CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 1

Softrams

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Eile Help

=151

o » [cTol [+Hll 1412 Inpatient Hospita-Acute - Base 1
, Exit Exit [No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMEFIT I Select type of benefit for Non-Medicare-covered stay:

' Mandat
Does the plan provide Inpatient Hospital-Acute Services as a e andatory
supplemental benefit under Part C7 Optional
((_-_ Yes Select type of benefit for Upgrades
Mo
Select enhanced benefits: ' Mandatary

[T Additional Days
™ Mon-Medicare-covered Stay
[ Upgrades

¢ Optional

Select type of benefit for Additional Days:

' Mandatory
 Optional

Is this benefitunlimited for Additional Days?
 ves
" Mo, indicate number

Indicate number of Additional Days per benefitperiod:
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 2

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 -|=] x|
File Help
o » [¢10 (v #1a Inpatient Hospilal-Acute - Base 2
. Exit Exit (No
Previous Next (Validate) Validate)
Maximum Plan Benefit Coverage is not applicable for this Service Category. Is there an enrollee Coinsurance?
 Ves
Is there a service-specific Maximum Enrallee Out-of-Pocket Cost? £ N
 Yes
i No Medicare-covered Coinsurance Cost Sharing for Tier 1:

Indicate the Maximum Enrallee Out-of-Pocket Cost amount: Do youcharge the Medicare-defined cost shares? (These arethe total

charges for all services providedto the enrolleein the inpatient facility.)

 Yes
Select the Maximum Enrollee Out-of-Pocket Cost periodicity: i No

" Every three years .
" Every two years Indicate Coinsurance percentage for the Medicare-covered stay
" Every year
€~ Every six months . . .
€ Every three months Indicate the number of day intervals for the Medicare-covered stay:
7 Every Benefit Period 7 Zero (Mo Coinsurance per Day)
' Every Stay " One
© Other, Describe  Two
 Three

Does this plan’s Medicare-covered benefit costsharing vary by hospital(s)in

Indicate the coinsurance percentage and day interval(s) forthe
which an enrollee obtains care?

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

; :ES Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:
]

.
.

Haow many costsharing tiers do you offer? Coinsurance % Interval 2 Begin Day Interval 2. End Day Interval 2:

.
.

What is your lowest cost tier?
© Tier1
© Tierz
© Tier3

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

.
.
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 3

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Eile Help

e » (1o [vBl [+ 1a Inpatient Hospital

" Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Coinsurance Cost Sharing for Tier2:

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

© Yes
© No

Indicate Coinsurance percentage for the Medicare-covered stay:

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

Medicare-covered Coinsurance Cost Sharing for Tier 3.

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

 Yes
' No

Indicate Coinsurance percentage for the Medicare-covered stay:

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

{7 Zera (No Goinsurance per Day) {7 Zera (No Coinsurance per Day)

" ons " one
' Two T Two
© Three © Three

Indicatethe coinsurance percentage and day interval(s) forthe

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

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

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

.
.
.
.

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

.
.
.
.

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

.
.
.
.
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 4

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Eile Help
oL » GoTo: [
: Exit Exit [No
Previous Next (Validate) Validate)

Medicare-covered Lifetime Reserve Days Tier 1

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

€ Zero (Mo Coinsurance per Day)

© one

© Two

" Three

Indicate the coinsurance percentage and day

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

Interval Days

Coinsurance %  Begin Day End Day

Interval 1 I I I

Interval 2 I I I

Interval 3: | | |

Medicare-covered Lifetime Reserve Days Tier 2

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:
€ Zero (Mo Coinsurance per Day)
 One

 Two

 Three

Indicate the coinsurance percentage and day
interval(s) forthe 60 Medicare-covered Lifetime
Reserve Days (i.e, 1-60)

Interval Days

Coinsurance % Begin Day End Day

Interval 1: I I I

Interval 2: I I I

Interval 3: | | |

Medicare-covered Lifetime Reserve Days Tier 3

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:
" Zera (No Coinsurance per Day)
 One

© Two

" Three

Indicate the coinsurance percentage and day
interval(s) for the 60 Medicare-covered Lifetime
Reserve Days (i.e, 1-80):

Interval Days

Coinsurance % Begin Day End Day

Interval 1: I I I
Interval 2 I I I
Interval 3: | | |
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 5

Softrams

File Help

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

 Yes
 No

How many costsharing tiers do you offer?

‘What is your lowest cost tier?
 Tier1
i Tier2
© Tier3

Additional Days Coinsurance Cost Sharing for Tier 1:

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

 one

 Two

 Three

Indicatethe coinsurance percentage and dayinterval(s) for Additional
Days (enter "299" if unlimited days are offered; e.g., 91 to 999)

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

.
.

Coinsurance % Interval 2 Begin Day Interval 22  End Day Interval 2

.
.

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

.
.

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

[e1v0 IVl 1a Inpatient Hospital-Acute - Base 5

Does this plan‘'s Additional Days cost sharing vary by hospital(s)inwhichan
enrollee obtains care?

=151l

Additional Days Coinsurance Cost Sharing for Tier2

Indicate the number of day intervals for Additional Days:
" Zero (Mo Coinsurance per Day)
One
' Two
i Three

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

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

.
.

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

.
.

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

.
.

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

CY2020 PBP — Section B
12/12/2018

Page 5 of 260



CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 6

Softrams

g 3
) Exit Exit (No
Previous ext (Validate) Validate)

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

 One

© Two

 Three

Indicate the coinsurance percentage and dayinterval(s) for Additional
Days (enter "299" if unlimited days are offered; e.g., 91 to 999):

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

.
.

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

.
.

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

.
.

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000
File Help

’ wt » Go To:

Is the Coinsurance structure for the Non-Medicare-covered stay the
same as the Coinsurance structure forthe Medicare-covered stay?
" ves

 No

Indicate Coinsurance percentage forthe Non-Medicare-covered stay:

Indicate the number of day intervals forthe Non-Medicare-covered stay:

€ Zero (Mo Coinsurance per Day)
 one

 Two

 Three

Indicate the coinsurance percentage and day interval(s) forthe Non-

Medicare-covered stay (enter “299" ifunlimited days are offered; e.q.;
110 988)

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

.
.

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

.
.

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

.
.

Is the Coinsurance structure for Upgrades the same as the
Coinsurance structure for the Medicare-covered stay?

" Yes

' Mo

Indicate Coinsurance percentage for Upgrades

Additional Days Coinsurance Cost Sharing for Tier 3:
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 7

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =151x]
Eile Help
o » Go To: [N
< Exit Exit [No

Previous Next (Validate) Validate)

Ifyou dao not have a service-specific deductible for this benefit but Medicare-covered CopaymentCost Sharing for Tier1:

offer a plan-specific deductible, then enter the plan deductiblein

Section D Do youcharge the Medicare-defined costshares? (These arethe total charges

& Organizations are not permitted to tisr deductibles for all services provided to the enralleein the inpatientfacility.)

 ves
Is there an enrollee Deductible? Mo
((: Tes Indicate Copayment amount for the Medicare-covered stay
Mo
Indicate Deductible Amaunt for Tier 1: Indicate the number of day intervals for the Medicare-covered stay:
{7 Zero (No Gopayment per Day)
 one
Indicate Deductible Amount far Tier 2: i Two
i Three

. . Indicatethe copaymentamountand day interval(s)forthe Medicare-covered
Indicate Deductible Amount for Tier 3: stay (£.g.,1to 30; 31to 90): For more information on cost share limitations
please view the variable help

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

Is there an enrollee Copayment?

© Yes

© No Copayment Amt Interval 2 Begin Day Interval 2 End Day Interval 2

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

Softrams
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 8

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Medicare-covered CopaymentCost Sharing for Tier2:

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services providedto the enrollegin the inpatient facility.)
© Yes
© No

Indicate Copayment amount for the Medicare-covered stay:

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

" Zero (Mo Copayment per Day)

" one

£ Two

0 Three

Indicatethe copaymentamountand day interval(s)for the Medicare-

covered stay (e.g., 1to 30; 31 to 80): For more information on cost
share limitations please view the variable help

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

Copayment Amt Interval2  Begin Day Interval 22 End Day Interval 2

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

Eile Help
oL » (el [vHll i 1a Inpatient Hospita
> Exit Exit (No
Previous Next {Validate) Validate)

Medicare-covered Copayment Cast Sharing for Tier 3:

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

 es

© No

Indicate Copayment amount for the Medicare-covered stay

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

' Zero (Mo Copayment per Day)

 one

' Two

' Three

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

stay (e.g., 1to 30; 31to 80): For more information on cost share limitations
please view the variable help.

Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:
Copayment Amt Interval 2 Beqgin Day Interval 2: End Day Interval 2:
Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:

Softrams
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 9

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 -|=] x|
Eile Help
oL » GoTo: [
< Exit Exit (No
Previous Next (Validate) Validate)
Medicare-covered Lifetime Reserve Days Tier 1 Medicare-covered Lifetime Reserve Days Tier 2 Medicare-covered Lifetime Reserve Days Tier 3
Indicate the number of day intervals forthe Medicare- Indicate the number of day intervals forthe Medicare- Indicate the number of day intervals forthe Medicare-
covered Lifetime Reserve Days covered Lifetime Reserve Days covered Lifetime Reserve Days
€ Zero (Mo Gopayment per Day) " Zera (Mo Gopayment per Day) € Zero (Mo Gopayment per Day)
" one © One ' one
© Two  Two © Two
© Three  Three © Three
Indicate the copayment amount and day interval(s) Indicatethe copayment amount and day interval(s) Indicate the copayment amount and day interval(s)
for the 60 Medicare-covered Lifetime Reserve Days faor the 60 Medicare-covered Lifetime Reserve Days for the 60 Medicare-covered Lifetime Reserve Days
(i.e, 1-60) (i.e, 1-860) (i.e, 1-60)
Interval Days Interval Days Interval Days
Copay Amount Begin Day End Day Copay Amount Begin Day End Day Copay Amount Begin Day End Day
Interval 1 I I | Interval 1 I I I Interval 1: I I I
Interval 2 I I I Interval 2 I I I Interval 2: I
Interval 3: I I I Interval 3 I I I Interval 3: I I I
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 10

# PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Additional Days Copayment Cost Sharing for Tier 1:

Indicate the number of day intervals for Additional Days:

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

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

File Help
w ¥ [el' R LTl 12 Inpatient Hospital-Acute - Base 10
5 Exit Exit (No
Previous Next (Validate) Validate)

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

Additional Days Copayment Cost Sharing for Tier2:

Indicate the number of day intervals for Additional Days:

7 Zera (Mo Gopayment per Day)
" one
' Two
" Three

Indicate the copayment amount and day interval(s) for Additional Days
{enter 999" if unlimited days are offered; e.g., 91 to 999):

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

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

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

Copayment AmtInterval 3 Begin Day Interval 3:  End Day Interval 3:

Copayment AmtInterval 3 Begin Day Interval 3:  End Day Interval 3:

=151l
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 11

Softrams

Eile Help

Indicate the number of day intervals for Additional Days
€ Zero (Mo Gopayment per Day)
One
 Two
" Three

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

Copayment Amt Interval 1

Copayment Amt Interval 2

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

oL » GoTo: [
- Exit Exit (No
Previous Next (Validate) Validate)

Begin Day Interval 1:  End Day Interval 1:

Begin Day Interval 2:  End Day Interval 2:

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Is the Copayment structure for the Non-Medicare-covered stay the same as
the Copayment structure for the Medicare-covered stay?

 Yes
 No

Indicate Copayment amountforthe Mon-Medicare-covered stay:

Indicate the number of day intervals for the Non-Medicare-covered stay:
~ Zero (Mo Copayment per Day)

 one

 Two

€ Three

Indicate the copayment amount and day interval(s) forthe Non-Medicare-
covered stay (enter "999" if unlimited days are offered; e.g.; 1 to 989):

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

Copayment Amt Interval2 Begin Day Interval 2:

End Day Interval 2:

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

=151

Additional Days Copayment Cost Sharing for Tier 3:

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING
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CY 2020 PBP Data Entry System Screens

#1a Inpatient Hospital-Acute — Base 12

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =1=x]
Eile Help

oL » GoTo: [
- Exit Exit (No
Previous Next (Validate) Validate)

Is the Copayment structure for Upgrades the same as the Copayment Inpatient Hospital-Acute Notes
i 7
strueture for the Medicare-covered stay Mote may include additional information to describe benefitin this service category. Do notrepeat
© Yes information captured in data entry
© Ho

Nates:
Indicate Copaymentamount for Upgrades per stay:

=

Indicate Copaymentamount for Upgrades perday:

‘Whatis your Inpatient Hospital-Acute benefit period?
" Original Medicare

 Annual

" Per Admission or Per Stay

" Other, Describe

If "Other, Describe” is selected enter description below:

Doyouchargecostsharing onthe day ofdischarge?

' Yes
0 No

Is authorization required?

© Yes
© No

Is areferral required for Inpatient Hospital-Acute Services?

0 Yes
 No

Softrams
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CY 2020 PBP Data Entry System Screens

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

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

=151x]
Eile Help
oL » GoTo: [
: Exit Exit [No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMEFIT | Is there a service-specific Maximum Plan Benefit Coverage amount?
" es

 No

Do you offer Inpatient Hospital-Acute Services as a benefit? Indicate Maximum Plan Benefit Coverage amount:

T Yes
< No
Select Maximum Plan Benefit Coverage periodicity:
Select type of benefitfor Inpatient Hospital-Acute Services [ Every three years
' Mandatory Every two years
i Optional Every year

Every six months

-
-
-
" Every three months
-
-
[al

Does this benefit have unlimited days?

i Yes
' Mo, indicate number

Every Benefit Period
Every Stay
Other, Describe

Indicate number of days per period

Select the days periodicity

Every three years
Every two years
Every year

Every six months
Every three months
Every Benefit Period
Every Stay

Other, Describe

alateletelelelel
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CY 2020 PBP Data Entry System Screens

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

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

File Help
o b
5 Exit Exit (No
Previocus Next (Validate) Validate)

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

s
 No

Indicate the Maximum Enrollee Qut-of-Packet Cost amount:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity

Every three years
Every two years
Every year

Every six months
Every three months
Every Benefit Period
Every Stay

Other, Describe

aletelatelelele]

Is there an enrollee Coinsurance?

T Yes
' No

Indicate Coinsurance percentage per stay

Indicate the number of day intervals for the stay:

0 Zero (Mo Coinsurance per Day)
Cne

' Two

 Three

Indicate the coinsurance percentage and day interval(s) for the stay
(enter “299" if unlimited days are offered; e.g., 1 to 999):

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

.
:

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

.
.

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

.
.

I

Softrams
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CY 2020 PBP Data Entry System Screens

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

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 -|=] x|
Eile Help
oL » GoTo: [
< Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? Indicate the copayment amountand day interval(s) for the stay (enter “999" Is authorization required?
if unlimited days are offered; e.g., 1 to 999):
© Yes © Yes
© Ho Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1  No
Indicate Deductible Amount Is areferral required for Inpatient Hospital-Acute Services?
Copayment Amt Interval 2 Beaqin Day Interval 2: End Day Interval 2
 Yes
 No
Is there an enrollee Copayment? Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3
© Yes
© Ho
Doyouchargecostsharing on the day of discharge?
Indicate Copayment amount per stay: € Yes

 No

Indicate the number of day intervals for the stay
€ Zero (Mo Copayment per Day)

< one

' Two

 Three

Softrams
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CY 2020 PBP Data Entry System Screens

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

& PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =1=x]

File Help
o ¥ {¢1s 0 FBl#1a Inpatient Hospital-Acute (B Only) - Base 4
. Exit Exit (No
Previous Next (Validate) validate)

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

Motes:
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 1

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

_ |2l x|
Eile Help

of (1" (vl 1b inpatient Hospital P
3 -
< Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMEFIT I Maximum Plan Benefit Coverage is not applicable for this Service Category
Does the plan provide Inpatient Hospital Psychiatric Services asa Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
supplemental benefit under Part C7
=  Yes

Yes  No
 No
Select the Maximum Enrollee Qut-of-Pocket Cost type:
Select enhanced benefit
I Additional Days " Covered under Inpatient Hospital Services Category 1a
™ Non-Medicare-covered Stay " Plan-specified amount per period

Select type of benefit for Additional Days: Indicate Maximum Enrollee Out-of-Pocket Cost amount:

" Mandatory

" Optional

Select the Maximum Enrollee Out-of-Pocket Cost periodicity
Is this benefitunlimited for Additional Days?

s Every three years
T ves 7 Every two years
" No, indicate number € Every year
7 Every six months
Indicate number of Additional Days per benefit period: 7 Every three manths
" Every Benefit Period
o Ewvery Stay
Select type of benefit for Non-Medicare-covered stay: © Other, Deseribe
€ Mandatory
" Optional
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 2

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =1=x]
Eile Help

,‘ * (efs0 [+Fll|# 1 b Inpatient Hospital P:
. Exit Exit (No
Previous Next (Validate) Validate)

Does this plan's Medicare-covered benefit costsharing vary by hospital(s)in

Medicare-covered Coinsurance Cost Sharing for Tier 1:
which an enrollee obtains care?

© Yes Do youcharge the Medicare-defined cost shares? (These arethe total
Mo charges for all services providedto the enrolleein the inpatient facility.)
Hon tsh b di ffer?  ves
ow many costsharing tiers do you offer € e
What is your lowest cost tier? Indicate Goinsurance percentage for the Medicare-covered stay:
C Tier 1
((: Tier 2 Indicate the number of day intervals for the Medicare-covered stay:
Tier 3
" Zero (Mo Coinsurance per Day)
Cne
Is there an enrollee Coinsurance? O Twe
 Three
© es
C HNo

Indicatethe coinsurance percentage and day interval(s) forthe
Medicare-covered stay (e.g., 1 to 30; 31 to 90)

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

.
.

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

.
.

Coinsurance % Interval 3 Begin Day Interval 31 End Day Interval 3:

.
.
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 3

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =1=x]
Eile Help
oL » GoTo: [
5 Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Coinsurance Cost Sharing for Tier2:

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

© Yes

Medicare-covered Coinsurance Cost Sharing for Tier 3.

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

© Yes

Mo ' No

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

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

™ Zera {No Goinsurance per Day) ™ Zera {(No Coinsurance per Day)

" one " one
' Two  Two
" Three " Three

Indicatethe coinsurance percentage and day interval(s) forthe

Indicatethe coinsurance percentage and day interval(s) for the
Medicare-covered stay (e.g., 1 to 30; 31 to 90)

Medicare-covered stay (e.g., 11to 30; 31 to 80):

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

.
.
.
.

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

.
.
.
.

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

.
.
.
.
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 4

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Eile Help
,‘ * (efs0 [+Fll|# 1 b Inpatient Hospital P:
" Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Lifetime Reserve Days Tier 1

Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days:
€ Zero (Mo Coinsurance per Day)
One
© Two
" Three
Indicate the coinsurance percentage and day

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

Interval Days

Coinsurance %  Begin Day End Day

Interval 1 I I I
Interval 2 | | |
Interval 3 I I I

Medicare-covered Lifetime Reserve Days Tier 2

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

€ Zero (Mo Coinsurance per Day)

 One

 Two

 Three

Indicate the coinsurance percentage and day
interval(s) forthe 60 Medicare-covered Lifetime
Reserve Days (i.e, 1-60)

Interval Days

Coinsurance % Begin Day End Day

Interval 1: I I I

Interval 2: | | |

Interval 3: I I I

Medicare-covered Lifetime Reserve Days Tier 3

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

{7 Zera (No Goinsurance per Day)

 one

 Two

i Three

Indicate the coinsurance percentage and day
interval(s) for the 60 Medicare-covered Lifetime
Reserve Days (i.e, 1-80):

Interval Days

Coinsurance % Begin Day End Day

Interval 1: I I I
Interval 2: | | |
Interval 3: I I I
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 5

Eile Help
o x
. Exit Exit (No
Previous Next (Validate) Validate)

" Yes
 No

How many costsharing tiers do you offer?

‘What is your lowest cost tier?
© Tier1
i Tier2
i Tier3

Additional Days Coinsurance Cost Sharing for Tier 1

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

© one

© Two

" Three

Indicatethe coinsurance percentage and day interval(s) for Additional
Days (enter "399 if unlimited days are offered; e.q., 91 to 999):

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

.
.

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

.
.

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

.
.

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

(1o} [+ | 1b Inpatient Hospital P:

Does this plan‘s Additional Days costsharing vary by hospital(s) in whichan
enrollee obtains care?

=151

Additional Days Coinsurance Cost Sharing for Tier 2:

Indicate the number of day intervals for Additional Days:
™ Zera {No Goinsurance per Day)

' one

 Two

" Three

Indicatethe coinsurance percentage and dayinterval(s)for Additional
Days (enter "289" if unlimited days are offered; e.g., 91 to 999):

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

.
.

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

.
.

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

.
.
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 6

Softrams

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000
Eile Help

o » Go To: |

" Exit Exit (No
Previous Next (Validate) Validate)

Indicate the number of day intervals for Additional Days:
" Zero (No Coinsurance per Day)

 one

© Two

© Three

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

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

.
.

Coinsurance % Interval 2 Begin Day Interval 22 End Day Interval 2:

.
.

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

.
.

Additional Days Coinsurance Cost Sharing for Tier 3;

Is the Coinsurance structure for the Non-Medicare-covered stay the
same as the Coinsurance structure for the Medicare-covered stay?
 ves

© No

Indicate Coinsurance percentage forthe Non-Medicare-covered stay:

Indicate the number of day intervals for the Non-Medicare-covered stay:
{” Zero (Mo Goinsurance per Day)

 one

 Two

€ Three

Indicate the coinsurance percentage and day interval(s) forthe Non-

Medicare-covered stay (enter "999" ifunlimited days are offered; e.g.;
110 998):

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

.
.

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

:
.

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

.
.

=151
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 7

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

File Help

g -
Exit Exit (No

Previous (validate) Validate)

Ifyou do not have a service-specific deductible for this benefit but
offer a plan-specific deductible, then enter the plan deductible in
Section D.

MA Qrganizations are not permitted to tier deductibles.

Is there an enrollee Deductible?

© Yes
Mo

Indicate Deductible Amount for Tier 1

Indicate Deductible Amount for Tier 2:

Indicate Deductible Amount for Tier 3:

Is there an enrollee Copayment?

i Yes
' Mo

o » Go To:

Medicare-covered Copayment Cost Sharing for Tier 1

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

 ves

€ no

Indicate Copaymentamount for the Medicare-covered stay:

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

{7 Zera (No Copayment per Day)

" one

 Two

i Three

Indicatethe copaymentamountand day interval(s) for the Medicare-covered

stay (e.g., 1 to 30; 31to 90): For more information on cost share limitations
please view the variable help.

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

Copayment AmtInterval 2 Begin Day Interval 2. End Day Interval 2

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

I
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 8

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Medicare-covered Copayment Cost Sharing for Tier 2:
Do youcharge the Medicare-defined cost shares? (These arethe total
charges forall services providedto the enrolleein the inpatientfacility.)

 Yes
 No

Indicate Copaymentamount for the Medicare-covered stay

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

" Zero (Mo Gopayment per Day)

 one

< Two

" Three

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

covered stay (e.g., 1 to 30;31 to 90): For more information on cost
share limitations please view the variable help.

File Help
4 » Go To: |l e
5 Exit Exit (No
Previous Next (Validate) validate)

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

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

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

Medicare-covered Copayment Cost Sharing for Tier 3:
Do youcharge the Medicare-defined costshares? (These arethe total charges
forall services provided to the enrolleein the inpatient facility )

1 Yes
 No

Indicate Copaymentamaount for the Medicare-covered stay:

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

{7 Zero (Mo Gopayment per Day)

 one

© Two

" Three

Indicate the copaymentamount and day interval(s) forthe Medicare-covered

stay (e.g., 1 to 30; 31to 80): For more information on cost share limitations
please view the variable help.

Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:
Copayment Amt Interval 2 Begin Day Interval 2: End Day Interval 2:
Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 9

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Eile Help
,‘ * (efs0 [+Fll|# 1 b Inpatient Hospital P:
" Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Lifetime Reserve Days Tier 1

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

€ Zero (Mo Gopayment per Day)

© one

 Two

 Three

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

Interval Days

Copay Amount Begin Day End Day

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

Medicare-covered Lifetime Reserve Days Tier 2

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

" Zera (Mo Gopayment per Day)

 One

 Two

" Three

Indicatethe copayment amount and day interval(s)
for the 80 Medicare-covered Lifetime Reserve Days

(i.e., 1-60)
Interval Days
Copay Amount Begin Day End Day
Interval 1 I I I
Interval 2 I I I
Interval 3 I I I

Medicare-covered Lifetime Reserve Days Tier 3

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

€ Zero (Mo Gopayment per Day)

© one

 Two

 Three

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

Interval Days

Copay Amount Begin Day End Day

Interval 1: I I I
Interval 2: I I
Interval 3: I I I
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 10

# PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 -|=] x|
Eile Help
4 » [¢1o0 (VB #1b Inpatient Hospital Psychiatric - Base 10
N Exit Exit (No
Previous Next (Validate) Validate)
IS
Additional Days Copayment Cost Sharing for Tier 1: Additional Days Copayment Cost Sharing for Tier2:

Indicate the number of day intervals for Additional Days: Indicate the number of day intervals for Additional Days:

7 Zero (Mo Copayment per Day) 7 Zera (Mo Gopayment per Day)

" one " one
' Two ' Two
' Three ' Three

Indicatethe copayment amount and day interval(s) for Additional Days

Indicate the copayment amount and day interval(s) for Additional Days
(enter “999" if unlimited days are offered; e.g., 91 to 999):

{enter 999" if unlimited days are offered; e.g., 91 to 999):

Copayment Amt Interval 1 Begin Day Interval 1 End Day Interval 1 Copayment Amt Interval 1 Begin Day Interval 1 End Day Interval 1:
Copayment Amt Interval2  Begin Day Interval 2. End Day Interval 2 Copayment Amt Interval2  Begin Day Interval 2:  End Day Interval 2:
Copayment Amt Interval 3 Begin Day Interval 3 End Day Interval 3. Copayment Amt Interval 3 Begin Day Interval 3 End Day Interval 3:
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 11

Softrams

Eile Help

Indicate the number of day intervals for Additional Days
€ Zero (Mo Gopayment per Day)
One
 Two
" Three

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

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

Copayment Amt Interval2  Begin Day Interval 22 End Day Interval 2

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

,‘ * (efs0 [+Fll|# 1 b Inpatient Hospital P:
. Exit Exit (No
Previous Next (Validate) Validate)

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Is the Copayment structure for the Non-Medicare-covered stay the same as
the Copayment structure for the Medicare-covered stay?

