CY 2018 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 1

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Do you offer a Deductible?

 ves
Mo

What is the amount of your Deductible?

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

r

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

r

Other, Indicate amount

Indicate Deductible Amount:

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

7 Single Deductible

Differentially applied to Part A and Part B
Medicare services, reflecting Original Medicare
payment structure.

LPPO and RPPO plans must include ALL OON Medicare-
covered Services in the Deductible; 14a preventive services
may notbe includedin the In-Metwork deductible. Ifthe plan
chooses to use the2016 Original Medicare amounts, please
verify thatany differential deductibles that are selected will
not exceed the 2016 Original Medicare amounts that will be
released by CMS.

REE

Go To:

Do youinclude 14a Medicare-covered Zero Dallar Preventive Services as part
of your OOM Medicare-covered Services Deductible?

T ves
' No

Select the Service Categories that apply to your Deductible (Optional)
™ In-Network Medicare-covered benefits

™ In-Network Non-Medicare-covered benefits

™ Out-of-Network Non-Medicare-covered benefits

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

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

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

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services

5. Partial Hospitalization

6: Home Health Services

7a: Primary Care Physician Services

7b: Chiropractic Services

7c: Occupational Therapy Services

7d: Physician Specialist Services

7e: Mental Health Specialty Services

7f. Podiatry Services LI
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CY 2018 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 2

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Hold down the CTRLkey 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 In-Metwork Mon-Medicare-covered
benefits?

1 Yes

" No

Select all of the In-Network Non-Medicare-covered Service Categories
to which the Deductible applies:

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 Out-of-Network Non-Medicare-covered benefits?
" Yes
 No

Select all of the Out-of-Network Mon-Medicare-covered Service Categories to
which the Deductible applies

1a: Inpatient Hospita-Acute N
1b: Inpatient Hospital Psychiatric I~
2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

Tb: Chiropractic Services

71 Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture

13b: Over-the-Counter (OTC) tems

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f. Other 3

13g: Dual Eligible SNP with Highly Integrated Services

14b: Annual Physical Exam

14c: Eligible Supplemental Benefits as Defined in Chapter 4

15: Medicare Part B Rx Drugs

18a: Preventive Dental

16b: Comprehensive Dental

17a: Eye Exams b
17b: Eyewear

18a: Hearing Exams ;I

1a: Inpatient Hospital-Acute

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmenary Rehabilitation Services

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

71 Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture

13b: Over-the-Counter (OTC) tems

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f. Other 3

13g: Dual Eligible SMP with Highly Integrated Services
14b: Annual Physical Exam

14c: Eligible Supplemental Benefits as Defined in Chapter 4
15: Medicare Part B Rx Drugs

18a: Preventive Dental

16b: Comprehensive Dental

1b: Inpatient Hospital Psychiatric I

17a: Eye Exams e
17b: Eyewear
18a: Hearing Exams, ;I

REE
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Plan Deductible LPPO/RPPO Base 3

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

CY 2018 PBP Data Entry System Screens

File Help Add Variable

oA » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)

Doyouhavedifferential service category-level deductibles in additionto
your In-Network Plan-level Deductible?

© 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 Service Categories to which the differential deductibles
apply:

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

2: Skilled Nursing Facilty (SNF)

3: Cardiac and Pulmonary Rehabilitation Services

'4c: Worldwide Emergency/Urgent Coverage

§: Partial Hospitalization

& Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

'd: Physician Specialist Services

Te: Mental Health Specialty Services

71. Podiatry Services

Tg: Other Health Care Professional

Th: Psychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services
2a: Diagnostic Procedures/Tests/Lab Services

8b: Outpatient Diagnostic/Therapeutic Radiological Services

9a: Outpatient Hospital Services

'Sb: Ambulatory Surgical Center (ASC) Services

9c: Outpatient Substance Abuse

9d: Outpatient Blood Services ;I

i
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CY 2018 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 4

[® PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

Eile Help Add Variable

ol » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)
Indicate Differential Deductible Amounts for Inpatient Hospital Indicate Differential Deductible Amountfor Cardiacand Pulmonary Mote: Mo single Differential Deductible can be
Services including Acute Tiers 1,2, and 3, where appropriate: Rehabilitation Services: greater than the deductible. The total of all of

the Differential Deductibles can be greater
than the deductible.

Indicate Differential Deductible Amount for Worldwide
l— Emergency/Urgent Coverage:
Indicate Differential Deductible Amount for Partial Hospitalization:

Indicate Differential Deductible Amounts for Inpatient Psychiatric
Hosnpital Services Tiers 1, 2, and 3, where appropriate: Indicate Differential Deductible Amount for Home Health Services:

Indicate Differential Deductible Amount for Primary Care Physician
l— 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 Chiropractic Services:

Indicate Differential Deductible Amount for Physician Specialist Services

Fu Associates, Ltd. CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 5

[® PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

Eile Help Add Variable

o » Go To:
Exit Exit (No

Indicate Differential Deductible
Amount for Mental Health Specialty
Services - Non-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

Indicate Differential Deductible Amount
for Physical Therapy and Speech-
Language Pathology Services:

Indicate Differential Deductible Amount
for Outpatient Diagnostic Procedures
and Test and Lab Services:

Previous Next (Validate) Validate)

Indicate Differential Deductible
Amount for Outpatient Diagnostic and
Therapeutic Radiological Services:

Indicate Differential Deductible Amount
for Outpatient Hospital Services:

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

Indicate Differential Deductible Amount far
Outpatient Substance Abuse Services:

Indicate Differential Deductible Amount
for Qutpatient Blood Services:

Indicate Differential Deductible Amount
for Ambulance Services

Indicate Differential Deductible Amount
for Transportation Services:

Indicate Differential Deductible Amount
for Durable Medical Equipment (DME):

Indicate Differential Deductible Amount
for Prosthetics/Medical Supplies:

Indicate Differential Deductible Amount
for Diabetic Supplies and Services

Indicate Differential Deductible Amount
for Dialysis Services:

Indicate Differential Deductible Amount
for Acupunciure:

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:

Fu Associates, Ltd.
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Plan Deductible LPPO/RPPO Base 6

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

Eile Help Add Variable
wf

Exit

Previous Next (validate)

Indicate Differential Deductible Amount
for the Annual Physical Exam

Indicate Differential Deductible Amount
for Eligible Supplemental Benefits as
Defined in Chapter 4:

e mcet

Indicate Differential Deductible Amount
for Kidney Disease Education Services

Indicate Differential Deductible Amount
for Medicare-covered Glaucoma
Screening Services:

Indicate Differential Deductible Amount
for Medicare-covered Diabetes Self-
management Training:

CY 2018 PBP Data Entry System Screens

» Go To:
Exit (No
Validate)

Indicate Differential Deductible Amount
for Other Medicare-covered Preventive
Services:

Indicate Differential Deductible Amount
for Medicare Part B Rx Drugs

Indicate Differential Deductible
Amount far Preventive Dental:

Indicate Differential Deductible
Amount for Comprehensive Dental

Indicate Differential Deductible
Amount far Eye Exams

Indicate Differential Deductible
Amount for Eyewear:

Indicate Differential Deductible
Amount for Hearing Exams:

Indicate Differential Deductible
Amount for Hearing Aids

REE
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CY 2018 PBP Data Entry System Screens

Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 1

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
oA » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)
Do you offer a mandatory enhanced benefit enrollee deductible amount? Indicate deductible for one or more ofthefollowing services
; ki Deductible
[£- No Amount
Select the mandatory enhanced benefits that have an enroliee . "
deductible: Inpatient Hospital-Acute I
1a: Inpatient Hospital-Acute l
1b: Inpatient Hospital Psychiatric Inpatient Hospital Psychiatric I
2: Skilled Nursing Facility (SNF)
3: Cardiac and Pulmonary Rehabilitation Services " ’ -
4c: Worldwide Emergency/Urgent Coverage S ursing Facility (ShT) I
7b: Chiropractic Services
7f. Podiatry Services Cardiac and Pulmonary Rehabilitation Services I
9d: Outpatient Blood Services
10b: Transportation Services .
13a: Acupuncture ‘Worldwide Emergency/Urgent Coverage I
13b: Over-the-Counter (OTC) tems
13c: Meal Benefit Chiropractic Services I
134d: Other 1 _I
13e: Other 2 >
Podiatry Services - Routine Foot Care I
Outpatient Blood Services I
Transportation Services I
Acupuncture I
Owver-the-Counter (OTC) ltems I
Meal Benefit I
Fu Associates, Ltd. CY2018 PBP — Section D Page 7 of 68
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CY 2018 PBP Data Entry System Screens

Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 2

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ
File Help Add Variable

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

Indicate deductible for one or more ofthe following services

Deductible
Amount
Other1
Other 2
Other 3

Dual Eligible SMP with Highly
Integrated Services

Annual Physical Exam

Eligible Supplemental Benefits as
Defined in Chapter 4

Preventive Dental
Comprehensive Dental

Eye Exams

Eyewear

Hearing Exams

TTEETTTTTT ]

Hearing Aids

Fu Associates, Ltd. CY2018 PBP — Section D Page 8 of 68
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CY 2018 PBP Data Entry System Screens

Plan Deductible (In-Network)

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

FEE]
Eile Help Add Variable

o » Go To:
Exit Exit (No
(Validate) Validate)

Is there an In-Network Plan Deductible? Hold down the CTRLkey on your keyboard while selecting the coverage

- options with your MOUSE. After selecting ALL of your options release the
Yes GTRL key on your keyboard
© Mo

Previous Next

Select all of the In-Network Medicare-covered Service Categories to which
Do you charge the Medicare-defined Part B Deductible amount? the In-Network Plan Deductible applies:

1a: Inpatient Hospital-Acute -
© ves 1b: Inpatient Hospital Psychiatric :I
© ne 2: Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabilitation Services
3-2: Intensive Cardiac Rehabiltation Services
Indicate In-Network Plan Deductible Amount: 2-3: Pulmonary Rehabiltation Services
5: Partial Hospitalization LI

Does the In-MNetwork Deductible apply to all In-Metwork Non-Medicare-
covered plan services?
© ves

Select the benefits that apply to the In-Network Deductible:  No

I In-Network Medicare-covered benefits
I In-Network Non-Medicare-coversd benefits Hold down the GTRL 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-Network Deductible apply to all In-Network
Medicare-covered plan services? Select all of the In-Network Non-Medicare-covered Service Categories to
© ves which the In-Network Deductible applies:
© No 1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

6: Home Health Services

7b: Chiropractic Services

7c: Occupational Therapy Services

7f: Podiatry Services

7i: Physical Therapy and Speech-Language Pathology Services LI
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CY 2018 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 1

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a Combined (In-Network and Out-of-Metwork) Deductible
amount?

