount for Podiatry Services:

Indicate Differential Deductible
Amount for Other Health Care
Professional Services:

Indicate Differential Deductible
Amount for Psychiatric Services:

far Physical Therapy and Speech-
Language Pathology Services;

for Qutpatient Diagnostic Procedures
and Test and Lab Services:

Eile Help
4 3 of ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate Differential Deductible
Amountfor Outpatient Diagnostic and
Therapeutic Radiological Services:

Indicate Differential Deductible
Amountfor Outpatient Hospital Servic

Indicate Differential Deductible
Amount for Ambulatory Surgical
Center (ASC) Services:

Indicate Differential Deductible
Amount for Outpatient Substance
Abuse Services:

Indicate Differential Deductible Amount

Indicate Differential Deductible
Amount for Outpatient Blood Services:

Indicate Differential Deductible Amount

Indicate Differential Deductible Amount
for Ambulance Services:

Indicate Differential Deductible
Amountfor Transportation Services:

Indicate Differential Deductible
Amount for Durable Medical Equipme

Indicate Differential Deductible
Amountfor Prosthetics/Medical Suppli

Indicate Differential Deductible
Amountfor Diabetic Supplies and Ser

Indicate Differential Deductible
Amount for End-Stage Renal Disease:

Indicate Differential Deductible
Amount for Acupuncture:

Indicate Differential Deductible
Amount for OTC:

Indicate Differential Deductible Amount
for Meal Benefit:

Indicate Differential Deductible Amount
for Other 1:

Indicate Differential Deductible Amount
for Other 2:

Indicate Differential Deductible Amount
for Other 3:

Indicate Differential Deductible Amount
for Dual Eligible SNPs with Highly
Integrated Services:

=21 PEP Data Entry System - Section D, Contract X000L, Plan 00, Scgment 000 NN 0 oo e ]
Go Tor :
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CY 2016 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 6

la-/ PBP Data Entry System - Section D, Contract X0001, Plan 001, Se
File Help
’ v 4 ¥ Go To: F‘hn Deductible LPPO/RPPO Base 6 vl
-
2 Exit Exit (No

Previous Next (Validate) Validate)
Indicate Differential Deductible Amount Indicate Differential Deductible Indicate Differential Deductible
for the Annual Physical Exam: Amount for Preventive Dental: Amount for Hearing Aids:
Indicate Differential Deductible Amount . . . .
far Eligible Supplemental Benefits as Indicate Differential Deductible
Defined in Chapter 4: Amount for Gomprehensive Dental:
Indicate Differential Deductible Amount Indicate Differential Deductible
for Kidney Disease Education Services Amount for Eye Exams:
Indicate Differential Deductible Amount Indicate Differential Deductible
for Diabetes Self-Management Training Amount for Eyewear:
Indicate Differential Deductible Amount Indicate Differential Deductible
for Medicare Part B Rx Drugs: Amount for Hearing Exams:

2|
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CY 2016 PBP Data Entry System Screens

Plan Deductible (In-Network)

s PEP Data Entry System - Section D, Contract X0001, Plan

File Help
‘ ’ @ * (&8 ' 1l | Plan Dieductible (In-Network) -
-
2 Exit Exit (No

Previous Next (Validate) Validate)
15 there an In-Metwork Plan Deductible? Hold down the CTRL key on your keyboard while selecting the coverage
e options with your MOUSE. After selecting ALL of your options release the
|% Yes ‘ CTRL key on your keyboard.
[ No

Select all of the In-Network Medicare-covered Service Categories to which
Do you charge the Medicare-defined Part B Deductible amount the In-MNetwork Plan Deductible applies:
.(" Yes 1 1a: Inpatient Hospital Acute: -
[ No ‘ 1b: Inpatient Hospital Psychiatric: |_|
2: Skilled Nursing Facility (SNF): T
3: Cardiac Rehabilitation Services:
3: Intensive Cardiac Rehabilitation Services:

Indicate In-Network Plan Deductible Amount: 3: Pulmonary Rehabiltation Services:
5: Partial Hospitalization: il

Does the In-Metwork Deductible apply to all In-Metwork Mon-Medicare-
covered plan services?
|{" es

Select the benefits that apply to the In-Network Deductible: " Na

[™ In-Network Medicare-covered benefits
[ In-Network Non-Medicare-covered benefits

Hold dewn the CTRL key on your keyboard while selecting the coverage
options with your MOUSE, After selecting ALL of your options release the
CTRL key on your keyboard.

Does the In-Metwork Deductible apply to all In-Metwork

IMedicare-covered plan services? Select all of the In-Metwork Mon-Medicare-covered Service Categories to
T Yes which the In-Network Deductible applies:
“ Ne 1a: Inpatient Hospital Acute: -

1b: Inpatient Hospital Psychiatric:

2: Skilled Mursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3 Intensive Cardiac Rehabilitation Services:
3: Pulmonary Rehabiltation Services:

4c: Worldwide EmergencyfUrgent Coverage:
6. Home Health Services:

Tb: Chiropractic Services:

7o Occupational Therapy Services:

7T Podiatry Services:

Ti: Physical Therapy and Speech-Language Pathology Services: o

am ]
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CY 2016 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 1

1 P8P Data Etry System - Section D, Contract Y0001, Plan 001, Segment 000 NN 0 o o e ]

Eile Help
‘ ’ wif ¥ (&0 [ 3 |Flan Deductible (Combined) - Baze 1 -
- =
: Exit Exit (No
Previous Next (Validate) Validate)

Is there a Combined (In-Metwork and Out-of-Metwork) Deductible amoun Hold down the CTRL key on your keyboard while selecting the
= Ves coverage options with your MOUSE. After selecting ALL of your options
 No release the CTRL key on your keyboard.

Select all of the In-Metwork Medicare-covered Service Categories to
whichthe Combined Deductible applies:
" Yes 1a: Inpatient Hospital Acute: -
= Mo 1b: Inpatient Hospital Psychiatric: D
2: Skilled Mursing Facility (SNF):
3: Cardiac Rehabiltation Services:
Indicate Combined (In-Metwork and Out-of-Network) Deductible Amoun |3 Intensive Cardiac Rehabilitation Services:
3: Pulmonary Rehabilitation Services:
5: Partial Hozpitalization:
6: Home Health Services: &7

Do youw charge the Medicare-defined Part B Deductible amount?

Does the Combined Deductible apply to all In-Metwark Mon-Medicare-

Select the benefits that apply to the Combined Deductible: covered plan services?
[ In-Network Medicare-covered benefits ™ Yes
7 In-Network Non-Medicare-covered benefits Mo

[~ Out-of-Network Medicare-covered benefits
I™" Out-of-Netwark Non-Medicars-covered benefits Hold down the CTRLkey onyour keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your options

Doesthe Combined Deductible apply to all In-Metwork Medicare- release the CTRL key on your keyboard.

covered plan services?

 Yes Select all of the In-Metwork Mon-Medicare-covered Service Categories
= Mo to which the Combined Deductible applies:
1a: Inpatient Hospital Acute:

1b: Inpatient Hospital Psychiatric:

2: Skilled Nursing Facility (SNF): A
3 Cardiac Rehabilitation Services: 3
3: Intensive Cardiac Rehabiltation Services:

3: Pulmonary Rehabilitation Services:

4c: Worldwide Emergency/Urgent Coverage:

Tb: Chiropractic Services:

TT. Podiatry Services:

8d: Outpatient Blood Services:

10b; Transportation Services:

13a: Acupuncture: b

-~
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CY 2016 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 2

5 b Ery St Eomne oo, on L S o T |

File Help

‘ ’ wil y. (&0 [+HM | Plan Deductible (Combined) - Baze 2 -
g -
\ Exit Exit (No
Previous Next (Validate) Validate)

Does the Combined Deductibl e apply to all Qut-Of-Metwork Medicars- Does the Combined Deductible apply to all Qut-Of-Metwark

covered plan services? Mon-Medicare-covered plan services?

1 ves " es

" No  No

Hold down the CTRLkey on your keyboard while selecting the coverage Hold down the CTRLkey on your keyboard while selecting
options with your MOUSE. After selecting ALL ofyour optionsreleasethe  the coverage options with your MOUSE. After selecting ALL

CTRL key on your keyboard. of your options releasethe CTRLkey onyour keyboard.
Select all of the Qut-of-Metwork Medicare-covered Service Categories to Select all of the Qut-of-Metwork Non-Medicare-covered
which the Combined Deductible applies: Service Categories to which the Combined Deductible applie
1a: Inpatient Hospital Acute: o~ 1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Peychiatric: | 1b: Inpatient Hospital Psychiatric: F
2: Skilled Nursing Facility (SNF): 2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabiltation Services: 3: Cardiac Rehabiltation Services: =
3. Intensive Cardiac Rehabiltation Services: 3. Intensive Cardiac Rehabiltation Services:

3: Pulmenary Rehabilitation Services: 3: Pulmenary Rehabilitation Services:

5. Partial Hospitalization: = 4c; Worldwide Emergency/Urgent Coverage:

&: Home Health Services: Tb: Chiropractic Services:

Ta: Primary Care Physician Services: Tf: Podiatry Services:

Tb: Chiropractic Services: 9d: Outpatient Blood Services:

Tc: Occupational Therapy Services: 10b: Transportation Services:

Td: Physician Specialist Services: 13a: Acupuncture:

Te: Mental Health Specialty Services: T 13b: Over-the-Counter (OTC) tems and Services: i

Tt Podiatry Services:

Tg: Other Health Care Professional:

Th: Psychiatric Services:

Ti. Physical Therapy and Speech-Language Pathology Services:

2a: Outpatient Diagnostic Procedures/Test/Lab Services:

&b1: Diagnestic Radiological Services:

8b2: Therapeutic Radiological Services:

8b3: Outpatient X-Rays:

Sa: Outpatient Hospital Services: =

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

Plan Deductible (Out-of-Network)

ls-! PBP Data Entry System - Section D, Contract X0001, Plan 001, S

File Help
‘ ’ ol ¥ {18 {o7ll[Plan Deductible (Out-of-Network) e
3 -
2 Exit Exit (No
Previous Next (Validate) Validate)

|5 there an Out-of-Metwork (OON) Plan Deductible? Hold down the CTRL key on your keyboard while selecting the coverage
s Yeg 1 options with your MOUSE. After selecting ALL of your options release the

CTRL key on your keyboard.
| No
Select all of the Out-of-Network Medicare-covered Service Categories to

Do youcharge the Medicare-defined Indicate Out-of-Metwork Plan which tthut—of—Neiwork Plan Deductible applies:
Part B Deductible amount? Deductible Amount: 1a: Inpatient Hospital Acute: -
f" 1 1b: Inpatient Hospital Peychiatric: |_|

es 2 Skilled Nursing Facilty (SWF) e
" No

3: Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabilitation Services:

3: Pulmonary Rehabilitation Services:

5: Partial Hospitalization: i

Select the benefits that apply to the Out-of-Metwork Deductible:
[ Out-of-Network Medicare-coverad benefits
[~ Out-of-Network Mon-Medicare-covered benefits

Does the Out-of-Network Deductible apply to all Out-of Metwork Non-

Medicare-covered plan senvices?
Does the Out-of-Network Deductible apply to all Out-of Metwork

Medicare-covered plan services? € Yes

= -+ | No |
T Yes A |
[ No.

it i Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all of the Qut-of-Network Mon-Medicare-covered Service Categories
to which the Out-of-Network Deductible applies:
1a: Inpatient Hospital Acute:

1b: Inpatient Hespital Psychiatric:

2; Skilled Nursing Facility (SMF):

3: Cardiac Rehabiltation Services:

3: Intensive Cardiac Rehabilitation Services:

3: Pulmenary Rehabiltation Services:

4c: Worldwide Emergency/Urgent Coverage:

Tb: Chiropractic Services:

7T Podiatry Services:

9d: Outpatient Blood Services:

10kb: Transportation Services:

13a: Acupuncture: I

m
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CY 2016 PBP Data Entry System Screens

Plan Deductible (Non-Network)

[s-1 PBP Data Entry System - Section D, Contract X0001, Plan 001, Se

File Help
< > v ¥ oo -
2 Exit Exit (No

Previous Next (Validate) Validate)

Is there a Plan Deductible?

pLah 3 Hold down the CTRL key on your keyboard while selecting the coverage
" Yes options with your MOUSE. After selecting ALL of your options release the
1T No CTRL key on your keyboard.