 Yes
 No

Indicate Copayment amountforthe Non-Medicare-covered stay:

Indicate the number of day intervals for the Non-Medicare-covered stay:
€ Zero (Mo Copayment per Day)

" one

 Two

 Three

Indicate the copayment amount and day interval(s) forthe Non-Medicare-
covered stay (enter "999” if unlimited days are offered; e.g.; 1 to 999):

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

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

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

=151

Additional Days Copayment Cost Sharing for Tier 3:
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CY 2020 PBP Data Entry System Screens

#1b Inpatient Hospital Psychiatric — Base 12

& PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =1=x]

File Help
kg‘ ﬁ {1 v Bll 1 Inpatient Hospital Psychiatric - Base 12
h Exit Exit (No
Previous Next (Validate) validate)

Whatis your Inpatient Hospital Psychiatric benefit period?

€ Original Medicare
 Annual

€ Per Admission or Per Stay
' Other, Describe

If "Other, Describe” is selected enter description below:

Inpatient Hospital Psychiatric Notes

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

Notes:

Bl

Doyoucharge costsharing onthe day of discharge?

© Yes
 No

Is authorization required?
© Yes
© Mo

Is a referral required for Inpatient Psychiatric Hospital Services?

© Yes
 No
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#1b Inpatient Hospital Psychiatric (B Only) — Base 1

CY 2020 PBP Data Entry System Screens

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

CLICK FOR DESCRIPTION OF BENEFIT |

Do you offer Inpatient Psychiatric Hospital Services as a benefit?

' Yes
' No

Select type of benefit for Inpatient Psychiatric Hospital Services

~ Mandatory
" Optional

Does this benefit have unlimited days?

i Yes
" Mo, indicate number

Indicate number of days per period:

Select the days periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Every Benefit Period
Every Stay

Other, Describe

AN N

File Help
o ¥ Go To:
5 Exit Exit (No
Previocus Next (Validate) Validate)

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

T ves

' No

Select the Maximum Plan Benefit Coverage type:

e Coveredunder InpatientHospital Services Category 1a
" Plan-specified amount per period

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

Il

~
~
-~
-
-~
~
~

Every three years
Every two years
Every year

Every six months
Every three months
Every Benefit Period
Every Stay

Other, Describe

I
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CY 2020 PBP Data Entry System Screens

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

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

=1=x]
Eile Help
o » GoTo: ([ ic (B Only) - Base 2

< Exit Exit (No
Previous Next (Validate) Validate)
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
" Yes
© Ho

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

€ Covered under the Inpatient Hospital Services Category 1a
€ Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity
" Every three years

' Every two years

" Every year

7 Every six months

7 Every three months

7 Every Benefit Period

 Every Stay

" Other, Describe
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CY 2020 PBP Data Entry System Screens

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

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000

Eile Help

=151

oL » GoTo: [

" Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Coinsurance?

Indicatethe coinsurance percentage and day interval(s) forthe stay
(enter "999 if unlimited days are offered; e.g., 1 to 999):
" Yes
© Ho

(B Only) - Base 3

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

Indicate Coinsurance percentage perstay:

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

Indicate the number of day intervals for the stay:
7 Zero (Mo Coinsurance per Day)

" one

© Two

 Thres

Coinsurance % Interval 3 Begin Day Interval 3. End Day Interval 3:
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CY 2020 PBP Data Entry System Screens

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

PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 -|=] x|
Eile Help
o » Go To: [ e
< Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? Indicate the copayment amountand day interval(s) for the stay (enter “999" Is authorization required?
if unlimited days are offered; e.g., 1 to 999):
© Yes © Yes
© Ho Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1  No
Indicate Deductible Amount:
. Is a referral required for Inpatient Psychiatric Hospital Services?
Copayment Amt Interval 2 Beaqin Day Interval 2: End Day Interval 2
0 Yes
Is there an enrollee Copayment? ' No
Copayment Amt Interval 3 Beqin Day Interval 3: End Day Interval 3:
© Yes
© Mo

Indicate Copayment amount per stay:
Doyouchargecostsharing onthe day ofdischarge?

Indicate the number of day intervals for the stay ((: es
Mo

€ Zero (Mo Copayment per Day)

 one

 Two

" Three
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CY 2020 PBP Data Entry System Screens

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

& PBP Data Entry System - Section B-1, Contract X0001, Plan 001, Segment 000 =1

File Help

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

Inpatient Hos pital Psychiatric Notes

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

Motes
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CY 2020 PBP Data Entry System Screens

#2 SNF —Base 1

PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000 =1=x]
Eile Help

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

CLICK FOR DESCRIPTION OF BEMEFIT I Do you allow less than 3 day inpatient hospital stay priorto SNF

admission?
Does the plan provide Skilled Nursing Facility Services as a supplemental -
benefit under Part C? es
© No
© Yes
" Ne

Indicate the Number of Hospital Days Required Priorto SNF

Admission (0-2):
Select enhanced benefits:

7 additional days beyond Medicare-covered C Zero
[T Non-Medicare-covered stay (MMP Only)  One
 Two
Selecttype of benefit for Additional Days beyond Medicare-covered:
" Mandatory
£ Optional

Maximum Plan Benefit Coverage is not applicable forthis Service
Category.

Is this benefitunlimited for Additional Days?

e

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
Mo, indicate number

 es
 No
Indicatethe number of Additional Days beyond Medicare-covered per
benefit period: Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select type of benefit for the Non-Medicare-covered stay: Select the Maximum Enrollee Qut-of-Pocket Cost periadicity:
< Mandatory € Every thres years
" Optional ' Every two years

€ Every year

€ Every six manths
" Every three months
" Every Stay

" Other, Describe
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 2

PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000 =1=x]
Eile Help
o » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)

Does this plan's Medicare-covered benefit cost sharing vary by the Skilled

Is there an enrollee Coinsurance?
Nursing Facility in which an enrollee obtains care?

i Yes
 ves  Ne
 No
How many costsharing tiers do you offer? Medicare-covered Goinsurance Gost Sharing for Tier 1

Do youcharge the Medicare-defined costshares? (These arethe
What is your lowest cost tier? total charges for all services provided to the enrollee in the SNF.)

 Tier1 i es
 Tier2 ' Mo

" Tier3 Indicate Coinsurance percentage for the Medicare-covered stay

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

o Zero (Mo Coinsurance per Day)
Cne

© Two

 Three

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

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

.
.

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

.
.

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

.
.
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 3

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

Ele Help

g =
Exit Exit (No

Medicare-covered Coinsurance CGost Sharing for Tier 2:
Do youcharge the Medicare-defined costshares? (These arethe
total charges for all services provided to the enrolleein the SNF.)

i Yes
" No

Indicate Coinsurance percentage for the Medicare-covered stay:

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

[ Zero (Mo Goinsurance per Day)
One

© Two

" Three

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

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

.
.

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

.
.

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

.
.

' ¥ Go To:

Medicare-covered Coinsurance Gost Sharing for Tier 3:
Do you charge the Medicare-defined costshares? (These arethe
total charges for all services provided to the enrolleein the SNF.)

€ Yes
 No

Indicate Coinsurance percentage for the Medicare-covered stay:

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

[ Zero (No Coinsurance per Day)
COne

© Two

i Three

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

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

.
.

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

.
.

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

.
.

Previous Next (Validate) Validate)
B nDnonp»p»p»p»>~>~>=55=n==n1===1n= N ,..—,
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 4

File Help

g -
Exit Exit (No

Previous (validate) Validate)

Facility in which an enrollee obtains care?

" Yes
 No

How many costsharing tiers do you offer?

‘What is your lowest cost tier?
 Tier1
7 Tier2
 Tier3

Additional Days Coinsurance Cost Sharing for Tier 1:

Indicate the number of day intervals for Additional Days:

" Zero (No Goinsurance per Day)
© one

© Two

 Thres

Indicatethe coinsurancepercentage and day interval(s)for Additional
Days (enter "299" if unlimited days are offered; e.g., 101 to 989):

£
o

.
.

B ¥ Go To!

Does this plan's Additional Days cost sharing vary by the Skilled Nursing

Coinsurance % Interval 1: Beqin Day Interval 1:  End Day Interval 1:

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

Coinsurance % Interval 3: Beaqin Day Interval 3:  End Day Interval 3:

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

Additional Days Coinsurance Cost Sharing for Tier2:
Indicate the number of day intervals for Additional Days
" Zero (No Coinsurance per Day)

" one

© Two

i Three

Indicatethe coinsurancepercentage and day interval(s)for Additional
Days (enter "299" if unlimited days are offered; e.g., 101 to 999)

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

.
.

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

.
.

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

.
.

I
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 5

Softrams

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

=1
Eile Help
o » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)

Additional Days Coinsurance Cost Sharing for Tier 3; Is the Coinsurance structure forthe Non-Medicare-covered stay the same as

Indicate the number of day intervals for Additional Days:

€ Zero (Mo Coinsurance per Day)

the Coinsurance structure for the Medicare-covered stay?
 es

' No
© one
& Two Indicate Coinsurance percentage forthe Mon-Medicare-covered stay
" Three

Indicatethe coinsurance percentage and dayinterval(s)for Additional
Days (enter "389" if unlimited days are offered; e.g., 101 to 998): Indicatethe number of day intervals forthe Non-Medicare-covered stay
Coinsurance % Interval 1: Begin Day Interval 1:

End Day Interval 1: i Zera {No Coinsurance per Day)

 One
© Two
)  Three
Coinsurance % Interval 2: Begin Day Interval 2.  End Day Interval 2:

.
.

Indicate the coinsurance percentage and day interval(s) forthe Non-
Medicare-covered stay (enter "988" if unlimited days are offered; e.g., 1
to 999):

Coinsurance % Interval 3. Begin Day Interval 3  End Day Interval 3: Goinsurance % Interval 1: Begin Day Interval 1

.
.

End Day Interval 1:

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

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

CY2020 PBP — Section B
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#2 SNF — Base 6

Softrams

File Help
wt
5 Exit
Previous (Validate)

Section D.

Is there an enrollee Deductible?

 Yes
' No

Indicate Deductible Amount Tier 1:

Indicate Deductible Amount Tier 2:

Indicate Deductible Amount Tier 3

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

MA Qrganizations are not permitted to tier deductibles.

CY 2020 PBP Data Entry System Screens

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

Go To:

<
Exit (No
Validate)

Is there an enrollee Copayment?
© Yes
" Neo

Medicare-covered Copayment Cost Sharing for Tier 1:

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

T Yes

 No

Indicate Copaymentamount for Medicare-covered stay

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

€ Zero (Mo Copayment per Day)

 One

© Two

 Three

Indicate the copayment amountand day interval(s) for Medicare-covered
stay (e.9.; 1to 20; 21 to 100). For more information on costshare
limitations please view thevariable help.

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

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

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

I
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 7

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

File Help

w ¥ Go To:

9 5
Exit Exit (No

Previous Next (Validate) Validate)

=151l

Medicare-covered Copayment Cost Sharing for Tier 2:

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

 Yes

 No

Indicate Copayment amount for Medicare-covered stay:

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

" Zero (Mo Gopayment per Day)

 one

 Two

 Thres

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

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

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

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

Copayment Amt Interval 3:  Begin Day Interval 31  End Day Interval 3:

Medicare-covered Copayment Cost Sharing for Tier 3:

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

" Yes

' No

Indicate Copayment amount for Medicare-covered stay:

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

" Zero (Mo Gopayment per Day)

 one

© Two

© Three

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

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

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

Copayment Amt Interval 31 Begin Day Interval 3:  End Day Interval 3:

Softrams
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 8

Softrams

Indicate the number of day intervals for Additional Days:
" Zera (No Copayment per Day)
One
 Two
" Three

Indicatethe copayment amount and day interval(s) for Additional Days
{enter 899" if unlimited days are offered; e.g., 101 to 999):

Copayment Amt Interval 1

Copayment Amt Interval 2

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

' i Go To:
: Exit Exit (No
Previous Next (Validate) Validate)

Begin Day Interval 1: End Day Interval 1:

Begin Day Interval 2: End Day Interval 2:

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

Additional Days Copayment Cost Sharing for Tier 1:

Additional Days Copayment Cost Sharing for Tier2:

Indicate the number of day intervals for Additional Days:

" Zero (No Copayment per Day)
One

 Two

" Three

Indicatethe copayment amount and day interval(s) for Additional Days
{enter 899" if unlimited days are offered; e.g., 101 to 999)

Copayment Amt Interval 1

Copayment Amt Interval 2

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

Begin Day Interval 1: End Day Interval 1:

Begin Day Interval 2:  End Day Interval 2:

I
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 9

Softrams

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

=1
Eile Help
o » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)

Additional Days Copayment Cost Sharing for Tier 3:

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

the Copayment structure for the Medicare-covered stay?
Indicate the number of day intervals for Additional Days:  Yes
" Zera (Mo Copayment per Day) ' No
 One
© Two Indicate Copaymentamount for Non-Medicare-covered stay:
" Three

Indicatethe copayment amount and day interval(s) for Additional Days . .
(enter “595" if unlimited days are offered: 2.0., 101 to 989): Indicatethe number of day intervals forthe Non-Medicare-covered stay

" Zero (Mo Gopayment per Day)
Copayment Amt Interval 1:  Begin Day Interval 1:  End Day Interval 1 i One
T Two
 Three
Copayment Amt Interval 2:  Begin Day Interval 2:  End Day Interval 2

Indicatethe copayment amount and day interval(s) for the Non-Medicare-
covered stay (enter 999" if unlimited days are offered; e.g.; 1 to 999)
Copayment Amt Interval 3:

C it Amt Int 11:
Begin Day Interval 3: End Day Interval 3: opayment Amt nterva

Begin Day Interval 1: End Day Interval 1:

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

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

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#2 SNF — Base 10

& PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000 =1=x]

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

What is your SNF benefit period?
€ Original Medicare
 Annual

€ Per Admission or Per Stay

" Other, Describe

If "Other, Describe” is selected enter description below:

Doyoucharge costsharing onthe day of discharge?

© Yes
 No

Is authorization required?
© Yes
© Mo

Is & referral required for SNF Services?

© Yes
 No

F - Base 10

SNF Motes

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

information captured in data entry

Notes:

Bl

Softrams
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CY 2020 PBP Data Entry System Screens

#2 SNF (B Only) —Base 1

Softrams

Previous Next

of

Exit
(Validate)

Do you offer SNF Care as a benefit?

i Yes
' No

Select type of benefit for SNF Care:

' Mandatory
" Optional

Does this benefit have unlimited days?
 ves
™ No, indicate number

Indicate number of days per period

Select the days periodicity:

€ Every three years
€ Every two years

€ Every year

€ Every six months
€ Every three months
€ Every Stay

€ Other, Describe

Exit (No
Validate)

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

Do you allow less than 3 day Inpatient hospital stay prior
to SNF admission?

7 Yes
 No

Indicate the Mumber of Hospital Days Required Prior
to SNF Admission (0-2):

 Zero

 one

 Two

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

© Vs

© No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity
€ Every three years

" Every two years

" Every year

7 Every six months

€ Every three months

" Every Stay

€ Other, Describe

=151

CLICK FOR DESCRIFTION OF BEMEFIT I

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#2 SNF (B Only) — Base 2

Softrams

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
i ves
" No

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

Select the Maximum Enrollee Out-of-Pocket Cost periodicity:
Every three years

Every two years

Every year

Every six months

Every three months

Every Stay

Other, Describe

isleReRelelele]

Is there an enrollee Coinsurance?

i ves
" No

Indicate Coinsurance percentage:

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

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

Indicate the number of day intervals for the stay:
7 Zero (Mo Coinsurance per Day)

 one

 Two

" Three

Indicatethe coinsurance percentage and day interval(s) forthe stay
(enter 999" if unlimited days are offered; e.q.; 1to 999):

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

.
.

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

.
.

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

.
.

=1 %]
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CY 2020 PBP Data Entry System Screens

#2 SNF (B Only) — Base 3

# PBP Data Entry System - Section B-2, Contract X0001, Plan 001, Segment 000 =1
Eile Help
o x
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? Indicate the copayment amount and day interval(s) for the stay (enter “999" if
unlimited days are offered; e.g., 1 to 999)
' Yes
' No Copayment Amt Interval 1 Begin Day Interval 1: End Day Interval 1:
Indicate Deductible Amount:
Copayment Amt Interval2 Begin Day Interval 2: End Day Interval 2:
Is there an enrollee Copayment?
Copayment Amt Interval 3 Begin Day Interval 3: End Day Interval 3:
© Yes
 No
Indicate Copayment amount per Stay:
Indicate the number of day intervals for the stay
€ Zero (Mo Copayment per Day)
Cne
' Two
 Three
Softrams CY2020 PBP — Section B Page 46 of 260
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CY 2020 PBP Data Entry System Screens

#2 SNF (B Only) —Base 4

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

File Help
ot » [elol (B2 SNF (B Only) - Base 4
2 Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

0 ves
0 No

Is a referral required for SNF Services?

' Yes
 No

Skilled Nursing Facility (B-Only) Notes

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

Motes:

=15l

Softrams
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CY 2020 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 1

ot! PBP Data Entry System - Section B-3, Contract X0001, Plan 001, Segment 000

File Help
» i x
. Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESGRIPTION OF BENEFIT |

Does the plan provide Cardiac and Pulmenary Rehabilitation Services as a
supplemental benefit under Part C?
i es
 No
Select enhanced benefit:
[ Additional Cardiac Rehabilitation Services
[ Additional Intensive Cardiac Rehabilitation Services
[ Additional Pulmonary Rehabilitation Services
r Additional Supervised Exercise Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD) Services
Selecttype of benefit for Additional Cardiac Rehabilitation Services

" Mandatory
" Optional

Is this benefit unlimited for Additional Cardiac Rehabilitation Services?

i Yes
” Mo, indicate number

Indicate number of visits for Additional Cardiac Rehabilitation Services:

Selectthe Additional Cardiac Rehabilitation Services periodicity:
" Every three years

' Every two years

' Every year

7 Every sixmonths
" Every three months
" Other, Describe

Selecttype of benefitfor Additional Intensive Cardiac Rehabilitation Services

" Mandatory

" Optional

Is this benefitunlimited for Additional Intensive Cardiac Rehabilitation Services?
 es

Mo, indicate number

Indicate number of visits for Additional Intensive Cardiac Rehabilitation Services:

Selectthe Additional Intensive Cardiac Rehabilitation Services periodicity:

7 Every three years
" Every two years

" Every year

7 Every sixmonths
7 Every three months
" Other, Describe

Selecttype of benefit for Additional Pulmonary Rehabilitation Services:

€ Mandatory
 optional

Is this benefitunlimited for Additional Pulmonary Rehabilitation Services?
1 Yes
i~ Mo, indicate number

Indicate number of visits for Additional Pulmonary Rehabilitation Services:

Selectthe Additional Pulmonary Rehabilitation Services periodicity:
" Every three years

€ Every two years

 Every year

" Every six months

" Every three manths

" Other, Describe

Select type of benefit for Additional Supervised Exercise Therapy (SET) for
Symptomatic Peripheral Artery Disease (PAD) Services

" Mandatory

" Optional

Is this benefit unlimited for Additional Supervised Exercise Therapy (SET) for
Symptomatic Peripheral Artery Disease (PAD) Services?

" Yes

" No, indicate number

Indicate number of visits for Additional Supervised Exercise Therapy
(SET) for Symptomatic Peripheral Artery Disease (PAD) Services

Selectthe Additional Supervised Exercise Therapy (SET) for
Symptomatic Peripheral Artery Disease (PAD) Services periodicity
" Every three years

i« Every two years

" Every year

" Every sixmonths

" Every three months

" Other, Describe

Softrams
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CY 2020 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 2

5! PBP Data Entry System - Section B-3, Contract X0001, Plan 001, Segment 000

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

Maximum Plan Benefit Coverageis not applicable for this Service Category.

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

 ves
" No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

SelectMaximum Enrolles Out-of-Pocket Cost periodicity

" Every three years

" Every two years

" Every year

¢ Every sixmonths

¢~ Every three months

" Other, Describe
“You mustinclude total cost sharing to the beneficiary, including any
facility cost sharing. If you have a variety of cost sharing, please utilize
the minimum and maximum fields to reflect the lowest and highestcost
sharing that a beneficiary may pay.

Is therean enrollee Coinsurance?

 ves
" No

Select which Cardiac and Pulmonary Rehabilitation Services have a
Coinsurance (Select all that apply):

[™ Medicare-covered Cardiac Rehabilitation Services

[” Medicare-covered Intensive CardiacRehabilitation Services

[ Medicare-covered Pulmonary Rehabilitation Services

r Medicare-covered Supervised Exercise Therapy (SET) for
Symptomatic Peripheral Artery Disease (PAD) Services

[™ Additional Cardiac Rehabilitation Services
[ Additional Intensive Cardiac Rehabilitation Servicss
™ Additional Pulmonary Rehabilitation Services
I— Additional Supervised Exercise Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD) Services
Minimum
Coinsurance

Indicate Coinsurance percentage for Medicare-covered
Cardiac Rehabilitation Services:

Indicate Coinsurance percentage for Medicare-covered
Intensive Cardiac Rehabilitation Services:

Indicate Coinsurance percentage for Medicare-covered
Pulmonary Rehabilitation Services:

Indicate Coinsurance percentage for Medicare-covered
Supervised Exercise Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD) Services:

Indicate Ceoinsurance percentage for Additional Cardiac
Rehabilitation Services:

Indicate Coinsurance percentage for Additional Intensive
Cardiac Rehabilitation Services:

Indicate Coinsurance percentage for Additional
Pulmonary Rehabilitation Services:

Indicate Coinsurance percentage for Additional
Supervised Exercise Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD) Services:

T

Maximum
Coinsurance

T

Softrams
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CY 2020 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 3

‘ ’ E‘ﬁt Exily{‘.No

Previous Next (Validate) Validate)

Is there an enrolles Deductible?

 Ves
" No

Indicate Deductible Amount:

Is there an enrollee Copayment?

i ves
" No

Selectwhich Cardiac and Pulmonary Rehabilitation Services have
a Copayment (Select all that apply):

[” Medicare-covered Cardiac Rehabilitation Services
[ Medicare-covered Intensive Cardiac Rehabilitation Services
[ Medicare-covered Pulmonary Rehabilitation Services

r Medicare-covered Supervised Exercise Therapy (SET) for
Symptomatic Peripheral Artery Disease (PAD) Services

[ Additional Cardiac Rehabilitation Services
[~ Additional Intensive Cardiac Rehabilitation Services
[ aAdditional Pulmonary Rehabilitation Services

r Additional Supervised Exercise Therapy (SET) for
Symptomatic Peripheral Artery Disease (PAD) Services

a) PBP Data Entry System - Section B-3, Contract X000, Plan 001, Segment 000
File Help

habilitation

Indicate Copayment amount for Medicare-covered

Cardiac Rehabilitation Services:

Indicate Copayment amount for Medicare-covered
Intensive Cardiac Rehabilitation Services:

Indicate Copayment amount for Medicare-covered

Pulmonary Rehabilitation Services:

Indicate Copayment amount for Medicare-covered
Supervised Exercise Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD) Services:

Indicate Copayment amount for Additional Cardiac

Rehabilitation Services:

Indicate Copaymentamountfor Additional Intensive

Cardiac Rehabilitation Services:

Indicate Copayment amount for Additional Pulmonary

Rehabilitation Services:

Indicate Copayment amount for Additional Supervised
Exercise Therapy (SET) for Symptomatic Peripheral

Artery Disease (PAD) Services:

Minimum
Copayment

Maximum
Copayment

Softrams
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CY 2020 PBP Data Entry System Screens

#3 Cardiac and Pulmonary Rehabilitation Services — Base 4

a5! PBP Data Entry System - Section B-3, Contract X0001, Plan 001, Segment 000 — O
File Help
b k‘ * [efv 0 [sHl |#2 Cardiac and Pulmonary Rehabilitation Services - Base 4
. Exit Exit (No
Previous MNext (Validate) Validate)
|s authorization required?
i Yes
" No
Is areferral required for Cardiac and Pulmonary Rehabilitation Services?
i Yes
 No
Cardiacand Pulmonary Rehabilitation Services Notes
Mote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry.
Motes:
Softrams CY2020 PBP — Section B Page 51 of 260
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CY 2020 PBP Data Entry System Screens

#4a Emergency Care/Post-Stabilization Care — Base 1

PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000

Ele Help
> o »
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESGRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable for this Service Category

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

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

© Yes
 No

Indicate Maximum Enrollee Out-of-Pocket Cost amount

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

alelelalale]

Care - Base 1

Cost sharing cannot be greater than the amount established by CMS
in the Final Call Letter for Medicare-covered Emergency Care/Post-
Stabilization Care.