© ves

© Mo

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

 Ves
' No

Indicate Combined (In-Network and Out-of-Network) Deductible
Amount:

Select the benefits that apply to the Combined Deductible:
™ In-Network Medicare-covered benefits

[ In-Network Non-Medicare-covered benefits

™ Out-of-Network Medicare-covered benefits

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

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

i Yes
' Mo

Go To:

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 In-Network Medicare-covered Service Categories to
which the Combined Deductible applies

1a: Inpatient Hospita-Acute N
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

5: Partial Hospitalization

6: Home Health Services LI

Does the Combined Deductible apply to all In-Network Non-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 In-Network Non-Medicare-covered Service Categories

to which the Combined Deductible applies:

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

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

7b: Chiropractic Services

7f. Podiatry Services

9d: Qutpatient Blood Services

10b: Transportation Services

13a: Acupuncture _I

REE

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 2

PBP Data Entry System - Section
File Help Add Variable

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

Does the Combined Deductibl e apply to all Out-Of-Network Medicare-
covered planservices?

i Yes

T Mo

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-Network Medicare-covered Service Categories to
which the Combined Deductible applies

ontract X0001, Plan 001, Segment 000

Does the Combined Deductible apply to all Qut-Of-Network
Non-Medicare-covered plan services?

© Yes

T No

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

Selectall ofthe Qut-of-Network Non-Medicare-covered Service
Categories to which the Combined Deductible applies:

‘1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabiltation Services

5. Partial Hospitalization

8. Home Health Services

Ta: Primary Care Physician Services

7b: Chiropractic Services

Tc: Occupational Therapy Services

7d: Physician Specialist Services

Te: Mental Health Specialty Services

Tf: Podiatry Services

Tg: Other Health Care Professional

Th: Psychiatric Services

Ti: Physical Therapy and Speech-Language Pathelogy Services
2a: Diagnostic Procedures/Tests/Lab Services
2b1: Diagnostic Radiclogical Services

8b2: Therapeutic Radiological Services

8b3: Qutpatient X-Ray Services

9a: Outpatient Hospital Services LI

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services

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

71 Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture

13b: Over-the-Counter (OTC) ftems ;I

REE

Fu Associates, Ltd.
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Plan Deductible (Out-of-Network)

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

Eile Help Add Variable
wf

. Exit
Previous Next (validate)

 ves
Mo

Do youcharge the Medicare-defined
Part B Deductible amount?

' Yes
' No

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

Medicare-covered plan services?

i Yes
" No

CY 2018 PBP Data Entry System Screens

» Go To:

Exit (No
Validate)

Is there an Out-of-Network (OON) Plan Deductible?

Indicate Out-of-Network Plan
Deductible Amou

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

benefits

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

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 Categaries to
which the Out-of-Network Plan Deductible applies

‘1a: Inpatient Hospital-Acute i’
1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

S: Partial Hospitalization ;I

Does the Out-of-Network Deductible apply to all Out-of Network Non-
Medicare-covered plan services?

i Yes
' Mo

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 an your keyboard.

Select all of the Out-of-Network Non-Medicare-covered Service Categories
to which the Out-of-Network Deductible applies

‘1a: Inpatient Hospital-Acute -
1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2! Intensive Cardiac Rehabiltation Services

3-3; Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

7b: Chiropractic Services

7. Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture ;I

REE

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Plan Deductible (Non-Network)

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a Plan Deductible?

 ves
Mo

Do youcharge the Medicare-defined
Part B Deductible amount?

 es

€ No

Indicate Plan Deductible Amount:

Select the benefits that apply to the Deductible:
™ Medicare-covered bensfits
I Mon-Medicare-covered benefits

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

© ves
' No

Go To:

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

Select all of the Medicare-covered Service Categaries to which the Plan
Deductible applies

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

5: Partial Hospitalization ;I

1a: Inpatient Hospital-Acute ﬂ

Does the Deductible apply to all Non-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 Non-Medicare-covered Service Categories to which the
Deductible applies

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

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

Tb: Chiropractic Services

7f: Podiatry Services

'9d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture ;I

REE

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Max Enrollee Cost Limit (In-Network)

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

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

 ves
Mo

Is your In-Network Maximum Enrollee Out-of-Pocket (MOCOP) 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 the Voluntary and Mandatory Limits, please
right-click on the "Is your In-MNetwork Maximum Enrollee Out-of-Pocket
(MQOP) Costat the Voluntary or Mandatory level?” question and view
the Variable Help.

Note for D-SNPs: For purposes of submitting bids to CMS, D-SNPs
must include Parts A, B, and Part D Medicare services in the PBP,
along with approved optionaland mandatory supplemental benefits.
No Medicaid benefits may be included in the PBP. D-SNPs have the
flexibility to establish $0 as the MOOP amount, thereby guaranteeing
thereis nocostsharing for plan enrollees, including thosewhoare
liable for Medicare cost sharing. Otherwise, ifthe D-SNP does charge
costsharing for Medicare-covered services (ar non-covered), itmust
track enrollees’ out-of-pocketspending anditis up tothe planto
develop the process and vehiclefordoing so.

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

Note: Far 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 Enrolles Out-
of-Pocket cost

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

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

 ves

© Ho

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 of the In-Network Medicare-covered Service Categories thatare
INCLUDED in the In-Metwork Maximum Enralles Out-of-Pocket Cost amount
1a: Inpatient Hospitak-Acute -
‘1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

4a: Emergency Care

4b: Urgently Needed Services

S: Partial Hospitalization

B: Home Heatth Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services ;l

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

 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

Select all of the In-Network Mon-Medicare-covered Service Categories that are
INCLUDED in the In-Metwork Maximum Enrollee Qut-of-Packet Cost amount:

1a: Inpatient Hospita-Acute -
1b: Inpatient Hospital Psychiatric

2: Skiled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-Z. Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

6: Home Heatth Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

71 Podiatry Services _I

REE
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CY 2018 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 1

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

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

© Yes
Mo

Is your Combined {In-Network and Out-of-Network) Maximum Enrollee
Out-of-Pocket Cost at the Valuntary or Mandatory Level? (Network PFFS
plans only)

= Voluntary
{” Mandatory

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

MNote for D-SNPs: For purposes of submitting bids to CMS, D-SNPs
must include Parts A, B, and Part D Medicare services in the PBP,
along with approved optionaland mandatory supplemental benefits.
Mo Medicaid benefits may be included in the PBP. D-SNPs have the
flexibility to establish 30 as the MOOP amount, thereby guaranteeing
thereis nocostsharing for planenrollees, including thosewho are
liable for Medicare cost sharing. Otherwise, ifthe D-SNP does charge
costsharing for Medicare-coveredservices (or non-covered), it must
track enrollees’ out-of-pocket spending and itis up to the plan to
develop the processand vehiclefordoing so.

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

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

[ In-Network Medicare-covered benefits

[ In-Network Non-Medicare-covered benefits

[T Out-of-Network Medicare-covered benefits

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

Does the Combined Maximum Enrollee Out-of-Pocket Costapply to all In
-Metwork 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 of your options release the
CTRL key an your keyboard.