X Select all of the Medicare-covered Service Categories to which the Plan
Do youcharge the Medicare-defined Deductible applies:
Part B Deductible amount? T

1a: Inpatient Hozpital Acute: -
1b: Inpatient Hogpital Peychiatric: [
2: Skilled Nursing Facility (SNF): e
3. Cardiac Rehabilitation Services:

3. Intensive Cardiac Rehabilitation Services:

3: Pulmonary Rehabiltation Services:

5. Partial Hospitalization: >

Indicate Plan Deductible Amaount:

Does the Deductible apply to all Mon-Medicare-covered plan services?
Select the benefits that apply to the Deductible: [ ves
™ Medicare-covered bensfits 1T No
[~ MNon-Medicare-covered benefits o

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Does the Deductible apply to all Medicare-covered plan
services?

 Yes

" Mo Selectall ofthe Mon-Medicare-covered Service Categories to which the
Deductible applies:

1a: Inpatient Hospital Acute:

1b: Inpatient Hogpital Peychiatric:

2: Skilled Nurging Facility (SNF):

3. Cardiac Rehabilitation Services:

3. Intensive Cardiac Rehabilitation Services:

3: Pulmonary Rehabilitation Services:

4c: Worldwide Emergency/Urgent Coverage:

Thb: Chiropractic Services:

Tf: Podiatry Services:

S4d: Outpatient Blood Services:

10b: Transportation Services:

13a: Acupuncture: ht

| »

m
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CY 2016 PBP Data Entry System Screens

Max Enrollee Cost Limit (In-Network)

LEE‘ PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Eile Help

‘ ’ wil ¥ L7l [l |Max Enrollee Cost Limit (In-Network) -
oy

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

Is there an In-Metwark Maximum Enrollee Out-of-Pocket Cost?

 Yes
" Mo

Is your In-Metwork Maximum Enrollee Out-of-Pocket (MOOP) Cost at
the Voluntary or Mandatory Level?

" Voluntary

" Mandatory

All MA plans must have a maximum out-of-pocket (MOOP) that covers
all A/Bservices. For alist of theVoluntary and Mandatory Limits, please
right-click onthe "Is your Combined Maximum Enrollee Out-of-Pocket
(MOOP) Costat theVoluntary or Mandatory level?” question and view
the Variable Help.

Indicate In-Network Maximum Enrollee Out-of-Pocket Cost Amount:

Mote: For Regional PPOs, all Medicare Part A/B services must be
included inthe Maximum Enrollee Out-of-Pocket Cost.

Select the benefits that apply to the In-Network Maximum Enrollee Out-
of-Pocket cost:

[ In-Network Medicare-covered benefits

™ In-MNetwark Non-Medicare-covered benefits

Does theln-Metwork Maximum Enrollee Qut-of-Pocket Cost apply to all
In-Metwoark Medicare-covered plan services?

 Yes

" No

Hold down the CTRLEkey on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL ofyour options release the
CTRL key on your keyboard.

Select all of the In-Network Medicare-covered Service Categories thatare
INCLUDED in the In-Metwork Maximum Enrollee Out-of-Pocket Cost amoun
1a: Inpatient Hospital Acute: -
1k Inpatient Hozpital Peychiatric:

2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3. Intensive Cardiac Rehabilitation Services:
3: Pulmonary Rehabiltation Services:

4a: Emergency Care:

4b: Urgently Needed Services:

S: Partial Hospitalization:

5: Home Health Services:

Ta: Primary Care Physician Services:

Th: Chiropractic Services:

Tc: Occupatienal Therapy Services: 5

m

Does the In-Metwork Maximum Enrollee Qut-of-Pocket Cost apply to all In-
Metwork Mon-Medicare-covered plan services?

© ves
 No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Selectall ofthe In-Metwork Mon-Medicare-covered Service Categories that
are INCLUDED in the In-Metwaork Maximum Enrollee Out-of-Pocket Cost am

1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Peychiatric: T
2: Skilled Nursing Facility (SNF): ‘

3: Cardiac Rehabilitation Services:

3. Intensive Cardiac Rehabilitation Services:

3: Pulmonary Rehabiltation Services:

4c: Worldwide Emergency/Urgent Coverage:

5: Home Health Services:

Th: Chiropractic Services:

Tc: Occupatienal Therapy Services:

T Podiatry Services: 57
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CY 2016 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 1

=2/ PBP Data Entry System - Section D, Contract X00OL, Plan 00, Segmenst 000N 0 0 0 oo (e ]|

Eile Help

b o » Go To: Max Enrollee Cost Limit (Combined) - Base 1 vl

, Exit Exit (No
Previous Next (Validate) Validate)

Is there a Combined (In-Metwork and Out-of-Network) Maximum Enrolles
Qut-of-Pocket Cost?

" Yes
" No
Is your Combined (In-Network and Out-of-Metwork) Maximum Enrolles
Out-of-Pocket Gost at the Voluntary or Mandatory Level? (Metwork PFFS
plans only)
" Voluntary
{” Mandatory
All MA plans must have a maximum out-of-pocket (MOOP) that covers
all ABservices, For alist of theVoluntary and Mandatory Limits, please
right-click an the "Is your Combined Maximum Enrollee Out-of-Pocket

(MOOP) Cost at the Voluntary or Mandatory level 7 question and view
the Variable Help.

Indicate Combined (In-Metwork and Out-of-Metwork) Maximum Enrollee
Qut-of-Pocket Cost Amount:

Select the benefits that apply to the Combined Maximum Enrollee Out-of
-Pocket cost:

[ In-Network Medicare-covered benefits

l_ In-Metwork Non-Medicare-covered benefits

[~ Out-of-Network Medicare-covered benefits

[” Out-of-Network Mon-Medicare-covered bengfits

Does the Combined Maximum Enrollee Out-of-Pocket Costapply to all In
-Metwork Medicare-covered plan services?

 Yes

" No

Hold down the CTRL key onyour keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all of the In-Metwork Medicare-covered Service Categories thatare
IMCLUDED in the Combined Maximum Enrollee Out-of Pocket Cost Amount:

1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Psychiatric: i
2: Skilled Mursing Facility (SNF): =

3. Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabiltation Services:
3: Pulmonary Rehabiltation Services:

4a: Emergency Care:

4b: Urgently Meeded Services:

5: Partial Hospitalization:

6 Home Health Services:

Ta: Primary Care Physician Services:

Thb: Chiropractic Services: =

Does the Combined Maximum Enrollee Out-of-Pocket Cost apply to all In-
Metwork Mon-Medicare-covered plan services?

" Yes

" No

Hold down the CTRL key onyour keyboard while selecting the coverage

options with your MOUSE. After selecting ALL of your options release the CTRL
key on your keyboard.

Select all of the In-Metwork Mon-Medicare-covered Service Categories that are
IMCLUDED in the Combined Maximum Enrollee Out-of Pocket Cost Amount:

1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Psychiatric: T
2: Skilled Mursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3 Intensive Cardiac Rehabiltation Services:

3: Pulmenary Rehabilitation Services:

4c: Worldwide Emergency/Urgent Coverage:
Thb: Chiropractic Services:

Tf: Podiatry Services:

Sd: Qutpatient Blood Services:

10b: Transportation Services:

m

13a: Acupuncture: 7

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

Max Enrollee Cost Limit (Combined) — Base 2

=2 PBP Data Enry Syster - Secton D, Contract X00OL, Plan 0L Segment 000 M 10 10 1 e 5 |

File Help
< > - ¥ GoTo [ R L '
; Exit Exit (No
Previous Next (Validate) Validate)

All MA plans must have a maximum out-of-pocket (MOOP) that

covers all A/B services. For alist ofthe Voluntary and Mandatory

Limits, pleaseright-click onthe "5 your Combined Maximum

Enrolles Qut-of-Pocket (MOOP) Cost at the Voluntary or

Mandatory level?” question and view theVariable Help. Does the Combined Maximum Enrollee Qut-of-Pocket Cost apply

to allOut- of-Metwork Mon-Medicare-covered plan services?
Does the Combined Maximum Enrolles Out-of-Pocket Cost apply

to all Qut-of-Metwork Medicare-covered plan services? 7 es
" No

1 ves

" No

Hold down the CTRL key on your keyboard whileselecting the
. . coverage options with your MOUSE. After selecting ALL of your
Hold dawn thfaCTRIl_key onyour keyboard whlle_selec'tlngthe options releasethe CTRL key on your keyboard.
coverage options with your MOUSE. After selecting ALL of your

options releasethe CTRL key on your keyboard. Selectall ofthe Out-of-Network Non-Medicare-covered Service

Select all of the Out-of-Network Medicare-covered Service E:}_E?lgg %Suttr_‘:} ?,?;F;EL;EFEW:EJE: Combined Maximum
Categories that are INCLUDED in the Combined Maximum - - -
Enrollee Out-of Pocket Cost Amount: ‘a: Inpatient Hospital Acute: -
X - p X 1b: Inpatient Hospital Psychiatric: Tl
1a: Inpatient Hospital Acute:
o ot Hoo ool Pevcniatric: * |2 Skiled Nursing Facilty (SNF):
. Inpatient Hospital Psychiatric: X I .
2: Skiled Nursing Facility (SNF): 3: Cardla.c Rehah.llrtatlnn Se.r.VIC.ES: ) =
3: Cardiac Rehabiltation Services: 3 g :';tT"SNe C;rclr:a;;epahlgatmp Services:
3. Intenzive Cardiac Rehabiltation Services: 4' .:Umnl;aré : — 'D"m en.rlctecs. i
3: Pulmonary Rehabiltation Services: _{;: ChE'H— " ;_ rsnerg.enc?f roent Loverage:
5: Partial Hospitalization: _”_.' PD;E;DFES Ic - ervl|ce5.
5: Home Health Services: Bcl 0 tla? teg;rl?::lsé .
Ta: Primary Care Physician Services: m'b__l':' pa 'e”d tI'J 5 en.rlces__
7b: Chiropractic Services: 13&: AZ”;JTQ{:FE” ervices:
Tc: Occupational Therapy Services: i - L 8
7d: Physician Specialist Services: 13b: Over-the-Counter {OTC) kems and Services:
Te: Mental Health Specialty Services: o
Zi|
Fu Associates, Ltd. CY2016 PBP — Section D Page 14 of 67
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CY 2016 PBP

Max Enrollee Cost Limit (Out-of-Network)

Data Entry System Screens

=2/ PBP Data Entry System - Section D, Contract X00OL, Plan 00, Segmenst 000N 0 0 0 oo (e ]|

Eile Help

b o » Go To: Max Enrollee Cost Limit (Out-of-Network) vl

, Exit Exit (No
Previous Next (Validate) Validate)

Is there an Out-of-Metwork Maximum Enrollee Out-of-Pocket Cost?