Is therean enrollee Coinsurance?

 ves

 No

Indicate Minimum Coinsurance percentage for Medicare-
covered Benefits

Indicate Maximum Coinsurance percentage for Medicare-
covered Benefits

Indicate the maximum per visit amount:

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

€ Yes
 Neo

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

" Days
© Hours

Enter number of Days or Hours:

151
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CY 2020 PBP Data Entry System Screens

#4a Emergency Care/Post-Stabilization Care — Base 2

PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000 =1zl x]

File Help
e 3
< Exit Exit [No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?
© Yes
 No

Indicate Minimum Copayment amountfor Medicare-covered
Benefits:

Indicate Maximum Copaymentamount for Medicare-covered
Benefits:

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

 es
' No

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

" Days
' Hours

Enter number of Days or Hours

Does the Emergency Care/Post-Stabilization Care cost sharing
counttowards any plan-level deductible?

' Yes

 No

Authorization is notapplicableforthis Service Category.
Referral is not applicable for this Service Category.

Emergency Care/Post-Stabilization Care Motes

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

Motes

Softrams
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CY 2020 PBP Data Entry System Screens

#4b Urgently Needed Services — Base 1

PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000 -|=] %]
Eile Help
o X
y Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Indicate Maximum Enrollee Out-of- Is the Coinsurance for Medicare-covered
Pocket Cost amount: Benefits waived if admitted to hospital?
Enhanced Benefits are notapplicable for this Service Category. I ; Yes
No
Maximum Plan Benefit Coverage is not applicablefar this Select Maximum Enrollee Out-of-
Service Category. Pocket Cost periodicity: Select either Days or Hours within which
€ Every three years admission must occur for waiver:
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? el Every two years e Days
' es " Every year © Hours
' No {7 Every six months
e Every three months Enter number of Days or Hours:
Select the Maximum Enrollee Out-of-Pocket Costtype: i Other, Describe
Covered under Emergency Care/Post-Stabilization Cost sharing cannot be greater than the amount
Care Service Category 4a established by CMS in the Final Call Letter for

~ Plan-specified amount per period Medicare-covered Urgently Needed Services

Is there an enrollee Coinsurance?
" Yes
' No

Indicate Minimum Coinsurance percentage
for Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage
for Medicare-covered Benefits:

Indicate the maximum per visit amount:

Softrams
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CY 2020 PBP Data Entry System Screens

#4b Urgently Needed Services — Base 2

Softrams

»

Previous Next

-covered Benefits:

-covered Benefits:

€ Yes
 No

of
Exit
(Validate)

Is there an enrolles Copayment? |s the Copayment for Medicare-covered Benefits waived if
ol admitted to hospital?
es
© No

Indicate Minimum Copayment amount for Medicare

r
Indicate Maximum Copayment amount for Medicare Hours

Does the Urgently Needed Services costsharing
counttowards any plan-level deductible?

& PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000
File Help

=15
» Go To: [l es - Base 2
Exit (No
Validate)

i Yes
T No

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

' Days

Enter number of Days or Hours:

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#4b Urgently Needed Services — Base 3

& PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000 =1=] x|
Eile Help

B »* (1% "7 |45 Urgently Needed Services - Base 3
, Exit Exit (No
Previous Next (Validate) Validate)

Authorization is not applicable forthis Service Category.
Referral is not applicable for this Service Category.

Urgently Needed Services Notes

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

Softrams
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CY 2020 PBP Data Entry System Screens

#4c Worldwide Emergency/Urgent Coverage — Base 1

PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000 -|=] %]
Eile Help
of x
< Exit Exit (No

Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Is there a Maximum Plan Benefit Coverage amount Is there a service-specific Maximum

for Worldwide Emergency/UrgentCoverage? Enrollee Out-of-Pocket Cost?
© ves © Yes
Doestheplan provideWaorldwide Emergency/Urgent o  No
Coverage as a supplemental benefit under Part C?
 ves Is the service-specific Maximum Plan Benefit Indicate Maximum Enrolles Out-of-
© No Coverage amount unlimited? Pocket Cost amount:
(ol |

Select enhanced benefit o NZS

[T Worldwide Emergency Coverage

[~ Worldwide Urgent Coverage Indicate Maximum Plan Benefit Coverage Select Maximum Enrollee Qui-of-Pocket

[T Worldwide Emergency Transportaion amount: Costperiodicity:

7 Every three years
Select type of benefit for Worldwide Emergency Coverage: " Every two years
€ Mandatory " Every year
" Optional ' Every six months
" Every three months

Select type of benefit for Worldwide Urgent Coverage: ™ Other, Describe
€ Mandatory
 Optional

Select type of benefitfor Worldwide Emergency
Transpartation:

' Mandatory
" Optional

Softrams
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CY 2020 PBP Data Entry System Screens

#4c Worldwide Emergency/Urgent Coverage — Base 2

Softrams

Eile Help
oL £
. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Coinsurance?

" es
' Mo

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

[ Worldwide Emergency Coverage
™ Worldwide Urgent Coverage
I wWorldwide Emergency Transportafion

Indicate Minimum Coinsurance percentage for Worldwide
Emergency Coverage:

Indicate Maximum Coinsurance percentage for Worldwide
Emergency Coverage:

Is this Coinsurance waived for Worldwide Emergency
Coverageif admitted to hospital?

i Yes

' No

Indicate Minimum Coinsurance percentage for Worldwide
Urgent Coverage:

Indicate Maximum Coinsurance percentage for Worldwide
Urgent Coverage:

|s this Coinsurance waived for Worldwide Urgent
Coverageif admitted to hospital?

i ves

Mo

Indicate Minimum Coinsurance percentage for Worldwide
Emergency Transportation

Indicate Maximum Coinsurance percentage for Worldwide
Emergency Transportation

|s this Coinsurance waived for Warldwide Emergency
Transportation if admitted to hospital?

T Yes

" No

PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000

idwide Emergenc rgent Coverage - Base 2

Is there an enrollee Copayment? Is there an enrollee Deductible?

" es 0 Yes
© Neo € N

Select which Worldwide Services have a Gopayment (Selectall Indicate Deductible Amount:
that apply):

[T Worldwide Emergency Coverage
™ Worldwide UrgentCoverage
[T worldwide Emergency Transportafion

Indicate Minimum Copaymentamount for Worldwide Emergency
Coverage:

Indicate Maximum Copayment amountfor Worldwide Emergency
Coverage:

Is this Copaymentwaived for Worldwide Emergency
Coverage if admitted to hospital?

€ Yes
 No

Indicate Minimum Copaymentamount for Worldwide Urgent
Coverage:

Indicate Maximum Copayment amountfor Worldwide Urgent
Coverage:

Is this Copayment waived for Worldwide UrgentCoverage
ifadmitted to hospital?

 ves
 No

Indicate Minimum Copaymentamount for Worldwide Emergency
Transportation:

Indicate Maximum Copayment amountfor Worldwide Emergency
Transportation:

Is this Copaymentwaived for Worldwide Emergency
Transportation if admitted to hospital?

" ves

 No
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CY 2020 PBP Data Entry System Screens

#4c Worldwide Emergency/Urgent Coverage — Base 3

B PBP Data Entry System - Section B-4, Contract X0001, Plan 001, Segment 000 =1=lx]

File Help

et » (e M Hll 44c Worldwide Emergency/Urgent Coverage - Base 3
_ Exit Exit (No
Previous Next (validate) validate)

Authorization is notapplicableforthis Service Categary
Referral is not applicable for this Service Category

‘Worldwide Emergency/Urgent Coverage Notes

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

Notes:
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CY 2020 PBP Data Entry System Screens

#5 Partial Hospitalization — Base 1

Softrams

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

Category

" Yes
' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:
7 Every three years

7 Every two years

" Every year

" Every six months

€ Every three months

" Other, Describe

Go To: |pEREuEEE

Enhanced Benefits are notapplicable forthis Service Category

Maximum Plan Benefit Coverage is not applicable for this Service

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

PBP Data Entry System - Section B-5, Contract X0001, Plan 001, Segment 000
Eile Help

CLICK FOR DESCRIFTION OF BENEFIT I

Is there an enrollee Coinsurance?

© Yes
" No

Indicate Minimum Coinsurance percentage for Medicare-covered
Benefits:

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits:

Is there an enrollee Deductible?

© Yes
© No

Indicate Deductible Amount:

N
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CY 2020 PBP Data Entry System Screens

#5 Partial Hospitalization — Base 2

& PBP Data Entry System - Section B-5, Contract X0001, Plan 001, Segment 000 =|=] %]
File Help
o » [e1% (78[5 Partial Hospialization - Base 2
- Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Copayment? Partial Hospitalization Notes
T Yes MNote may include additional information to describe benefitin this service
i No category. Do notrepeat information captured in data entry
Indicate Minimum Copayment amountfor Medicare-covered Notes:
Benefits per day: d
Indicate Maximum Copaymentamount for Medicare-covered
Benefits per day:
Is authorization required?
T Yes
© No
Is areferral required for Partial Hospitalization?
T Yes
 No =l
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#6 Home Health Services — Base 1

CLICK FOR DESCRIPTION OF BENEFIT |

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

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

CY 2020 PBP Data Entry System Screens

PBP Data Entry System - Section B-6, Contract X0001, Plan 001, Segment 000 =15 %]
Eile Help
e »* GoTo: IR
b Exit Exit (No
Previous Next (Validate) Validate)

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

i Yes

' No

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

Is there an enrollee Coinsurance?
© Yes
' No

Indicate Minimum Coinsurance percentage for
Medicare-covered Benefits:

Select Maximum Enrollee Out-of-Pocket
Cost periodicity

{7 Every three years

7 Every two years

" Every year

" Every six months

& Every three months

" Other, Describe

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits:

Softrams
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CY 2020 PBP Data Entry System Screens

#6 Home Health Services — Base 2

& PBP Data Entry System - Section B-6, Contract X0001, Plan 001, Segment 000 -1=] x|

File Help

oL » [eT"M I Bl 6 Home Health Services - Base 2
. Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible?
i Yes
 Ho

Indicate Deductible Amount:

Is there an enrollee Copayment?

i ves
' No

Indicate Minimum Copayment amount per visitfor Medicare-covered Benefits:

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

Softrams
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CY 2020 PBP Data Entry System Screens

#6 Home Health Services — Base 3

& PBP Data Entry System - Section B-6, Contract X0001, Plan 001, Segment 000 =1=] x|

Eile Help
B » [0 [+Hl |5 Home Health Services - Base 3
, Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

" es
' Mo

Is a referral required for Home Health Services?
© Yes
' Mo

Home Health Services Notes

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

Motes:
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CY 2020 PBP Data Entry System Screens

#6 Home Health Services — MMP — Base 1

PBP Data Entry System - Section B-6, Contract X0001, Plan 001, Segment 000 == %]
File Help
o X
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Isthere alimit on the services provided?
© Yes
Does this plan provide Mon-Medicare-covered Home Health Services?  No
 ves
£ No Select Non-Medicare-covered Home Health Services where limit applies:
[~ Additional Hours ofGare
Select Non-Medicare-covered Home Health Services [” Personal Care Services
[ Additional Hours of Gare ™ Other 1
" Personal Gare Services [ Otherz2
I” Other Indicate units alimitwill be provided infor Indicate units a limitwill be provided infor
[ Other2 Additional Hours of Care: Personal Care Services
Enter name of Other 1 Service: " Sessions " Sessions
© Visits © Visits
' Hours ' Hours
© Paints ' Paints
Enter name of Other 2 Service:
© Meals © Meals
' ItemsiOther, Describe
Indicate numerical limit on the services Indicate numerical limit on the services
Is there a service-specific Maximum Plan Benefit Coverage Amount? provided for Additional Hours of Care: provided for Personal Care Services:
 ves
© No
Selectlimit on services periodicity for Selectlimiton services periodicity for
Indicate Maximum Plan Benefit Coverage amount: Additional Hours of Gare: Personal Care Services
" Every day  Every day
Select Maximum Plan Benefit Coverage periodicity: € Every week " Every week
€ Every month " Every month
€ Every three years r o r v
€ Every two years Every year Every year
 Every year " Other, Describe ' Other, Describe
7 Every six months
" Every three months
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#6 Home Health Services — MMP — Base 2

PBP Data Entry System - Section B-6, Contract X0001, Plan 001, Segment 000

Indicate units alimitwill be provided in for
Other1

" sessions

0 Visits

" Hours

' Points

' Mesls

€ ItemsiOther, Describe

Indicate numerical limit on the services
provided for Other 1

Selectlimit on services periodicity for
Other1

 Every day

" Every week

' Every month

€ Every year

€ Other, Describs

Eile Help
et
3 Exit
Previous Next (Validate)

» Go To: [EELELERER
Exit (No
Validate)

Indicate units a limitwill be provided in for
Other 2

" sessions

i Visits

" Hours

' Points

 Meals

" ttems/Other, Describe

Indicate numerical limit on the services
provided for Other 2:

Select limit on services periodicity for
Other 2

" Every day

7 Every week

7 Every month

7 Every year

" Other, Describe

- MMP - Base 2

Is therean enrollee Coinsurance?

 Yes
' No

Select which Non-Medicare-covered Home Health
Services havea Coinsurance (selectall thatapply):
™ Additional Hours of Care

I Personal Care Services

I other 1

™ other2

Indicate coinsurance Minimum Maximum
percentagefor one Coinsurance GCoinsurance

or more of the
following services:
Additional Hours of Care

Personal Care Services
Other 1:

Other 2:

TTT
TTT
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CY 2020 PBP Data Entry System Screens

#6 Home Health Services — MMP — Base 3

& PBP Data Entry System - Section B-6, Contract X0001, Plan 001, Segment 000

L. [ Bl #6 Home Health

File Help
3 o x
< Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

T Yes
© No
Selectwhich Non-Medicare-covered Home Health Services have
a Copayment (select all thatapply):
I Additional Hours of Care
I Personal Care Services
I other 1
I other 2

Indicate copayment
amount for one ormore of  Minimum
thefollowing services Copayment

Maximum
Copayment

Additional Hours of Care:

Personal Gare Services:
Other 1:
Other 2:

Does any service require qualification for and enrollmentin a state-
operated waiver program?
T Yes
© No
Selectwhich service requires qualification forand enrolimentina
state-operated waiver program:
I Additional Hours of Gare
I Personal Care Services
™ Other 1
™ Other 2

Is authorization required?

T Yes
' No

Is a referral required for Services?

T Yes
' Mo

Home Health Services MMP Motes

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

Motes:

I
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#7a Primary Care Physician Services — Base 1

CY 2020 PBP Data Entry System Screens

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

CLICK FOR DESCRIPTION OF BENEFIT |

Maximum Plan Benefit Coverage is not applicablefor this
Service Category.

i Yes
T No

Indicate Maximum Enrollee Qut-of-Pocket Cost amount:

€ Every three years
" Every two years

™ Every year

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

Enhanced Benefits are notapplicable for this Service Category

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

Select the Maximum Enrollee Out-of-Pocket Cost periodicity

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

[TV [vEMll[#7a Primary Care Physician Services - Base 1

Is therean enrollee Coinsurance?

© ves
' No

Indicate Minimum Coinsurance percentage for Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for Medicare-covered Benefits:

Is there an enrollee Deductible?
© ves
€ No

Indicate Deductible Amount:

Is there an enrollee Copayment?

0 Yes
' No

Indicate Minimum Copayment amount per visitfor Medicare-covered Benefits:

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

T

Softrams
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CY 2020 PBP Data Entry System Screens

#7a Primary Care Physician Services — Base 2

& PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1

File Help

’ ol » [T (Pl <75 Primary Care Physician Services - Base 2
. Exit Exit (No
Previous Next (Validate) Validate)

Authorization is not applicable for this Service Category.
Referral is notapplicable forthis service category.

Primary Care Physician 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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CY 2020 PBP Data Entry System Screens

#7b Chiropractic Services — Base 1

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

=] e
Eile Help
oF 2%
< Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Enter Mame of Other Service: Is there a service-specific Maximum Plan Benefit
Coverage amount?
[
Does theplan provide Chiropractic Services asa C ves
supplemental benefit under Part C7 No
Select type of benefit for Other Service:
i Ves Indicate Maximum Plan Benefit Coverage amount:
€ Mo  Mandatory
€ Optional
Select enhanced benefit. i i ity
I Routine Care s this benefit unlimited for Other Service? Select Maximum Plan Benefit Coverage periodicity:
™ other © Yes g Every 1hree YEErs
e . very twa years
Select type of benefit for Routine Care: No, indicata number [ Every year
~ X
€ Mandatory Indicate number of visits for Other Service e Every six manins
fal Cptional Every three months
' Other, Describe
Is this benefitunlimited for Routine Care? . o
Select Other Service periodicity
e © Every th Is th fic b Enrollee Out-of
€ No, indicate number very three years s there a service-specific Maximum Enrollee Out-of-
i Every two years Pocket Cost?
Indicate number of visits for Routine Care: € Everyyear " ves
" Every six months ' No
7 Every three months ) )
 Other. Describe Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Select Routine Care periodicity
o
Every three years Select the Maximum Enrollee Out-of-Pocket Cost
€ Every two years eriodicity
€ Every year P
€ Every six months {7 Every three years

€ Every three months

Every two years
™ Other, Describe

r
" Every year

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

Is your Chiropractor Services benefit combined

with either the Acupuncture or Alternative

Therapies benefit, or both?

i ves

 Ho

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

[ Other

Softrams
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CY 2020 PBP Data Entry System Screens

#7b Chiropractic Services — Base 2

PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 _ =] =

Eile Help
oF 2%
< Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment? Is there an enrollee Deductible?
© Yes © ves © ves
 Ho  No  No
Selectwhich Chiropractic Services have a Coinsurance Selectwhich Chiropractic Services have a Copayment Indicate Deductible Amount:
(Select all that apply): (Select all that apply):
™ Medicare-covered Chiropractic Services ™ Medicare-covered Chiropractic Services
I Routine Care ™ Routine Care L -
I Other ™ Other Is authorization required?
Indicate Minimum Coinsurance percentage per visit for Indicate Minimum Copayment amount for Medicare- C Yes
Medicare-covered Benefits covered Benefits: ' No
Indicate Maximum Coinsurance percentage per visitfor Indicate Maximum Copayment amount for Medicare- Is areferral required for Chiropractic Services?
Medicare-covered Benefits covered Benefits: i ves
| | 0 No
Indicate the Minimum Coinsurance percentage pervisit Indicate Minimum Copayment amount per visitfor
for Routine Care: Routine Care:
Indicate the Maximum Coinsurance percentage per visit Indicate Maximum Copayment amount per visitfor
for Routine Care: Routine Care:
Indicate the Minimum Coinsurance percentage pervisit Indicate Minimum Copayment amount per visitfor Other
for Other Service: Service:
Indicate the Maximum Coinsurance percentage per visit Indicate Maximum Copayment amount per visitfor
for Other Service: Other Service:

frrons
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CY 2020 PBP Data Entry System Screens

#7b Chiropractic Services — Base 3

& PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 - =] %]
Eile Help
v » [0 [VHll |47b Chiropractic Services - Base 3
> Exit Exit (No
Previous Next (Validate) Validate)
O
Chiropractic Services Notes
Note may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
E
|
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CY 2020 PBP Data Entry System Screens

#7c Occupational Therapy Services — Base 1

Softrams

Eile Help
oL
. Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

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

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

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

i Yes
' No

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

»* Go To: |
Exit (No
Validate)

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

€ Every three years

€ Every two years

 Every year

 Every six months

7 Every three months

" Other, Describe

‘You must include total costsharing to the
beneficiary, including any facility cost sharing.
Is there an enrollee Coinsurance?

Indicate Minimum Coinsurance percentage per
visit for Medicare-covered Benefits

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

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

Is there an enrollee Deductible?
" es
 No

Indicate Deductible Amount:

Is there an enrollee Copayment?

 ves
 No

Indicate Minimum Copayment amount per visitfor
Medicare-covered Benefits:

Indicate Maximum Copaymentamaount per visit
for Medicare-covered Benefits:

T
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CY 2020 PBP Data Entry System Screens

#7c Occupational Therapy Services — Base 2

 PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 == %]

File Help
’ wi > [Tl [#7c Occupational Therapy Services - Base 2
, Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

7 es
 No

Is a referral required for Occupational Therapy Services?

i Yes
' No

Occupational Therapy Services Notes

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

Motes:
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CY 2020 PBP Data Entry System Screens

#7c Occupational Therapy Services — MMP — Base 1

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

_|=] x|
File Help

s » £ ional The AWP - Base 1

. Exit Exit (No

Previous Next (Validate) Validate)
CLICK FOR DESGRIPTION OF BENEFIT | Is therean enrolles Coinsurance?
 ves

Does this plan provide Non-Medicare-covered Occupational Therapy Service C No
 Yes Indicate Minimum Coinsurance percentage:
" No

Enter name of Non-Medicare-covered Occupational Therapy Service:

Indicate Maximum Coinsurance percentage:;

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

& ves Is there an enrollee Copayment?
© N © es
 No

Indicate Maximum Plan Benefit Coverage amount:

Indicate Minimum Copayment amount:

Select Maximum Plan Benefit Coverage periodicity:
Indicate Maximum Copayment amount:
€ Every three years
€ Every two years
€ Every year
€ Every six months
€ Every three months
' Other, Describe

Softrams
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CY 2020 PBP Data Entry System Screens

#7c Occupational Therapy Services — MMP — Base 2

& PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1=] x|

Eile Help
o » {13 [+Hll 7 Occupational Therapy Services - MMP - Base 2
- Exit Exit (No
Previous  Next (Validate) Validate)

Is authorization required?

" es
' Mo

Is a referral required for Services?

i Yes
' Mo

Occupational Therapy Services MMP Motes

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

Motes:
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CY 2020 PBP Data Entry System Screens

#7d Physician Specialist Services — Base 1

Ele Help

| -

Previous Next (Validate)

CLICK FOR DESGRIPTION OF BENEFIT |

Enhanced Benefits are not applicable for this
Service Category

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

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

" ves

© No

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

»
Exit (No
Validate)

Select the Maximum Enrollee Out-of-Pocket Cost
periadicity:
7 Every three years
Every two years
" Every year
" Every six months
7 Every three months
{” Other, Describe
Is therean enrollee Goinsurance?

' Yes
' No

Indicate Minimum Coinsurance percentage for
Medicare-covered Benefits

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits

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

Is there an enrollee Deductible?
© ves
© No

Indicate Deductible Amount:

Is there an enrollee Copayment?

T Yes
' MNo

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

Indicate Maximum Copaymentamount per visit
for Medicare-covered Benefits:

151

Softrams

CY2020 PBP — Section B

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

12/12/2018

Page 77 of 260



CY 2020 PBP Data Entry System Screens

#7d Physician Specialist Services — Base 2

B PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1=lx]

File Help

g‘ * LeTsl Fo Rl 7 d Physician Specialist Services - Base 2
Exit Exit (No

Previous Next (Validate) Validate)
s —

Is authaorization required?

 ves
© No

Is a referral required for Physician Specialist Services?
© Yes
© Ho

Physician Specialist Services Notes

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

Notes:
|
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CY 2020 PBP Data Entry System Screens

#7e Mental Health Specialty Services — Base 1

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

=l=lx
’ ol » (R (-1l /< liental Heatth 5, y Services - Base 1
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Enhanced Benefits are not applicable forthis Service Category.

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

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
T Yes
© No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity
" Every three years

" Every two years

" Every year

" Every six months

" Every three manths

" Other, Describe
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CY 2020 PBP Data Entry System Screens

#7e Mental Health Specialty Services — Base 2

PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1=lx]

Eile Help

b » E ental Health
Exit Exit (No

Previous Next (Validate) Validate)
s —

Is therean enrollee Coinsurance? Is there an enrollee Copayment?

i ves

 ves
 No

© No

Select which Mental Health Specialty Services have a Copayment
(Select all that apply):

[ Medicare-covered Individual Sessions

[T Medicare-covered Group Sessions

Select which Mental Health Specialty Services havea
Coinsurance (Selectall that apply):
™ Medicare-covered Individual Sessions

[T Medicare-covered Group Sessions

Lr;il:raetz mgm; Lnﬂlli,g;:::.lﬂr::.ce percentage for Medicare- Indicate Minimum Copayment amountfor Medicare-covered

l— Individual Sessions:

Indicate Maximum Coinsurance percentage for Medicare-

covered Individual Sessions: ° g Indicate Maximum Copaymentamount for Medicare-covered

I— . Individual Sessions:

Indicate Minimum Coinsurance percentage for Medicare- ) o .

covered Group Sessions: Indicate Minimum Copayment amountfor Medicare-covered

I— Group Sessions

Indicate Maximum Coinsurance percentage for Medicare-

covered Group Sessions: Indicate Maximum Copayment amount for Medicare-covered
Group Sessions

.

Is there an enrollee Deductible?

© Yes
" No

Indicate Deductible Amount
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CY 2020 PBP Data Entry System Screens

#7e Mental Health Specialty Services — Base 3

8 PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1
File Help
’ o » [TV ["Fll[#7 = Mental Health Specialtty Services - Base 3
- Exit Exit (No

Previous Next (Validate) Validate)
e —

Is authorization required?

© ves

© No

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

© ves

© No

Mental Health Specialty Services Notes

Note may include additional information to describe benefitin this service

category. Do notrepeat information captured in data entry.