Select all of the In-Network Medicare-covered Service Categories thatare
INCLUDED in the Combined Maximum Enrollee Cut-of Pocket Cost Amount,
1a: Inpatient Hospital-Acute N
1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2. Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

4a: Emergency Care

4b: Urgently Needed Services

5: Partial Hospitalization

8: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services _I

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

e
 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 In-Network Mon-Medicare-covered Service Categories that are
INCLUDED in the Combined Maximum Enrollee Out-of Pocket Cost Amount:

‘1a: Inpatient Hospital-Acute -
1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2! Intensive Cardiac Rehabiltation Services

3-3; Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

Tb: Chiropractic Services

Tf: Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture _I

REE
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CY 2018 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 2

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

Eile Help Add Variable
of %

< 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, please right-click onthe "Is your Combined Maximum
Enrollee Out-of-Pocket (MOOP) Cast at theVoluntary or
Mandatory level?” question and view theVariable Help. Does theCombined Maximum Enrollee Out-of-Pocket Cost apply

to allOut- of-Network Mon-Medicare-covered plan services?
Does the Combined Maximum Enrollee Out-of-Pocket Cost apply
to all Out-of-Network Medicare-covered plan services? ; es
No
" Yes
 No Hold down the CTRLkey on your keyboard while selecting the
. coverage options with your MOUSE. After selecting ALL ofyour
Hold down the CTRL key on your keyboard while selecting the ti 1 the CTRL k kevboard
coverage options with your MOUSE. After selecting ALL of your options relsaseine E¥ Bnyourkeyboar
options releasethe CTRLkey on your keyboard Selectall ofthe Out-of-Netwark Mon-Medicare-covered Service
Select all of the Out-of-Metwork Medicare-covered Service E’z}zﬂgg%;{'g{- EBECIJ;?EI'D'EFE".:SJ;E. Combined hMaximum
Categories that are INCLUDED in the Combined Maximum - .
Enrollee Qut-of Pocket Cost Amount: 1a: Inpatient Hospital-Acute -
. r 1b: Inpatient Hospital Psychiatric.
1a: Inpatient Hospital-Acut
& Inpatisnt Hospita-Acuts 21 |2 skiled Nursing Faciity (SNF}
1b: Inpatient Hospital Psychiatric 3.1, Cardiac Rehabiltation Services
2: Skilled Nursing Facility (SNF’
a1 (‘:ardialérélgl?abﬁli;g: Serz-icas 3-2: Intensive Cardiac Rehabilitation Services
3-2: Intensive Cardiac Rehabilitation Services i—?mljulr;nna’drysanammahm Sar\t.rlges
3-3: Pulmonary Rehabilitation Services 7;' Chu.r v ; gergem:y rgent Loverage
5: Partial Hospitalization g 'TDWE e y ervices
&: Home Health Services ;;_ZW"E‘? Ste‘;\;'lczss
Ta: Primary Care Physician Services 10b: _IEI pa |enﬂ rnn S en.'lces
7b: Chiropractic Services 135'}\;”;%;:;" ervices
Tc: Occupational Therapy Services . =
7d: Physician Specialist Services 130: Over-the-Counter (OTC) kems —I
7e: Mental Health Specialty Services ;I
Fu Associates, Ltd. CY2018 PBP — Section D
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CY 2018 PBP Data Entry System Screens

Max Enrollee Cost Limit (Out-of-Network)

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

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

 ves
Mo

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

" Valuntary

" Mandatory

services. Fora list of the Voluntary and Mandatory Limits, pleaseright-click
on the "Is your Combined Maximum Enrollee Out-of-Pocket (MOOP) Cost at
the Voluntary or Mandatory |evel?” question and view the Variable Help

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

Selectthe benefits thatapply to the Out-of-Network Maximum Enrolles
QOut-of-Pocket cost:

[ Qut-of-Metwork Medicare-covered benefits

[ Qut-of-Network Non-Medicare-covered benefits

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

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

 Yes

 No

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

Select all of the Out-of-Network Medicare-covered Service Categories that
are INCLUDED in the Out-of-Network Maximum Enrollee Out-of-Pocket
Cost amount,

All MA plans must have a maximum out-of-pocket (MOOP) that covers all A/B

1a: Inpatient Hospital-Acute N
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

S5: Partial Hospitalization

&: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

7c: Occupational Therapy Services

7d: Physician Specialist Services LI

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

™ 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 Out-of-Network Non-Medicare-covered Service
Categories that are INCLUDED in the Qut-of-Network Maximum Enrolles
Out-of-Pocket Cost amount:

1a: Inpatient Hospital-Acute N
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

7b: Chiropractic Services

7f: Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services LI

REE
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CY 2018 PBP Data Entry System Screens

Max Enrollee Cost Limit (Non-Network)

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Is your Maximum Enrollee Out-of-Pocket (MOOP) Cost at the Vaoluntary or Hold down the CTRL key on your keyboard while selecting the coverage

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

€ Voluntary

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

All MA plans must have & maximum out-of-pocket (MOOP) that covers all 1a: Inpatient Hospital-Acute :I

AJB services. For a listof the Voluntary and Mandatory Limits, please 1b: Inpatient Hospital Psychiatric

right-click onthe "Is your Combined Maximum Enrollee Out-of-Pocket 2: Skilled Nursing Facility (SNF)

(MOOP) Costat theVoluntary or Mandatory level?” question and view 3-1: Cardiac Rehabilitation Services

the Variable Help 3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services
Indicate the Maximum Enrollee Out-of-Pocket Cost Amount: 4a: Emergency Care J
Does the Maximum Enrollee Out-of-Pocket Cost apply to all Non-Medicare-
Select the benefits that apply to the Maximum Enrollee Out-of-Pocket cost:  Covered planservices?
[ Medicars-covered benefits £ es
" Non-Medicare-covered benefits Mo

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

Does the Maximum Enrolles Out-of-Pocket Cost apply to all Medicare- options with your MOUSE. After selecting ALL of your options release the
covered plan services? GCTRL key on your keyboard

Select all ofthe Non-Medicare-covered Service Categories INCLUDED in
© ves the Maximum Enrollee Out-of-Pocket Cost Amount;
o Ta: Inpatient Hospital-Acute =

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2 Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabiltation Services

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

7f: Podiatry Services

'Sd: Outpatient Blood Services

10b: Transportation Services

Fu Associates, Ltd. CY2018 PBP — Section D Page 18 of 68
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CY 2018 PBP Data Entry System Screens

Max Plan Benefit Coverage

[® PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

Eile Help Add Variable

o 2%
. 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?
Is there a Maximum Plan Benefit Coverage Amount? ((: :as
o
" Yes
© Neo 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 on your keyboard.
Select all of the In-Network Non-Medicare-covered Service Categories to
which the Maximum Plan Benefit Coverage Amount applies
. o 1a: Inpatient Hospital-Acute ﬂ
Select Maximum Plan Benefit Coverage Amount Periodicity:
a ty ‘1b: Inpatient Hospital Psychiatric
' Every three years 2: Skilled Nursing Facility (SNF)
' Every two years 3-1: Cardiac Rehabilitation Services
" Every year 3-2: Intensive Cardiac Rehabilitation Services
' Every six months 3-3: Pulmenary Rehabilitation Services _I
7 Every three months Does the Maximum Plan Benefit Goverage amount apply to all Out-of-
' Oth er, Describe Metwork Non-Medicare-covered plan services?
Select the benefits that apply to the Maximum Plan Benefit O ves
Coverage Amount Mo
I In-Network Non-Medicare-covered benefits
™ Out-of-Network Non-Medicare-covered 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-Network Non-Medicare-covered Service
Categaries to which the Maximum Plan Benefit Coverage Amountapplies
‘1a: Inpatient Hospital-Acute -
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3; Pulmenary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

6: Home Health Services ;I

Fu Associates, Ltd. CY2018 PBP — Section D Page 19 of 68
12/02/2016
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2018 PBP Data Entry System Screens

Max Plan Benefit Coverage (Non-Network)

Previous Next

" Every three years

" Every two years

" Every year

" Every six months

' Every three months
L& other, Describe

of
Exit
(Validate)

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

Is there a Maximum Plan Benefit Coverage Amount? ; \N’t:s

" ves

("7 No Hold down the CTRL key on your keyboard while selecting the coverage
Indicate Maximum Plan Benefit Coverage Amount:

Maximum Plan Benefit Coverage Amount applies:
Select Maximum Plan Benefit Coverage Amount Periodicity

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help Add Variable

BEE
Go To:

-
Exit (No
Validate)

Medicare-covered planservices?

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

Selectall ofthe Non-Medicare-covered Service Categories to which the

1a: Inpatient Hospital-Acute i’
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

=
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CY 2018 PBP Data Entry System Screens

Plan Premium/Rebate Reduction

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ
File Help Add Variable

e » {eTo3 [}l |Plan Premium/Rebate Reduction
. Exit Exit (No
Previous  Next (Validate) Validate)

Indicate Plan Premium Amount (Part A/B):

Indicate Plan Premium Amount (B Only}:

Are you using any of your plan’s MA rebates to
reduce the Part B Premium?

 ves
' Mo

Indicate the Part B Premium reduction amount:

Fu Associates, Ltd. CY2018 PBP — Section D Page 21 of 68
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CY 2018 PBP Data Entry System Screens

MMP — Medicaid/plan covered cost sharing

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Do you offerany Non-Medicare benefits (i.e., services notcovered by
Medicare)?