™ Yes
" No

Is your an Qut-of-Metwork Maximum Enrollee Qut-of-Pocket Cost Voluntary
or Mandatory?

" Voluntary
" Mandatory

All M& plans must have a maximum out-of-pocket (MOOP) that covers all
AB services. For alist ofthe Voluntary and Mandatory Limits, pleaserright-
click onthe "Is your Combined Maximum Enrollee Out-of-Pocket (MOOR)
Cost atthe Voluntary or Mandatory level?™ question and view the Variable

Indicate the Out-of-MNetwork Maximum Enrollee Out-of-Pocket Cost Amount:

Select the benefits that apply to the Out-of-Metwork Maximum Enrolles
Qut-of-Pocket cost:

[~ Out-of-Network Medicare-covered benefits
[T Out-of-Network Non-Medicare-covered benefits

Mote: For Regional PPOs, all Medicare Part A/B services must be
included inthe Maximum Enrollee Out-of-Pocket Cost.

Does the Out-of-Metwork Maximum Enrollee Out-of-Pocket Gost apply to
all Out-of-Metwork Medicare-covered plan services?

" Yes

" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all of the Out-of-Metwork Medicare-covered Service Categories that
are INCLUDED in the Out-of-Network Maximum Enrollee Cut-of-Pocket
Costamount:

1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Psychiatric: o
2 Skilled Mursing Facilty (SNF): =
3: Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabilitation Services:

3: Pulmonary Rehabilitation Services:

5: Partial Hospitalization:

6: Home Health Services:

Ta: Primary Care Physician Services:

Tb: Chiropractic Services:

Tc: Occupational Therapy Services:

7d: Physician Specialist Services: =

Does the Out-of-Metwork Maximum Enrollee Out-of-Pocket Cost apply to
all Qut-of-Metwork Mon-Medicare-covered planservices?

" Yes
" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Selectall ofthe Out-of-Metwork Mon-Medicare-covered Service
Categories that are INCLUDED in the Qut-of-Metwork Maximum Enrallee
Qut-of-Pocket Cost amount:

1a: Inpatient Hespital Acute:

1b: Inpatient Hespital Psychiatric:
2 Skilled Mursing Facility (SNF): =
3: Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabiltation Services:

3: Pulmonary Rehabilitation Services:

4c: Worldwide Emergency/Urgent Coverage:

Tb: Chiropractic Services:

TT. Podiatry Services:

8d: Outpatient Blood Services:

10b: Transportation Services: &

| »

Fu Associates, Ltd.
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CY 2016 PBP

Max Enrollee Cost Limit (Non-Network)

Data Entry System Screens

= PBP Data Entry System - Secion D, Contract X000, Plan 001, Segment G001 S el e ]

Is your Maximum Enrollee Out-of-Pocket (MOOP) Cost at the Voluntary or
Mandatory level?

Eile Help
’ s ¥ (e vl (Max Enrolliee Cost Limit (Mon-Network) -
3 -
h Exit Exit (No
Previous Next (Validate) Validate)

Hold down the CTRLkey onyour keyboard while selecting the coverage
options with your MOUSE. After selecting ALL ofyour options release the

 voluntary
 Mandatory

CTRL key on your keyboard.

Select all of the Medicare-covered Service Categories INCLUDED in the
Maximum Enrallee Out-of-Pocket Cost Amount:

All MA plans must have a maximum out-of-pocket (MOOP) that covers all
AJB services, For alist ofthe Voluntary and Mandatory Limits, pleaseright-
click onthe "ls your Combined Maximum Enrallee Out-of-Pocket (MOOP)
Costat theVoluntary or Mandatory level? question and view the Variable H

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

Select the benefits that apply to the Maximum Enrollee Out-of-Pocket cost:
[ Medicare-covered benefits
l_ Mon-Medicare-covered benefits

Does the Maximum Enrollee Out-of-Pocket Cost apply to all Medicare-
covered plan services?

i Yes
" No

1a: Inpatient Hospital Acute: -
1b: Inpatient Hospital Psychiatric: D
2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabiltation Services:

3: Pulmonary Rehabilitation Services:

4a: Emergency Care; e

Does the Maximum Enrollee Out-of-Pocket Cost apply to all Mon-Medicare-
covered plan services?

i Yes
 No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL ofyour options release the
CTRL key on your keyboard.

Select all ofthe Mon-Medicare-covered Service Categories INCLUDED in
the Maximum Enrollee Out-of-Pocket Cost Amount:

1a: Inpatient Hospital Acute: .
1b: Inpatient Hospital P=ychiatric: Tl
2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabiltation Services:
3: Pulmonary Rehabilitation Services:

4c: Worldwide Emergency/Urgent Coverage:
Tb: Chiropractic Services:

71 Podiatry Services:

Sd: Outpatient Blood Services:

10b: Transpoertation Services: e

m
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CY 2016 PBP Data Entry System Screens

Max Plan Benefit Coverage

= PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000N 1 1 N R e i ]

Eile Help
< > v Goto [ |
) Exit Exit (No
Previous Next (Validate) Validate)

The Maximum Plan Benefit Coverage refers to Non-Medicare- Does the Maximum Plan Benefit Coverage amount apply to all In-Network

covered benefits. Mon-Medicare-covered plan services?
o
Is there a Maximum Plan Benefit Coverage Amount? - :es
o
 Yes
" No Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
Indicate Maximum Plan Benefit Coverage Amount: CTRL key an your keyboard.
Select all of the In-Metwork Non-Medicare-covered Service Categories to
which the Maximum Flan Benefit Coverage Amount applies:
. s 1a: Inpatient Hospital Acute: P
Select Maximum Flan Benefit Coverage Amount Periodici
g Yy 1b: Inpatient Hespital Psychiatric: ’:l
o Every three years 2: Skilled Nursing Facility (SNF):
[ Every two years 3: Cardiac Rehabilitation Services:
™ Every year 3: Intenzive Cardiac Rehabilitation Services:
e Every six months 3: Pulmonary Rehabiltation Services: =
& Every three months Does the Maximum Plan Benefit Goverage amount apply to all Qut-of-
[ Other, Describs Metwork Mon-Medicare-covered plan services?
Select the benefits that apply to the Maximum Plan Benefit " ves
Coverage Amount: " No
l- In-Metwork Mon-Medicare-covered benefits
[~ Out-of-Network Non-Medicare-coverad benefits Hold down the CTRL key on your keyboard while selecting the coverage

options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Selectall ofthe Out-of-Metwork Mon-Medicare-covered Service
Categaories to which the Maximum Plan Benefit Coverage Amountapplies:
1a: Inpatient Hospital Acute: s
1b: Inpatient Hospital Psychiatric: D
2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3! Intenzive Cardiac Rehabiltation Services:

3: Pulmonary Rehabiltation Services:

4c: Worldwide Emergency/Urgent Coverage:

§: Home Health Services: &
|
Fu Associates, Ltd. CY2016 PBP — Section D Page 17 of 67
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CY 2016 PBP Data Entry System Screens

Max Plan Benefit Coverage (Non-Network)

[s-/ PEP Data Entry System - Section D, Ceontract X0001, Plan 001, Se
File Help

< > v ¥  GoTe: #
o

. Exit Exit (No

Previous Next (Validate) Validate)

The Maximum Plan Benefit Coverage refers to Non-Medicare- Does the Maximum Plan Benefit Coverage amount apply to all Mon-
coverad benefits. Medicare-covered plan services?

Y | € ves
Is there & Maximum Plan Benefit Coverage Amount?

- € No

s
| " No Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Indicate Maximum Plan Benefit Coverage Amount:

Selectall ofthe Non-Medicare-covered Service Categories to which the
Maximum Plan Benefit Coverage Amount applies:
Select Maximum Plan Benefit Coverage Amount Periodicity 1a: Inpatient Hospital Acute:
1 1b: Inpatient Hospital Peychiatric: |_|

2: Skilled Nursing Facility (SNF): [
3: Cardiac Rehabilitation Services:
| Every year 3: Intensive Cardiac Rehabilitation Services:
e Every six months 3: Pulmonary Rehabilitation Services: o
| 7 Every three months
| other, Describe

r' Every three years
| €7 Every two years

Fu Associates, Ltd.

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

Plan Premium/Rebate Reduction

PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment (

le Help
p > Y ¥ ol R -
Exit Exit (No

Previous Next (Validate) Validate)
T —

Indicate Plan Premium Amount (Part A'B}:

o=
Fi

Indicate Plan Premium Amount (B Only):

Are you using any of your plan's MArebates to
reduce the Part B Premium?

i(" Yes
!_(" Mo

Indicate the Part B Premium reduction amount:

Page 19 of 67
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CY 2016 PBP Data Entry System Screens

MMP — Medicaid/plan covered cost sharing

ls-! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment

File Help
‘ . vl ! {878 I Holl | MMP - Medicaid/plan covered cost sharing -
g -
2 Exit Exit (No
Previous Next (Validate) Validate)

Do you offer any Non-Medicare benefits (i.e., services notcovered by Selectall of the service categories that include plan-covered supplemental
Medicare)? benefits {i.e., services not covered by Medicare or Medicaid) (Optional):
"r'-Yes ] 1a: Inpﬂﬁent Hosp:rtaIAcute:. ; =
| & N 1b: Inlpatlent H!Jsprtal Ili‘lsychlatrlc:
L | 2: Skilled Nursing Facility (SHF):
Hold down the CTRL key on your keyboard while selecting the coverage 3: Cardiac Rehabiltation Services:
options with your MOUSE. After selecting ALL of your options release the 3. Intensive Cardiac Rehabiltation Services:
CTRL key on your keyboard. 3: Pulmenary Rehabilitation Services:
4c; Worldwide Emergency/Urgent Coverage:
Selectall ofthe service categories thatinclude services covered under 6: Home Health Services:
Medicaid (Optional Tb: Chiropractic Services:
‘a; Inpatient Hospital Acute; » |7c Occupational Therapy Services: S
1b: Inpatient Hospital Psychiatric: — |7 Podiatry Services:
2: Skilled Nursing Facility (SNF}: Ti: Physical Therapy and Speech-Language Pathology Services:
3: Cardiac Rehabilitation Services: 8d: Outpatient Blood Services:
3: Intensive Cardiac Rehabilitation Services: 10b: Transportation Services:
3: Pulmonary Rehabiltation Services: 11a: Durable Medical Equipment (DME):
4c: Worldwide Emergency/Urgent Coverage: 1b: Prosthetics/hedical Supplies:
&: Home Health Services: 133 Acupuncture:
Thb: Chiropractic Services: 13b; Over-the-Counter (OTC) tems and Services: | &
7c: Dccupational Therapy Services: =| |13c: Meal Benefit:
Tf: Podiatry Services: 13d: Other 1.
7i Physical Therapy and Speech-Language Patholegy Services: 13e: Other 2:
54; Qutpatient Blood Services: 13f: Other 3:
10b: Transportation Services: 14b: Annual Physical Exam:
11a: Durable Medical Equipment (DME): 14c: Eligible Supplemental Benefitz as Defined in Chapter 4: i