Nates:

[ |
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CY 2020 PBP Data Entry System Screens

#7f Podiatry Services — Base 1

Softrams

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

_ |2l x|
Eile Help

o X
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIFTION OF BENEFIT | Select the Routine FootCare periodicity: Is there a service-specific Maximum Enrollee Out
ol -of-Pocket Cost?
Every three years
Does the plan provide Podiatry Services as a  Every two years O Ves
supplemental benefit under Part G7 " Every vear © No
- X
© es o Every six monins Indicate Maximum Enrollee Out-of-Pocket Cost
© No Every three months amount:
" Other, Describe I
Select enhanced benefits: Is there a service-specific Maximum Plan Benefit
I Routing Foot Care Coverage amount?
IS Select the Maximum Enrollee Out-of-Pocket
es Cost periodicity
Select type of benefit for Routine Foot Care: 0 No
€ Every three years
 Mandatory -
 opti Indicate Maximum Plan Benefit Coverage amount: Every two years
ptional I
Every year
" Every six months
Is this benefit unlimited for Routine Foot Care? € Every three months
© es Select Maximum Plan Benefit Goverage periodicity: " Other, Describe
© No

€ Every three years
€ Every two years

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

Indicate number of Routine Foot Care visits:

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#7f Podiatry Services — Base 2

PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1
File Help
> o x
< Exit Exit (No

Previous Next (Validate) Validate)
T —

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

T Yes O ves

O Mo Sl

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

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

:

Indicate Maximum Coinsurance percentagefor 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:

:

Indicate Maximum Coinsurance percentage for Routine Foot Care: Indicate Maximum Copaymentamount per visit for Routine Foot Care:

:

Is there an enrollee Deductible?

Indicate Deductible Amount:

Softrams
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CY 2020 PBP Data Entry System Screens

#7f Podiatry Services — Base 3

& PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1=] x|

Eile Help
o » [TV VBl (7  Podiatry Services - Base 3
, Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

" es
' Mo

Is a referral required for Podiatrist Services?

i Yes
' Mo

Podiatry Services Notes

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

Motes:

Softrams
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CY 2020 PBP Data Entry System Screens

#7g Other Health Care Professional — Base 1

Softrams

Eile Help
oL
. Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are not applicablefor this
Service Category.

Maximum Plan Benefit Coverage is not applicable
for this Service Category

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

i es

' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

» [e1:% [+ 78|75 Other Heatth Care Professional - Base 1

Exit (No
Validate)

periodicity:

" Every three years
 Every two years

" Every year

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

Is there an enrollee Coinsurance?

Indicate Minimum Coinsurance percentage for
IMedicare-covered Benefits

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits

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

Is there an enrollee Deductible?
" Yes
' No

Indicate Deductible Amount:

Is there an enrollee Copayment?

" Yes
' No

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

Indicate Maximum Copaymentamount per visit
for Medicare-covered Benefits:

T

Select the Maximum Enrollee Out-of-Pocket Cost

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#7g Other Health Care Professional — Base 2

& PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1

File Help
’ ol » {19 [l [::7 Other Health Care Professional - Base 2
3 Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

T Yes
' Mo

Is & referral required for Other Health Care Professional Services?

i Yes
' Mo

Other Health Care Professional Notes

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

Softrams
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CY 2020 PBP Data Entry System Screens

#7h Psychiatric Services — Base 1

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

= |EI| X
L »* [TV [Pl [#7h Psychiatric S -
i Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable for this Service Category.

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

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
" es
' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity
™ Every three years

7 Every two years

" Every year

€ Every six months

" Every three months

" Other, Describe

Softrams
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CY 2020 PBP Data Entry System Screens

#7h Psychiatric Services — Base 2

Softrams

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

-|=] x|
File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

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

T Yes  ves
© No  No

Select which Psychiatric Services have a Coinsurance (Selectall thatapply): Select which Psychiatric Services have a Copayment (Select all that apply):
™ Medicare-covered Individual Sessions Medicare-covered Individual Sessions

I Medicare-covered Group Sessions I~ Medicare-covered Group Sessions
Indicate Minimum Coinsurance percentage for Medicare-covered Indicate Minimum Copayment amount for Medicare-covered
Individual Sessions: Individual Sessions:

.

Indicate Maximum Coinsurance percentage for Medicare-covered Indicate Maximum Copaymentamount for Medicare-covered
Individual Sessions: Individual Sessions:

.

Indicate Minimum Coinsurance percentage for Medicare-covered Indicate Minimum Copayment amount for Medicare-covered
Group Sessions Group Sessions:

.

Indicate Maximum Coinsurance percentage for Medicare-covered Indicate Maximum Copaymentamount for Medicare-covered
Group Sessions Group Sessions:

.

Is there an enrollee Deductible?

i es
' No

Indicate Deductible Amount:

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#7h Psychiatric Services — Base 3

B PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 =1=lx]

Eile Help
et » Go To: [l e e L]
" Exit Exit (No
Previous Next (Validate) Validate)

Is authaorization required?

 ves
© No

Is areferral required for Psychiatric Services?

© Yes
" No

Psychiatric Services Notes

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

Notes:

Softrams
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#7i PT and SP Services — Base 1

Softrams

Ele Help

| -

Previous Next (Validate)

CLICK FOR DESGRIPTION OF BENEFIT |

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

Maximum Plan Benefit Coverage is not
applicable for this Service Category

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

 es

 No

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

CY 2020 PBP Data Entry System Screens

» Go To: |CiEE
Exit (No
Validate)

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

7 Every three years

{7 Every two years

' Every year

" Every six months

i Every three months

" Other, Describe

You must include total costsharing to the
beneficiary, including any facilitycost sharing.

Is therean enrollee Coinsurance?

i Yes
T No

Indicate Minimum Coinsurance percentage per
visit for Medicare-covered Benefits

Indicate Maximum Coinsurance percentage per
visit for Medicare-covered Benefits

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

Is there an enrollee Deductible?

i Yes
" No

Indicate Deductible Amount:

|s there an enrollee Copayment?

1 Yes
' No

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

Indicate Maximum Copayment amount per visitfor
IMedicare-covered Benefits:

151
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CY 2020 PBP Data Entry System Screens

#7i PT and SP Services — Base 2

& PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 -|=] x|
File Help
’ o » [ (YW 71 PT and SP Services - Base 2
- Exit Exit (No

Previous Next (Validate) Validate)
e —

Is authorization required?

T Yes

© No

Is areferral required for Physical Therapy and Speech-Language Pathology

Services?

i es

' Mo

PT and SP 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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CY 2020 PBP Data Entry System Screens

#7i PT and ST— MMP — Base 1

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

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Does this plan provide Non-Medicare-covered Physical andior
Speech Therapy services?

© Yes
© No

Select Mon-Medicare-covered Physical and/or Speech Therapy Services:
" Other 1
[T Other 2

Enter name of Other 1 Service:

Enter name of Other 2 Service:

Is there a service-specific Maximum Plan Benefit Coverage amount

0 Yes
 No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity

" Every three years
" Every two years

" Every year

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

=151l

WP - Base 1

Is there an enrollee Coinsurance?

0 Yes
' No

Selectwhich Non-Medicare-covered Physical andior Speech
Therapy services havea Coinsurance (selectall thatapply):

I other 1

I other2

Indicate coinsurance  Minimum Maximum
percentage for one Coinsurance Coinsurance

or more of the
following services:

Other 1:

Other 2:

—
— [
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CY 2020 PBP Data Entry System Screens

#7i PT and ST — MMP — Base 2

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

Ble Help
> o ¥ [TV [+ Fll 471 PT and ST - MWP - Base 2
by Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Copayment? Is authorization required?
© ves © ves
" No ' No
Selectwhich Non-Medicare-covered Physical andior Speech Therapy Is & referral required for Services?
services havea Copayment (selectall that apply): v
™ other 1 - Nes
I~ Other2 &
Indicate copayment PT and SP Services MMP Motes
amountforoneor  Minimum Mazimum ; o : )
more of thefollowing Copayment  Copayment Mote may include additional information to describe benefitin this service
services category. Do notrepeat infarmation captured in data entry
Motes:
Other 1: _I
I -
Other 2: I

Softrams
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CY 2020 PBP Data Entry System Screens

#7j Additional Telehealth Services — Base 1

ot PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 - O
File Help
‘ ’ g‘ y: L1Vl [V [#7] Additional Telehealth Services - Base 1
) Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Selectthe Med?care—.covered ben efits that will have Additional Is there a service-specific Maximum Plan Benefit
Telehealth available: Coverage amount for Additional Telehealth?
1a: Inpatient Hospital-Acute ~ -
Do you offer an Additional Telehealth benefit for 1b: Inpatient Hospital Psychiatric es
Part B services? 2: Skilled Nursing Facility (SNF) © No
© ves 3-1: Cardiac Rehabiltation Services
© No 3-Z: Intensive Cardiac Rehabiltation Services Indicate Maximum Plan Benefit Coverage amount:

3-3: Pulmonary Rehabilitation Services
3-4: SET for PAD Services

Is the Additional Telehealth benefitunlimited? 4a: Emergency Care/Post-Stabilization Care
ol 4b: Urgently Needed Services . R
- Yes 5: Partial Hospitalization Select Maximum Plan Benefit Coverage periodicity:
Mo 6: Home Health Services ™ Every year
Ta: Primary Care Physician Services " Every six months
Indicate number of visits for Additional Tb: Chiropractic Services I
E th th
Telehealth Services: Tc: Occupational Therapy Services ey ihres monins

Td: Physician Specialist Services o Other, Describe

Tel: Individual Sessions for Mental Health Specialty Services

Te2: Group Sessions for Mental Health Specialty Services Is there a service-specific Maximum Enrollee Out
7f Podiatry Services -of-Pocket Costfor Additional Telehealth?

Tg: Other Health Care Professional = Yes

Th1: Individual Sessions for Peychiatric Services  No

Th2: Group Sessions for Psychiatric Services
Ti: Physical Therapy and Speech-Language Pathology Services

7k: Opioid Treatment Services :anrr?;?.lantte' Maximum Enrallee Out-of-Pocket Cost
2a1: Diagnostic Procedures/Tests -
8azZ: Lab Services I

8b1: Diagnostic Radiological Services
2b2: Therapeutic Radiological Services
2b3: Outpatient X-Ray Services Select the Maximum Enrollee Qut-of-Pocket
9a1: Outpatient Hospital Services Cost periodicity:

%aZ: Observation Services

I
9b: Ambulatory Surgical Center (ASC) Services o Every yfaar

9c1: Individual Sessions for Outpatient Substance Abuse Every six months
9c2: Group Sessions for Outpatient Substance Abuse v " Every three months

" Other, Describe
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CY 2020 PBP Data Entry System Screens

#7j Additional Telehealth Services — Base 2

o= PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 — O
File Help
» oL »
. Exit Exit (No
Previous Next (Validate) Validate)

Is therean enrollee Coinsurance? Is there an enrollee Copayment?

™ ves i Yes

" No " No
Indicate Minimum Coinsurance percentage per visitfor Indicate Minimum Copayment amount per visit for
Medicare-covered Benefits: Medicare-covered Benefits:
Indicate Maximum Coinsurance percentage per visitfor Indicate Maximum Copayment amount per visit for
Medicare-covered Benefits: Medicare-covered Benefits:

Is there an enrolles Deductible?

" Yes
 No

Indicate Deductible Amount:

)
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CY 2020 PBP Data Entry System Screens

#7j Additional Telehealth Services — Base 3

Is authorization required for Additional Telehealth Services?
 Yes
" No

Is a referral required for Additional Telehealth Services?

‘(" Yes ‘

 No

Additional Telehealth Services Notes

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

BEl PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 O
File Help
’ 4 » Go To: I#?j Addtional Telehealth Services - Base 3 |
- Exit Exit (Mo
Previous Next (Validate) Validate)

Zd

Softrams CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#7k Opioid Treatment Services — Base 1

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

File Help
‘ ’ w » Go To: L3 pinid Treatment Servi
- Exit Exit (No
Previous MNext (validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Enhanced Benefits are not applicable for this
Service Category.

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

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

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

Is there an enrollee Deductible?

" Every three years
e Every two years

= Every year

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

™ Yes

" No

" es
 No

Is there an enrollee Coinsurance?

Indicate Deductible Amount:

|5 there an enrollee Copayment?

Indicate Maximum Enrallee Out-of-Pocket Cost
amount:

 ves
" No

" Yes
" No

Indicate Minimum Coinsurance percentage for
Medicare-covered Benegfits:

Indicate Maximum Coinsurance percentage for
Medicare-covered Benegfits:

Indicate Minimum Copayment amount for
Medicare-covered Benefits:

Indicate Maximum Copayment amount for
Medicare-covered Benefits:

Softrams
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CY 2020 PBP Data Entry System Screens

#7k Opioid Treatment Services — Base 2

o= PBP Data Entry System - Section B-7, Contract X0001, Plan 001, Segment 000 — O
File Help
L oL x
5 Exit Exit (No
Previous Next (validate) Validate)

Is authorization required?

" Yes
" No

|5 areferral required for Opioid Treatment Services?

" Yes
" Mo

Opioid Treatment Services Motes

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

Motes:
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CY 2020 PBP Data Entry System Screens

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

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

==l
wf » (12 [*F i | 28a Outpatient Diag Procs/Tests/Lab Services - Base 1
- Exit Exit (No
Previous  Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable for this Service Category.

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

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
" es
' Mo

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:
7 Every three years

" Every two years

€ Every year

€ Every six months

" Every three months

" Other, Describe

Softrams

CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#8a Outpatient Diag Procs/Tests/Lab Services — Base 2

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

=] e
Eile Help
v » Go To: |gEEYsIIGE
h Exit Exit (No
Previous Next (Validate) Validate)

Youmustinclude total costsharing to the beneficiary, including any facility cost  Indicate Minimum Coinsurance percentage for Medicare-covered Lab

sharing. lfyou have a variety of cost sharing, please utilize the minimum and Services
maximum fields to reflect the lowest and highest cost sharing thata beneficiary l—
may pay.
Is therean enrollee Coinsurance?
Indicate Maximum Coinsurance percentage for Medicare-covered Lab
© Yes Services
' No

Select which Outpatient Diag Procs/Tests/Lab Services havea Coinsurance
(Select all that apply):

™ Medicare-covered Diagnostic Procedures/Tests
™ Medicare-covered Lab Services

Indicate Minimum Coinsurance percentage for Medicare-covered
Diagnostic Procedures/Tests:

Indicate Maximum Coinsurance percentage for Medicare-covered
Diagnostic Procedures/Tests:

Softrams CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

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

Eile Help

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

Is there an enrollee Deductible?
i Yes
 Ho

Indicate Deductible Amount:

Is there an enrollee Copayment?

T Yes
" No

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

™ Medicare-covered Diagnostic Procedures/Tests

I Medicare-covered Lab Services

Indicate Minimum Copayment amountfor Medicare-covered
Diagnostic Procedures/Tests:

Indicate Maximum Copaymentamount for Medicare-covered
Diagnostic Procedures/Tests:

Services:

Services:

If a member receives multiple services at the same location an
the same day, does only the maximum copay apply?

 ves

 No

PBP Data Entry System - Section B-8, Contract X0001, Plan 001, Segment 000 - = %]

Indicate Minimum Copayment amount for Medicare-covered Lab

Indicate Maximum Copayment amount for Medicare-covered Lab

Go To: |gEEReNLE
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CY 2020 PBP Data Entry System Screens

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

& PBP Data Entry System - Section B-8, Contract X0001, Plan 001, Segment 000 == %]

File Help
’ ol > [T M IHl [#2a Outpatient Diag Procs/Tests/Lab Services - Base 4
3 Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

7 es
 No

Is areferral required for Outpatient Diagnostic Procedures/TestiLab Services?

i Yes
' No

Outpatient Diag/Procs/Tests/Lab Services Notes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.

Diagnostic Procedures/Tests Notes Lab Services Motes:

| E

Softrams
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CY 2020 PBP Data Entry System Screens

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

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

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Enhanced Benefits are not applicable forthis Service Category.

Maximum Plan Benefit Coverage is not applicable forthis Service
Category

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

i Yes
" No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity

™ Every three years
" Every two years

€ Every year

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

‘Youmustincludetotal cost sharing to the beneficiary, including any
facility cost sharing. Ifyou have a variety of costsharing, please utilize
the minimum and maximum fields to reflect the lowest and highest cost
sharing that a beneficiary may pay

Is there an enrollee Coinsurance?

i Yes
" No

Go To: |ggemetiry

Selectwhich Outpatient Diag/Therapeutic Rad Services have a Coinsurance
(Select all that apply)

[T Medicare-covered Diagnostic Radiological Services
[T Medicare-covered Th erapeutic Radiological Services
[T Medicare-covered X-Ray Services

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

:

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

.

Indicate Minimum Coinsurance percentage for other Medicare-covered
Therapeutic Radiological Services

.

Indicate Maximum Coinsurance percentage for other Medicare-covered
Therapeutic Radiological Services

.

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

:

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

.
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CY 2020 PBP Data Entry System Screens

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

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

File Help
o k
. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Deductible?

 ves
© No

Indicate Deductible Amount:

Is there an enrollee Copayment?

i Yes
T No

Select which Qutpatient Diag/Therapeutic Rad Services have a Copayment
(Select all that apply):
[ Medicare-covered Diagnostic Radiological Services
[ Medicare-covered Therapeutic Radiclogical Services
[T Medicare-covered X-Ray Services
Indicate Minimum Copaymentamount for other Medicare-covered
Diagnostic Radiological Services (e.a., CT, MRI, etc)

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

Indicate Minimum Copaymentamountfor Medicare-covered Therapeutic
Radiological Services:

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

Indicate Minimum Copayment amountfar Medicare-covered X-Ray
Services

Indicate Maximum Copaymentamount for Medicare-covered X-Ray
Services

If a member receives multiple services at the same location on
the same day, does only the maximum copay apply?

i Yes

' No

=151l
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CY 2020 PBP Data Entry System Screens

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

& PBP Data Entry System - Section B-8, Contract X0001, Plan 001, Segment 000 -|=] x|
File Help
b o » (9% "1l -3 Outpatient Diag/Therapeutic Rad
- Exit Exit (No
Previous Next (Validate) Validate)
Is authorization required? Therapeutic Radiological Services Notes:
 Yes =
© No
Is areferral required for Outpatient Diagnostic/Therapeutic Radiological, and X
-Ray Services?
i es
' Mo
Outpatient Diag/Therapeutic Rad Services Notes
Note may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry. LI
Diagnostic Radiological Services (e.g., CT, MRI etc ) Notes: X-Ray Services Notes:
= =
= =
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CY 2020 PBP Data Entry System Screens

#9a Outpatient Hospital Services — Base 1

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000 == x|

Ele Help
’ o » Go To: [
: Exit Exit {No
Previous Next {Validate) Validate)

CLICK FOR DESGRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable for this Service Category

Maximum Plan Benefit Coverage is not applicable for this Service Category

Youmustincludetotal costsharing to the beneficiary, including any facility
costsharing. Ifyou havea variety of cost sharing, please utilize the
minimum and maximum fields to reflectthe lowestand highestcost
sharing that a beneficiary may pay.

Is therean enrollee Coinsurance?

© Yes
 Neo

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

 ves
 No

Select which Services havea Maximum Enrollee Out-of-Pocket Cost
(Select all that apply):

[T Medicare-covered Outpatient Hospital Services

[ Medicare-covered Observation Services

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare-
covered Outpatient Hospital Services:

Select the Maximum Enrollee Out-of-Pocket Cost periadicity for
Medicare-covered Outpatient Hospital Services:

" Every three years

€ Every two years

€ Every year

€ Every six months

" Every three months

" Other, Describe

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare-
covered Observation Services:

Select the Maximum Enrollee Out-of-Pocket Cost periadicity for
Medicare-covered Observation Services

" Every three years

" Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

Select which Services have a Coinsurance (Select all that apply):
[ Medicare-covered Qutpatient Hospital Services
[ Medicare-covered Observation Services

Indicate Minimum Coinsurance percentage for Medicare-covered
Outpatient Hospital Services

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Outpatient Hospital Services

.

Indicate Minimum Coinsurance percentage for Medicare-covered
Observation Services:

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Observation Services:

.

Softrams

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

CY2020 PBP — Section B
12/12/2018

Page 106 of 260



CY 2020 PBP Data Entry System Screens

#9a Outpatient Hospital Services — Base 2

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

Is there an enrolles Deductible?

7 es
 No

Select which Services have a Deductible (Select all that apply):
[T Medicare-covered Outpatient Hospital Services
[ Medicare-covered Observation Services

Indicate Deductible Amount for Medicare-covered Qutpatient
Hospital Services

Indicate Deductible Amount for Medicare-covered Observation
Services:

File Help
’ wi > (el R [+ [#9a Outpatient Hospital Sery
. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

0 Yes
' No

Select which Services have a Copayment (Selectall that apply):
[~ Medicare-covered O utpatient Hospital Services
[~ Medicare-coversd Dbservation Services

Indicate Minimum Copayment amount per visit for Medicare-
covered Outpatient Hospital Services

Indicate Maximum Copayment amount pervisit for Medicare-
covered Qutpatient Hospital Services

Indicate Minimum Copayment amount per visit for Medicare-
covered Observation Services:

Indicate Maximum Copayment amount pervisit for Medicare-
covered Dbservation Services:

Is authorization required for Medicare-covered Outpatient Hospital Services?

" es
' No

Is authorization required for Medicare-covered Observation Services?

' Yes
' No

Is areferral required for Medicare-covered Outpatient Hospital Services?

T Yes
' Mo

Is & referral required for Medicare-covered Observation Services?

i ves
T No

IR
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CY 2020 PBP Data Entry System Screens

#9a Outpatient Hospital Services — Base 3

& PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000 =1

File Help
’ ol » (&7 Fsll 295 Outpatient Hospital Services - Base 3
3 Exit Exit (No
Previous Next (Validate) Validate)

Qutpatient Hospital 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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12/12/2018
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 108 of 260



CY 2020 PBP Data Entry System Screens

#9b ASC Services — Base 1

Softrams

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

File Help

I

> o x
< Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

You mustinclude total costsharing to the beneficiary, including any

. j . facility cost sharing. Ifyou have a variety of costsharing, please utilize
Enhanced Benefits are notapplicable forthis Service Category. the minimum and maximum figlds to reflectthe lowsst and highest
cost sharing thata beneficiary may pay

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

Is therean enrollee Coinsurance?

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? © es
 No
© Yes
€ No Indicate Minimum Coinsurance percentage for Medicare-covered
Select the Maximum Enrollee Out-of-Pocket Cost type: Benefits:

° Govered under Qutpatient Hospital Services Category 9a
" Plan-specified amount per period
Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits:

Select Maximum Enrollee Out-of-Pocket Cost periodicity
~ Every three years

€ Every two years

€ Every year

 Every six months

™ Every three months

" Other, Describe
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CY 2020 PBP Data Entry System Screens

#9b ASC Services — Base 2

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

=1=lx]

Eile Help
'{‘ * Hll #5b A rvices - Base 2
Exit Exit (No
(Validate) Validate)

Is there an enrollee Deductible? Is authorization required?

Previous Next

" ves i ves
 No

© No
Indicate Deductible Amount:

Is a referral required for Ambulatory Surgical Center Services?

 ves
Is there an enrollee Copayment?  No
© Yes
C No

Indicate Minimum Copaymentamount per visit for Medicare-covered
Benefits:

Indicate Maximum Copayment amount per visit for Medicare-covered
Benefits:
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CY 2020 PBP Data Entry System Screens

#9b ASC Services — Base 3

& PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000 =|=] %]
File Help
o b o
- Exit Exit (No
Previous Next (Validate) Validate)
s —
ASC 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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CY 2020 PBP Data Entry System Screens

#9c Outpatient Substance Abuse — Base 1

Eile Help

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

=151l

et » (7ol Fo Bl %9 Outpatient Substance Abuse - Base 1
. Exit Exit (No
Previous Next (validate) validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable for this Service Category.

Maximum Plan Benefit Coverage is not applicable for this Service Category

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
© Yes
© No

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

€ Covered under Qutpatient Hospital Services Category %a
€ 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

{7 Every six months

7 Every three months

" Other, Describe

Softrams CY2020 PBP — Section B

Page 112 of 260
12/12/2018
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING




CY 2020 PBP Data Entry System Screens

#9c Outpatient Substance Abuse — Base 2

Softrams

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

Eile Help

=151l
o X

< Exit Exit (No
Previous Next (Validate) Validate)
“foumustinclude total costsharing to the beneficiary, including any Is there an enrollee Deductible?
facility cost sharing. Ifyou have avariety of costsharing, please utilize o
the minimum and maximum fields to reflect the lowest and highest cost Yes

sharing that a beneficiary may pay i No

Is therean enrollee Coinsurance? Indicate Deductible Amount;

Is there an enrollee Copayment?
Select which Outpatient Substance Abuse services havea " Yes
Coinsurance (Selectall that apply) € Mo
[~ Medicare-covered Individual Sessions
[ Medicare-covered Group Sessions

Select which Outpatient Substance Abuse services have a Copayment
(Select all that apply):

Indicate Minimum Coinsurance percentage for Medicare-covered ™ Medicare-covered Individual Sessions

Individual Sessions:

[T Medicare-covered Group Sessions

.

Indicate Minimum Copayment amountfor Medicare-covered
Indicate Maximum Coinsurance percentage for Medicare-covered Individual Sessions:
Individual Sessions:
Indicate Maximum Copayment amount for Medicare-covered
Indicate Minimum Coinsurance percentage for Medicare-covered Individual Sessions:;
Group Sessions:
I Indicate Minimum Copayment amountfar Medicare-covered
Indicate Maximum Coinsurance percentage for Medicare-covered Group Sessions:
Group Sessions:

.