© ves

© Mo

Hold down the CTRLkey 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 benefits that are covered under Medicaid:

Select all ofthe benefits that are plan-covered supplemental benefits (i.e.,
services not covered by Medicare or Medicaid):

1a1: Additional Days for Inpatient Hospita-Acute

1a2: Non-Medicare-covered Stay for Inpatient Hospital-Acute
1a3: Upgrades for Inpatient Hospital-Acute

1b1: Additional Days for Inpatient Hospital Psychiatric

1b2: Non-Medicare-covered Stay for Inpatient Hospital Psychiatric
2-1: Additional Days beyond Medicare-covered for Skilled Nursing Facility (Sh
2-2: Non-Medicare-covered Stay for Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

8-1: Additional Hours of Care

6-2: Personal Care Services

6-3: Other 1 for Home Health Services

6-4: Other 2 for Home Health Services

7b1: Routine Chiropractic Care

7b2: Other Chiropractic Services

7c: Occupational Therapy Services

7f: Podiatry Services

7i1: Other 1 for PT and SP Services

7i2: Other 2 for PT and 5P Services

9d: Outpatient Blood Services

1a1: Additional Days for Inpatient Hospital-Acute

1a2: Non-Medicare-covered Stay for Inpatient Hospital-Acute
1a3: Upgrades for Inpatient Hospital-Acute

1b1: Additional Days for Inpatient Hospital Peychiatric

1b2: Non-Medicare-covered Stay for Inpatient Hospital Psychiatric
2-1: Additional Days beyond Medicare-covered for Skilled Nursing Facility (SN
2-2: Non-Medicare-covered Stay for Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabilitation Services

3-2 Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

6-1: Additional Hours of Care

6-2: Personal Care Services

6-3: Other 1 for Home Health Services

6-4: Other 2 for Home Health Services

7b1: Routine Chiropractic Care

7b2: Other Chiropractic Services

7c: Occupational Therapy Services

7f: Podiatry Services

7i1: Other 1 for PT and SP Services

7i2: Other 2 for PT and 5P Services

10b1: Transportation Services - Plan Approved Location LI

9d: Qutpatient Blood Services

REE
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CY 2018 PBP Data Entry System Screens

PFFS Balance Billing

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

File Help Add Variable

oA » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)
Do you permit balance billing? BalanceBilling is apercentage of
o plan payment rate provider may
" ves collect.
| T 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.

‘What category of providers do you permit to balance bill?

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

2: Skilled Nursing Facilty (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabiltation Services

4a: Emergency Care

4b: Urgently Needed Services

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

& Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tec: Occupational Therapy Services

7d: Physician Specialist Services

Te: Mental Health Specialty Services

71 Podiatry Services

Tg: Other Health Care Professional

Th: Psychiatric Services

Ti. Physical Therapy and Speech-Language Pathology Services
2a: Diagnostic Procedures/Tests/Lab Services

8b: Outpatient Diagnostic/Therapeutic Radiological Services
Sa: Outpatient Hospital Services

9b: Ambulatery Surgical Center (ASC) Services

9c: Outpatient Substance Abuse

5d: Outpatient Blood Services LI

Enter Minimum percentage for balance billing

Enter Maximum percentage for balance billing:

Fu Associates, Ltd.

CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

MSA Annual Deductible/Deposit

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 = E'Iﬂ
Eile Help Add Variable

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

Indicate Annual MSA Deductible amount:

Indicate the Annual amount CMS will depositinto the Enrollee MSA

Fu Associates, Ltd. CY2018 PBP — Section D Page 24 of 68
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CY 2018 PBP Data Entry System Screens

Notes
PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
o ¥ coTo [ |
3 Exit Exit (No
Previous Next (Validate) Validate)
O
Note may include additional information to describe benefitin this service category. Do not repeat information captured in data entry.
Notes:
E
[/
Nates:
El
=
Fu Associates, Ltd. CY2018 PBP — Section D Page 25 of 68
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CY 2018 PBP Data Entry System Screens

Optional Supplemental — Management Screen

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
o %
. Exit Exit (No
Previous Next (Validate) Validate)
O
Optional Supplemental Packages Note: Toadd an optional supplemental package, click
on the'Add Package' button. To delete an optional
supplemental package, highlight theexisting package
and then click onthe ‘Delete Package’ button.
Add Package Delete Package
Fu Associates, Ltd. CY2018 PBP — Section D Page 26 of 68
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CY 2018 PBP Data Entry System Screens

Optional Supplemental — Label and Premium

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add variable
o P
- Exit Exit (No
Previous Next {Validate] Validate)
B
Optional Supplemental Benefits 10: Select the benefits to which the deductible applies:

1a: Inpatient Hospita-Acute -
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

Optional Supplemental Package Description: 2-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services

4a: Emergency Care

Indicate Optional Supplemental Premium Amount. 4b: Urgently Needed Services

4c: Woerldwide Emergency/Urgent Coverage
5: Partial Hospitalization

. Home Health Services

Ta: Primary Care Physician Services

Is there a Maximum Plan Benefit Coverage Amount for this package? 7b: Chiropractic Services
i Yes Tc: Occupational Therapy Services
© No 7d: Physician Specialist Services

Te: Mental Health Specialty Services

7f: Podiatry Services

7g: Other Health Care Professional

Indicate Maximum Plan Benefit Coverage Amount for this package: Th: Psychiatric Services

Ti: Physical Therapy and Speech-Language Pathelogy Services

8a: Diagnostic Procedures/Tests/Lab Services

8b: Outpatient Diagnostic/Therapeutic Radiological Services LI

Select the Maximum Plan Benefit Coverage periodicity:
MNote may include additional information to describe benefitin this service

IS
Every three years category. Do notrepeat information captured in data entry.

€ Every two years

' Every year Motes:
-

-

Every six months ;I
Every three months
€ Other, Describe

Do the Optional Supplemental benefits in this package apply to
the MOOP for this plan?

i Yes
© No
Is there an enrollee Deductible forthis package?

i Yes
' No

Indicate Deductible Amount:

Fu Associates, Ltd. CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

Optional Supplemental — Service Categories

PBP Data Entry System - Section
Eile Help Add Variable

Contract X0001, Plan 001, Segment 000 - E'Iﬂ

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Hold downthe CTRL key onyour keyboardwhileselectingthe  Hgld down the GTRL key on your keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your  coverage options with your MOUSE. After selecting ALL of your
options releasethe CTRL key on your keyboard. options releasethe CTRLkey onyour keyboard.

Selectthe otherservice categories included in this package (i.e.
that are NOT declared in Section B andior SectionC - POS

Selectthe service categories included in this packagethat have
optional supplemental benefits declared in SectionB andior

Section C - POS andior Section C - VIT. andfor Section G - WT):
1a: Inpatient Hospital-Acute | |1a: Inpatient Hospital-Acute -
1b: Inpatient Hospital Psychiatric.

1b: Inpatient Hospital Psychiatric

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

3-1. Cardiac Rehabilitation Services 3-1: Cardiac Rehabiltation Services

3-2 Intensive Cardiac Rehabilitation Services 3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabiltation Services 3-3: Pulmonary Rehabilitation Services

4a: Emergency Care 4a: Emergency Care

4b: Urgently Needed Services 4b: Urgently Needed Services

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

6: Home Health Services

Ta: Primary Care Physician Services

4c: Worldwide Emergency/Urgent Coverage

5: Partial Hospitalization

&: Home Health Services

Ta: Primary Care Physician Services ;I
Important: The following examples cannot bean

optional supplemental benefit:

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.

(1) cost-share buy-down of original Medicare benefits

Service categories with an asterisk (%) in the list have additional and (2) State Medicaid wraparound benefits. Please
step-up data entry sereens. After highlighting the category refer to Chapter 4 of the Medicare Managed Care
click on either the dropdown box or theright arrow butfon Manual and the MA Regulation (CFR § 422.102) for
above to navigate to these screens. additional information.

Service categories can be removed from the Optional
Supplemental Package by deselecting them from thelist. If
service categories with an asterisk (*) are deselected, thenthe
associated step-up data entry screens will also be removed

Fu Associates, Ltd. CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

Optional Supplemental — OON Optional

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help Add Variable

BEE
ol » [T [+l Optional Supplemental - DON Optional
2 Exit Exit (No
Previcus Next (Validate) Validate)
Does this category include Qut-of-Network benefits? Is there an OON Copayment?
[ ves [€ ves |
| Mo

|© Ha

Arethe OOM cost shares the same as the In-Network Enter Minimum Gopayment Amaunt:
costshares?

[ ves
| No

Enter Maximum Copayment Amount:
Is there an OOM Coinsurance?

 Ves
 No Mote may includeadditional information to describe
e benefitin this service category. Do not repeat
Enter Minimum Coinsurance Percentage: information captured in data entry.
Motes:
E
Enter Maximum Coinsurance Percentage:

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Optional Supplemental — OON Step-up

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ
File Help Add Variable
wf » Go To: 3

o -
. Exit Exit (No
Previous Next (Validate) Validate)
Does this category include Out-of-Network benefits? Is there an OON Copayment?
[ ves |  ves
L€ No.

: O No
Are the OOM cost shares the same as the In-Network Enter Minimum Copayment Amount:
costshares?

[ € ves
Mo

Enter Maximum Copayment Amount;
Is there an OQON Coinsurance?
s
i No Note may includeadditional information to describe
e benefitin this service category. Do notrepeat
Enter Minimum Coinsurance Percentage: information captured in data entry.

Nates:

H
Enter Maximum Coinsurance Percentage:

Fu Associates, Ltd. CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 1

PBP Data Entry System - Section

File Help Add variable

ol > Go To:
3 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT I

Does the plan provide Chiropractic Services asa
supplemental benefit under Part C?

T Yes

 No

Select enhanced benefit:
™ Routine Care
™ Other

Select type of benefit for Routine Care:

€ Mandatory
€ Optional

Is this benefitunlimited for Routine Care?

 ves
' No, indicate number

Indicate number of visits for Routine Care:

Select Routine Care periodicity

{7 Every three years
" Every two years

€ Every year

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

Do you offer a combined Acupuncture/slternative
Therapies/Chiropractor Services benefit?