11b: Prosthetice/Medical Supplies:

13a: Acupuncture:

13b: Over-the-Counter (OTC) tems and Services:
13c: Meal Benefit:

13d: Other 1:

13e: Other 2:

131 Other 3:

14k Annual Physical Exam:

14c: Eligible Supplemental Benefits as Defined in Chapter 4: g

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

PFFS Balance Billing

la-' PEP Data Entry System - Section D, Contract X0001, Plan 001, S¢

File Help
< > v, ¥  GoTo
2 Exit Exit (No

Previocus MNext (validate) Validate)

Do you offer any Mon-Medicare benefits (i.e., services notcovered by Selectall of the service categories that include plan-covered supplemental
Medicare)? benefits (i.e., services notcovered by Medicare or Medicaid) (Optional):
[T ves | 1a: Inpatient Hospital Acute: -
e No 1b: Inpatient Hospital Peychiatric: B
| 2: Skilled Nursing Facility (SNF):
Hold down the CTRL key on your keyboard while selecting the coverage 3. Cardiac Rehabilitation Services:
options with your MOUSE. After selecting ALL of your options release the 3 Intensive Cardiac Rehabiltation Services:
CTRL key on your keyboard. 3: Pulmonary Rehabilitation Services:
4c: Worldwide Emergency/Urgent Coverages:
Selectall oftheservice categories thatinclude services covered under 6: Home Health Services:
Medicaid (Optional} 7b: Chiropractic Services:
1a: Inpatient Hospital Acute: » | 7o Occupational Therapy Services: =
1b: Inpatient Hospital Psychiatric: — |7f: Podiatry Services:
2: Skilled Mursing Facility (SNF}: Ti: Physical Therapy and Speech-Language Pathology Services:
3 Cardiac Rehabiltation Services: 9d: Outpatient Blood Services:
3 Intensive Cardiac Rehabiltation Services: 10b: Transportation Services:
3: Pulmonary Rehabiltation Services: 11a: Durable Medical Equipment (DWE):
4c: Worldwide Emergency/Urgent Coverage: 11b: Prosthetics/Wedical Supplies:
& Home Heafth Services: 13a: Acupuncture:
Th: Chiropractic Services: 13b: Owver-the-Counter (OTC) tems and Services: | &
Tc: Occupational Therapy Services: =| |13c: Meal Benefit:
7T Podiatry Services: 13d: Other 1:
Ti: Physical Therapy and Speech-Language Pathology Services: 13e: Other 2:
9d: Outpatient Blood Services: 13f. Other 3:
10b: Transportation Services: 14b: Annual Physical Exam:
11a: Durable Medical Equipment (DME}: 14c: Eligible Supplemental Benefits as Defined in Chapter 4: >

11b: Prosthetics/Medical Supplies:

13a: Acupuncture:

13b: Over-the-Counter (OTC) kems and Services:
13c: Meal Benefit:

13d: Other 1:

13e: Other Z:

13f. Other 3:

14b: Annual Physical Exam:

14c: Eligible Supplemental Benefits as Defined in Chapter 4: g

Fu Associates, Ltd. CY2016 PBP — Section D Page 21 of 67
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CY 2016 PBP Data Entry System Screens

MSA Annual Deductible/Deposit

[s-/ PEP Data Entry System - Section D, Centract X0001, Plan 001, Segmen
File Help .
< > v ¥  GoTo -
: Exit Exit (No
Previous Next (Validate) Validate)

Indicate Annual MSA Deductible amount:

Indicatethe Annual amount CMSwill depositinto the Enrolles MSA

Fu Associates, Ltd.

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

Notes
5 PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
Eile Help )
< > o ¥  GoTo: -
A Exit Exit (No
Previous Next (Validate) Validate)
e ——
Mote may include additional information to describe benefitin this service category. Do not repeat information captured in data entry.
Motes:
Motes:
A
Fu Associates, Ltd. CY2016 PBP — Section D Page 23 of 67
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CY 2016 PBP Data Entry System Screens

Optional Supplemental — Management Screen

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, Segmet
Eile Help
4 S o b4 (8 G [Optonal Supplemenal-NanagemeniSoresn |4

_ Exit Exit (No
Previous Next (Validate) Validate)

Optional Supplemental Packages Mote: To add an optional supplemental package, click
on the'Add Package’ button. To delete an optional
supplemental package, highlighttheexisting package
and then click on the "Delete Package® button.

Add Package Delete Packag

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

Optional Supplemental — Label and Premium

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001,
Fi

le Help .
‘ ’ 6 ¥' {88 s il | Optional Supplemental - Label and Premium -
-
2 Exit Exit (No
Previous Next (Validate) Validate)

Uptianalsunplemsntst Henshts 1 Mote may include additional information to describe benefitin this service

category. Do notrepeat information captured in data entry.

Optional Supplemental Package Description: Motes:

Indicate Optional Supplemental Premium Amount:

|5 there a Maximum Plan Benefit Coverage Amount for this package?

" Yes
" No

Indicate Maximum Plan Benefit Coverage Amount for this package:

Select the Maximum Plan Benefit Coverage periodicity:

i(" Every three years
i(‘ Every two years
if‘ Every year

i(‘ Every six months
E(' Every three months
i(‘ Cther, Describe

|5 there an enrollee Deductible forthis package?

l(_‘ Yes
| " No

Indicate Deductible Amount:

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

Optional Supplemental — Service Categories

fﬂD PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 Ei |

Eile Help
3 oL x
: Exit Exit (No
Previous Next (Validate) Validate)

Hold down the CTRL key on your keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your

options releasethe CTRLEkey on your keyboard.

Selectthe service categories included in this packagethat have

optional supplemental benefits declared in Section Bandfor
Section C - POS and/or Section C - VT

{530 [+ 3 | Optional Supplemental - Service Categories -

Hold down the CTRL key on your keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your
options releasethe CTRL key on your keyboard.

Selectthe otherservice categories included inthis package(i.e.,
that are NOT declared in Section B andior Section C - POS
and/or Section C-WT):

1a: Inpatient Hospital Acute:

1b: Inpatient Hespital Psychiatric:

2: Skilled Mursing Facility (SNF}:

3: Cardiac Rehabilitation Services:

3: Intensive Cardiac Rehabiltation Services:
3: Pulmonary Rehabilitation Services:

4a: Emergency Care:

4b: Urgently Needed Services:

4c: Worldwide Emergency/Urgent Coverage:
5. Partial Hospitalization:

6: Home Health Services:

Ta: Primary Care Physician Services:
The'other service categories picklist'is intended to

capture any step-up benefits and/or non-standard optional
benefits that are not available in Section B.

Service categories with an asterisk (*)in thelist have
additional step-up dataentry screens. Afterhighlighting

the category, click on eitherthe dropdown boxarthe right

arrow button above to navigate to these screens.

Service categories can be removed from the Optional
Supplemental Package by deselecting them from the list.
If service categories with an asterisk (*) are deselected,

then the associated step-up data entry screens will also b

m | »

1a: Inpatient Hospital Acute:

1b: Inpatient Hospital Psy chiatric:

2: Skilled Nursing Facility (SNF):

3: Cardiac Rehabilitation Services:

3! Intensive Cardiac Rehabilitation Services:
3: Pulmonary Rehabilitation Services:

4a: Emergency Care:

4b: Urgently Needed Services:

4c: Worldwide Emergency/Urgent Coverage:
5. Partial Hospitalization:

§: Home Health Services:

m | »

Ta: Primary Care Physician Services: 5

Important: The following examples cannot bean
optional supplemental benefit:

(1) cost-share buy-down of ariginal Medicare benefits
and (2) State Medicaid wraparound benefits. Please
refer to Chapter 4 of the Medicare Managed Care
Manual and the MA Regulation (CFR § 422.102) for
additional information.

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

Optional Supplemental — OON Stepup

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, Segmen
Fi

le Help i
4 > o ¥  Golo [T N - |
2 Exit Exit (No

Previous Next (Validate) Validate)

Does this category include Out-of-Metwork benefits 7 Is there an QON Copayment?
' Yes |17 ves
c lo
[+ Ne | T No
Arethe OON cost shares the same as the In-Network Enter Minimum Copayment Amount:
costshares?
[T Yes |
" No

Enter Maximum Copayment Amount:

Is there an OON Coinsurance?

T Yes
" No Mote may includeadditional information to describe
benefitin this service category. Do notrepeat
Enter Minimum Coinsurance Percentage: information captured in data entry.

Motes:

Enter Maximum Coinsurance Percentage:

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

Optional Supplemental — OON Optional

Fu Associates, Ltd.

[s-' PBP Data Entry System - Section D, Contract X0001, Plan 001, Se

Eile Help

’ o ¥ L7 8 I el | Optional Supplemental - OON Optional -
-

. Exit Exit (No

Previous MNext (Validate) Validate)

Does this category include Out-of-Metwork benefits Is there an QOM Copayment?

o ves ‘ i'r* Yes

| No | | No

Arethe OOM cost shares the same as the In-Metwork Enter Minimum Copayment Amount:
costshares?

[ ves ‘
" No

Enter Maximum Copayment Amount:
|5 there an OOM Coinsurance?

T Yes

" No Mote may includeadditional information to describe
benefitin this service category. Do notrepeat

Enter Minimum Coinsurance Percentage: infarmation captured in data entry.

MNotes:

Enter Maximum Coinsurance Percentage:

CY2016 PBP — Section D Page 28 of 67
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CY 2016 PBP Data Entry System Screens

Step Up #7b Chiropractic Services — Base 1

[a-/ PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment
File

le Help

’ o W L& 8 Iy Al | Step Up #7b Chiropractic Services - Base 1 -
-
" Exit Exit (No
Previous MNext (Validate) Validate)
Select Routine CarefOther periodicity: Is there a service-specific Maximum Enrolles Out-of-
CLICK FOR DESCRIFTION OF BEMEFIT P ty Pocket Cost?
™ Every three years ’
" Every two years | Yes
Does the plan provide Chiropractic Services as a ¥ ¥ ;(- No
supplemental benefit under Part C7 & Every year L
T = " Ev i th
| " Yes I Ev:w tsr:}:e::onihs Indicate Maximum Enrollee Out-of-Pocket Cost amount:
[ No X ;
™ Other, Describe
Select enhanced benefit Is there a service-specific Maximum Plan Benefit
[™ Routine Care/Other Coverage amount? Select the Maximum Enrollee Out-of-Pocket Cost
periodicity:

|f" Yes

Select type of benefit for Routine Care/Other: Mo o Every three years |
;.F._Mandatory | - . Every two years

Indicate Maximum Plan Eenefit Coverage amount:
¢ Optional ‘ c e

Every three months

~
~

o Every six months
~

" Other, Describe

Is this benefit unlimited for Routine

Select Maximum Plan Benefit Coverage periodicity:

Care/Other?

r
 Yes | & :ery:’ree years
' No, indicate number o Ewers-' o years
Indicate number of visits for Routine ek 2 e

Care/Other: " Every six manths
™ Every three months
& Other, Describe

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

Step Up #7b Chiropractic Services — Base 2

[/ PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment.