Indicate Maximum Copaymentamount for Medicare-covered
Group Sessions:
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CY 2020 PBP Data Entry System Screens

#9c Outpatient Substance Abuse — Base 3

i PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

File Help
o
Exit
(Validate)

8

Exit (
Next

Previous

Is authorization required?

i Yes
' No

Is a referral required for Outpatient Substance Abuse?
0 Yes
' No

Qutpatient Substance Abuse Notes

Motes:

X
Validate)

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

T

(1o KBl #9c Qutpatient Substance Abuse - Base 3
No
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CY 2020 PBP Data Entry System Screens

#9d Outpatient Blood Services — Base 1

PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000

_ |2l x|
Eile Help

o » Go To: [T
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Select Maximum Enrollee Out-of-Pocket Cost periodicity:

" Every three years

Ifblood is given as a part of an inpatienthospital stay, the costsharing for fel Every two years

theblood shouldbeincluded intheinpatient hospital costsharing

" Every year

Does the plan provide Outpatient Blood Services as a supplemental ' Every six manths
benefit under Part C7 7 Every three months
& ves {” Other, Describe
' No Is therean enrollee Coinsurance?
Select enhanced benefit: " ves
[T Three (3) Pint Deductible Waived  No

Select type of benefit for Three (3) Pint Deductible Waived: Indicate Minimum Coinsurance percentage per unitfor Medicare-covered

: Benefits
' Mandatory
i Optional

Indicate Maximum Coinsurance percentage per unitfor Medicare-covered
Maximum Plan Benefit Coverage is not applicable for this Service Category Benefits:

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
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CY 2020 PBP Data Entry System Screens

#9d Outpatient Blood Services — Base 2

& PBP Data Entry System - Section B-9, Contract X0001, Plan 001, Segment 000 =1

File Help
[ o ¥ (7% ¥l 36 Outpatient Bioo
X Exit Exit (No

Previous Next (Validate) Validate)
Is there an enrollee Deductible? QOutpatient Blood Services Notes
£ ves Mote mayinclude additional information to describe benefitin this service
i Mo category. Do notrepeat information captured in data entry.

Indicate Deductible Amount: Motes:

=

Is there an enrolles Copayment?
© Yes
' Mo

Indicate Minimum Copayment amount per unitfor Medicare-covered

Benefits:

Indicate Maximum Copayment amount per unitfor Medicare-covered

Benefits:
Is authorization required?
i Yes
© No
Is areferral required for QutpatientBlood Services?
" Yes
© No =l
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CY 2020 PBP Data Entry System Screens

#10a Ambulance Services — Base 1

Ele Help
> o »
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESGRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable for this Service Category

Maximum Plan Benefit Coverage is not applicable for this Service Category

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

 ves
 No

Select which Services havea Maximum Enrollee Out-of-Pocket Cost
(Select all that apply):

[ Medicare-covered Ground Ambulance Services

[ Medicare-covered Air Ambulance Services

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare-

covered Ground Ambulance Services:

Select Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Ground Ambulance Services:

" Every three years

€ Every two years

€ Every year

€ Every six months

" Every three months

" Other, Describe

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare-

covered Air Ambulance Services

Selectthe Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Air Ambulance Services:

" Every three years

" Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Segment 000

Is this Coinsurance waived if admitted to hospital?

Is therean enrollee Coinsurance?

 ves
 No

Select which Services have a Coinsurance (Select all that apply):
[ Medicare-covered Ground Ambulance Services
[ Medicare-covered Air Ambulance Services

Indicate the Minimum Coinsurance percentage for Medicare-covered

Ground Ambulance Services

.

Indicate the Maximum Coinsurance percentage for Medicare-
covered Ground Ambulance Services:

.

Indicate Minimum Coinsurance percentage for Medicare-covered
Air Ambulance Services:

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Air Ambulance Services:

.
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CY 2020 PBP Data Entry System Screens

#10a Ambulance Services — Base 2

File Help
S

Exit Exit (No
Next Validate)

Is there an enrollee Deductible?

T Yes
' Mo

Select which Services have a Deductible (Select all that apply)
I Medicare-covered Ground Ambulance Services
I Medicare-covered Air Ambulance Services

Indicate Deductible Amountfor Medicare-covered Ground
Ambulance Services:

Indicate Deductible Amount for Medicare-covered Air Ambulance
Services:

& PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Seqment 000

Previous (Validate)

Is there an enrollee Copayment?

0 Yes
' No

Select which Services have a Copayment (Selectall that apply):
[ Medicare-covered Ground Ambulance Services
[ Medicare-covered Air Ambulance Services

Indicate the Minimum Copayment amountfor Medicare-covered
Ground Ambulance Services:

Indicate the Maximum Copayment amount for Medicare-covered
Ground Ambulance Services:

Indicate Minimum Copayment amount for Medicare-covered
Air Ambulance Services:

Indicate Maximum Copaymentamount for Medicare-covered
Air Ambulance Services:

I

Is this Copaymentwaived if admitted to hospital?

T Yes
' No
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CY 2020 PBP Data Entry System Screens

#10a Ambulance Services — Base 3

& PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Seqment 000 =1

File Help

> car

T Yes
' Mo

Referral is not applicable for this Service Category.

Ambulance Services Notes

Motes:

Previous Next (Validate) Validate)

Is authorization required for non-emergency Medicare services?

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

» Go To: [l e
Exit (No
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CY 2020 PBP Data Entry System Screens

#10b Transportation Services — Base 1

usl PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Segment 000 — O
File Help
‘ ’ wif » (e?y ) [ 7 [#10b Transportation S
- Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select Type of Transportation for Plan-approved Indicate number of trips for Any Health-related
Location: Location:
Does theplan provide Transportation Services as a " One-way I
supplemental benefit under Part C7 & Round Trip ) .
 Days Select Any Health-related Location Trips
 Yes ¥ ) periodicity:
e ~ Other, Describe
° £ Every three years
Select enhanced benefit: :_nodcl:taiigenr_'lumber of days for Plan-approved [ Every two years

" Every year
[ Every six months
£ Every three months

ol Plan-approved Location
[ Any Health-related Location

Selecttype of benefitfor Plan-approved Location: fe'e?uf’de“fna”sﬂ“”ﬂ“ﬂ" for Plan-approved € Other, Describe
ocation:
ol Mandatory I~ Taxi Select Type of Transportation for Any Health-
[l Optional ™ Rideshare Services related Location:
Bus/Subuw  One-wa
Is this benefit unlimited for number of trips for Plan I Busisu ay R d'I‘f'
-approved Location? I~ van ound Trip
e [~ Medical Transport " Days
- :es [~ Other, Describe " Other, Describe
o
Indicate number of trips for Plan-approved Select type of benefit for Any Health-related lrglc’;tc;a;el_:'é:l?:;_m days for Any Health-
Location: Location: .
" Mandatory
& Optional Select Mode q[Transportation for Any Health-
SelectPlan-approved Location Trips periodicity: related.Locahon_
Is this benefit unlimited for number of trips for ™ Taxi
; Every three years Any Health-related Location? [ Rideshare Services
Every two years © ves r Bus/Subway
" Every year
) i No [~ van
" Every six months )
" Every three months I” Medical Transport
" Other. Describe r Other, Describe
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CY 2020 PBP Data Entry System Screens

#10b Transportation Services — Base 2

Softrams

> car

Previous Next (Validate)

Coverage amount?

i Yes
' Mo

Indicate Maximum Plan Benefit Coverage amount:

" Every three years
7 Every two years

" Every year

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

»
Exit (No
Validate)

Select Maximum Plan Benefit Coverage periodicity:

& PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Seqment 000
File Help

[T -3 [+10b Transportati

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 Cost periodicity:

" Every three years

€ Every two years

" Every year

{7 Every six months

" Every three manths

" Other, Describe

I

Is there a service-specific Maximum Plan Benefit

Is there an enrollee Coinsurance?

Indicate Minimum Coinsurance percentage:

Indicate Maximum Coinsurance percentage:

Is there an enrollee Deductible?

 Yes
' No

Indicate Deductible Amount:
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CY 2020 PBP Data Entry System Screens

#10b Transportation Services — Base 3

8 PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Segment 000

_ |2l x|
File Help

et » Lol Fo Bl %10k Transportation Services - Base 3
. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?
 ves Mote may include additional information to describe benefitin this service
© No category. Do notrepeat information captured in data entry.

Transportation Services Motes

Indicate Minimum Copayment amount per trip: Motes:

Indicate Maximum Copayment amount per trip:

Is authorization required?

© Yes
© No

Is a referral required for Transportation Services?

0 ves
© No

Softrams CY2020 PBP — Section B
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CY 2020 PBP Data Entry System Screens

#11a DME —Base 1

PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000

_ |2l x|
Eile Help

b » (e R Tl [11a DME - Base 1 -
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are not applicablefor this Select Maximum Enrollee Out-of-Pocket Cost periodicity Is there an enrollee Deductible?
Service Category, except for MMPs
€ Every three years € Yes
Maximum Plan Benefit Coverage is not applicable " Every two years " No
for this Service Gategory € Every year
€ Every six months Indicate Deductible Amount:
Is there a service-specific Maximum Enrollee Out- |~ Every three months

of-Pocket Cost? " Other, Describe

:: Yes Is there an enrollee Coinsurance? Is there an enralles Copayment?
Mo
1 ves © Yes
Indicate Maximum Enrollee Out-of-Pocket Cost " No Mo
amount:
I Indicate Minimum Coinsurance percentage for Medicare-

covered Benefits Indicate Minimum Copayment amount

per item for Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for Medicare-
covered Benefits: Indicate Maximum Gopayment amount
per item for Medicare-covered Benefits:
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CY 2020 PBP Data Entry System Screens

#11a DME — Base 2

B PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000 =1=lx]

Eile Help
b » (e R Tl #11a DME - Base 2
5 Exit Exit (No
Previous Next (Validate) Validate)

Are there preferred vendorsimanufacturers for Durable Medical
Equipment (DME)?

 ves
© No
Is authorization required?

© Yes
" No

Referral is not applicablefor this Service Category

Durable Medical Equipment Notes

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

Motes:
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CY 2020 PBP Data Entry System Screens

#11a DME — MMP — Base 1

PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000

=1=lx]
Eile Help
et » Hll #11a DME - WMP - Base 1
y Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | s therean enralles Cainsurance?
" ves
’ : ; ; ) C No
Does this plan provide Non-Medicare-covered Durable Medical Equipment?
' Yes Selectwhich Non-Medicare-covered Durable Medical
© Mo Equipment(s) (selectall thatapply)
[T Durable Medical Equipment for use outside the home
Select Non-Medicare-covered Durable Medical Equipment: I Other 1
[” Durable Medical Equipment foruse outside the home [T Other2
I” Other 1 Indicate coinsurance
[~ other2 percentagefor one Minimum Maximum
Enter name of Other 1 Service: foorllno.l.?fﬁgoztehn?ices: Coinsurance  Coinsurance
Ent Other 2 S Durable Medical
nter name o er 2 Service: Equipment for use
outside the home: I
Other 1: I
Is there a service-specific Maximum Plan Benefit Coverage amount?
& Ves Other 2: I
© Ne
Indicate Maximum Plan Benefit Coverage amount:
Select Maximum Plan Benefit Coverage periodicity
{7 Every three years
" Every two years
" Every year
" Every six months
i Every three months
i~ Other, Describe
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CY 2020 PBP Data Entry System Screens

#11a DME — MMP — Base 2

& PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000 =1=] x|

File Help
oL x
: Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

" es
' Mo

Selectwhich Non-Medicare-covered Durable Medical Equipment(s) have a
Copayment (select all that apply)

I Durable Medical Equipment for use outside the home

I Other 1

I other2

Indicate copayment
amount for one ar
mare of thefollowing
Senvices

Minimum Maximum
Copayment Copayment

Durable Medical
Equipment for use
outside the home:

Other 1:
Other 2:

MMP - Base 2

Is authorization required?

" es
 No

Is & referral required for Services?
" ves
 No

Durable Medical Equipment MMP Notes

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

Nates:
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CY 2020 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — Base 1

PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000

=1
File Help

[S o ¥
3 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Is therean enrolles Coinsurance?

Enhanced Benefits are not applicableforthis Service Category, except for  ves
MMPs © Ho
Maximum Plan Benefit Coverage is not applicable for this Service Category.

Selectwhich Prosthetics/Medical Supplies have a Coinsurance (Select
all that apply)

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? I Medicare-cavered Prasthetic Davices

T Yes ™ Medicare-covered Medical Supplies
' Mo
Indicate Minimum Coinsurance percentage for Medicare-covered
Select Maximum Enrollee Out-of-Pocket Cost type: Prosthetic Devices:
€ Covered under DME Category 11a I

€ Plan-specified amount per period

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

st

Select Maximum Enrollee Qut-of-Pocket Cost periodicity: Indicate Minimum Coinsurance percentage for Medicare-covered

fel Every three years Medical Supplies:

" Every two years I

' Every year

o Every six months Indicate Maximum Coinsurance percentage for Medicare-covered
€ Every three months Medical Supplies:

" Other, Describe I—
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CY 2020 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — Base 2

& PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Seqment 000 =1

File Help
’ o » [ (Tl 110 Prosthetics/edical Supplies - Base 2
X Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Deductible? Indicate Minimum Copaymentamount per item for Medicare-
v covered Prosthetic Devices:
es

' Mo

Indicate Deductible smount Indicate Maximum Copayment amount per item for Medicare-

covered Prosthetic Devices:

Is there an enrollee Copayment? Indicate Minimum Copaymentamaunt per item for Medicare-

& ves covered Medical Supplies:

© No
Selectwhich Prosthetics/Medical Supplies havea Copayment Indicate Maximum Copayment amount per item for Medicare-
(Select all that apply): covered Medical Supplies

™ Medicare-covered Prosthetic Devices
™ Medicare-covered Medical Supplies

Softrams
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CY 2020 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — Base 3

PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000 =1=lx]
Eile Help

g‘ * (el W [ Hll #11b Prosthetics/Medical Supplies - Base 3
. Exit Exit (No
Previous Next (validate) validate)

Is authaorization required?
 ves
© No

Referral is not applicable for this Service Category

Prosthetics/Medical Supplies Notes

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

Notes:
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CY 2020 PBP Data Entry System Screens

#11b Prosthetics/Medical Supplies — MMP — Base 1

PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMEFIT I

" Yes
 No

Enter name of Non-Medicare-covered Service:

Does this plan provide Non-Medicare-covered Prosthetics/Medical Supplies?

Is there a service-specific Maximum Plan Benefit Coverage amount?
' Yes
 No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

7 Every three years
{7 Every two years

7 Every year

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

Is therean enrollee Coinsurance?

' Yes
© No

Indicate Coinsurance Percentage:

lies - MMP - Base 1

Is there an enrollee Copayment?

 ves
 No

Indicate Copayment Amount:

Is authorization required?

© Yes
= Neo

Is a referral required for Services?
 yes
 No

Prosthetics/Medical Supplies MMP Notes

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

Motes:

=151l
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CY 2020 PBP Data Entry System Screens

#11c Diabetic Supplies and Services — Base 1

PBP Data Entry System - Section B-11, Contract X0001, Plan 001, Segment 000

File Help
b of x
< Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTIOM OF BEMEFIT |

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

Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost?
i es
 No

Select Maximum Enrollee Out-of-Pocket Cost type:
" Covered under DME Gategory 11a

[ Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity

sl Every three years
{7 Every two years

" Every year

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

Is therean enrollee Coinsurance?

7 es
" No

Select which Diabetic Supplies and Services have a Coinsurance (Select

all that apply):
[T Medicare-covered Diabetic Supplies
[T Medicare-covered Diabetic Therapeutic Shoes or Inserts

Indicate Minimum Coinsurance percentage for Medicare-covered
Diabetic Supplies:

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Diabetic Supplies:

.

Indicate Minimum Coinsurance percentage for Medicare-covered
Diabetic Therapeutic Shoes or Inserts:

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Diabetic Therapeutic Shoes or Inserts:

.

Is there an enrollee Deductible?

i es
 No

Indicate Deductible Amount:

IR
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CY 2020 PBP Data Entry System Screens

#11c Diabetic Supplies and Services — Base 2

PBP Data Entry System - Section B-11, Contract X0D01, Plan 001, Segment D00 =l=] ]

File Help
b i x
< Exit Exit (No

Previous Next (Validate) Validate)
Is there an enrollee Copayment? Is authorization required?
© es © es
© No © Ho

Select which Diabetic Supplies and Services havea Copayment ) .

(Select all that apply) Referral is not applicablefor this Service Category.

™ Medicare-covered Diabstes Supplies
™ Medicare-covered Diabetic Therapeutic Shoes orinserts Diabetic Supplies and Services Notes

. ) Mote may include additional information to describe benefitin this service
Indicate Minimum Copaymentamount per item for Medicare- category. Do notrepeat information captured in data entry.
covered Diabetes Supplies:

Motes:

Indicate Maximum Copayment amount per item for Medicare- ;I
covered Diabetes Supplies:

Indicate Minimum Copaymentamount per item for Medicare-
covered Diabetic Therapeutic Shoes or Inserts:

Indicate Maximum Copayment amount per item for Medicare-
covered Diabetic Therapeutic Shoes or Inserts:

Do you limit Diabetic Supplies and Services to those from specified
manufacturers?

i es

© No =
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#12 Dialysis Services — Base 1

CY 2020 PBP Data Entry System Screens

PBP Data Entry System - Section B-12, Contract X0001, Plan 001, Segment 000

Eile Help
oL
. Exit
Previous Next (Validate)

b4

Exit (No
Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are not applicablefor this
Service Category.

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

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

i es

' Mo

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

Select Maximum Enrallee Out-of-Pocket Cost
periodicity:

I
~
[
[
&

r

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

Youmustincludetotal costsharing to the
beneficiary, including any facility cost sharing. If you
have avariety of cost sharing, please utilize the
minimum and maximum fields to reflect the lowest

and highest costsharing thata beneficiary may pay.

Is there an enrollee Coinsurance?

" es
' Mo

Indicate Minimum Coinsurance percentage for
Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefils:

Is there an enrallee Deductible?

i es
' No

Indicate Deductible Amount:

Is there an enrollee Copayment?

© Yes
 No

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

Indicate Maximum Copayment amount per
session for Medicare-covered Benefits

Reminder: Dialysis received from an Out-of-
Network provider will be covered at the In-
Network cost.
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CY 2020 PBP Data Entry System Screens

#12 Dialysis Services — Base 2

& PBP Data Entry System - Section B-12, Contract X0001, Plan 001, Segment 000 =1=] x|

Eile Help
o » [TV VBl (12 Dialysis Services - Base 2
, Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

" es
' Mo

Is areferral required for Dialysis Services?

i Yes
' Mo

Dialysis Services Notes

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

Motes:
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CY 2020 PBP Data Entry System Screens

#13a Acupuncture — Base 1

Softrams

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

=1
File Help

’ o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Does the plan provide Acupuncture as a Is there a service-specific Maximum Plan Is there a service-specific Maximum Enrollee Out-
supplemental benefit under Part C? Benefit Coverage amount? of-Pocket Cost?

€ ves T Yes £ Yes

 No © No © No

Select enhanced benefit: Indicatta Maximum Plan Benefit Coverage Indicatta Maximum Enrollee Out-of-Pocket Cost
[ Mumber of Treatments amoun amoun

Select type of benefit for Number of Treatments:

Select Maximum Plan Benefit Coverage Select Maximum Enrollee Out-of-Pocket Cost
" Mandatory periodicity: periodicity:
" optional " Every three years " Every three years
(& Every two years el Every two years
' Every year " Every year
Is this benefit unlimited for Mumber of Treatments? el Every six months el Every six months
T Yes 7 Every three months " Every three months
i Mo ' Other, Describe {7 Other, Describe

Indicate limit for Number of Treatments:

Indicate Number of Treatments periodicity Is your Acupuncture benefit combined with either

& Every three years the Chiropractor Services benefit or Alternative

7
{7 Every two years Therapies benefit, or bath
" Every year  Yes
© Every six months Mo

& Every three months
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#13a Acupuncture — Base 2

8 PBP Data Entry System - Section B-13, Contract X0001, Plan D01, Segment 000 -|=] %]
Eile Help
g‘ * Go To: [REET Ty Et
. Exit Exit (No
Previous Next (Validate) Validate)
Is therean enrollee Coinsurance? Is there an enrollee Copayment?
© ves © Yes
C No < No
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount per treatment:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount per treatment:
Is there an enrollee Deductible? Is authorization required?
€ Yes © es
' No © No
Indicate Deductible Amount:
Is a referral required for Acupuncture?
0 Yes
" No
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CY 2020 PBP Data Entry System Screens

#13a Acupuncture — Base 3

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =1
File Help
’ o » [t IRl [#13a Acupuncture - Base 3
- Exit Exit (No
Previous Next {Validate) Validate)
e —
Acupuncture Notes
Note may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry
Nates:
E
[ |
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CY 2020 PBP Data Entry System Screens

#13b OTC Items — Base 1

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =1=] x|
Eile Help

y ¥ GoTo:
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?

" es
' No

Medicare-Medicaid plans may notusethis section to provide benefit
information about any OTC items that are submitted under the
integrated formulary. Information about those benefits will be
entered in the Rx section ofthe PBP. This section should only be
used to provide benefit information about OTC items that are
covered as a supplemental benefit,

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Does theplan provide Over-The-Counter (OTC) Items as a

Select Maximum Enrollee Out-of-Pocket Cost periodicity
supplemental benefit under Part C?
7 Every three years
 es 7 Every two years
 No " Every year
Select type of benefit for OTC ltems: € Every six manths
= " Every three months
Mandatory ' Every month
 optional

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

i Yes

i No Are you offering Nicotine Replacement Therapy (NRT)as a
Part C OTC benefit?

i Yes

T No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity: Nicotine Replacement Therapy (NRT) Attestation

0 Every three years - The Micotine Replacement Therapy (NRT) being offered
[ Every two years does not duplicate any PartD OTC or formulary drugs.
& Every year

" Every six months

7 Every three months

" Every month

Does your Maximum Plan Benefit Coverage amount carry forward to
the next period ifit is unused?

' Yes
' No

Softrams
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CY 2020 PBP Data Entry System Screens

#13b OTC Items — Base 2

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 -|=] x|
File Help
. » [T Fl #1726 OTC fems - Base 2
. Exit Exit (No
Previous Next (Validate) Validate)
Is therean enrollee Coinsurance? Is there an enrollee Copayment?
€ ves  Yes
© No < No
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:
Is there an enrollee Deductible? Does this cover all of the OTC list which may be found in Chapter 4 ofthe
Medicare Managed Care Manual?
© Yes
 No 1 Yes

' No

Indicate Deductible Amount:

Authorization is notapplicableforthis service category.

Referral is notapplicable forthis service category.
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CY 2020 PBP Data Entry System Screens

#13b OTC Items — Base 3

8 PBP Data Entry System - Section B-13, Contract X0001, Plan D01, Segment 000 -|=] %]
Eile Help
o » Go To: [EX e
y Exit Exit (No
Previous Next (validate) validate)
T T .
OTC lems Motes
Note may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry
Motes:
=
[
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#13c Meal Benefit — Base 1

Eile Help
et
3 Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

under Part C?

' Yes
0 No

Select type of benefit for Meals

” Mandatory
" Optional

How many days does your Meal Benefit last?

" es
' Mo

" Every three years
& Every two years

i Every year

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

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Does the plan provide a Meal Benefit as a supplemental benefit

‘What is the maximum number of meals the benefit provides?

Is there a service-specific Maximum Plan Benefit Coverage amount

CY 2020 PBP Data Entry System Screens

» E leal Benefit - Base 1
Exit (No
Validate)

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

" Yes
 No

Indicate Maximum Enrollee Out-of-Packet Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity
" Every three years

7 Every two years

€ Every year

€ Every six months

€ Every three months

' Other, Describe

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

=151l
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CY 2020 PBP Data Entry System Screens

#13c Meal Benefit — Base 2

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 == x|

Is therean enrollee Coinsurance?

© Yes
 No

Is there an enrollee Deductible?

0 Yes
0 No

Indicate Deductible Amount:

Indicate Minimum Coinsurance percentage:

Indicate Maximum Coinsurance percentage:

File Help
oo ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Go To: |Gk T e

Is there an enrollee Copayment?

i Yes
' No

Indicate Minimum Copayment amaount:

Indicate Maximum Copayment amount:

Is authorization required?

7 Yes
1 No

Is a referral required for the Meal Benefit?

i Yes
' No
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CY 2020 PBP Data Entry System Screens

#13c Meal Benefit — Base 3

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Seqment 000 =1

File Help
’ J ! [eto0 i3l |+ 3¢ Meal Benefit - Base 3
. Exit Exit (No
Previous Next (Validate) Validate)

IMeal Benefit Notes
MNote may include additional information to describe benefitin this service category. Do not repeat information captured in data entry

Motes
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CY 2020 PBP Data Entry System Screens

#13d Other 1 —Base 1

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

CLICK FOR DESCRIPTION OF BEMEFIT |

Note: After completing your data entry in this category, if you delete
ALL textin the ‘Enter name of Service (Optional)” field youwill lose
all previously entered data.

“You may edit the name of the service text partially without losing all
previously entered data.

Do not put Medicare-covered benefits in this service category (e.g.,
do notinclude homehealth, nutritional support, transpartation,
medical devices etc)

Over-the-Counter (e.g., adult diapers, band-aids, etc) benefits
should only be enteredin B-13B.

Ifproviding a supplemental benefit, enter a descriptivetitle. “Other”
is not an acceptable title.

Enter name of Service (Optional):

Select type of benefit for Other 1:

€ Mandatory
€ Optional

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

 ves
© No

Eile Help
o » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

€ Every three years
€ Every two years

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

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

 ves
 No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

alelelelale]
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CY 2020 PBP Data Entry System Screens

#13d Other 1 — Base 2

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =|=] %]
File Help
B »* [t -l 13d Other 1 - Base 2
- Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
e  es
© Ho © Neo
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:
Is there an enrollee Deductible? Is authorization required?
 Yes € Yes
© Ho C Neo
Indicate Deductible Amount:
Is & referral required for Other Services?
 ves
€ No
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CY 2020 PBP Data Entry System Screens

#13d Other 1 — Base 3

8 PBP Data Entry System - Section B-13, Contract X0001, Plan D01, Segment 000 -|=] %]
Eile Help
o » (e R Bl #12d Other 1 - Base 3
. Exit Exit (No
Previous Next (validate) validate)
T T .
Other 1 Motes
Note may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry
Motes:
=
[ |
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CY 2020 PBP Data Entry System Screens

#13e Other 2 —Base 1

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

CLICK FOR DESCRIPTION OF BENEFIT |

Note: After completing your data entry in this category, if you delete
ALL textin the ‘Enter name of Service (Optional)” field youwill lose
all previously entered data.