 Yes

© No

Select the enhanced benefits that are included
in the combined benefit (Select all that apply):
I Routine Care

I other

Enter Name of Other Service:

, Contract X0001, Plan 001, Segment 000

Select type of benefit for Other Service:

{7 Mandatory
i Optional

Is this benefit unlimited for Other Service?
i Yes
' Mo, indicate number

Indicate number ofvisits for Other Service:

Select Other Service periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

sleTelalele]

Is there a service-specific Maximum Plan Benefit

Coverage amount?
 Yes

' No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

aleTalale e

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

Is there a service-specific Maximum Enrollee Qut-of-

Pocket

Cost?

 Yes

' No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

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

r

-
-
-
~
~

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 2

PBP Data Entry System - Section
File Help Add Variable

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

Is there an enrollee Coinsurance?

' Yes
' No

Selectwhich Chiropractic Services have a Coinsurance (Select
all that apply):

[ Medicare-covered Chiropractic Services
[ Routine Care
I Other

Indicate Minimum Coinsurance percentage pervisit for
Medicare-covered Benefits

:

Indicate Maximum Coinsurance percentage per visitfor
Medicare-covered Benefits

y

Indicatethe Minimum Coinsurance percentage pervisit for
Routine Care:

.

Indicatethe Maximum Coinsurance percentage per visit for
Routine Care:

y

Indicatethe Minimum Coinsurance percentage per visit for
Other Service:

.

Indicate the Maximum Coinsurance percentage per visit for
Other Service:

:

ontract X0001, Plan 001, Segment 000

Go To:

Is there an enrollee Copayment?

 Yes
 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:
Indicate Minimum Copaymentamount per visit for Routine Care:
Indicate Maximum Copayment amount per visit for Routine Care:

Indicate Minimum Copaymentamount per visit for Other Service:

Indicate Maximum Copayment amount per visit for Other Service:

Is there an enrollee Deductible?
i Yes
 No

Indicate Deductible Amount:

|s authorization required?

' Yes
' No

Is areferral required for Chiropractic Services?

T Yes
' No

REE
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CY 2018 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 3

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
o &
3 Exit Exit (No
Previous Next (Validate) Validate)
O
Chiropractic Services Notes
Note may include additional infarmation to describe benefitin this service category. Do not repeat information captured in data entry.
Notes:
|
E
Fu Associates, Ltd. CY2018 PBP — Section D Page 33 of 68
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Step-up #7f Podiatry Services — Base 1

PBP Data Entry System - Secti
File Help Add Variable

o

x Exit
Previous Next (Validate)

CLICK FOR DESCGRIPTION OF BEMEFIT |

Does the plan provide Podiatry Services asa
supplemental benefit under Part C?

T Yes
' Mo

Select enhanced benefits
I Routine Foot Care

Select type of benefit for Routine Foot Care:

€ Mandatory
€ Optional

Is this benefit unlimited for Routine Foot Care?
" ves
 No

Indicate number of Routine Foot Care visits:

-
Exit (No
Validate)

CY 2018 PBP Data Entry System Screens

Go To:

Select the Routine Foot Care periodicity:
" Every three years

" Every two years

7 Every year

7 Every six months

7 Every three months

" Other, Describe

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

" Yes

 No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

~ Every three years
€ Every two years

€ Every year

€ Every six months
€ Every three months
€ Other, Describe

ontract X0001, Plan 001, Segment 000

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

0 Yes
' No

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

Select the Maximum Enrollee Qut-of-Pocket
Cost periodicity

7 Every three years

{7 Every two years

" Every year

" Every six months

7 Every three months

{” Other, Describe

REE
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CY 2018 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 2

[® PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

Eile Help Add Variable

of %
< Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
€ ves € ves
C No C No

Select which Podiatry Services have a Coinsurance (Select all that apply): Select which Padiatry Services have a Copayment (Select all that apply)
[ Medicare-covered Podiatry Services I Medicare-covered Podiatry Services
[~ Routine Foot Gare ™ Routine Foot Care

Indicate Minimum Coinsurance percentage for Medicare-covered Benefits: Indicate Minimum Copayment amount per visitfor Medicare-covered Benefits:

.

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

:

Indicate Minimum Coinsurance percentage for Routine Foot Care: Indicate Minimum Copayment amount per visit for Routine Foot Care:

y

Indicate Maximum Coinsurance percentage for Routine Foot Care: Indicate Maximum Copayment amount per visit for Routine Foot Care:

.

Is there an enrallee Deductible?

Indicate Deductible Amount:

Fu Associates, Ltd. CY2018 PBP - Section D
12/02/2016
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CY 2018 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 3

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
o » [e7% (T8l [Step-up #71 Podiatry Services - Base 3
2 Exit Exit (No
Previous Next {Validate) Validate)
s —
Is authorization required?
[ ves
L€ Mo
Is a referral required for Podiatrist Services?
i ves
2
Podiatry Services Motes
Motemay include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
=
=
Fu Associates, Ltd. CY2018 PBP — Section D Page 36 of 68
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CY 2018 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 1

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

Eile Help Add Variable

o
Exit
Previous Next (validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Doesthe plan provide Transportation Services asa

supplemental benefit under Part C?
 ves
© No

Select enhanced benefit:

ol Plan-approved Location
€ Any Health-related Location

Select type of benefitfor Plan-approved Location

' Mandatory
i Optional

Is this benefit unlimited for number of trips for Plan

-approved Location?
 ves
© No

Indicate number oftrips for Plan-approved
Location:

Select Plan-approved Location Trips periadicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

inleRalole el

%
Exit (No
Validate)

Go To:

Select Type of Transportation for Plan-approved

Location

€ One-way

€ Round Trip
€ Days

" Other, Describe

Indicate number of days for Plan-approved
Location

SelectMode of Transportation for Plan-
approved Location:

™ Taxi

[ Bus/Subway

I van

I Medical Transport

I other, Describe

Select type of benefit for Any Health-related
Location:

" Mandatory

" Optional

Is this benefit unlimited for number of trips for
Any Health-related Location?

T Yes

Mo

Indicate number oftrips for Any Health-related
Location

Select Any Health-related Location Trips
periodicity:

" Every three years

€ Every two years

" Every year

 Every six months

~ Every three months

" Other, Describe

Select Type of Transportation for Any Health-
related Location:

€ One-way

' Round Trip

' Days

" Other, Describe

Indicate number of days for Any Health-
related Location

SelectMode of Transportation for Any Health-
related Location

[T Tax

I Bus/Subway

[ van

[T Medical Transport

[T Other, Describe

REE
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CY 2018 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 2

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

HEE]
File Help Add Variable

oA » Go To:

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

Is there a service-specific Maximum Plan Benefit Is there a service-specific Maximum Is therean enrollee Coinsurance?
Coverage amount? Enroliee Out-of-Pocket Cost?

i € ves
© Yes 0 Yes  No
© no | € No "“'

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 periodicity:
T | Select Maximum Enrolles Out-of-
" Every three years Pocket Cost periodicity:
O Ewvery two years (. Eu 1H 7 |5 there an enrollee Deductible?
Dty i ery three years e
o > € Every two years €s

Ewvery six months oy £ No
€ Every three months i —
~ 7 Every six months

Other, Describe O Every thres months Indicate Deductible Amount:

|7 Other, Describe

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 3

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

BEE]
File Help Add Variable

o » {e1 (VB[ Step-up #10b Transportation Services - Base 3
2 Exit Exit (No
Previous  Next (Validate) Validate)

Is there an enrollee Copayment?

Transpartation Services Notes
[ ves 1
L€ Mo

| MNotemayinclude additional information to describe benefitin this service
X i ~ category. Do notrepeat information captured in data entry.
Indicate Minimum Copaymentamount per trip:

Motes

=

Indicate Maximum Copayment amount per trip:

Is authorization required?
| ves
| € No

Is a referral required for Transportation Services?
 ves
© No

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 1

PBP Data Entry System - Section
File Help Add Variable

4 > Go To:
3 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCGRIPTION OF BEMEFIT |

Does the plan provide Preventive Dental ltems as a
supplemental benefit under Part C?

T Yes
' Mo

Select enhanced benefits
I Oral Exams

™ Prophylaxis (Cleaning)
I Fluoride Treatment
™ Dental X-Rays

Select type of benefit for Oral Exams:

" Mandatory
 Optional

Is this benefitunlimited for Oral Exams?

 ves
 No, indicate number

Indicate number of visits far Oral Exams:

Select the Oral Exams periodicity
" Every three years

' Every two years

" Every year

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

Selecttype of benefitfor Prophylaxis (Cleaning):

' Mandatory
€ Optional

Is this benefitunlimited for Prophylaxis (Cleaning)?
0 ves
' No, indicate number

Indicate number ofvisits for Prophylaxis (Cleaning):

Selectthe Prophylaxis (Cleaning) periodicity:
" Every three years

" Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

ontract X0001, Plan 001, Segment 000

Select type of benefit for Fluoride Treatment:

" Mandatory
0 Optional

Is this benefit unlimited for Fluoride Treatment?
 Yes
£ Mo, indicate number

Indicate number of visits for Fluoride Treatment:

Select the Fluoride Treatment periodicity:

" Every three years
€ Every two years

€ Every year

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

REE
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CY 2018 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 2

PBP Data Entry System - Section

[ev Mandatory
| Optional

Is this benefitunlimited for Dental X-Rays?
[ ves
L€ No, indicate number

Indicate number of visits for Dental X-Rays:

Select the Dental X-Rays periodicity:

™ Every three years
™ Every two years

" Every year

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

Select type of benefit for Dental X-Rays:

1 ne

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

| Every year

(& Every six months
|C Every three months
| € Other, Describe

ontract X0001, Plan 001, Segment 000

NEE
File Help Add Variable
o »
3 Exit Exit (No
Previous Next (Validate) Validate)

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

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

€ In-network services only

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage periodicity:
| Every three years
| Every two years

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 3

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

Eile Help Add Variable

g 3
. Exit Exit (No
Previous Next (Validate) Validate)

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

 ves
Mo

Indicate Maximum Enrollee Cut-of-Pocket Cost amount.