Eile Help
< > < ¥  GoTo -
2 Exit Exit (No

Previous Next (Validate) Validate)

Is there an enrollee Coinsurance?
" Yes
|1 Mo

Selectwhich Chiropractic Services havea Coinsurance(Select
all that apply):
™ Medicare-covered Chiropractic Services

[ Routine Care/Other

Indicate Minimum Coinsurance percentage per visitfor
Medicare-covered Benefits:

|

Indicate Maximum Coinsurance percentage per visitfor
Medicare-covered Benefits:

:

Indicatethe Minimum Coinsurance percentage per visit for
Routine Gare/Cther:

1

Indicatethe Maximum Coinsurance percentage pervisit for
Routine Care/Cther:

1

Fu Associates, Ltd. CY2016 PBP — Section D Page 30 of 67
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CY 2016 PBP Data Entry System Screens

Step Up #7b Chiropractic Services — Base 3

[/ PEP Data Entry System - Section D, Centract X0001, Plan 001, Segmet

‘ ’ Exit Exit {‘No

Is there an enrollee Deductible?

E  es
[ No

Indicate Deductible Amount:

Is there an enrollee Copayment?

[ € vas
|€ No |
Select which Chiropractic Services have a Copayment (Selectall that

apply):
[T Medicare-covered Chiropractic Services

™ Routine Care/Other

Indicate Minimum Copayment amount for Medicare-covered Benefits:

Indicate Maximum Copayment amount for Medicare-covered Benefits:

File Help
@ ¥' (&8 I Hll | Step Up #7b Chiropractic Services - Base 3 -

Previcus Next (Validate) Validate)
Indicate Minimum Copaymentamount per visit for Routing Care/Other:

Indicate Maximum Copayment amount pervisit for Routine Care/Other:

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

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

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

~ Other, describe

Is areferral required for Chiropractic Services?

[ ves
[ Na
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CY 2016 PBP Data Entry System Screens

Step Up #7b Chiropractic Services — Base 4

[s-/ PEP Data Entry System - Section D, Centract X0001, Plan 001, Segmen
File Help
‘ ’ @ ¥' (&8 I Hll |Step Up #7b Chiropractic Services - Base 4
2 Exit Exit (No
Previous Next (Validate) Validate)

Chiropractic 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

Step Up #7f Podiatry Services — Base 1

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001,
Fi

le Help .
‘ . @ ¥' (&% 8 I Hll | Step Up #7f Podiatry Services - Base 1 -
-
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select the Routine Footeare periodicity: Is there a service-specific Maximum Enralles Out
i " Every three years sSrRogket Gost
1
Doesthe plan provide Podiatry Services as a |(“' Every two years Ir es |
supplemental benefit under Part C7 (@ Every year !("' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost

T |(' Every six months

e ry

| Yes ‘ ;
amount:

| " Every three months
! !C Other, Describe I

Is there a service-specific Maximum Plan Benefit

L€ No

Select enhanced benefits:

[T Routing Footcare Coverage amount?
I Select the Maximum Enrollee Out-of-Pocket
ok Costperiodicity:
Select type of benefit for Routine Footcare:  No ‘ B "
T L I | Every three years
andatory
‘  Optional Indicate Maximum Plan Benefit Coverage amount: " Every two years

& Every year
& Every six months
& Every three months
"~ Yes Select Maximum Plan Benefit Coverage periodicity: (:ch_er_De:*.Erlbe

€ Mo [

Is this benefit unlimited for Routine Footcare?

| Every three years
) ) . | € Every two years
Indicate number of Routine Footcare visits: i(- Every year
ir' Every six months
| €7 Every thres months
| € Other, Describe

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

Step Up #7f Podiatry Services — Base 2

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001 Se

File Help

‘ ’ Eﬁt Exiﬁllo
Next Validate)

Is therean enrolles Coinsurance?

(&0 @ o il Step Up #7 1 Podiatry Services - Base 2 -

Previous (Validate)
(e

Is there an enrollee Copayment?

I~ Medicare-covered Podiatry Services
[~ Routine Footcare

B

Indicate Minimum Coinsurance percentage for Routine Footeare:

]

Is there an enrollee Deductible?
" Yes
" No

Indicate Deductible Amount:

Indicate Minimum Coinsurance percentagefor Medicare-covered Benefits:

Indicate Maximum Goinsurance percentage for Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for Routine Footcare:

e Yes 1 [e s
" No i_("_n_l_c_:_ |
Select which Podiatry Services have a Coinsurance (Select all that apply): Select which Podiatry Services have a Copayment (Select all that apply):

[T Medicare-covered Podiatry Services

[~ Routine Footcare
Indicate Minimum Copayment amount per visitfor Medicare-covered Benefits:
Indicate Maximum Copayment amount pervisit for Medicare-covered Benefits:

Indicate Minimum Copayment amount per visitfor Routine Footcare:

Indicate Maximum Copaymentamount per visit for Routine Footcare:

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

Step Up #7f Podiatry Services — Base 3

[ PBP Data Entry System - Section D, Contract X0001, Plan 001, Segmen

File Help :
P > o ¥  GoTo -
* Exit Exit (No

Previous Next (validate) Validate)

Enrollee must receive Authorization from one or more of the following:
[ None

| Primary Care Physician ({Internist/Family Practice, General Practice}

r Physician Specialist

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

Is a referral required for Podiatrist Services?

| s
| No

Mote may include additional information to deseribe 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

Step Up #10b Transportation Services — Base 1

[/ PBP Data Entry System - Section D, Contract X0001, Plan 001, S

Eile Help
4 | 4 .
3 Exit
Previous Next

(Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

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

[ ves

L€ No

Select enhanced bensfit:

.{" 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?

Ve
_(" Mo

Indicate number oftrips for Plan-approved
Location:

Select Plan-approved Location Trips periodicity:

s Every three years
" Every two years

[ Ewvery year

9 Every six months
9 Every three months
.f‘ Other, Describe

y. LETy Ky il | Step Up #10b Transportation Services - Base 1 -
-

Exit (No
Validate)

Select Type of Transportation for Plan-approved

§ In
Location:

| One-way
" Round Trip
I"‘Day's _
" Other, describe |
|
Indicate number of days for Plan-approved .
Location:

SelectMode of Transportation for Plan-
approved Location:

[ Taxi

r Bus/Subway

I~ van

I™ Medical Transport

I™ Other, describe

Select type of benefit for Any Location:

g Mandatory
" Optional

Is this benefit unlimited far number of trips for
Any Location?

 ves
" No

f3] Every three years

dicate number of trips for Any Location:

SelectAny Location Trips periodicity:

T Every two years

" Every year

o) Every six months
(“' Every three months
¢ Other, Describe

Select Type of Transportation for Any Locatio_n-:-

" One-way

" Round Trip
& Days

" Other, describe

Indicate number of days for Any Location:

Select Mode of Transportation for Any Location:
[~ Taxi

- Bus/Subway

[ van

[ Medical Transport
[T Other, describe

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

Step Up #10b Transportation Services — Base 2

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001,
Fi

le Help
‘ ’ 6 * (&%, I Hll | Step Up #10b Transportation Services - Baze 2
-
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 enrolles Coinsurance?
Coverage amount? Enrollee Out-of-Pocket Gost? 1
X " Yes
| es | |  Yes ‘ [ no
| No | | Neo |
Lo Indicate Minimum Coinsurance percentage:

Indicate Maximum Plan Benefit Coverage amount: Indicate Maximum Enrollee Out-of-

Pocket Cost amount:

Indicate Maximum Coinsurance percentage:
Select Maximum Plan Benefit Coverage periodicit

Select Maximum Enrollee Out-of-

" Every three years Pocket Cost periodicity:
' Every two years = |5 there an enrolles Deductible?
I | Every three years
Every year | [ ves
r Z |f* Every two years |
Every six months e 5 1 No
{" Every three months | o VST Yeal L
" Other, Describe [ Evergmxmoniis Indicate Deductible A t
B e it | i(" Every three months ndicate Deductible Amount:

| Other, Describe

Fu Associates, Ltd. CY2016 PBP — Section D Page 37 of 67
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CY 2016 PBP Data Entry System Screens

Step Up #10b Transportation Services — Base 3

[s-' PEP Data Entry System - Section D, Contract X000, Plan 001, Segment

Eile Help
‘ ’ o » {108 [yl |Step Up #10b Transportation Serv Base 3
Exit Exit (No

Previous Next (Validate) Validate)
T —

Mote may include additional information to describe benefitin this service

Is there an enrollee Copayment?
v 1 category. Do notrepeat information captured in data entry,
es
L Mo | Notes:
i

Indicate Minimum Copaymentamaount per trip:
Indicate Maximum Copayment amount per trip:

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

™ Mone
| Primary CarePhysician (Internist/Family Practice, General Practice)}

[ Physician Specialist
[ Organization Medical Director/Utilization Management/Utilizaion Revie

I_ Other, describe
Is a referral required for Transportation Services?

ir' es
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CY 2016 PBP Data Entry System Screens

Step Up #16a Preventive Dental — Base 1

[/ PBP Data Entry System - Section D, Contract X0001, Plan 001,

Eile Help i
‘ ’ o ¥ {00 'y 9l [ Step Up #16a Preventive Dental - Base 1 -
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Select the Oral Exams periodicity: Select type of benefit for Fluoride Treatment:
_(:' Every three years o Mandatory

Does the plan provide Preventive Dental ltems as a & Every two years | [ Optional
supplemental benefit under Part C7 " Every year e .
|T;_‘}'e5 ¢~ Every six months Is this benefit unlimited for Fluoride Treatment?
!_(" Mo

™ Every three months ‘(" Yes

-_C_E"_h_e_r-_QES:P_riE?e " No, indicate number

Select enhanced benefits:

[~ oral EXEI'H.S ) e Al o S Indicate number of visits for Fluoride Treatment:
- Prophylaxis (Cleaning) e Mandatory
™ Fluoride Treatment I(" Optional

[T Dental X-Rays
s this benefitunlimited for Prophylaxis (Cleaning) Select the Fluoride Treatment periodicity:

Select type of benefit for Oral Exams:

[ yras {™ Every three years
" Mandatory " Mo, indicate number Every two years
" Optional Every year

Is this benefitunlimited for Oral Exams?
[& Yes
I(" Mo, indicate number Selectthe Prophylaxis (Cleaning) periodicity:

Every three months
Other, Describe

r
~

Indicate number of visits for Prophylaxis (Cleaning (& Every six months
&
&

i~ Every three years
™ Every two years

" Every year

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

Indicate number of visits for Oral Exams:
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CY 2016 PBP Data Entry System Screens

Step Up #16a Preventive Dental — Base 2

la-! PEP Data Entry System - Section D, Contract X000, Plan 001,
Eile Help )
’ o ¥ {08 VA | Step Up #16a Preventive Dental - Base 2 -
2 Exit Exit (No

Previous Next (Validate) validate)
Select type of benefit for Dental X-Rays: Is therea service-specific Maximum Plan Benefit Coverage amoun
" Mandatory [€ ves
" Optional !r Mo
Is this benefitunlimited for Dental X-Rays? Does the Maximum Plan Benefit Coverage amount apply to In-

€ ves network services anly OR does it apply to both In-network and
Dut-of-network services?