‘You may edit the name of the service text partially without losing all
previously entered data.

Do not put Medicare-covered benefits in this service category (e.g
do notinclude homehealth, nutritional support, transportation,
medical devices etc).

Over-the-Counter (.., adult diapers, band-aids, etc) benefits
should only be entered in B-13B.

Ifproviding a supplemental benefit, enter a descriptivetitie. “Other”
is not an acceptable title.

Enter name of Service (Optional):

Select type of benefit for Other 2

' Mandatory

" Optional

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

i es
' No

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

" Every three years
€ Every two years

' Every year

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

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

7 ves
' No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

7 Every thres years
{7 Every two years

€ Every year

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

T
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CY 2020 PBP Data Entry System Screens

#13e Other 2 — Base 2

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Seqment 000 -|=] x|
File Help
’ ol » [0 LBl 13 Other 2 - Base 2
- Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
 Yes  Yes
© Ho © Ho
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:
Is there an enrollee Deductible? Is authorization required?
© es © es
© HNo © Ho
Indicate Deductible Amount:
Is a referral required for Other Services?
i Yes
© Ho
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CY 2020 PBP Data Entry System Screens

#13e Other 2 — Base 3

8 PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 - =] %]
Eile Help
oL » (e [Vl 13 Other 2 - Base 3
> Exit Exit (No
Previous Next (Validate) Validate)
O
Other 2 Notes
Mote may include additional information to describe benefitin this service category. Do not repeat information captured in data entry.
Motes:
[
[ |
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CY 2020 PBP Data Entry System Screens

#13f Other 3 —Base 1

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Eile Help
o X%
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT I

Note: After completing your data entry in this category, if youdelete
ALL textin the ‘Enter name of Service (Optional):* field youwill lose
all previously entered data.

‘You may edit the name of the service text partially without losing all
previously entered data.

Do not put Medicare-covered benefits in this service categary (e.q.,
do notinclude homehealth, nutritional support, transportation,
medical devices etc)

Over-the-Counter (e.g., adult diapers, band-aids, etc) benefits
should only be entered in B-13B.

If providing a supplemental benefit, enter a descriptivetitie. “Other”
is not an acceptable title.

Enter name of Service (Optional)

Select type of benefit for Other 3:

' Mandatory

i Optional

Is there & service-specific Maximum Plan Benefit Goverage amount?

i Yes
' Mo

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

" Every three years
" Every two years

" Every year

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

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

i Yes
' Mo

Indicate Maximum Enrallee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

Ewvery three years
Every two years
Every year

Ewvery six months
Ewvery three months
Other, Describe

aleteRelelel

_ =] =
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CY 2020 PBP Data Entry System Screens

#13f Other 3 — Base 2

8 PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 - =] %]
Eile Help
oL » (el (VA 131 Other 3 - Base 2
< Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
© Yes © ves
 Ho " No
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:
Is there an enrollee Deductible? Is authorization required?
© Yes © ves
 Ho " No
Indicate Deductible Amount;
Is a referral required for Other Services?
" Yes
' No
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CY 2020 PBP Data Entry System Screens

#13f Other 3 — Base 3

8 PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 - =] %]
Eile Help
oL » (el [Vl 131 Other 3 - Base 3
> Exit Exit (No
Previous Next (Validate) Validate)
O
Other 3 Notes
Mote may include additional information to describe benefitin this service category. Do not repeat information captured in data entry.
Motes:
[
[ |
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CY 2020 PBP Data Entry System Screens

#13g Dual Eligible SNPs with Highly Integrated Services — Base 1

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Eile Help
et
3 Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

with Highly Integrated Services

entered data.

acceptable title.

Enter name of Service (Optional):

[T additional supplemental benefit(s) thatthe SNP describes inthis section of the C
PBP do notinappropriately duplicate an existing service(s)thatenrollees are o Every year
eligible to receive under a waiver, the State Medicaid plan, Medicare Part A or B, [al
orthrough the local jurisdiction in which they reside. el

Go To:

x
Exit (No
Validate)

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

Plans only fill outthis section ifthey have received written notification from CMSthat | (™ g
they qualify for the new supplemental benefit flexibility for certain Dual Eligible SNPs

Indicate Maximum Plan Benefit Coverage amount:

Dual Eligible SNPs with Highly Integrated Services Benefit Attestation

| attestthat | have received written notification from CMS thatthis individual SNP Select Maximum Plan Benefit Coverage periadicity:
plan qualifies for the new supplemental benefitflexibility for certain Dual Eligible
SNPs with Highly Integrated Services for G 2018, | further attest that the © Every thres years

Ewvery two years

Ewvery six months
Every three months
" Other, Describe

“Youmay editthe name ofthe service text partially without losing all previously

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

Ifproviding a supplemental benefit, enter a descriptive title. “Other” is notan ) Yes

' No

Indicate Maximum Enrollee Cut-of-Pocket Cost amount.

Select Maximum Enrollee Out-of-Pocket Cost periadicity:

Select type of benefit for Dual Eligible SNPs with Highly Integrated Lol Every three years
Services Every two years
© Mandatory Every year

i Optional

Every three months

o
o

" Every six months
-

© Other, Describe

=151l
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CY 2020 PBP Data Entry System Screens

#13g Dual Eligible SNPs with Highly Integrated Services — Base 2

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =151x]
File Help

’ o » [e%s0 78l 129 Dual Eligible SNPs with Highly Integrated Services - Base 2
- Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
 Yes  Yes
© Ho © Ho
Indicate Minimum Coinsurance percentage: Indicate Minimum Copayment amount:
Indicate Maximum Coinsurance percentage: Indicate Maximum Copayment amount:
Is there an enrollee Deductible? Is authorization required?
© es © es
© HNo © Ho

Indicate Deductible Amount:
Is a referral required for Other Services?

' Yes
' No
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CY 2020 PBP Data Entry System Screens

#13g Dual Eligible SNPs with Highly Integrated Services — Base 3

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =|=] %]
File Help
wf » [e1+% [+FW 134 Dual Eligible SNPs with Highly integrated Services - Base 3
- Exit Exit (No
Previous Next (Validate) Validate)
s —
Dual Eligible SNPs with Highly Integrated Services Notes
MNote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry
Motes:
Bl
[
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 1

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
oL x
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT I

Ial
r

Does the plan provide Additional Services7?

fes
No
Select Additional Services (selectall thatapply):

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services
Tobacce Cessation Counseling for Pregnant Women
Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Nurging Home Services

Home and Community Based Services

Personal Care Services

Self-Directed Personal Assistance Services

Private Duty Mursing Services

Case Management (Long Term Care)

Institution for kental Disease Services for Individuals 65 or Older

Case Management
Other 1
Other 2
Other 3
Other 4
Other 5
Other &
Other 7
Other &
Other &
Other 10
Other 11
Other 12
Other 13
Other 14
Other 15
Other 16
Other 17
Other 18
Other 19
Other 20
Other 21
Other 22

Other 23

Services in an Intermediate Care Facility for Individuals with Intellectual Disabilitie

Enter name of Other 1 Service:

Enter name of Other 2 Service:

Enter name of Other 3 Service:

Enter name of Other 4 Service:

Enter name of Other & Service:

Enter name of Other & Service:

Enter name of Other 7 Service.

Enter name of Other § Service.

Enter name of Other 8 Service.

=

Enter name of Other 10 Service:

Enter name of Other 11 Service:

Enter name of Other 12 Service:

Enter name of Other 13 Service:

T
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 2

File Help

»

Previous Next

Enter name of Other 14 Service:

of
Exit
(Validate)

»
Exit (No
Validate)

Enter name of Other 27 Service:

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Enter name of Other 15 Service:

Enter name of Other 28 Service:

Enter name of Other 16 Service:

Enter name of Other 29 Service:

Enter name of Other 17 Service:

Enter name of Other 30 Service:

Enter name of Other 18 Service:

Enter name of Other 31 Service:

Enter name of Other 19 Service:

Enter name of Other 32 Service:

Enter name of Other 20 Service:

Enter name of Other 33 Service:

Enter name of Other 21 Service:

Enter name of Other 34 Service:

Enter name of Other 22 Service:

Enter name of Other 35 Service:

Enter name of Other 23 Service:

Enter name of Other 36 Service:

Enter name of Other 24 Service:

Enter name of Other 37 Service:

Enter name of Other 25 Service:

Enter name of Other 38 Service:

Enter name of Other 26 Service:

151
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 3

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =1=] x|

Eile Help

o b o
- Exit Exit (No
Previous Next (Validate) Validate)
Is there a limiton the Additional Services provided? Indicate units a limit will be provided in for Early and Periodic Screening, Diagnostic,
and Treatment (EPSDT) Services:
" es
Mo " Sessions
Select Additional Services where alimit applies: ((: Visits
Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services - - Hours
Tobacco Cessation Counseling for Pregnant Women Points
Freestanding Birth Center Services 0 Meals
Respiratory Care Services o Items/Other, Describe
Family Planning Services
Nursing Home Services Indicate numerical limit on the services provided for Early and Periodic Screening,
Home and Community Based Services Diagnostic, and Treatment (EPSDT) Services
Personal Care Services
Self-Directed Personal Assistance Services
Private Duty Nursing Services Selectlimit on services periodicity for Early and Periodic Screening, Diagnostic, and
Case Management (Long Term Care) Treatment (EPSDT) Services:
Institution for Mental Disease Services for Individuals 85 or Older CE a
Services in an Intermediate Care Facility for Individuals with Intellectual Disabilitic (., very day
Case Management Every week
Other 1 " Every month
Other 2 0 Every year
Other 3  Every SessioniVisit
Other 4 7 Every Pregnancy
g:::;;  Every Lifetime
Othar 7 " Other, Describe
Other & Indicate units a limit will be provided in for Tobacco Cessation Counseling for
Other 8 Pregnant Women
Other 10
Other 11 " Sessions
Other 12 L © Visits
Other 13 © Hours
Other 14 i Points
Other 15 © Meals
Other 16 o )
Other 17 ltems/Other, Describe
Other 18 Indicate numerical limiton the services provided for Tobacco CessationCounseling
Other 19 for Pregnant Women
Other 20
Other 21
Other 22 " . P " "
Select limiton services periodicity forTobacco Cessation Counselingfor Pregnant
Other 23 = electlin
Women:
' Every day

7 Every week

" Every month

" Every year

' Every Sessionisit
' Every Pregnancy
7 Every Lifetime
¢ Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 4

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
’ o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Freestanding Birth Center Services:

" Sessions

0 Visits

' Hours

 Paints

' Meals

" Items/Other, Describe

Indicate numerical limit on the services provided forFreestanding Birth Center
Services:

Selectlimiton services periodicity for Freestanding Birth Center Services:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

AN ND

Indicate units alimit will be provided in for Respiratory Care Services:

' Sessions

1 Visits

' Hours

" Points

0 Meals

' ltems/Other, Describe

Selectlimit on services periodicity for Respiratory Care Services:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

slelelalalelele]

Indicate numerical limit on the services provided for Respiratory Care Services:

Indicate units alimitwill be provided in for Family Planning Services:

" sessions

€ visits

 Hours

' Points

 Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Family Planning Services:

Selectlimit on services periodicity for Family Planning Services

 Every day
€ Every week

' Every month

™ Every year

7 Every Session/Visit
' Every Pregnancy
' Every Lifetime

' Other, Describe

Indicate units alimitwill be provided in for Nursing Home Services:

 Sessions

 visits

" Hours

" Points

€ Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Nursing Home Services:

Selectlimit on services periodicity for Nursing Home Services:

" Every day

7 Every week

7 Every month

7 Every year

' Every Session/Visit
7 Every Pregnancy
{7 Every Lifetime
{7 Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 5

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

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

Indicate units a limitwill be provided in for Home and Community Based Services:

" Sessions

' Visits

 Hours

" Points

" Meals

' Items/Other, Describs

Indicate numerical limit on the services provided for Home and Community Based
Services

Select limit on services periodicity for Home and Community Based Services:
i Every day

7 Every week

7 Every month

" Every year

' Every Session/Misit
& Every Pregnancy
i Every Lifetime

" Other, Describe

Indicate units alimit will be provided in for Personal Care Services:

' Sessions

© Visits

" Hours

© Points

© Meals

" Items/Other, Describe

Indicate numerical limit on the services provided for Personal Care Services:

Selectlimit on services periodicity for Personal Care Services:

{7 Every day

7 Every week

' Every month

& Every year

' Every Session/Misit
7 Every Pregnancy
{7 Every Lifetime
{7 Other, Describe

Indicate units a limitwill be provided in for Self-Directed Personal Assistance Services

" Sessions

0 visits

 Hours

" Points

£ Meals

" ItemsiOther, Describe

Indicate numerical limit on the services provided for Self-Directed Personal
Assistance Services:

Selectlimit on services periodicity for Self-Directed Personal Assistance Services

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

sEeReToleTele el

Indicate units a limitwill be provided in for Private Duty Nursing Services:

' Sessions

0 Visits

' Hours

 Points

© Meals

" ItemsiOther, Describe

Indicate numerical limiton the services provided for Private Duty Nursing Services:

Selectlimit on services periodicity for Private Duty Nursing Services:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

sleReRaleRete el
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 6

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
’ o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Case Management (Long Term Care):

" Sessions

0 Visits

' Hours

 Paints

' Meals

" Items/Other, Describe

Indicate numerical limiton the services provided for Case Management (Long Term
Care)

Select limit on services periodicity for Case Management (Long Term Care)

i Every day
7 Every week

7 Every month

" Every year

' Every Session/Visit
" Every Pregnancy
{7 Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Institution for Mental Disease Services for
Individuals 85 or Older.

" Sessions

£ visits

" Hours

' Points

© Meals

" Items/Other, Describe

Indicate numerical limit on the services provided for Institution for Mental Disease
Services for Individuals 65 or Older:

Selectlimiton services periodicity for Institution for Mental Disease Services for
Individuals 65 or Older:

" Every day

i Every week

" Every month

{7 Every year

" Every Session/Visit
& Every Pregnancy
" Every Lifetime
" Other, Describe

Indicate units a limit will be provided in for Services in an Intermediate Care Facility
for Individuals with Intellectual Disabilities

 Sessions

7 visits

" Hours

 Points

' Meals

™ ItemsiOther, Describe

Indicate numerical limit on the services provided for Services in an Intermediate Care
Facility for Individuals with Intell ectual Disabilities:

Selectlimit on services periodicity for Services in an Intermediate Care Facility for
Individuals with Intellectual Disabilities

Every day

Every week

Every month

Every year

Every Session/Visit

Every Pregnancy

Every Lifetime

Other, Describe

sleReTaleRe e Rel

Indicate units a limitwill be provided in for Case Management:

' Sessions

© visits

" Hours

" Points

0 Meals

' ItemsiOther, Describe

Indicate numerical limiton the services provided for Case Management:

Select limit on services periodicity for Case Management:

{~ Every day

" Every week

' Every month
 Every year

™ Every SessioniVisit
" Every Pregnancy
€ Every Lifetime
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 7

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limit will be provided in for Other 1

" Sessions

0 Visits

' Hours

 Paints

' Meals

" Items/Other, Describe

Selectlimit on services periodicity for Other 1

7 Every day

{7 Every week

' Every month

& Every year

o Every Session/Visit
{7 Every Pregnancy
' Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other 2

" Sessions

1 Visits

' Hours

' Points

' Meals

© Items/Other, Describe

Selectlimit on services periodicity for Other2

i Every day

o Every week

7 Every month

i Every year

' Every Session/Visit
" Every Pregnancy
{7 Every Lifetime
" Other, Describe

Indicate numerical limit on the services provided for Other 1:

Indicate numerical limit on the services provided for Other2:

Indicate units a limitwill be provided in for Other 3:

£ Sessions

 Visits

" Hours

 Foints

£ Meals

" ItemsiOther, Describs

Indicate numerical limit on the services provided for Other 3:

Selectlimit on services periodicity for Other 3:

 Every day

{7 Every week

" Every month

€ Every year

o Every Session/Visit
" Every Pregnancy
" Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other 4:

7 Sessions

 Visits

' Hours

' Foints

£ Meals

7 ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 4:

Selectlimit on services periodicity for Other 4:

" Every day

o Every week

7 Every month

" Every year

' Every SessioniVisit
™ Every Pregnancy
{7 Every Lifetime
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 8

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
b of x
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other5:

" Sessions

 Visits

" Hours

 Points

' Meals

" Items/Otner, Describe

Selectlimit on services periodicity for Other 5:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

AN

Indicate units a limit will be provided in for Other&:

" Sessions

7 Visits

 Hours

© Points

 Meals

" Items/Other, Describe

Selectlimit on services periodicity for Other 6:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

ieReloleReole Role]

[TVl VBl [+13h Additional Sery

Indicate numerical limit on the services provided for Other 5:

Indicate numerical limit on the services provided for Other 6:

Indicate units a limitwill be provided in for Other 7:

" Sessions

0 visits

7 Hours

 Points

' Meals

' ltems/Other, Describe

Indicate numerical limit on the services provided for Other 7:

Selectlimit on services periodicity for Other 7:

Every day

Every week

Every month

Ewvery year

Every Session/Visit
Every Pregnancy
Ewvery Lifetime
Other, Describe

sleReRaleTele Rel

Indicate units a limit will be provided in for Other 8

7 Sessions

 visits

' Hours

 Points

 Meals

" ltems/Other, Describe

Indicate numerical limit on the services provided for Other 8:

Selectlimit on services periodicity for Other 8:

Every day

Every week

Every month

Every year

Every Session/Visit
Ewvery Pregnancy
Ewvery Lifetime
Other, Describe

sEaleRele o leNe]

IR
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 9

Ele Help
> o »
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limit will be provided in for Other®:

" Sessions

 visits

 Hours

' Points

© Meals

€ ItemsiOther, Describe

Indicate numerical limiton the services provided for Other 9

Selectlimit on services periodicity for OtherS:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleTeRaRe RoleRel

Indicate units a limit will be provided in for Other 10:

" Sessions

1 wisits

 Hours

' Points

€ Meals

" ItemsiOther, Describe

Indicate numerical limiton the services provided for Other 10:

Selectlimit on services periodicity for Other 10

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleTeRaRe RoleRel

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Indicate units a limitwill be provided in for Other 11:

 Sessions

7 Visits

" Hours

 Foints

' Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 11:

Selectlimit on services periodicity for Other 11

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleTeRaRe RoteRel

Indicate units a limitwill be provided in for Other 12:

7 Sessions

£ visits

" Hours

 Foints

' Meals
 ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 12:

Selectlimit on services periodicity for Other 12

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleTeRaRe RoteRel
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 10

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other 13:

" sessions

0 visits

© Hours

€ Paints

' Mesls

' ltemsiOther, Describe

Selectlimit on services periodicity for Other 13:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleleleleReNoNel

Indicate units a limitwill be provided in for Other 14:

" Sessions

© visits

 Hours

€ Points

0 Meals

€ ltemsiOther, Describe

Selectlimit on services periodicity for Other 14:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aXeReEaRo e Ro R

Indicate numerical limiton the services provided for Other 13:

Indicate numerical limiton the services provided for Other 14:

Indicate units a limit will be provided infor Other 15:

7 sessions

© visits

 Hours

' Points

' Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 15:

Select limit on services periodicity for Other 15

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleteleteRalele]

Indicate units a limit will be provided in for Other 16:

" Sessions

© visits

' Hours

 Points

" Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 16:

Selectlimit on services periodicity for Other 16:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

sleReTaleTolale]

=151l
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 11

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limit will be provided in for Other 17:

" Sessions

0 Visits

' Hours

 Paints

' Meals

" Items/Other, Describe

Selectlimit on services periodicity for Other17:

7 Every day

{7 Every week

' Every month

& Every year

o Every Session/Visit
{7 Every Pregnancy
' Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other 18:

" Sessions

1 Visits

' Hours

' Points

' Meals

© Items/Other, Describe

Selectlimit on services periodicity for Other 18:

i Every day

o Every week

7 Every month

i Every year

' Every Session/Visit
" Every Pregnancy
{7 Every Lifetime
" Other, Describe

Indicate numerical limit on the services provided for Other 17:

Indicate numerical limit on the services provided for Other 18:

Indicate units a limitwill be provided in for Other 19:

£ Sessions

 Visits

" Hours

 Foints

£ Meals

" ItemsiOther, Describs

Indicate numerical limit on the services provided for Other 19;

Selectlimit on services periodicity for Other 19:

 Every day

{7 Every week

" Every month

€ Every year

o Every Session/Visit
" Every Pregnancy
" Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other20:

7 Sessions

 Visits

' Hours

' Foints

£ Meals

7 ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 20:

Selectlimit on services periodicity for Other 20:

" Every day

o Every week

7 Every month

" Every year

' Every SessioniVisit
™ Every Pregnancy
{7 Every Lifetime
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 12

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other 21:

" Sessions

0 Visits

' Hours

 Paints

' Meals

" Items/Other, Describe

Selectlimit on services periodicity for Other 21:

7 Every day

{7 Every week

' Every month

& Every year

o Every Session/Visit
{7 Every Pregnancy
' Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other 22:

" Sessions

1 Visits

' Hours

' Points

' Meals

© Items/Other, Describe

Selectlimit on services periodicity for Other 22:

i Every day

o Every week

7 Every month

i Every year

' Every Session/Visit
" Every Pregnancy
{7 Every Lifetime
" Other, Describe

Indicate numerical limit on the services provided for Other21:

Indicate numerical limit on the services provided for Other22:

Indicate units a limitwill be provided in for Other23:

£ Sessions

 Visits

" Hours

 Foints

£ Meals

" ItemsiOther, Describs

Indicate numerical limit on the services provided for Other 23;

Selectlimit on services periodicity for Other 23:

 Every day

{7 Every week

" Every month

€ Every year

o Every Session/Visit
" Every Pregnancy
" Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other24:

7 Sessions

 Visits

' Hours

' Foints

£ Meals

7 ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 24;

Selectlimit on services periodicity for Other 24:

" Every day

o Every week

7 Every month

" Every year

' Every SessioniVisit
™ Every Pregnancy
{7 Every Lifetime
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 13

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other 25:

" Sessions

0 Visits

' Hours

 Paints

' Meals

" Items/Other, Describe

Selectlimit on services periodicity for Other 25:

7 Every day

{7 Every week

' Every month

& Every year

o Every Session/Visit
{7 Every Pregnancy
' Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other 26:

" Sessions

1 Visits

' Hours

' Points

' Meals

© Items/Other, Describe

Selectlimit on services periodicity for Other 26:

i Every day

o Every week

7 Every month

i Every year

' Every Session/Visit
" Every Pregnancy
{7 Every Lifetime
" Other, Describe

Indicate numerical limit on the services provided for Other25:

Indicate numerical limit on the services provided for Other 28:

Indicate units a limitwill be provided in for Other27:

£ Sessions

 Visits

" Hours

 Foints

£ Meals

" ItemsiOther, Describs

Indicate numerical limit on the services provided for Other 27

Selectlimit on services periodicity for Other 27:

 Every day

{7 Every week

" Every month

€ Every year

o Every Session/Visit
" Every Pregnancy
" Every Lifetime

" Other, Describe

Indicate units a limitwill be provided in for Other28:

7 Sessions

 Visits

' Hours

' Foints

£ Meals

7 ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 28

Selectlimit on services periodicity for Other 28:

" Every day

o Every week

7 Every month

" Every year

' Every SessioniVisit
™ Every Pregnancy
{7 Every Lifetime
" Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 14

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other29:

" sessions

0 visits

© Hours

€ Paints

' Mesls

' ltemsiOther, Describe

Selectlimit on services periodicity for Other28:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleleleleReNoNel

Indicate units a limitwill be provided in for Other 30:

" Sessions

© visits

 Hours

€ Points

0 Meals

€ ltemsiOther, Describe

Selectlimit on services periodicity for Other 30:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aXeReEaRo e Ro R

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Indicate numerical limiton the services provided for Other2%:

Indicate numerical limiton the services provided for Other 30:

Indicate units a limit will be provided in for Other 31

7 sessions

© visits

 Hours

' Points

' Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 31:

Select limit on services periodicity for Other 31

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleteleteRalele]

Indicate units a limit will be provided in for Other 32

" Sessions

© visits

' Hours

 Points

" Meals

' ItemsiOther, Describe

Indicate numerical limit on the services provided for Other 32:

Selectlimit on services periodicity for Other 32

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

sleReTaleTolale]

=151l

Softrams

CY2020 PBP — Section B
12/12/2018

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 169 of 260



CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 15

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =1
Ele Help
’ o » Go To:
b Exit Exit (No
Previous Next (Validate) Validate)
Indicate units a limit will be provided in for Other 33: Indicate units a limitwill be provided in for Other 356:
" Sessions  Sessions
€ visits © visits
© Hours  Hours
 Paints  Paints
 Meals ' Meals
o Items/Other, Describe o Items/Other, Describe
Indicate numerical limiton the services provided for Other 33: Indicate numerical limit on the services provided for Other 35:
Selectlimit on services periodicity for Other33: Selectlimit on services periodicity for Other 35:
€ Every day  Every day
" Every wesk © Every week
€ Every month  Every month
 Every year  Every year
 Every SessioniVisit ™ Every SessioniVisit
[ Every Pregnancy o Every Pregnancy
€ Every Lifetime " Every Lifetime
" Other, Describe € Other, Describe
Indicate units a limit will be provided in for Other 34: Indicate units a limitwill be provided in for Other 36:
€ Sessions " Sessions
€ visits  visits
' Hours  Hours
 Paints ' Paints
© Meals ' Meals
" ItemsiOther, Describe  ItemsiOther, Describe
Indicate numerical limiton the services provided for Other 34; Indicate numerical limit on the services provided for Other 36:
Selectlimit on services periodicity for Other 34: Selectlimit on services periodicity for Other 36:
€ Every day  Every day
" Every wesk © Every week
€ Every month  Every month
 Every year  Every year
 Every SessioniVisit ™ Every SessioniVisit
[ Every Pregnancy o Every Pregnancy
€ Every Lifetime " Every Lifetime
" Other, Describe € Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 16

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate units a limitwill be provided in for Other37:

" sessions

0 visits

© Hours

€ Paints

' Mesls

' ltemsiOther, Describe

Selectlimit on services periadicity for Other 37:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aleleleleReNoNel

Indicate units a limitwill be provided in for Other 38:

" Sessions

© visits

 Hours

€ Points

0 Meals

€ ltemsiOther, Describe

Selectlimit on services periodicity for Other 38:

Every day

Every week

Every month

Every year

Every Session/Visit
Every Pregnancy
Every Lifetime
Other, Describe

aXeReEaRo e Ro R

Indicate numerical limiton the services provided for Other 37:

Indicate numerical limiton the services provided for Other 38:

=151l
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#13h Additional Services — Base 17

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help

> car

Previous Next (Validate)

T Yes
' Mo

Amount (Select all that apply):

Is there a Maximum Plan Benefit Amount for Additional Services?