Select the Maximum Enrollee Out-of-Pocket Cost periodicity

7 Every three years
{7 Every two years

{7 Every year

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

Is therean enrollee Coinsurance?

) Yes
' No

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

" Oral Exams

[ Prophylaxis (Cleaning)

™! Fluoride Treatment

[T Dental %-Rays

o » Go To:

Is there acombination of services included ina
single cost per Office Visit?

© Yes

0 No

Selectwhich combination of services are
included in asingle cost per Office Visit:
[~ Oral Exams

- 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 Fluaride Treatment:

:

Indicate Minimum Coinsurance percentage for
Dental X-Rays

.

Indicate Maximum Coinsurance percentage
for Dental X-Rays

.

REE
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CY 2018 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 4

PBP Data Entry System - Secti ontract X0001, Plan 001, Segment 000 - | ﬂ
File Help Add Variable
o »
Exit Exit (No

Previous Next (Validate) Validate)

Is there an enrollee Deductible?
€ Yes
| No

Indicate Copayment amount for Office Visit:

Indicate Deduct ble Amount Indicate Minimum Copayment amount for Oral Exams

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

[T es
|  No Indicate Minimum Copayment amountfar Prophylaxis (Cleaning):

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

[ Oral Exams
O Prophylaxis {Cleaning)

Indicate Maximum Copayment amountfor Prophylaxis (Cleaning):

I~ Fluoride Treatment Indicate Minimum Copaymentamount for Fluoride Treatment:
[T Dental X-Rays

Is there a combination ofservices included in asingle cost per Indicate Maximum Gopayment amount for Fluoride Treatment
Office Visit?

| ves

 No Indicate Minimum Copayment amount for Dental X-Rays

Selectwhich combination of services areincluded inasingle

cost per Office Visit: Indicate Maximum Copayment amount for Dental X-Rays:
™ oral Exams

r Prophylaxis (Cleaning)

I Fluoride Treatment

™ Dental X-Rays

Fu Associates, Ltd. CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 5

]

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help Add Variable

o P
Exit Exit (No

‘ ’ HllSiep-up #18a Preventive Dental - Base 5
Previous Next (Validate) Validate)

Is authorization required?

[ ves

L€ No.

Is & referral required for Preventive Dental Services?
 es

|€ No

Preventive Dental Services Notes

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

Nates:

=]

CY2018 PBP — Section D Page 44 of 68
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CY 2018 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 1

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

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

Does the plan provide Comprehensive Dental ltems as a
supplemental benefit under Part 7

i Yes

' Mo

Select enhanced benefits:

™ Non-routine Services

- Diagnostic Services

™ Restorative Services

[~ Endodontics

[~ Periodantics

[ Extractions

- Prosthodontics, Other OraliMaxillofacial Surgery, Other Services

Select type of benefit for Non-routine
Services:

€ Mandatory

" Optional

Is this benefit unlimited for Mon-routine

Services?

 Yes
€ Mo, indicate number

Indicate number of visits for Nan-
routine Services

Select the Mon-routine Services
periadicity:

" Every three years

{7 Every two years

{7 Every year

" Every six months

" Every three months

" Other, Describe

Select type of benefitfor Diagnostic
Services:

€ Mandatary

€ Optional

Is this benefitunlimited for Diagnostic

Services?

 yes
Mo, indicate number

Indicate number of visits far
Diagnostic Services:

Select the Diagnostic Services
periodicity:

7 Every three years

€ Every two years

' Every year

€ Every six months

" Every three months

' Other, Describe

Select type of benefit for Restorative
Services:

 Mandatory

~ Optional

Is this benefit unlimited for Restorative
Services?

" ves

' No, indicate number

Indicate number of visits for
Restorative Services:

Select the Restorative Services
periodicity:

7 Every three years

" Every two years

' Every year

€ Every six months

" Every three months

" Other, Describe

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

Eile Help Add Variable
wf

. Exit
Previous Next (validate)

Select type of benefitfor Endodontics:

" Mandatory
€ Optional

Is this benefit unlimited for Endodontics?
 ves
' No, indicate number

Indicate number of visits for Endedontics:

Selectthe Endodontics periodicity:

" Every three years
7 Every two years

€ Every year

€ Every six months
€ Every three months
€ Other, Describe

CY 2018 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 2

%
Exit (No
Validate)

Select type of benefit for Periodontics:

{7 Mandatory
" Optional

Is this benefit unlimited for Periodontics?

i Yes
" Mo, indicate number

Indicate number of visits for Periodontics:

Selectthe Periodontics periodicity:

{7 Every three years
7 Every two years

" Every year

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

Select type of benefit for Extractions:

{” Mandatory
" Optional

Is this benefit unlimited for Extractions?
i Yes
' No, indicate number

Indicate number of visits for Extractions:

Selectthe Extractions periadicity:

{7 Every three years
{7 Every two years

" Every year

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

Selecttype of benefitfor Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

7 Mandatory

" Optional

Is this benefitunlimited for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services?
 ves

" Mo, indicate number

Indicate number of visits for Prosthodontics, Other
OraliMaxillofacial Surgery, Other Services:

Selectthe Prosthodontics/Other OraliMaxillofacial
Surgery/Other Services periodicity

7 Every three years

{7 Every two years

' Every year

' Every six months

" Every three months

" Other, Describe

REE
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CY 2018 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 3

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

0 ves
Mo

Select the Maximum Plan Benefit Coverage type:

€ Covered under Preventive Dental Category 18a
€ Plan-specified amount per period

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?

i In-network services only
© Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage periodicity:
7 Every three years

{7 Every two years

{7 Every year

" Every six months

" Every three months

" Other, Describe

T Yes
' No

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

" Covered under Preventive Dental Category 16a

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

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

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

" Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

" Every three years
€ Every two years

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

REE
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CY 2018 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 4

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

File Help Add Variable

oA » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrolles Coinsurance? Is there an enrollee Deductible?
[ ves [ ves
[C No. | £ No

Select which Comprehensive Dental Services have a Coinsurance (Selectall
that apply):

[~ Medicare-covered Benefits

[ Non-routine Services

™ Diagnostic Services

™ Restorative Services

I~ Endodontics

[~ Periodantics

[~ Extractions

[ Prosthodantics, Other Oral/Maxillofacial Surgery, Other Services

Indicate Deductible Amount:

Minimum Coinsurance Maximum Coinsurance

Medicare-covered Benefits

MNan-routing Services

Diagnostic Services

Restorative Services

Endodontics

Periodantics

Extractions

IRIRIRIRIRIRINE
ARIRIRIRINIRIN

Prosthodontics, Other
OraliMaxillofacial Surgery,
Other Services:
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CY 2018 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 5

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
of »
2 Exit Exit (No
Previcus Next (Validate) Validate)
Is there an enrollee Copayment?
[ ves
Db
Select which Comprehensive Dental Services have a Copayment (Select all
that apply)
[ Medicare-covered Benefits
™ Non-routine Services
O Diagnostic Services
™ Restorative Services
I~ Endodontics
[~ Periodaontics
[~ Extractions
[™ Prosthodontics, Other OraliMaxillofacial Surgery, Other Services
Copayment Minimum Copayment Maximum
Medicare-covered Benefits I I
Non-routine Services I I
Diagnostic Services I I
Restorative Services I I
Endadontics I I
Periodontics I I
Extractions | |
Prosthodontics, Other | |
‘Oral/Mazxillofacial Surgery,
Other Services:
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CY 2018 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 6

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
o » %% [+ 78l [Step-up #16b Comprehensive Dental - Base 6
2 Exit Exit (No
Previous Next {Validate) Validate)
Is authorization required?
[ ves
Db
Is areferral required for Comprehensive Dental Services?
€ Yes
| Mo
Comprehensive Dental Services Notes
Note may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry.
Motes:
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Step-up #17a

CY 2018 PBP Data Entry System Screens

Eye Exams —Base 1

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - E'Iﬂ
Eile Help Add Variable
o » Go To:
. Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Enter name of Other Service: Is there a service-specific Maximum Plan Benefit

Coverage amount?