!("' Ma, indicate number

' In-network services anty |
Indicate number of visits for Dental X-Rays: | € Both In-netwark and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Dental X-Rays periodicity:

" Every th
ol E'u:g Mroe::::s E?Ied the Maximum Plan Benefit Coverage periodicity:
" Every year " Every three years
o Every six months & Every two years
o Every three months [& Every year
" Dther, Describe ™ Every six months

™ Every three months

" Other, Describe

e |
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CY 2016 PBP Data Entry System Screens

Step Up #16a Preventive Dental — Base 3

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, S

Eile Help
4 3 o »
: Exit Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost
" Yes ‘
" No

Indicate Maximum Enrellee Out-of-Pocket Cost amount:

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

|42 Every three years
e Every two years
' Every year
(" Every six months
(" Every three months
| Other, Describe
Is therean enrollee Coinsurance?

[T ves
177 No

Select which Preventive Dental Services have a Coinsurance
(Select all that apply):

[ ral Exams

r Prophylaxis (Gleaning)

[™ Fluoride Treatment

[T Dental X-Rays

Go To: |EEhE R R

Isthere a combination of services includedina
single cost per Office Visit?

| € Yes ‘
| No

Selectwhich combination of services are
included in a single cost per Office Visit:
[ Oral Exams

r Prophylaxis (Cleaning)

[™ Fluoride Treatment

[ Dental X-Rays

Indicate Coinsurance percentage for Office Visit:

Indicate Minimum Coinsurance percentage for Oral
Exams:

Indicate Maximum Coinsurance percentage for Oral
Exams:

Indicate Minimum Coinsurance percentage for
Prophylaxis (Cleaning)

:

Indicate Maximum Coinsurance percentage
for Prophylaxis (Cleaning )

:

Indicate Minimum Coinsurance percentage for
Fluoride Treatment:

:

Indicate Maximum Coinsurance percentage
for Fluoride Treatment:

|

Indicate Minimum Coinsurance percentage for
Dental ¥-Rays:

:

Indicate Maximum Coinsurance percentage
for Dental X-Rays:

:

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

Step Up #16a Preventive Dental — Base 4

[/ PBP Data Entry System - Section D, Contract X0001, Plan 001, Se

Eile Help
‘ ’ ¥4 ¥ Go To: ¥
. Exit Exit (No
Previous Next (Validate) Validate)
|5 there an enrollee Deductible? Indicate Copayment amount for Office Visit:
" Yes |
N
|ndicate Deductible Amaunt: Indicate Minimum Copayment amount for Oral Exams:

Indicate Maximum CGopayment amount for Oral Exams:
Is there an enrollee Gopayment?

" Yes
o e Indicate Minimum Copaymentamount for Prophylaxis (Cleaning):

Select which Preventive Dental Services have a Copayment

(Select all that apply): Indicate Maximum Copayment amountfor Prophylaxis (Cleaning):
[ Oral Exams

[ Prophylaxis (Cleaning)

I Fluoride Treatment Indicate Minimum Copayment amount for Fluoride Treatment:

[ Dental #-Rays

|sthere a combination of services included inasingle cost per Indicate Maximum Copayment amount for Fluoride Treatment:
Office Visit?

[ ves

Fa No Indicate Minimum Copayment amount for Dental X-Rays:

Selectwhich combination of services areincluded inasingle
cost per Office Visit:

r- Cral Exams

[~ Prophylaxis (Cleaning)
™ Fluoride Treatment
[~ Dental H#-Rays

Indicate Maximum Copayment amount for Dental X-Rays:

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

Step Up #16a Preventive Dental — Base 5

le Help

4 >

Previous Next

™ Mone
I~ Physician Specialist

I~ Other, describe

el es

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, Segmen
Fi

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

I~ QOrganization Medical Director/Utilization Management/Utilization Review

Is a referral required for Preventive Dental Services?

s ¥ L&%s 8 [V A | Step Up #16a Preventive Dental - Base 5 -
-
Exit Exit (No
(Validate) Validate)

Enrollee must receive Authorization from one or more of thefollowing:

£ No

Motes:

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

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

Step Up #16b Comprehensive Dental — Base 1

[/ PEP Data Entry System - Section D, Contract X0001, Plan 001, Se

Eile Help
‘ ’ o ¥ {038 VAl | Step Up #16b Comprehensive Dental - Base -
=
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Select type of benefit for Non-routine Select type of benefitfor Diagnostic
Services: Services:
Even ifyou do not offer enhanced bensfits, you must completethis [~ el
section for your Medicare-covered Benefits. | Man.datory ‘ Mar!datory
| Optional. | Optional |
Does the plan provide Comprehensive Dental ltems as a |5 this benefit unlimited for Non-routine Is this benefitunlimited for Diagnostic
supplemental benefit under Part G7 Services? Services?
i(" Yes ,("' es | [ € ves |
| No | Mo, indicate number | Mo, indicate number
Select enhanced benefits: Indicate number of visits for Non- Indicate number of visits for Diagnostic
I Mon-routine Services routine Services: Services:

| Diagnostic Services
™ Restorative Services
I Endodontics/Periodontics/Extractions

: ; % ; Select the Mon-routine Services Select the Diagnostic Services

™ Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services periadicity: periodicity;
[ Every three years s Every three years [
[ & Every two years 9 Every two years
 Every year " Every year
 Every six months " Ewery six months
(& Every three months (9 Every three months
" Other, Describe " Other, Describe

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

Step Up #16b Comprehensive Dental — Base 2

[/ PBP Data Entry System - Section D, Contract X0001, Plan 001,

File Help i
’ o » {038 VA [Step Up #1680 Comprehensive Dental -
-
2 Exit Exit (No

Previous Next (Validate) Validate)
Select type of benefit for Restorative Services: Select type of benefit for Select type of benefit for Prosthodontics, Other
I Endodontics/Periodontics/Extracions: OraliMaxillofacial Surgery, Other Services:
| 7 Mandatory i
| optional Ir Mandatory " Mandatory

| Optional | Optional

Is this benefit unlimited for Restorative Services
i'(»- Is this benefit unlimited for Is this benefitunlimitedfor Prosthodontics, Other
| Yes Endodontics/Periodontics/Extracions? Oral/Maxillofacial Surgery, Other Services?
|7 Mo, indicate number

| € ves H(" Yes ‘

| € Mo, indicate number { Mo, indicate number

Indicate number of visits for Restorative

Services: Indicate number of visits for Indicate number of visitsfor Prosthodontics, Other
Endodontics/Peridontics/Extractions: Oral/Maxillofacial Surgery, Other Services:
Select the Restorative Services periodicity:
[C Every three years | Select the
[ Every two years Endodontics/Periodantics/Bdractions periodicit Selectthe Prosthodontics/Other Oral/Maxillofacial
[ r - Surgery/Other Services periodicity:
ety year " Every three years -
C Every six months ' Every two years Ir' Every three years
; Every three months € Every year | " Every two years
Other, Describe ™ Every six months I; Every y.ear
" Every three months |5 Bvenv s manths
™ Other, Describe ,r Every three months
: | Other, Deseribe
2|
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CY 2016 PBP Data Entry System Screens

Step Up #16b Comprehensive Dental — Base 3

[s-' PEP Data Entry System - Section D, Contract X000, Plan 001,
Eile Help )
> v ¥ GoTo .
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Plan Benefit Coverage amount? Is there aservice-specific Maximum Enrollee Out-of-Pocket Cost

| € Yes

!f"' Mo

" Yes
" No

Select the Maximum Plan Benefit Coverage type: Select the Maximum Enrollee Out-of-Pocket Cost type:

(" Covered under Preventive Dental Category 18a
| Plan-specified amount per period

Er' Covered under Preventive Dental Category 16a
[ Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Does the Maximum Plan Benefit Coverageamount apply to In-network

services only OR does itapply to both In-network and Out-of-network
semvices?

Select Maximum Enrollee Qut-of-Pocket Cost periodicity:

{ Every three years
" Every two years

" Every year

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

| € In-network services anly
| 7 Both In-network and Qut-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage periodicity:

Every three years
Every two years
Ewvery year

Ewvery six months
Every three months
Cther, Describe

iaXao Nolo e

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

Step Up #16b Comprehensive Dental — Base 4

ls-! PBP Data Entry System - Section D, Contract X0001, Plan 001,

File Help
‘ . o * (&% 8 I Hll |Step Up #16b Comprehensive Dental - Baze 4 -
g -
2 Exit Exit (No

Previous Next (Validate) Validate)
Is there an enralles Coinsurance? Indicate Minimum Coinsurance percentage for Restorative Services:
[ es |
[ No_

Indicate Maximum Coinsurance percentage for Restorative Services:
Select which Gomprehensive Dental Services have a Coinsurance (Select all
that apply):
[ Medicare-covered Benefits
Mon-routing Services Indicate Minimum Coinsurance percentage for
Diagnastic Services Endodonticsi/Periodontics/Extracions:
Restorative Services
Endodontics/Periodontics/Extracions

Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services Indicate Maximum Goinsurance percentage for
Endodonticsi/Periodontics/Extractions:

o i i i

Indicate the Minimum Coinsurance percentage forMedicare-covered Benefits

:

Indicate the Maximum Coinsurance percentage for Medicare-covered Benefit Indicate Minimum Coinsurance percentagefor Frosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

7
:

Indicate Minimum Coinsurance percentage for Non-routine Services:

:

Indicate Maximum Coinsurance percentage for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

Indicate Maximum Coinsurance percentagefor Mon-routine Services: I

:

Is there an enrollee Deductible?
Indicate Minimum Coinsurance percentage for Diagnostic Services: f’ es
|7 No

Indicate Deductible Amount:

|

Indicate Maximum Coinsurance percentagefor Diagnostic Services:

|
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CY 2016 PBP Data Entry System Screens

Step Up #16b Comprehensive Dental — Base 5

la-! PEP Data Entry System - Section D, Contract X0001, Plan ¢

Is there an enrollee Copayment?
|l" Yes
| Mo

Select which Comprehensive Dental Services
have a Copayment (Select all that apply):
Medicare-covered Benefits

Mon-routing Services

Diagnostic Services

Restorative Services
Endodontics/Periodontics/Extractions

r Prosthodontics, Other Oral/Maxillofacial
Surgery, Other Services

i [ R i b

Indicate Minimum Copayment amount for Medicare-
covered Benefits:

Indicate Maximum Copayment amount for Medicare-
covered Benefits:

Indicate Minimum Gopayment amountfor Mon-routine
Services:

Indicate Maximum Copayment amount for Mon-routi ne
Services:

Indicate Minimum Copayment amountfor Diagnostic
SErVices:

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

Indicate Maximum Copayment amount for Diagnostic
Services:

Indicate Minimum Copayment amount for Restorative
SEMVICes:

Indicate Maximum Copayment amount for Restorative
Services:

Indicate Minimum Copayment amount for
Endodontics/Periodontics/Extracions:

Indicate Maximum Copayment amount for
Endodontics/Periodontics/Extractions:

Indicate Minimum Copayment amount for Prosthodontics,
Other Oral/Maxillofacial Surgery, Other Services:

Indicate Maximum Copayment amount for
Prosthodontics, Other Cral/Maxillofacial Surgery, Cther S
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CY 2016 PBP Data Entry System Screens

Step Up #16b Comprehensive Dental — Base 6

PBP Data Entry System - Section D, Contract X000, Plan 001, Segmen

le Help
‘ ’ v 4 ¥ [0y [ 1l | Step Up #16b Comprehensive Dental - Base 6 -
-
Exit Exit (No

Previous Next (Validate) Validate)
(e

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

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

[T Physician Specialist
r Organization Medical Director/Utilization Management/dUtilization Review

[~ Other, describe

o=
Fi

Is areferral required for Comprehensive Dental Services?