Select which Additional Services have a Maximum Flan Benefit Coverage

CY 2020 PBP Data Entry System Screens

¥ Go To:
Exit (No
Validate)

Indicate Maximum Plan Benefit Amount
for EPSDT:

Indicate Maximum Plan Benefit Amount
for RCS:

Select Maximum Plan Benefit
Coverage Periodicity EPSDT:

Freestanding Birth Center Services
Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based Services
Personal Care Services

Self-Directed Personal Assistance Services
Private Duty Nursing Services

Case Management (Long Term Care)

Case Management
Other 1
Other 2
Other 3
Other 4
Other &
Other &
Other 7
Other &
Other &
Other 10
Other 11
Other 12
Other 13
Other 14
Other 15
Other 16
Other 17
Other 18
Other 18
Other 20
Other 21
Other 22
Other 23

Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facility for Individuals with Intellectual Disabiliti

Early and Perindic Screening, Diagnostic, and Treatment (EPSDT) Services & " Every three years
Tobacco Cessation Counseling for Pregnant Women

" Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for TCCPW

Select Maximum Plan Benefit
Coverage Periodicity RCS:
" Every three years

" Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for FPS:

Select Maximum Plan Benefit
Coverage Periodicity TCCPW:
" Every three years

€ Every two years

€ Every year

€ Every six months

" Every three months

€ Other, Describe

Indicate Maximum Plan Benefit Amount
for FBCS:

|
Select Maximum Plan Benefit
Coverage Periodicity FPS:
" Every three years
7 Every two years
€ Every year
€ Every six months
" Every three months
€ Other, Describe

Indicate Maximum Plan Benefit Amount
for MHS:

Select Maximum Plan Benefit
| Coverage Periodicity FBCS:

€ Every three years
" Every two years

" Every year

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

Select Maximum Plan Benefit
Coverage Periodicity NHS:
€ Every three years

Every two years

Every year

Every three months

~
~

€ Every six months
-~

' Other, Describe
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 18

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =1=lx]

Eile Help
of x
< Exit Exit (No
Previous Next (Validate) Validate)
Indicate Maximum Plan Benefit Amount Indicate Maximum Plan Benefit Amount Indicate Maximum Plan Benefit Amount Indicate Maximum Plan Benefit Amount
for HCES: for PDMS: for SICFID: for OTHER2

Select Maximum Plan Benefit
Coverage Periodicity HCBS:
" Every three years
 Every two years
 Every year

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

Indicate Maximum Plan Benefit Amount
for PCS:

Select Maximum Plan Benefit
Coverage Periodicity PONS:
" Every three years

" Every two years

" Every year

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

Indicate Maximum Plan Benefit Amount
for CM_LTC:

Select Maximum Plan Benefit
Coverage Periodicity SICFID
€ Every three years

€ Every two years
 Every year
 Every six months
" Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for G

Select Maximum Plan Benefit
Coverage Periodicity OTHER2:
' Every thres years

' Every two years

" Every year

7 Every six months
{7 Every three months
¢ Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER3:

Select Maximum Plan Benefit
Coverage Periodicity PCS:
€ Every three years

€ Every two years

€ Every year

€ Every six months
 Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for SDPAS:

Select Maximum Plan Benefit
Coverage Periodicity CM_LTC:
" Every three years

" Every two years

" Every year

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

Indicate Maximum Plan Benefit Amount
for IMDS:

Select Maximum Plan Benefit
Coverage Periodicity CM:

€ Every three years

€ Every two years

€ Every year

€ Every six months
 Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER1:

Select Maximum Plan Benefit
Coverage Periodicity OTHER3:
" Every thres years

€ Every two years

" Every year

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

Indicate Maximum Plan Benefit Amount

for OTHER4:

Select Maximum Plan Benefit
Coverage Periodicity SDPAS:
Every three years

Every two years

Every year

Every six months

Every three manths
Other, Describe

inleReReleRe

Select Maximum Plan Benefit
Coverage Periodicity IMDS:
Every three years

Every two years

Every year

Every six months

Every three months
Other, Describe

alelelalele]

Select Maximum Plan Benefit
Coverage Periodicity OTHER1
Every three years

Every two years

Every year

Every six months

Every three manths

Other, Describe

inleReReleRe

Select Maximum Plan Benefit
Coverage Periodicity OTHER4:
Every three years

Ewvery two years

Every year

Every six months

Ewvery three months

Other, Describe

aleReRale e
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#13h Additional Services — Base 19

CY 2020 PBP Data Entry System Screens

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Eile Help
oL
. Exit
Previous Next (Validate)

Indicate Maximum Plan Benefit Amount
for OTHERS:

-
Exit (No
Validate)

Indicate Maximum Plan Benefit Amount
for OTHERS:

Indicate Maximum Plan Benefit Amount
for OTHER11:

Indicate Maximum Plan Benefit Amount
for OTHER14:

Select Maximum Plan Benefit
Coverage Periodicity OTHERS:
" Every three years

€ Every two years

€ Every year

€ Every six months

€ Every three months

~ Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHERS:

Select Maximum Plan Benefit
Coverage Periodicity OTHERS:
" Every three years

€ Every two years

€ Every year

€ Every six months

€ Every three months
 Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHERS:

|
Select Maximum Plan Benefit
Coverage Periodicity OTHER11:
' Every three years
€ Every two years
€ Every year
€ Every six months
€ Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER12:

Select Maximum Plan Benefit
Coverage Periodicity OTHER14:
{7 Every three years

{7 Every two years

" Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER15:

Select Maximum Plan Benefit
Coverage Periodicity OTHERS:
Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

isleReole el

Indicate Maximum Plan Benefit Amount
for OTHERT:

Select Maximum Plan Benefit
Coverage Periodicity OTHERS:
Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

isleReole el

Indicate Maximum Plan Benefit Amount
for OTHER1D:

Select Maximum Plan Benefit
Coverage Periodicity OTHER12:
Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

sReRatelele]

Indicate Maximum Plan Benefit Amount
for OTHER13:

Select Maximum Plan Benefit
Coverage Periodicity OTHER15:
7 Every three years

7 Every two years

& Every year

i Every six months

7 Every three months

{7 Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER1&:

Select Maximum Plan Benefit
Coverage Periodicity OTHERT:
" Every three years

7 Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

Select Maximum Plan Benefit
Coverage Periodicity OTHER10:
" Every three years

7 Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

Select Maximum Plan Benefit
Coverage Periodicity OTHER13:
' Every three years

€ Every two years

€ Every year

€ Every six months

€ Every three months

" Other, Describe

Select Maximum Plan Benefit
Coverage Periodicity OTHER16:
{7 Every three years

{7 Every two years

" Every year

" Every six months

& Every three months

" Other, Describe
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#13h Additional Services — Base 20

CY 2020 PBP Data Entry System Screens

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File Help

> car

Previous Next (Validate)

Indicate Maximum Plan Benefit Amount
for OTHER17.

¥ Go To:
Exit (No
Validate)

Indicate Maximum Plan Benefit Amount
for OTHER20:

Indicate Maximum Plan Benefit Amount
for OTHER23:

Indicate Maximum Plan Benefit Amount
for OTHER2E:

|
Select Maximum Plan Benefit
Coverage Periodicity OTHER1T:
" Every three years
" Every two years
€ Every year
€ Every six months
" Every three months
€ Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER18

Select Maximum Plan Benefit
Coverage Periodicity OTHER20:
" Every three years

" Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER21

|
Select Maximum Plan Benefit
Coverage Periodicity OTHER23:
" Every three years
" Every two years
€ Every year
€ Every six months
" Every three months
€ Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER24.

Select Maximum Plan Benefit
Coverage Periodicity OTHER26:
" Every three years

" Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER27.

Select Maximum Plan Benefit
Coverage Periodicity OTHER18:
" Every three years

€ Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER19:

Select Maximum Plan Benefit
Coverage Periodicity OTHER21:
" Every three years

€ Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER22

Select Maximum Plan Benefit
Coverage Periodicity OTHER24:
" Every three years

€ Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER25:

Select Maximum Plan Benefit
Coverage Periodicity OTHER2T:
" Every three years

7 Every two years

€ Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER23

Select Maximum Plan Benefit
Coverage Periodicity OTHER19:
€ Every three years

" Every two years

" Every year

€ Every six months

¢ Every three months

" Other, Describe

Select Maximum Plan Benefit
Coverage Periodicity OTHER22:
€ Every three years

" Every two years

" Every year

€ Every six months

£ Every three months

" Other, Describe

Select Maximum Plan Benefit
Coverage Periodicity OTHER25S:
€ Every three years

Every two years

Every year

Every three months

~
~

€ Every six months
-~

' Other, Describe

Select Maximum Plan Benefit
Coverage Periodicity OTHER28:
€ Every three years

" Every two years

" Every year

€ Every six months

£ Every three months

" Other, Describe
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#13h Additional Services — Base 21

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

Indicate Maximum Plan Benefit Amount
for OTHER29:

Eile Help
et
3 Exit
Previous Next (Validate)

CY 2020 PBP Data Entry System Screens

x
Exit (No
Validate)

Indicate Maximum Plan Benefit Amount
for OTHER32:

Indicate Maximum Plan Benefit Amount
for OTHER35:

Indicate Maximum Plan Benefit Amount

for OTHER38:

Select Maximum Plan Benefit
Coverage Periodicity OTHER29:
" Every three years

 Every two years
 Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER3O:

I
Select Maximum Plan Benefit
Coverage Periodicity OTHER32:
" Every three years
" Every two years
" Every year
7 Every six months
{7 Every three months
7 Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER33:

Select Maximum Plan Benefit
Coverage Periodicity OTHER35:
€ Every three years

€ Every two years
 Every year
 Every six months
" Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER36&:

Select Maximum Plan Benefit
Coverage Periodicity OTHER30:
€ Every three years

€ Every two years

€ Every year

€ Every six months
 Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER31:

Select Maximum Plan Benefit
Coverage Periodicity OTHER33:
" Every three years

" Every two years

" Every year

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

Indicate Maximum Plan Benefit Amount
for OTHER34:

Select Maximum Plan Benefit
Coverage Periodicity OTHER36:
€ Every three years

€ Every two years

€ Every year

€ Every six months
 Every three months
" Other, Describe

Indicate Maximum Plan Benefit Amount
for OTHER3T.

Select Maximum Plan Benefit
Coverage Periodicity OTHER31:
Every three years

Every two years

Every year

Every six months

Every three manths

Other, Describe

inleReReleRe

Select Maximum Plan Benefit
Coverage Periodicity OTHER34:
Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

alelelalele]

Select Maximum Plan Benefit
Coverage Periodicity OTHER3T:
Every three years

Every two years

Every year

Every six months

Every three manths

Other, Describe

inleReReleRe

Select Maximum Plan Benefit
Coverage Periodicity OTHER38:
' Every thres years

' Every two years

" Every year

7 Every six months

{7 Every three months

¢ Other, Describe

=151l
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 22

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000

File

r
r

Help
’ o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

Does any service require qualification for and enrollmentin a state-operated
waiver program?

Yes
Mo

Selectservices thatrequire qualification forand enrolimentin a state-operated
WaIVET program:

Is abeneficiary receiving any benefit subject to a state-required monthly payment amountthat is

based on his or her financial resources (for example: a “patient pay amount™)?

0 ves
' No

Select benefits subject to a state-required monthly payment amount thatis based on his orher

financial resources (for example: a “patient pay amount™):

Tobacce Cessation Counseling for Pregnant Women
Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Mursing Home Services

Home and Community Based Services

Personal Care Services

Self-Directed Personal Assistance Services

Private Duty Nursing Services

Case Management (Long Term Care)

Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facilty for Individuale with Intellectual Disabilitie
Case Management

Other 1

Other 2

Other 3

Other 4

Other 5

Other 8

Other 7

Other 8

Other 8

Other 10

Other 11

Other 12

Early and Periodic Screening, Diagnostic, and Treatment (EPSOT) Services =

Other 13
Other 14
Other 15
Other 16
Other 17
Other 18
Other 19
Other 20
Other 21
Other 22

Other 23 =l

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services
Tobacco Cessation Counseling for Pregnant Women
Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based Services

Personal Care Services

Self-Directed Personal Assistance Services

Private Duty Nursing Services

Case Management (Long Term Care)

Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facility for Individuals with Intellectual Disabilities
Case Management

Other 1

Other 2

Other 3

Other 4

Other 5

Other &

Other 7

Other &

Other 8

Other 10

Other 11

Other 12

Other 13

Other 14

Other 15

Other 18

Other 17

Other 18

Other 19

Other 20

Other 21

Other 22

Other 23
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 23

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 == x|

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

Enter minimum and maximum values only ifinstructed to do so by the State. If your state did notprovide
guidance on whatvalues to enter, leave the minimum and maximum fields blank

Minimum Maximum Minimum IMaximum
Patient Pay Patient Pay Patient Pay Patient Pay
Amount Amaount Amount Amount
Early and Periodic Screening, Diagnostic, and I I Case Management I I
Treatment (EPSDT) Services
Tobacco Cessation Counseling forPregnant I I Other 1 I I
Women
Freestanding Birth Genter Services I I Other 2 I I
Respiratory Care Services | | Other 3 | |
Family Planning Services I I Other 4 I I
Mursing Home Services I I Other & I I
Home and Community Based Services I I Other & I I
Personal Care Services I I Other 7 I I
Self-Directed Personal Assistance Services | | Other & | |
Private Duty Mursing Services I I Other @ I I
Case Management (Long Term Care) I I Other 10 I I
Institution for Mental Disease Services for I I Other 11 I I
Individuals 85 or Older
Services in an Intermediate Gare Facility for | | Other 12 | |

Individuals with Intellectual Disabilities

Softrams
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 24

8 PBP Data Entry System - Section B-13, Contract X0001, Plan D01, Segment 000 -|=] %]
Eile Help
b » [ (1l 13h Additional Se:
y Exit Exit (No
Previous Next (Validate) Validate)
T T .
Enter minimum and maximum values only ifinstructed to do so by the State. If your state did not provide
guidance on whatvalues to enter, leave the minimum and maximum fields blank.
Minimum Maximum Minimum Maximum
Patient Pay Patient Pay Patient Pay Patient Pay
Amount Amount Amount Amount
Other 13 I I Other 26 I I
Other 14 I I Other 27 I I
Other 15 I I Other 28 I I
Other 16 I I Other 28 I I
Other 17 I I Other 30 I I
Other 18 I I Other 31 I I
Other 19 I I Other 32 I I
Other 20 I I Other 33 I I
Other 21 I I Other 34 I I
Other 22 I I Other 35 I I
Other 23 | | Other 36 | |
Other 24 | | Other 37 | |
Other 25 | | Other 38 | |
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 25

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =151x]

File Help

’ o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

Youmustincludetotal cost sharing to the beneficiary, including any facility cost
sharing. Ifyouhave a variety of costsharing, please utilizethe minimum and
maximum fields toreflect the lowestand highestcost sharing thata beneficiary
may pav.

Is there an enrollee Coinsurance?

i Yes
" No

Selectwhich Additional Services have a Coinsurance (Selectall thatapply):

Tobacce Cessation Counseling for Pregnant Women
Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based Services

Personal Care Services

Self-Directed Personal Assistance Services

Private Duty Nursing Services

Case Management (Long Term Care)

Institution for Mental Disease Services for Individuals 65 or Older
Services in an Intermediate Care Facility for Individuale with Intellectual Disabilit
Case Management

Other 1

Other 2

Other 3

Other 4

Other 5

Other &

Other 7

Other 8

Other 9

Other 10

Other 11

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services =

Other 12
Other 13
Other 14
Other 15
Other 18
Other 17
Other 18
Other 13
Other 20
Other 21
Other 22
Other 23 x|

Indicate Coinsurance for one or more ofthe following services.

Minimum Maximum
Coinsurance Coinsurance

Early and Periodic Screening, Diagnostic, and
Treatment (EPSOT) Services

Tobacco Cessation Counseling forPregnant
\Women

Freestanding Birth Center Services
Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based Services
Personal Care Services

Self-Directed Personal Assistance Services
Private Duty Nursing Services

Case Management (Long Term Care)
Institution for Mental Disease Services for

Individuals &5 or Older

Services in an Intermediate Care Facility for
Individuals with Intellectual Disabilities

TETT TR
TR
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CY 2020 PBP Data Entry System Screens

#13h Additional Services — Base 26

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Seqment 000 =1

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Indicate Coinsurance for one or more ofthe following services

Minimum Maximum
Coinsurance Coinsurance

Case Management

Other 1

Other 2

Other 3

Other 4

Other&

Other &

Other 7

Other 8

Other g

Other 10

Other 11

TN
TN

Other12

[T [Pl 1 3h Additional Services - Base 26

Other 13

Other 14

Other 15

Other 18

Other 17

Other 18

Other 19

Other 20

Other 21

Other 22

Other 23

Other 24

Other 25

Minimum Maximum
Coinsurance Coinsurance

TN
TN
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File Help

> car

Previous Next (Validate)

Minimum Maximum
Coinsurance Coinsurance

Other 26
Other 27
Other 28
Other 28
Other 30
Other 31
Other 32
Other 33
Other 34
Other 35
Other 36

Other 37

TN
TN

Other 38

CY 2020 PBP Data Entry System Screens

Exit (No
Validate)

Indicate Coinsurance for one or more ofthe following services

Is there an enrollee Copayment?

I
o

Yes
Mo

Select which Additional Services have a Copayment (Selectall thatapply):

Earty and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services -
Tobacce Cessation Counseling for Pregnant Women —
Freestanding Birth Center Services

Respiratory Care Services

Famity Planning Services

Nursing Home Services

Home and Community Based Services

Personal Care Services

Self-Directed Personal Assistance Services

Private Duty Nursing Services

Case Management (Long Term Care)

Institution for Mental Disease Services for Individuals 85 or Older

Services in an Intermediate Care Facility for Individuals with Intellectual Disabilitic
Case Management

Other 1

Other 2

Other 3

Other 4

Other 5

Other &

Other 7

Other &

Other &

Other 10

Other 11

Other 12
Other 13
Other 14
Other 15
Other 16
Other 17
Other 18
Other 19
Other 20
Other 21
Other 22

Other 23 =

I
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#13h Additional Services — Base 28

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =1=] x|

File Help
oL
. Exit
Previous Next (Validate)

Indicate Copaymentfor one or more of the following services.

Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) Services

Tobacco Cessation Counseling forPregnant
‘Wamen

Freestanding Birth Center Services
Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based Services
Personal Care Services

Self-Directed Personal Assistance Services
Private Duty Mursing Services

Case Management (Long Term Care)
Institution for Mental Disease Services for

Individuals 65 or Older

Services in an Intermediate Care Facility for
Individuals with Intellectual Disabilities

» [0 [+Fl|#13h Additional Services - Base 28

l— l— Case Management |— |—
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#13h Additional Services — Base 29

& PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 == x|

File Help

Previous

Other 13

Other 14

Other 15

Other 18

Other 17

Other 18

Other 18

Other 20

Other 21

Other 22

Other 23

Other 24

Other 28

Next

Minimum
Copayment

THETET LT
THETTE LT

of
Exit
(Validate)

Indicate Copaymentfor one or more of the following services

IMaximum
Copayment

» Go To: (BRI ]
Exit (No
Validate)

Copayment  Capeyment
Other 28 |— |—
Other 29 |— |—
Other 30 |— |—
Other 33 |— |—
Other 34 |— |—
Other 35 |— |—
Other 38 |— |—
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#13h Additional Services — Base 30

PBP Data Entry System - Section B-13, Contract X0001, Plan 001, Segment 000 =|=] %]
Eile Help
o b o
x Exit Exit (No
Previous Next (Validate) Validate)
s —
Is Authorization required for one or more Additional Services? Is & referral required for one or more Additional Services? Additional Services Notes
T Yes T Yes Note may include additional information to describe benefitinthis
i No i Mo service category. Do not repeatinformation captured in data entry
Selectwhich Additional Services need an Authorization (Select Select which Additional Services need a Referral (Select all Notes
all that apply): that apply) d
Early and Periodic Screening, Diagnostic, and Treatment (EPSI a Early and Periodic Screening, Diagnestic, and Treatment (EPS[ &
Tobacco Cessation Counseling for Pregnant Women [l Tobacco Cessation Counseling for Pregnant Women ]
Freestanding Birth Center Services Freestanding Birth Center Services
Respiratory Care Services Respiratory Care Services
Family Planning Services Family Planning Services
Nursing Home Services Nursing Home Services
Home and Community Based Services Home and Community Based Services
Personal Care Services Personal Care Services
Self-Directed Personal Assistance Services Self-Directed Personal Assistance Services
Private Duty Nursing Services Private Duty Nursing Services
Case Management (Long Term Care) Case Management (Long Term Care)
Institution for Mental Disease Services for Individuals 85 or Ok Institution for Mental Disease Services for Individuals 65 or Ok
Services in an Intermediate Care Facility for Individuals with In Services in an Intermediate Care Facility for Individuals with In
Case Management Case Management
Other 1 Other 1
Other 2 Other 2 LI
Other 3 Other 3 Additional Notes
Other 4 Other 4 =
Other 5 Other &
Other & Other &
Other 7 - Other 7 -
Other & Other &
Other 8 Other 9
Other 10 Other 10
Other 11 Other 11
Other 12 Other 12
Other 13 Other 13
Other 14 Other 14
Other 15 Other 15
Other 18 Other 18
Other 17 Other 17
Other 18 Other 18
Other 19 x| Other 19 4| =
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#14a Medicare-covered Zero Dollar Preventive Services

PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 -|=] x|
File Help
’ ol » [T (1l 4a Wedicare-covered Zero Dolar Preventive
- Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT I IMedicare-covered Zero Dollar Preventive Services Motes
Mote mayinclude additional information to describe benefitin this service
Medicare-covered Zero Dollar Preventive Services Aftestation category. Da notrepeat informatian capiured in data entry.
| attestthat there is no coinsurance, copayment, or deductible faor all Notes:
- Original Medicare preventive services that are offered at zero dollar cost ;I
sharing.

Note: Plan may not require an authorization or referral for certain S0 cost

sharing preventive services, for example, screening mammograms

Is authorization required?

i es

© No

Is & referral required?

i Yes

 No

=
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#14b Annual Physical Exam — Base 1

PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000
Eile Help

T

o » (10 [+ 78140 Annual Physical Exam - Base 1
: Exit Exit (No.
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Is there a service-specific Maximum Plan Benefit Coverage amount?
" Yes
© No

Youshould only usethese supplemental benefits for Annual Physical
Exams not covered by Original Medicare. You may charge copays for
these Annual Physical Exams. NOTE: Medicare-covered preventive Indicate Maximum Plan Benefit Coverage amount:
services arealways plan covered, and consequently they are not

appropriate as a supplemental benefit.