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
[ 8
Does the plan provide Eye Exams as a supplemental e res o Yes
benefit under Part G? No No
Select type of benefit for Other Service:
" Yes ™ Mandatory Does the Maximum Plan Benefit Coverage amount Indicate Maximum Enrollee Out-of-Pocket Cost
© No © opt | apply to In-network services only OR does itapply amount:
ptiona to both In-network and Cut-of-network services? I
Select enhanced benefit:
™ Routine Eye Exams

Is this benefit unlimited for Other Service?
© Yes
© No, indicate number

€ In-network services only

I other € Both In-network and Out-of-network services

Select the Maximum Enrollee Out-of-Pocket
Costperiodicity

el

Select type of benefit for Routine Eye Exams:

Indicate Maximum Plan Benefit Coverage amount: Every three years
" Mandatory

Indicate guantity for Other Service:

™ Optional

Is this benefit unlimited for Routine Eye Exams?
 Ves

Select the Other Service periodicity:

Select the Maximum Plan Benefit Coverage
periodicity:

€ Every three years

Every two years
Every year

Every six months
Every three manths

Other, Describe
N imicate mumber ; Every three years € Every two years
Every two years € Every year
Indicate number of exams for Routine Eye Exams ; :::x ziialtnunths ; E:Z: tsrl):e::‘ﬂ‘:ihs
' Every three months " Other, Describe
' Other, Describe

Select the Routine Eye Exams periodicity:

" Every three years

Every two years
Every year

Every six months
Every three months

-
-
e
e
{” Other, Describe

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #17a Eye Exams — Base 2

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

Eile Help Add Variable

g 3
Exit Exit (No

Previous Next (Validate) Validate)

Is there an enrollee Coinsurance?

 ves
Mo

Select which Eye Exams have a Coinsurance (Select all that apply):
™ Medicare-covered Benefits

™ Routine Eye Exams

[~ other

Indicate Minimum Coinsurance percentage for Medicare-covered
Benefits

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits

7

Indicate Minimum Coinsurance percentage for Routine Eye Exams:

7

Indicate Maximum Coinsurance percentage for Routine Eye Exams

7

Indicate Minimum Coinsurance percentage for Other Service:

.

Indicate Maximum Coinsurance percentage for Other Service:

.

o » Go To:

Is there an enrollee Copayment?

T ves
' No

Select which Eye Exams have a Copayment (Select all that apply):
™ Medicare-covered Benefits

I Routine Eye Exams

T other

Indicate Minimum Copayment amount for Medicare-covered Benefits

Indicate Maximum Copayment amount for Medicare-covered Benefits

Indicate Minimum Copayment amount far Routine Eye Exams

Indicate Maximum Copayment amount for Routine Eye Exams:

Indicate Minimum Copayment amount far Other Service:

Indicate Maximum Copayment amount for Other Service:

REE

Is there an enrollee Deductible?

0 Yes
' No

Indicate Deductible Amount:

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #17a Eye Exams — Base 3

]

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help Add Variable

o P
Exit Exit (No

Previous Next (Validate) Validate)
sy

Is authorization required?

[ ves

L€ No.

Is & referral required for Eye Exams?
 es

|€ No

Eye Exams Notes

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

Nates:

=]
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Step-up #17b Eyewear — Base 1

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

File Help Add Variable

Previous Next

of
Exit
(Validate)

Benefits.

benefit under Part C7
€ ves
|€ No

Select enhanced benefits:
™ Contactlenses

I Eyeglass lenses
™ Eyeglass frames
r Upgrades

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

Does the plan provide Eyewear as a supplemental

[l Eyeglasses (lenses and frames)

CY 2018 PBP Data Entry System Screens

-
Exit (No
Validate)

Go To:

Select type of benefit for Contact lenses:

| € Mandatory

| (- ,O pti 0 nﬁa\

Is this benefit unlimited for Contact lenses?

© Ves

| T Mo, indicate number

Indicate quantity (number of pairs}for
Contact lenses

SelectContact lenses periodicity

| Every three years
| Every two years
| Every year

| € Every six months

| € Every three months
| Other, Describe

Select type of benefit for Eyeglasses (lenses and
frames)

(" Mandatory

| optional

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

" Yes

€' No, indicate number

Indicate quantity for Eyeglasses (lenses and
frames):

Select Eyeglasses (lenses and frames)
periadicity:

7 Every three years

{7 Every two years

{7 Every year

" Every six months

" Every three months

" Other, Describe

]

CLICK FOR DESCRIPTION OF BENEFIT |

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 2

PBP Data Entry System - Section

File Help Add Variable
o 4
3 Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Eyeglass lenses:

[ev Mandatory
| Optional

Is this benefit unlimited for Eyealass lenses?
[€ ves
| € No, indicate number

Indicate quantity (number of pairs) for Eyeglass enses:

Select Eyeglass lenses periodicity:
™ Every three years

{7 Every two years

" Every year

€ Every six months

" Every three months

" Other, Describe

ontract X0001, Plan 001, Segment 000

]

Go To:

Step-up #171

Select type of benefit for Eyealass frames

el Mandatory
€ optienal

|5 this benefitunlimited for Eyeglass frames?
| es
' No, indicate number

Indicate quantity for Eyeglass frames:

Select Eyeglass frames periodicity:

" Every three years
" Every two years
" Every year

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

Select type of benefit for Upgrades:
("‘Mam‘:l;t.ury
i Optional

Fu Associates, Ltd.
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Step-up #17b Eyewear — Base 3

o
. Exit
Previous Next (Validate)

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

i Yes

T Mo

Select the Maximum Plan Benefit
Coverage type:

Covered under Eye Exams
Category 17a
" Plan-specified amount per period

Does the Maximum Plan Benefit
Coverageamountapply to In-network
services only OR does itapply to both In-
network and Qut-of-network services?

0 In-network services only

Both In-network and Qut-of-network
services

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

€ Yes
 No

Indicate Combined Maximum Plan
Benefit Coverage amount:

PBP Data Entry System - Section
File Help Add Variable

CY 2018 PBP Data Entry System Screens

» Go To:
Exit (No
Validate)

Select the Combined Maximum Plan

Benefit Coverage periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

isleReRaleRe

Select the type of Eyewear with
Individual Max Plan Benefit
Coverage amount;

[~ Cantactlenses

- Eyeglasses (lenses and frames)

- Eyeglass lenses
- Eyeglass frames
- Upgrades

Indicate Max Plan Benefit Coverage

amount for Contact lenses

Select the Individual Maximum Plan

Benefit Coverage periodicity for
Contact lenses

" Every three years

" Every two years

" Every year

7 Every six months

{7 Every three months

" Other, Describe

ontract X0001, Plan 001, Segment 000

Indicate Max Plan Benefit Coverage
amount for Eyeglasses (lenses and
frames)

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyealasses (lenses and frames):
" Every three years

7 Every two years

€ Every year

€ Every six months

 Every three months

" Other, Describe

Indicate Max Plan Benefit Coverage
amount for Eyeglass lenses:

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

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

nleTeRale Re

Indicate Max Plan Benefit Coverage
amount for Eyeglass frames:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyeglass frames:

~
~
P
-
-

r

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:

r

-
-
~
~
P

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

REE

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 4

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

Eile Help Add Variable

g 3
. Exit Exit (No
Previous Next (Validate) Validate)

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

 ves
Mo

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

€ Covered under Eye Exams Categary 17a
€ Plan-specified amount per period

Indicate Maximum Enrolles Out-of-Pocket Cost amount:

Select Maximum Enrollee OQut-of-Pocket Cost periadicity:

" Every three years
7 Every two years

{7 Every year

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

Is therean enrollee Coinsurance?

Select which Eyewear Benefits have a Coinsurance (Select all that
apply)

™ Medicare-covered Benefits

[T Contact lenses

[l Eyeglasses (lenses and frames)

[l Eyeglass lenses

[ Eyeglass frames

[ Uparades

o » Go To:

Indicate Minimum Coinsurance percentage for Medicare-covered
Benefits:

:

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits

.

Indicate Minimum Coinsurance percentagefor Contactlenses:

.

Indicate Maximum Coinsurance percentage for Contactlenses:

.

Indicate Minimum Coinsurance percentagefor Eyealasses (lenses

and frames}):

.

Indicate Maximum Coinsurance percentage for Eyeglasses (lenses

and frames):

.

Indicate Minimum Coinsurance percentage for Eyeglass lenses:

.

Indicate Maximum Coinsurance percentage for Eyeglass lenses:

.

Indicate Minimum Coinsurance percentage for Eyeglass frames:

.

Indicate Maximum Coinsurance percentage for Eyeglass frames:

.

Indicate Minimum Coinsurance percentage for Upgrades:

.

Indicate Maximum Coinsurance percentage for Upgrades

.

REE
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CY 2018 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 5

[® PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

Eile Help Add Variable

of %
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible?
Indicate Minimum Copayment amount for Contact lenses: Indicate Minimum Copayment amount for Eyeglass frames
 ves
© Mo
Indicate Deductible Amount: Indicate Maximum Copaymentamount for Contact lenses Indicate Maximum Copayment amount for Eyeglass frames:
Is there an enrollee Copayment? Indicate Minimum Copaymentamount for Eyeglasses (lenses and frames) Indicate Minimum Gopaymentamount for Upgrades:
© Yes
© No
Select which Eyewear Benefits have a Gopayment (Select all that Indicate Maximum Gopayment amount for Eyeglasses (lenses and frames):  [ndicate Maximum Copayment amount for Upgrades
apply):

[~ Medicare-covered Benefits

[ Contact lenses

- Eyeglasses (lenses and frames) Indicate Minimum Copayment amount far Eyeglass lenses
- Eyeglass lenses
- Eyeglass frames
r Upgrades Indicate Maximum Copaymentamount for Eyeglass lenses:

Indicate Minimum Copayment amountfor Medicare-covered
Benefits:

Indicate Maximum Copaymentamount for Medicare-covered
Benefits:
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CY 2018 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 6

]

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help Add Variable

o P
Exit Exit (No

‘ ’ i (Step-up ) Eyewear - Base 6
Previous Next (Validate) Validate)

Is authorization required?

[ ves

L€ No.

Is & referral required for Eyewear?
 es

|€ No

Eyewear Notes

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

Nates:

=]
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12/02/2016
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Fu Associates, Ltd.