7 Ves

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

MNotes:
A~

Page 49 of 67

Fu Associates, Ltd. CY2016 PBP - Section D
12/5/2014

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2016 PBP Data Entry System Screens

Step Up #17a Eye Exams —Base 1

la-! PEP Data Entry System - Section D, Contract X0001, Plan 001, 5

CLICK FOR DESCRIPTION OF BENEFIT |

Does the plan provide Eye Exams as a supplemental
benefit under Part C7

| " Yes
L7 No

Select enhanced benefit:
[~ Routine Eye Exams/Other

Select type of benefit for Routine Eye Exams/Other:

_'r: -I'\.u'.[.and atory
" Optional

|5 this benefit unlimited for Routing Eye
Examsi/Other?

i(" Yes
| Mo, indicate number

Indicate number of exams for Routine Eye
Exams/Other:

Select the Routine Eye Exams/Other periodicity:

(" Every three years
 Every two years

" Every year

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

File Help
El [ of b
. Exit Exit (No
Previous Next (validate) Validate)

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

" Yes
" No

Does the Maximum Plan Benefit Coverage amount
apply to In-network services only OR does itapply
to both In-network and Out-of-network services?

© In-network services only ‘
etwork and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage
periodicity:

| " Every three years

| €7 Every two years

| € Every year

| € Every six months

| €7 Every three months
| Other, Describe

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

i(‘ Yes
|7 No

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

Select the Maximum Enrollee Out-of-Focket
Costperiodicity:

| Every three years
| Every two years

| € Every year

| Every six months

| € Every three months
| T Other, Describe

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

Step Up #17a Eye Exams — Base 2

Is there an enrolles Coinsurance?

[~ Medicare-covered Benefits
™ Routine Eye ExamsiOther

Indicate Minimum Coinsurance percentage for Medicare-
covered Benefits:

:

Indicate Maximum Coinsurance percentage for Medicare-
covered Benefits:

-

Indicate Minimum Coinsurance percentage for Routine Eye
Exams/Other:

1

Indicate Maximum Coinsurance percentage for Routine Eye
ExamsiOther:

:

Is there an enrollee Deductible?

7 Yes ‘
[ No

Indicate Deductible Amount:

5 PEP Data Entry System - Section D, Contract X0001, Plan 001, S¢
Eile Help
[ & X
. Exit Exit (No
Previous Next (Validate) Validate)

Select which Eye Exams have a Coinsurance (Select all that app

|5 there an enrollee Copayment?
| ves ‘

Select which Eye Exams have a Copayment (Select all that apply):
[~ Medicare-covered Benefits
[~ Routine Eye Exams/Other

Indicate Minimum Copayment amount for Medicare-covered Benefits:

Indicate Maximum Copayment amount for Medicare-covered Benefits:

Indicate Minimum Copayment amount per Routine Eye Exam/Other:

Indicate Maximum Copayment amount per Routine Eye ExamiOther:
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CY 2016 PBP Data Entry System Screens

Step Up #17a Eye Exams —Base 3

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help

’ o ¥ L& 8 A | Step Up #17a Eve Exams - Base 3 -
3 Exit Exit (No
Previous Next (Validate) Validate)

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

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

[ Qrganization Medical Director/Utilization Management/Utilization Review
[ Other, describe

Is a referral required for Eye Exams?

o) es

MNote 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

Step Up #17b Eyewear — Base 1

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, S¢

Eile Help

B o

Previous Next (Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Even ifyou do not offer enhanced benefits, you must
completethis section for your Medicare-covered
Benefits.

Does the plan provide Eyewear as a supplemental
benefit under Part C7

é-(“' Yes
|7 Mo

Select enhanced benefits:

[T Contact lenses

r Eyeglasses (lenses and frames)
I~ Eyeglass lenses

C Eyeglass frames

[ Upgrades

¥ Go To:

Exit (No
Validate)

Select type of benefit for Contact lenses:
[€ mandatary
| Optianal

Is this benefit unlimited for Contactlenses?

[£ ves
| No, indicate number

Indicate quantity {(number of pairs) for
Contact lenses:

Select Contact lenses periodicity:

Select type of benefit for Eyeglasses (lenses and
frames):

[ andat-t-ury
& Optional

Is this benefit unlimited for Eyeglasses (lenses
and frames)?

[T ves
| T Mo, indicate number

Indicate quantity for Eyeglasses (lenses and
frames):

Select Eveglasses (lenses and frames)

™ Every three years
i Every two years
" Every year

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

periodicity:

| € Every thres 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

Step Up #17b Eyewear — Base 2

Select type of benefit for Eyeglass lenses:

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001,
Fi

le Help .
‘ ’ 6 ¥' 1898 1l |Step Up #17b Eyewear - Baze 2 -
-
2 Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Eyeglass frames:

[ Mandatory ‘
ir Optional

EI(' Mandatory |
al Opt@onal

|5 this benefit unlimited for Eyeglass lenses?

Is this benefitunlimited for Eyeglass frames?

i(" fes ‘

7 Yes |
@] Mo, indicate number

Indicate quantity (number of pairs) for Eyeglass lenses:

SelectEyeglass lenses periodicity:

| Every three years
o Every two years

T Every year

8 Every six months
C Every three months
Q) Other, Describe

Indicate quantity for Eyeglass frames:

Select Eyeglass frames periodicity:

| Every three years
" Every two years
" Every year
" Every six months
o Every three months
" Other, Describe

Select type of benefit for Upgrades:

!_(:.i\:fan datory
:_f" Optional

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

Step up #17b Eyewear — Base 3

[o PBP Data Entry System - Section D, Contract X000, Plan 001, Segment 00C e

Eile Help
b o ¥ LM I Ml Step Up #17b Eyewear - Base 3 v
b Exit Exit (No
Previous Next (validate) Validate)

Is there a service-specific Maximum Plan  geject the Combined Maximum Plan

Benefit Coverage amount?

T Yes
" No

Select the Maximum Plan Benefit
Coverage type:

" Covered under EyeExams Catego

e Plan-specified amount per period

Dioes the Maximum Plan Benefit
Coverage amount apply to In-network

services only OR does itapply to both
In-network and Out-of-network services

" In-network services only

Il Both In-network and Out-of-
network services

Do you offer a Gombined Max Plan
Benefit Coverage Amount for all
Eyewear?

i Yes
" No

Indicate Combined Maximum Flan
Benefit Coverage amount:

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:

[~ Contact lenses

r Eyeglasses (lenses and frames)
r Eyeglass lenses

r Eyeglass frames

r Uparades

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

alalale e

Indicate Max Plan Benefit Coverage
amount for Eyeglass lenses:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eveglass lenses:

" Every three years

" Every two years

" Every year

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

Indicate Max Plan Benefit Coverage
amount 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.

CY2016 PBP - Section D

12/5/2014

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 55 of 67



CY 2016 PBP Data Entry System Screens

Step Up #17b Eyewear — Base 4

¥ PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

1514
File Help
’ of ¥ Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

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

O ves
T No

Indicate Minimum Coinsurance percentagefor Medicare-coversd Benef  Indicate Minimum Coinsurance percentage for Eyeglass frames:

.

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

or Medicare-covered Bene  Indicate Maximum Coinsurance percentage for Eyeglass frames:
' Covered under Eye Exams Category 17a

' Plan-specified amount per period

1
|

Indicate Maximum Enrollee Out-of-Pocket Cost amount
Indicate Minimum Coinsurance percentage for Contact lenses Indi Coinsurance p Upgrades:

.
.

Select Maximum Enrollee Out-of-Packet Cost periadicity: Indicate Maximum Coinsurance percentage for Contactlenses Indicate Maximum Coinsurance percentage for Upgrades:
0 Every three years

0 Every two years
' Every year

' Every six months

.
.

nimum C E (lensesand
0 Every three months frames)
" Other, Describe
Is there an enrollee Coinsurance?
Ind Coi centage for Eyeglasses ({lenses and
; :es frames):
o l_
Select which Eyewear Benefits have a Coinsurance (Select all that
apply): i Cain or Eyeglass lenses:
I™ Medicare covered Benefils l—
I~ Contactlenses
r Eyeglasses (lenses and frames)
™ Eyeglass lenses Indicate Maximum Coinsurance percentagefor Eyeglass lenses:
" Eyeglass frames
r Upgrades

Fu Associates, Ltd. CY2016 PBP — Section D Page 56 of 67
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CY 2016 PBP Data Entry System Screens

Step Up #17b Eyewear — Base 5

[ PBP Data Entry System - Secti

ontract X0001, Plan 04

TS|
Fle Help
o ¥ Go To:
5 Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrolles Deductible?
- Indicate Minimum Gopayment amount for Contact lenses Indicate Minimum Copayment amount for Eyeglass frames
Yes
© No
Indicate Deductible Amount Indicate Maximum Copaymentamount for Gontact lenses Indicate Maximum Copayment amount for Eyeglass frames
Is there an enrollee Copayment? Indicate Minimum Copaymentamount for Eyeglasses (lenses and frames) Indicate Minimum Copayment amount 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)

I” Medicare-covered Benefits

I7 Contact lenses

I Eyeglasses (lenses and frames) Indicate Minimum Gopayment amount for Eysglass lenses

I Eyeglass lenses

™ Eyeglass frames

™ Upgrades Indicate Maximum Copaymentamount for Eyeglass lenses:

Indicate Minimum Copayment amount for 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

Step Up #17b Eyewear — Base 6

[s/ PBP Data Entry System - Section D, Contract X0001, Plan 001, S
File Help

‘ ’ ol ¥ L& 8 Kol (Step Up #17b Eyewear - Baze 6 -
-

: Exit Exit (No

Previous Next (Validate) Validate)

Enrollee must receive Authorization 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/Utilization Review
r Other, describe

Is a referral required for Eyewear?

" Yas
" No

Eyewear 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

Step Up #18a Hearing Exams — Base 1

[/ PBP Data Entry System - Section D, Centract X0001, Plan 001,

File Help
El [ of b
. Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Even ifyou do not offer enhanced benefits, you must complete
this section far your Medicare-covered Benefits.

Does theplan provide Hearing Exams as a supplemental
benefit under Part C7

" ves
" No

Select enhanced benefits:
[~ Routine Hearing Exams
O Fitting/Evaluation for Hearing Aid

Select type of benefit for Routing Hearing Exams:

[ Mandatory 1
!_f-'__Clptional

|5 this benefit unlimited for Routine Hearing Exams?
‘(" 'es ‘

Indicate number for Routing Hearing Exams:

Select Routine Hearing Exams periodicity:

|17 Every three years
|1 Every two years
:r' Every year

|1 Every six months
!r' Every thres months
| € Other, Describe

Select type of benefitfor Fitting/Evalueation for
Hearing Aid:

(& Mandatory
Optional

Is this benefit unlimited for Fitting/Evaluation for

Hearing &id?

Yes
{” No, indicate number

Indicate number forFitting/Evaluation for Hearing Ai

Select Fitting/Evaluation forHearing Aid periodicit

" Every three years
7 Every two years
 Ewvery year

7 Every six months
7 Every three months

|17 Other, Describe

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

Step Up #18a Hearing Exams — Base 2

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001,

File Help
‘ ’ @ * (&8 I Hll | Step Up #18a Hearing Exams - Baze 2 -
-
2 Exit Exit (No
Previous Next (Validate) Validate)
Is there a service-specific Maximum Plan Benefit Is there a service-specific Maximum Indicatethe Minimum Coinsurance percentage for
Coverage amount? Fnrollee Out-of-Pocket Cost? Medicare-cavered Benefits:
[€ ves | | Yes
[T No [€ Mo

- Indicate Maximum Enrollee Out-of-Pocket Indicate the Maximum Coinsurance percentage for
Does the Maximum Plan Benefit Coverage amount Cost amount: Medicare-covered Benefits:

apply to In-network services only OR does itapply
to both In-network and Out-of-network services 7 I

™ In-network services only

: Select Maximum Enrollee Out-of-Pocket
" Both In-network and Out-of-network services | Cost periodicity: Indicate Minimum Coinsurance percentage for
; ; g Routine Hearing Exams:
Indicate Maximum Plan Benefit Coverage amount: ™ Every three years

:

i Ev ery two years

& Every year
; i~ Every six months Indicate Maximum Coinsurance percentage for
Sel_ectd?h%rrviaxlmum Flan Benefit Coverage r Every three months Routine Hearing Exams:
periodicity: :
- | Other, Describe. I
o Every three years i — o
) Erverywoiysars . ._::_“e_l.'ean enrollee Coinsurance? .
Fa Every year " Yes | Indicate Minimum Coinsurance percentage for
- P Cr— ‘ ‘(« Mo Fitting/Evaluation for Hearing Aid:
" Every three months | D e— |
- y elect which Hearing Exam Benefits have a
Other, Describe Coinsurance (Selectall that apply):
Medicare-covered Benefits Indicate Maximum Coinsurance percentage for
Is there an enrollee Deductible? [ Routing Hearing Exams Fitting/Evaluation for Hearing Aid:

i_f" Wes ‘ O Fitting/Evaluation for Hearing Aid

Indicate Deductible Amount:

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

Step Up #18a Hearing Exams — Base 3

[s-' PEP Data Entry System - Section D, Contract X001, Plan 001, Se

File Help
.= : : T
’ w A (&40 v Al |Step Up #18a Hearing Exams - Base 2 -

Exit Exit (No
MNext Validate)

Previous (Validate)
(e

Indicate Minimum Copayment amount for Fitting/Evaluation for Hearing Aid:

Is there an enrollee Copayment?
| £ ves ‘
i(" Mo |

Select which Hearing Exam Benefits have a Copayment (Select Indicate Maximum Copayment amountfor Fittina/Evaluation for Hearing Aid:

all that apply):
[~ Medicare-covered Benefits

[ Routine Hearing Exams

r Fitting/Evaluation for Hearing Aid : st .
Enrolles must receive Authorization from one or more of thefollowing:

Indicate Minimum Copayment amount for Medicare-covered [~ None

Benefits: [ Primary Care Physician (InternistFamily 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 7

|7 ves
|7 No
Indicate Minimum Copayment amountfor Routine Hearing Exa

Indicate Maximum Copaymentamount for Routing Hearing Exa

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

Step Up #18a Hearing Exams — Base 4

[a/ PBP Dta Entry System - Section D, Contract X0001, Plan 001, Segment ¢
File Help .
< > - ¥  GoTo: -
i Exit Exit (No
Previous Next (Validate) Validate)

Hearing Exams 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

Step Up #18b Hearing Aids — Base 1

[/ PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 0
Eile Help

‘ ’ o ¥ {00 v 9l [ Step Up #18b Hearing Aids - Base 1 -
-
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIFTIONM OF BENEFIT | SelectHearing Aids (all types) periodicity: Select 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 i Every year
|T;_‘}'e5 e Every six months (' Every six months
€ N ‘ (@) Every three months (" Every three months
L ™ Other, Describe £ Other, Describe
Select enhanced benefits: ] ] :
[~ Hearing sids (all types) Selsct type of benefitfor Hearing Aids - Se_lecﬁt_ﬂie of benefit for Hearing Aids - Outer Ear:
- Hearing Aids - Inner Ear Inner Ear: s Mandatory |
[ Hearing Aids - Outer Ear i Mandatary | [ Optional
™ Hearing Aids - Over the Ear | Optional

Is this benefitunlimited for Hearing Aids - Quter Ear?
Select type of benefitfor Hearing Aids (all types)

[ Mandatory
| " Optional

|5 this benefit unlimited for Hearing Aids - [ ves
‘ Inner Ear? [ Mo, indicate number

I 7 ves
,l'q' Mo, indicate number

| Indicate quantity for Hearing Aids - QOuter Ear:

|5 this benefit unlimited for Hearing Aids (all

types)? Indicate quantity for Hearing Aids - Inner
i Ear:
| ves | I_ Select Hearing Aids - Outer Ear periodicity:

" No, indicate number Every three years

Every two years
Every year

Every six months
Every three months
Cther, Describe

Indicate quantity for Hearing Aids (all types):

(AN

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

Step Up #18b Hearing Aids — Base 2

[s-' PEP Data Entry System - Section D, Contract X0001, Plan 001, S
Eile Help }
< > Y ¥  GoTo .
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:

Is Mandatory

i?:_Couered under H.;ring Exams Category - 18a
o Optional

| !lﬁ Plan-specified amount per period

|5 this benefit unlimited for Hearing Aids - Overthe Ear? Does the Maximum Plan Benefit Coverage amount
lﬁ Yes ‘ apply to In-network services only OR does itapply

ST to both In-network and Out-of-network services?
g'r' Mo, indicate number

1
" In-network services only ‘

Indicate quantity for Hearing Aids - Overthe Ear: € Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Goverage amount:

Select Hearing Aids - Over the Ear periodicity:

i " Every three years Indicate Maximum Plan BenefitGCoverage periodicit
" Every tw
I ~ b Bt  Ev ery three years
| Every year
| .  Ev ery two years
| T Every six months B
| T Every three months b
| o {2 Every six months
L - ! B Every three months
~ ]
Is there a service-specific Maximum Plan Benefit ____9_ther: Desoriba

Coverage amount?

 Yes
T No

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

Step Up #18b Hearing Aids — Base 3

[s-/ PEP Data Entry System - Section D, Contract X0001, Plan 001 Se

File Help

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

[ ves I
" No
Select the Maximum Enrolles Out-of-Pocket Costtype:

i_(-" Covered under Hearing Exams Category - 18a
| Plan-specified amount per period |

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrolles Out-of-Pocket Cost periodict

{" Ewvery three years
" Every two years

" Every year

{” Every six months
{” Ewvery three months
™ Other, Describe

Is there an enrollee Coinsurance?

[ ves
[ No

|

Select which Hearing Aids Benefits have a Goinsurance
(Select all that apply):

1 Hearing Aids -Inner Ear

= Hearing Aids - Quter Ear

I Hearing Aids - Over the Ear

‘ ’ Eﬁt Exiﬁllo

Previous Next (Validate) Validate)

(&0 S o il [ Step Up #18b Hearing Aids - Base 3 -

Indicate Minimum Coinsurance percentage for
Hearing Aids (all types):

:

Indicate Maximum Coinsurance percentage for
Hearing Aids (all types):

|

Indicate Minimum Coinsurance percentage for
Hearing Aids - Inner Ear:

|

Indicate Maximum Coinsurance percentage for
Hearing Aids - Inner Ear:

1

Indicate Minimum Coinsurance percentage for
Hearing Aids - Outer Ear:

:

Indicate Maximum Coinsurance percentage for
Hearing Aids - Outer Ear:

Indicate Minimum Coinsurance percentage for
Hearing Aids - Over the Ear:

Indicate Maximum Coinsurance percentage for
Hearing Aids - Over the Ear;

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

Step Up #18b Hearing Aids — Base 4

FE| PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
Fle Help

TS|
oL ¥ PRl Stcp Up #18b Hearing Aids - Base 4
, Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrolles Copayment? Indicate Minimum Copayment amount per Hearing Aid - Outer E I there an enrollee Deductible?
£ Yes C Yes
 No

© o
Select which Hearing Aids Benefits have a Copayment (Select
all that apply)

I™ Hearing Aid - Inner Ear
[ Hearing Aid - Outer Ear

Indicate Minimum Copayment amount per two 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 Copayment amount per Hearing Aid -
Over the Ear:

Indicate Minimum Copaymentamount per Hearing Aid- Inner £ Indicate Maximum Copaymentamount per Hearing Aid - Over
the Ear;

Indicate Maximum Capayment amount per Hearing Aid- Inner £ Indicate Minimum Copayment amount per twa Hearing Aids -
Over the Ear.

Indicate Minimum Copayment amount per two Hearing Aids - Indicate Maximum Copaymentamount per two Hearing Aids -
Inner Ear Over the Ear:

Indicate Maximum Copaymentamount per two Hearing Aids -
Inner Ear;

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

Step Up #18b Hearing Aids — Base 5

[5 PBP Data Entry System - Section D, Contract X001, Plan 001, Segment 000
File Help

‘ ’ o ¥ {6 8 v 38 [ Step Up #18b Hearing Aids - Base 5 -
-

2 Exit Exit (No

Previous Next (Validate) Validate)

Enrollee must receive Authorization from one or maore of the following:
™ None

™ Primary Care Physician {Internist'Family Practice, General Practice)
™ Physician Specialist

™ Organization Medical Director/Utilization Management/Utilization Review
I Other, describe
|5 & referral required for Hearing Aids?

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

Page 67 of 67