Step-up #18a Hearing Exams — Base 1

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Even ifyou do not offer enhanced benefits, you must complete

this section for your Medicare-covered Benefits

Does theplan provide Hearing Exams as a supplemental

benefit under Part C?
 ves
© Ho

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

Select type of benefit for Routine Hearing Exams:

{7 Mandatory
* Optional

Is this benefit unlimited for Routine Hearing Exams?

7 ves
" Mo, indicate number

Indicate number for Routine Hearing Exams:

CY 2018 PBP Data Entry System Screens

Exams - Base 1

Select Routine Hearing Exams periodicity

{7 Every three years
7 Every two years

7 Every year

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

Select type of benefitfor Fitting/Evaluation for
Hearing Aid

€ Mandatory
€ Optional

Is this benefitunlimited for Fitting/Evaluation for
Hearing Aid?

" es

' No, indicate number

Indicate number for Fitting/Evaluation for
Hearing Aid

SelectFitting/Evaluation for Hearing Aid periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

inleReRale Re

REE

Fu Associates, Ltd.
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Step-up #18a Hearing Exams — Base 2

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

Eile Help Add Variable
wf

. Exit
Previous Next (validate)

Coverage amount?

© Yes
Mo

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

€ In-network services only

 Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount;

Select the Maximum Plan Benefit Coverage
periodicity:

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

sXeleRalele]

Is there an enrollee Deductible?

T Yes
" No

Indicate Deductible Amount:

CY 2018 PBP Data Entry System Screens

2%
Exit (No

Validate)

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

© Yes

' No

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

Select Maximum Enrallee Out-of-Pocket
Costperiodicity

€ Every three years

€ Every two years
 Every year

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

Is there an enrollee Coinsurance?

™ ves
' No

Select which Hearing Exam Benefits have a
Coinsurance (Selectall that apply):

I Medicare-covered Benefits

I Routing Hearing Exams

r Fitting/Evaluation for Hearing Aid

Indicatethe Minimum Coinsurance percentagefar
Medicare-covered Benefits:

.

Indicate the Maximum Coinsurance percentage for
Medicare-covered Benefits:

.

Indicate Minimum Coinsurance percentage for
Routine Hearing Exams:

y

Indicate Maximum Coinsurance percentage for
Routine Hearing Exams:

.

Indicate Minimum Coinsurance percentage for
Fitting/Evaluation for Hearing Aid:

;

Indicate Maximum Coinsurance percentage for
Fitting/Evaluation far Hearing Aid:

.

REE

Is there a service-specific Maximum Plan Benefit

Fu Associates, Ltd.
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Step-up #18a Hearing Exams — Base 3

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

File Help Add Variable
wf

. Exit
Previous Next (validate)

Is there an enrollee Copayment?
[ ves
L€ No.

all that apply):

I Medicare-covered Benefits

™ Routine Hearing Exams

3 Fitting/Evaluation for Hearing Aid

Benefits:

Benefits:

Exams:

Exams:

CY 2018 PBP Data Entry System Screens

-
Exit (No
Validate)

Select which Hearing Exam Benefits have a Copayment (Select

Indicate Minimum Copayment amount for Medicare-covered

Indicate Maximum Copaymentamount for Medicare-covered

Indicate Minimum Copayment amount for Routine Hearing

Indicate Maximum Copayment amountfor Routine Hearing

Go To:

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

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

Is authorization required?
T Yes
' Mo

Is a referral required for Hearing Exams?
|17 ves
1T Mo

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 4

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
File Help Add Variable
o » GoTo: B e e ]
2 Exit Exit (No
Previcus 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:
El
=
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CY 2018 PBP Data Entry System Screens

Step-up #18b Hearing Aids — Base 1

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - Elﬂ
Eile Help Add Variable
o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | SelectHearing Aids (alltypes) periodicity Select Hearing Aids - Inner Ear periodicity
{7 Every three years 7 Every three years
Doesthe plan provide Hearing Aids as a ' Every two years " Every two years
supplemental benefit under Part G7 1 Every year  Every year
& ves € Every six manths € Every six months
Mo  Every three months € Every three months
” Other, Describe " Other, Describe
Select enhanced benefits:
r Hearing Aids (all types) Select type of benefitfor Hearing Aids - Select type of benefit for Hearing Aids - Outer Ear:
[ Hearing Aids - Inner Ear Inner Ear: Il Mandatory
I Hearing Aids - Outer Ear  Mandatory  Optional
™ Hearing Aids - Over the Ear " Optional
Is this benefitunlimited for Hearing Aids - Quter Ear?
Select type of benefit for Hearing Aids
(all types): Is this benefitunlimited for Hearing Aids - i Yes
 vanaat Inner Ear? Mo, indicate number
andatory
" Optional O ves
 No. indicate number Indicate quantity for Hearing Aids - Outer Ear:
‘Y:D";:-?anaﬁt unlimited for Hearing Aids (all Indicate quantity for Hearing Aids - Inner
- Ear:

 ves

Select Hearing Aids - Outer Ear periodicity
 No, indicate number

" Every three years
€ Every two years

€ Every year

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

Indicate quantity for Hearing Aids (all types):

Fu Associates, Ltd. CY2018 PBP - Section D
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Step-up #18b

Hearing Aids — Base 2

Eile Help Add Variable

oL
Exit

Previous Next (validate)

" Mandatory
€ Optional

" ves
" Mo, indicate number

Select Hearing Aids - Over the Ear periodicity:

{7 Every three years
7 Every two years

" Every year

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

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

i Yes
' MNo

Indicate quantity for Hearing Aids - Overthe Ear:

CY 2018 PBP Data Entry System Screens

%
Exit (No
Validate)

Is this benefit unlimited for Hearing Aids - Overthe Ear?

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

Does the Maximum Plan Benefit Coverage Amount apply per ear

or for both ears combined?

€ Perear
€ Onesingle ear
 Both ears combined

Select the Maximum Plan Benefit Coverage type:

{” Covered under Hearing Exams Gategory - 18a
("'Plan—specmadamaumperperiod

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

" Both In-network and Qut-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage periodicity

" Every three years
€ Every two years

€ Every year

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

REE

Select type of benefit for Hearing Aids - Over the Ear:

Fu Associates, Ltd.
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CY 2018 PBP Data Entry System Screens

Step-up #18b Hearing Aids — Base 3

[® PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 -|= ﬂ

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Enrollee Out-of-

Pocket Cost? Indicate Minimum Coinsurance percentage for Indicate Minimum Goinsurance percentage for
o o8 Hearing Aids (all types) Hearing Aids - Over the Ear

© ves

C No

Select the Maximum Enrollee Out-of-Pocket Cost type: Indicate Maximum Coinsurance percentage for Indicate Maximum Cainsurance percentage for
' Covered under Hearing Exams Category - 163 Hearing Aids (all types) Hearing Aids - Over the Ear:

7

' Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Gost amount:  Indicate Minimum Coinsurance percentage for
Hearing Aids - Inner Ear:

.

Select Maximum Enrallee Out-of-Pocket Cost . .
periadicity: Indicate Maximum Coinsurance percentage for
Hearing Aids - Inner Ear:

€ Every three years l—

' Every two years

 Every year

(ol Every six months Indic_ateMinimum Coinsurance percentage for
o Every three months Hearing Aids - Quter Ear:

r

.

Other, Describe

Is there an enrollee Coinsurance?
Indicate Maximum Coinsurance percentage for

© Yes Hearing Aids - Outer Ear:

© Neo

.

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

r Hearing Aids - Inner Ear
[l Hearing Aids - Outer Ear
[l Hearing Aids - Over the Ear

Fu Associates, Ltd. CY2018 PBP - Section D
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CY 2018 PBP Data Entry System Screens

Step-up #18b Hearing Aids — Base 4

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

Eile Help Add Variable

o 2%
. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

 ves
Mo

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

™ Hearing Aid - Inner Ear
[~ Hearing Aid - Outer Ear
- Hearing Aids - Over the Ear

Indicate Minimum Copaymentamount per Hearing Aid
{all types)

Indicate Maximum Copayment amount per Hearing Aid
(all types)

Indicate Minimum Copayment amount per Hearing Aid -
Inner Ear:

Indicate Maximum Copaymentamount per Hearing Aid -
Inner Ear:

Indicate Minimum Copayment amount per two Hearing Aids -
Inner Ear:

Indicate Maximum Copaymentamount per two Hearing Aids -
Inner Ear:

Go To:

Indicate Minimum Copayment amount per Hearing Aid - Is there an enrollee Deductible?
Outer Ear:

© Yes

' No

Indicate Maximum Copaymentamount per Hearing Aid -

Indicate Deductible Amount:
Cuter Ear:

Indicate Minimum Copayment amount per two Hearing Aids -
Quter Ear:

Indicate Maximum Copaymentamount per two Hearing Aids -
Outer Ear:

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

Indicate Maximum Copayment amount per Hearing Aid - Over
the Ear:

Indicate Minimum Copayment amount per two Hearing Aids -
Over the Ear.

Indicate Maximum Copayment amount per two Hearing Aids -
Over the Ear:
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CY 2018 PBP Data Entry System Screens

Step-up #18b Hearing Aids — Base 5

PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - ﬂ
Eile Help Add Variable
ot x (Tl (vl |Step-up #18b Hearing Aids - Base 5
. Exit Exit (No
Previous Next (Validate) Validate)
s
Is authorization required?
[ ves
[P
Is a referral required for Hearing Aids?
[ € ves
| Mo
Hearing Aids Motes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes
=l
|
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