Does the plan providethe Annual Physical Exam as a supplemental benefit
under Part C?
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
" es oy
© No =
' No
Select type of benefit for the Annual Physical Exam:
€ Mandatory

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
" Optional
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#14b Annual Physical Exam — Base 2

& PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 =1=] x|

File Help
o » Go To: B
h Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
" Yes  Yes
© No  No

Indicate Minimum Cainsurance percentage for each Annual Physical Indicate Minimum CGopayment amaunt for each

Exam Annual Physical Exam:
Indicate Maximum Coinsurance percentage for each Annual Physical Indicate Maximum Copayment amount for each
Exam Annual Physical Exam:

Is there an enrollee Deductible?

i Yes
' Mo

Indicate Deductible Amount:
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#14b Annual Physical Exam — Base 3

& PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 =1=] x|

Eile Help
o » Go To: [
: Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

" es
' Mo

Is a referral required for the Annual Physical Exam?
© Yes
' Mo

Annual Physical Exam Motes

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

Motes:
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#14c Other Defined Supplemental Benefits — Base 1

a5 PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 — O
File Help

‘ ’ o ¥ Go To: g ther Define:
. Exit Exit (No
Previous MNext (Vvalidate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select type of benefit for Health Education: Select type of benefitfor Telemonitoring Services:
i . ' Mandatory " Mandatory
Does the plan provide Other Defined Supplemental Benefits as a benefitunder Part C7 ¢ Optional " Optional
o ves Selecttype of benefitfor R te A Technolegies {includi
" ) . elect type of benefit for Remote Access Technologies (including
 No Select type of benefit for Mutritional/Dietary Benefit: Web/Phone-based technologies and Nursing Hotline)
 Mandat
‘(- andatory " Mandatory
Select enhanced benefit{Select all that apply): Optional " Optional
Health Education . . - .
NutritionalDietary Benefit ~ Is this benefit unlimited for Nutritional/Dietary Selectthe type of Remote Access Technologies offered (Select
Benefit? :
Additional Sessions of Smoking and Tobacco Cessation Counseling Enet all that apply):

Fitness Benefit* ™ Yes [~ web/Phone-based technologies
Enhanced Disease Management [ Nursing Hotline
Telemonitoring Services®

" No, indicate number

Remote Access Technelogies (including Web/Phone-based technologies and Nursing Hetlin gﬂ:ni Z;r number of visits for Nutritional/Dietary Select type of benefi for Bathroom Safety Devices:
Bathroom Safety Devices® - & Mandataory
Coungeling Services [ Optional

In-Home Safety Assessment
Personal Emergency Response System (PERS) Indicate setting for Nutritional/Dietary Benefit: Select type of benefit for Gounseling Services:
Medical Nutrition Therapy (MNT)

Post dizcharge In-Home Medication Reconciliation
Re-admigsion Prevention

Wigs for Hair Loss Related to Chemotherapy " Both Sessions (Individual and Group)
Weight Management Programs®
Alternative Therapies®

" Individual Sessions ~ Mandatory
" Group Sessions ~ Optional

|s this benefitunlimited for Counseling Services?
v Selecttype of benefit for Additional Sessions of ‘(- Yes ‘

Smoking and Tebacco Cessation Counseling: € No indicat b
0, Indicate number

*=Anote is required when this benefit is offered. ‘ " Mandatory |

o Optional Indicate number of visits for Counseling Services:

Indicate number of visits offered in addition to

Medicare: Indicate setting for Counseling Services:

7 Individual Sessions

Select type of benefit for Fitness Benefit; " Group Sessions

¢ Both Sessions (Individual and Group)
0 Mandatory Indicate duration ofsessions (in minutes):
" Optional ’
Select type of benefit for Enhanced Disease Zelect type of benefit for In-Home Safety Assessment:
Management:

" Mandatory
" Mandatory " optional
" Optional
Z|
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#14c Other Defined Supplemental Benefits — Base 2

! PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segrment 000

File Help

’ il » Go To:
Exit Exit (No

Previous Next (Validate) Validate)

Select type of benefit for Personal Emergency Response System
(PERS):

" Optional
Select type of benefit for Medical Mutrition Therapy (MNT):

‘("' Mandatary ‘

" Mandatory
" Optional

Do you offer Additional Sessions for Medicare-covered diseases?

 Yes
" No

Indicate the limitfor Additional Sessions:

 Visits
" Hours

Indicate numerical limit on the services provided for Additional
Sessions:

Do you offer Coverage for Non-Medicare-covered diseases?
(Specify the diseases and describe the coverage in the notes field)

 Yes
" No

Indicate units a limit will be provided in for Coverage for Non-
Medicare covered diseases:

 Visits
" Hours

Indicate numerical limit on the services provided for Coverage
for Mon-Medicare covered diseases:

Select type of benefit for Post discharge In-Home Medication
Reconciliation:

ther Defin

Select type of benefitfor Re-admission Prevention:

" Mandatory
" Optional

What does your Re-admission Prevention benefitinclude (check
all that apply):

[~ Meals

[ Medication Reconciliation
[ In-Home Safety Assessment
[ Other, Describe

Enter name of Service:

Please describe the Meal benefitincluded in Re-admission Prevention:

How many days does your Meal Benefit last?

What is the maximum number of meals the benefit provides?

Select type of benefit for Wigs for Hair Loss Related to Chemotherapy:

" Mandatory
" Optional

Select type of benefit for Weight Management Programs:

" Mandatory
" Optional

Select type of benefit for Alternative Therapies:

¢ Mandatory
" Optional

|5 this benefit unlimited for Alternative Therapies?

|5 your Alternative Therapies benefit combined
with either the Chiropractor Services benefit or
Acupuncture benefit, or both?

‘(" Yes ‘

" No

Select type of benefit for Therapeutic Massage:

[ Mandatory
" Optional

Select type of benefit for Adult Day Health Services:

¢ Mandatory
" Optional

Select type of benefit for Home-Based Palliative Care:

" Mandatory
" Optional

Select type of benefitfor In-Home Support Services:

" Mandatory
" Optional

Select type of benefit for Support for Caregivers of
Enrollees:

" Mandatory
" Optional

" Mandatory " Yes
" Optional ‘(" Mo, indicate number ‘
Indicate number of visits offered for Alternative
Therapies:
Z|
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#14c Other Defined Supplemental Benefits — Base 3

a5l PBP Data Entry System - Section B-14, Contract X0D01, Plan 001, Segment 000 — O
File Help
’ o b4 Go To: | : ental Benefits - Base 3
. Exit Exit (No
Previous Next (Validate) Validate)
Is there a service-specific Maximum Plan Benefit Coverage Eddl-:izt;aor:.axlmum Flan Benefit Coverage amount for Health Indicate Maximum Plan Benefit Coverage amount for Fitness
amount for Other Defined Supplemental Benefits? I— Benefit:
" es ) o I
“ Mo Select Maximum Plan Benefit Coverage pericdicity for Health
Education: Select Maximum Plan Benefit Coverage periodicity for Fitness
Benefit:
Select which Other Defined Suppl tal Benefits h " Bvery three years '
elect whic! er Defined Supplemental Benefits have a Every three years
Maximum Plan Benefit Coverage amount (Select all that apply): o Every two years e
el Every year Every two years
Health Education ~ I ) i Every year
NutritionalDietary Benefit Every six months ' Every six months
Additional Sessions of Smoking and Tobacco Cessation Counsel " Every three months . ry
Fitness Benefit " Other, Describe o Every three months
i Monthl
Enhanced Disease Management Indicate Maximum Plan Benefit Goverage amount for - oty
Telemonitoring Services Mutritional/Dietary Benefit Other, Describe
Remote Access Technologies (including Web/Phone-based techi . .
Bathroom Safety Devices Indicate Maximum Plan Benefit Coverage amount for Enhanced
N X . R Disease Management:
Counzeling Services Select Maximum Plan Benefit Coverage periodicity for
In-Home Safety Assessment Mutritional/Dietary Benefit:
Personal Emergency Response System (PERS) N P
Medical Nutrition Therapy (MNT)  Ev ery three years ggl ect MT\:I(I mum F'Ianfien efit Coverage periodicity for Enhanced
Post discharge In-Home Medication Reconciliation " Every two years Isease Management.
Re-admission Prevention e Every year e Every three years
Wigs for Hair Loss Related to Chemotherapy « Every six months [ Every two years
Weight Management Programs " Every three months " Every year
Alternative Therapies b el Other, Describe r Every six months
Indicate Maximum Plan Benefit Coverage amount for Additional " Every three months
Sessions of Smeking and Tobacco Cessation Counseling:  Oth er, Describe
Indicate Maximum Plan Benefit Coverage amount for
Select Maximum Plan Benefit Coverage periodicity for Additional ~ _Telemonitoring Services:
Sessions of Smeking and Tobacco Cessation Counseling:
" Every three years Select Maximum Plan Benefit Goverage periodicity for
" Every two years Telemonitoring Services:
" Every year
WY. [ Every three years
" Every six months e .
" Every three months - Every o years
" Other, Describe VEry year
" Every sixmonths
" Every three months
" Other, Describe
Z)
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#14c Other Defined Supplemental Benefits — Base 4

as) PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

File Help
4 > o »x
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Plan Benefit Coverage amount for Remote

Access Technologies (including Web/Phone-based technologies
and Mursing Hotline):

prennene.

Select Maximum Plan Benefit Coverage periodicity for Remote
Access Technologies (including Web/Phone-based technologies
and Mursing Hotline):

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for Bathroom
Safety Devices:

Select Maximum Plan Benefit Coverage periodicity for Bathroom
Safety Devices:

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for Counseling
Services:

o

Select Maximum Plan Benefit Coverage periodicity for
Counseling Services:

" Every three years
" Every two years

" Every year

" Every six manths
" Every three months

" Other, Describe

Indicate Maximum Plan Benefit Coverage amount for In-Home
Safety Assessment:

Select Maximum Plan Benefit Coverage periodicity for In-Home
Safety Aszessment:

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for Post
discharge In-Home Medication Reconciliation:

Select Maximum Plan Benefit Coverage periodicity for Post
discharge In-Home Medication Reconciliation:

Indicate Maximum Plan Benefit Coverage amount for Personal
Emergency Response System (PERS):

Select Maximum Plan Benefit Coverage periodicity for Persenal
Emergency Response System (PERS):

" Every three years
" Every two years

" Every year

" Every six months
" Every three months

" Other, Describe

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for Re-
admission Prevention:

Select Maximum Plan Benefit Coverage perio
admission Prevention:

Indicate Maximum Plan Benefit Coverage amount for Medical

" Every three years
" Every two years

" Every year

" Every six months
" Every three months

" Other, Describe

Mutrition Therapy (MNT):

Select Maximum Plan Benefit Coverage periodicity for Medical
Mutrition Therapy (MNT):

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for Wigs for
Hair Loss Related to Chemotherapy:

Select Maximum Plan Benefit Coverage periodicity for Wigs for
Hair Loss Related to Chemotherapy:

" Every three years
" Every two years

" Every year

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

Zi
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#14c Other Defined Supplemental Benefits — Base 5

File Help
> o »x
- Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Plan Benefit Coverage amount for Weight
Management Programs:

Select Maximum Plan Benefit Coverage periodicity for Weight
Management Programs:

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for
Alternative Therapies:

Select Maximum Plan Benefit Coverage periodicity for
Alternative Therapies:

asl PBP Data Entry System - Section B-14, Contract X0D01, Plan 001, Segment 00D

Indicate Maximum Plan Benefit Coverage amount for Adult Day
Health Services:

Select Maximum Plan Benefit Coverage periodicity for Adult Day
Health Services:

Indicate Maximum Plan Benefit Coverage amount for Support for
Caregivers of Enrollees:

Select Maximum Plan Benefit Coverage periodicity for Support
for Caregivers of Enrollees:

" Every three years
" Every two years

" Every year

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

" Every three years
" Every two years

" Every year

" Every six months
" Every three months

" Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Home-
Eased Palliative Care:

Select Maximum Plan Benefit Coverage periodicity for Home-
Based Palliative Care:

" Every three years
" Every two years

" Every year

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

" Every three years
" Every two years

" Every year

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

Indicate Maximum Plan Benefit Coverage amount for Therapeutic
Massage:

Select Maximum Plan Benefit Coverage periodicity for
Therapeutic Massage:

Indicate Maximum Plan Benefit Coverage amount for In-Home
Support Services:

Select Maximum Plan Benefit Coverage periodicity for In-Home
Support Services:

" Every three years
" Every two years

" Every year

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

" Every three years
" Every two years

" Every year

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

Z
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#14c Other Defined Supplemental Benefits — Base 6

a5 PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

File Help
3 of x
. Exit Exit (No
Previous Next (Validate) Validate)

|s there a service-specific Maximum Enrolles Qut-of-Pocket Cost
for Other Defined Supplemental Benefits?

 Yes
Mo

Select which Other Defined Supplemental Benefits have a
Maximum Enrollee Out-of-Pocket Cost (Select all that apply):

Health Education -
NutritionalDietary Benefit

Additional Sessions of Smoking and Tobacco Cessation Counsel
Fitness Benefit

Enhanced Disease Management

Telemonitoring Services

Remote Access Technologies (including Web/Phone-based techi
Bathroom Safety Devices

Counseling Services

In-Home Safety Assessment

Personal Emergency Response System (PERS)

Medical Nutrition Therapy (MNT)

Post discharge In-Home Medication Reconciliation

Re-admission Prevention

Wigs for Hair Loss Related to Chemotherapy

Weight Management Programs.

Alternative Therapies bd

Indicate Maximum Enrollee Out-of-Pocket Cost amount for
Health Education:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Health Education:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

iaReleReRele'

Indicate Maximum Enrolles Owut-of-Pocket Cost amount for
Nutritional/Dietary Benefit:

Select the Maximum Enraollee Out-of-Pocket Cost periodicity for
MNutritional/Dietary Benefit:

supplemental Benefits - Base 6

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Additional
Sessions of Smoking and Tobacco Cessation Counseling:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Additional Sessions of Smoking and Tobacco Cessation Counseling:

Every three years
Every two years
Every year

Every six months
Every three months
Cther, Describe

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Fitness
Benefit:

e ———

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Fitness Benefit:

inReleRaleRe

Every three years
Ewvery two years
Every year

Every six months
Ewvery three months
Other, Describe

TN

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Enhanced
Disease Management:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Enhanced Disease Management:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

inZeReRe el

Indicate Maximum Enrollee Owut-of-Pocket Cost amount for
Telemonitoring Services:

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Remote Access Technologies

{including Web/Phone-based technolegies and Nursing Hotling)

Select the Maximum Enrolles Out-of-Pocket Cost periodicity for Remote Access
Technologies {including WebPhone-based technalogies and Mursing Hotline)

" Every three years
" Every two years

' Every year

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

Indicate Maximum Enrollee Qut-of-Pocket Cost amount for Bathroom
Safety Devices:

Select the Maximum Enrollee Qut-of-Pocket Cost periodicity for
Bathroom Safety Devices:

" Every three years

" Every two years

e Every year

" Every sixmonths
" Every three months
~ Other, Describe

Indicate Maximum Enrollee Out-of-Pocket Cost amount for
Counseling Services:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Counseling Services:

" Every three years

e Every two years

" Every year

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount for In-Home
Safety Assessment:

Select the Maximum Enrcllee Out-of-Pocket Cost periodicity for In-

Il Every three years Telemonitoring Services: Home Safety Assessment:

o Every two years [l Every three years sl Every three years

" Every year " Every two years " Every two years

o Every six months o Every year i Every year

« Every three months o Every six months [ Every six months

" Other, Describe « Every three months e Every three months

" Other, Describe " Other, Describe
Z|
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#14c Other Defined Supplemental Benefits — Base 7

=) PBP Data Entry Systemn - Section B-14, Contract XD001, Plan 001, Segrnent D00

File Help
» o »
- Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Enrollee Out-of-Pocket Cost amount for
Personal Emergency Response System (PERS):

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Personal Emergency Response System (PERS):

Go To: tal Benefits - Base 7

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Re-
admission Prevention:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Re-admission Prevention:

Indicate Maximum Enrallee Qut-of-Pocket Cost amount for
Alternative Therapies:

Select the Maximum Enrcllee Out-of-Pocket Cost periodicity
for Alternative Therapies:

" Every three years
" Every two years

" Every year

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

" Every three years
" Every two years

" Every year

" Every sixmonths
" Every three months
" Other, Describe

" Every three years
" Every two years

" Every year

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount for
Medical Nutrition Therapy (MNT):

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Medical Mutrition Therapy (MNT):

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Wigs
for Hair Loss Related to Chemotherapy:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
'Wigs for Hair Loss Related to Chemaotherapy:

Indicate Maximum Enrallee Qut-of-Pocket Cost amount for
Therapeutic Massage:

Select the Maximum Enrcllee Out-of-Pocket Cost periodicity
for Therapeutic Massage:

" Every three years
" Every two years

" Every year

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

" Every three years
" Every two years

" Every year

" Every sixmonths
" Every three months

" Other, Describe

" Every three years
 Every two years

" Every year

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount for Post
discharge In-Home Medication Reconciliation:

Select the Maximum Enrollee Out-of-Pock et Cost periodicity for
Postdischarge In-Heme Medication Reconciliation:

Indicate Maximum Enraollee Qut-of-Pocket Cost amount for
Weight Management Programs:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
‘Weight Management Programs:

Indicate Maximum Enroliee Out-of-Pocket Cost amount for
Adult Day Health Services:

Select the Maximum Enrcllee Out-of-Pocket Cost periodicity
for Adult Day Health Services:

Every three years
Every two years
Every year

Every six months
Every three months
" Other, Describe

aEeReRale'

" Every three years
" Every two years

" Every year

" Every sixmonths
" Every three months
" Other, Describe

" Every three years
" Every two years

" Every year

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

Zi
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#14c Other Defined Supplemental Benefits — Base 8

=) PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

File Help
4 > & »
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate Maximum Enrollee Out-of-Pocket Cost amount for
Home-Based Palliative Care:

Selectthe Maximum Enrollee Out-of-Pocket Cost periodicity
for Home-Based Palliative Care:

" Every three years
" Every two years

" Every year

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount for In-
Home Support Services:

Selectthe Maximum Enrollee QOut-of-Pocket Cost periodicity
for In-Home Support Services:

" Every three years
" Every two years

& Every year

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

Indicate Maximum Enrollee Out-of-Pocket Cost amount for
Support for Caregivers of Enrollees:

Selectthe Maximum Enrollee Qut-of-Pocket Cost periodicity
for Support for Caregivers of Enrolless:

' Every three years
" Every two years

& Ewvery year
 Every six months
¢~ Every three months
" Other, Describe

Go To: g

ther Defined Supplemental Benefits - Base &
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#14c Other Defined Supplemental Benefits — Base 9

Is there an enrollee Coinsurance?

© ves
" No

Select which Other Defined Supplemental Benefits have a
Coinsurance (Select all that apply):

Health Education -
NutriticnalDietary Beneft

Additional Sessions of Smoking and Tobacco Cessation Counsel
Fitness Benefit

Enhanced Disease Management

Telemonitoring Services

Remote Access Technologies (including Web/Phone-based techr
Bathroom Safety Devices

Counseling Services

In-Home Safety Assessment

Personal Emergency Response System (PERS)

Medical Mutritien Therapy (MNT}

Post discharge In-Home Medication Reconciliation

Re-admission Prevention

Wigs for Hair Loss Related to Chemotherapy A

Indicate Minimum Coinsurance percentage for Health Education:

.

Indicate Maximum Coinsurance percentage for Health Education:

.

Indicate Minimum Coinsurance percentage for Mutritional/Dietary
Benefit:

:

Indicate Maximum Coinsurance percentage for Nutritional/Dietary
Benefit:

.

Indicate Minimum Coinsurance percentage for Additional Sessions
of 2moking and Tobacco Cessation Counseling

.

Indicate Maximum Coinsurance percentage for Additional Sessions
of Smoking and Tobacco Cessation Counseling:

:

File Help
ot » Go To:
. Exit Exit (No
Previous Next (Validate) Validate)

sl PBP Data Entry System - Section B-14, Contract 0001, Plan 001, Segment 000

Indicate Minimum Coinsurance percentage for Fitness Benefit:

.

Indicate Maximum Coinsurance percentagefor Fitness Benefit

.

Indicate Minimum Coinsurance percentage for Enhanced Disease
Management:

.

Indicate Maximum Coinsurance percentage for Enhanced Disease

Management:

.

Indicate Minimum Coinsurance percentage for Telemonitoring

w
g
H
g
g

Indicate Maximum Ceinsurance percentage for Telemonitoring
Services:

.

Indicate Minimum Coinsurance percentage for Remote Access
Technologies {Web/Phone-based technologies]:

.

Indicate Maximum Coinsurance percentage for Remote Access
Technologies {Web/Phone-based technologies):

:

Indicate Minimum Coinsurance percentage for Remote Access
Technologies {Nursing Hotling):

.

Indicate Maximum Coinsurance percentage for Remote Access
Technologies {Nursing Hotling):

:

Indicate Mini

Coinsurance percentage for Bathroom Safety

(=]
2
5
&

Indicate Maximum Coinsurance percentage for Bathroom Safety

=]
s
o
b}

Indicate Minimum Coinsurance percentage for Counseling Services

.

Indicate Maximum Coinsurance percentagefor Counseling Services:

.

Indicate Minimum Coinsurance percentage far In-Home Safety
Assessment:

.

Indicate Maximum Ceinsurance percentage for In-Home Safety
Assessment:

.

Indicate Minimum Coinsurance percentage for Personal
Emergency Response System (PERS)

.

Indicate Maximum Coinsurance percentage for Personal
Emergency Response System (PERS):

.

Indicate Minimum Coinsurance percentage for Medical Nutrition
Therapy (MNT)

.

Indicate Maximum Coinsurance percentage for Medical Mutrition
Therapy (MNT)

:

Indicate Minimum Coinsurance percentage for Postdischarge
In-Home Medication Reconciliation

.

Indicate Maximum Coinsurance percentage for Post discharge
In-Home Medication Reconciliation

.

Indicate Minimum Coinsurance percentage for Re-admission
Prevention:

.

Indicate Maximum Coinsurance percentage for Re-admission
Prevention:

.

Indicate Minimum Coinsurance percentage for Wigs for Hair Loss
Related to Chemotherapy:

.

Indicate Maximum Coinsurance percentage for Wigs for Hair Loss
Related to Chemotherapy:

.

Indicate Minimum Coinsurance percentage for Weight
Management Programs:

.

Indicate Maximum Coinsurance percentage for Weight
Management Programs:

.

Indicate Minimum Coinsurance percentage for Alternative Therapies:

.

Indicate Maximum Coinsurance percentagefor Alternative Therapies:

.

Indicate Minimum Coinsurance percentage for Therapeutic

=
i
in
4
o
w

Indicate Maximum Coinsurance percentage for Therapeutic

=
i
i
4
o
o

Indicate Minimum Coinsurance percentage for Adult Day Health
Services:

.

Indicate Maximum Coinsurance percentage for Adult Day Health
Services:

:
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#14c Other Defined Supplemental Benefits — Base 10

File Help
4 > of »
. Exit Exit (No
Previous Next (Validate) Validate)

Indicate Minimum Coinsurance percentage for Home-Based
Palliative Care:

:

Indicate Maximum Ceinsurance percentage for Home-Based
Palliative Care:

:

Services:

:

Services:

:

Indicate Minimum Coinsurance percentage for Support for
Caregivers of Enrollees:

:

Indicate Maximum Coinsurance percentage for Supportfor
Caregivers of Enrcllees:

:

You mustinclude total costsharing to the
beneficiary, including any facility costsharing. Ifyou
have a variety of costsharing, please utilize the
minimum and maximum fields to reflect the lowest
and highest costsharing that a beneficiary may pay.

! PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segrnent 000

(vl [+ Hll[#14c Other Defined Supplemental Benefits - Base 10

Indicate Minimum Coinsurance percentage for In-Home Support

Indicate Maximum Coinsurance percentage for In-Home Support
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#14c Other Defined Supplemental Benefits — Base 11

ol PEP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

File Help
i » Go To:
- Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Deductible?

" es
" No

Indicate Deductible Amount

Is there an enrollee Copayment?

" es
© No

Select which Other Defined Supplemental Benefits have a
Copayment (Select all that apply):

Health Education A
NutritienalDietary Beneft

Additional Sessions of Smoking and Tobacco Cessation Counsel
Fitness Benefit

Enhanced Disease Management

Telementtoring Services

Remote Access Technolegies (including Web/Phone-based techi
Bathroom Safety Devices

Counseling Services

In-Home Safety Assessment

Personal Emergency Respense System (PERS)

Medical Nutrition Therapy (MNT)

Post discharge In-Home Medication Reconciliation

Re-admission Prevention

'Wigs for Hair Loss Related to Chemotherapy

‘VWeight Management Programs

Alternative Therapies v

Indicate Minimum Copayment amount for Health Education:

Indicate Maximum Copaymentamount for Health Education:

Indicate Minimum Copayment amount for Mutritional/Dietary Benef

Indicate Maximum Copayment amount for Nutriional/Dietary Bene

Indicate Minimum Copayment amount for Additional Sessions of
Smoking and Tobacce Cessation Counseling:

prksencies

Indicate Maximum Copayment amount for Additional Sessions of
Smoking and Tobacce Cessation Counseling:

Indicate Minimum Copayment amount for Fitness Benefit:

Indicate Maximum Copayment amount for Fitness Benefit:

Indicate Mi
Management:

mum Copayment amount for Enhanced Disease

Indicate Maximum Copayment amount for Enhanced Disease
Management:

Indicate Minimum Copayment amount for Telemonitaring Services:

Indicate Maximum Copayment amountfor Telemonitoring Services:

Indicate Minimum Copayment amount for Remote Access
Technologies (Web/Phone-based technologies)

Indicate Maximum Copayment amount for Remote Access
Technologies (Web/Phone-based technelogies)

Indicate Minimum Copayment amount for Remote Access
Technologies (Nursing Hotline):

Indicate Maximum Copayment amount for Remote Access
Technologies (Nursing Hofline):

Indicate Minimum CGopayment amountfor Bathroom Safety Devices

Indicate Maximum Copayment amount for Bathroom Safety Devices:

Indicate Minimum Copaymentamountfor Counseling Services

Indicate Maximum Copayment amount for Counseling Services:

Indicate Minimum Copayment amount for In-Home Safety
Assessment:

Indicate Maximum Copayment amount for In-Home Safety
Assessment:

Indicate Minimum Copayment amount for Personal Emergency
Response System (PERS):

Indicate Maximum Copayment amount for Personal Emergency
Response System (PERS):

Indicate Minimum Copayment amount for Medical Nutri
Therapy (MNT):

Indicate Maximum Copayment amount for Medical Nutrition
Therapy (MNT):

Indicate Minimum Copayment amount for Post discharge In-Home
Medication Reconciliation:

Indicate Maximum Copayment amount for Post discharge In-Home
Medication Reconciliation:

Indicate Minimum Copayment amount for Re-admission Prevention

Indicate Maximum Copayment amountfor Re-admission Prevention:

Indicate Minimum Copayment ameunt for Wigs for Hair Loss
Related to Chemotherapy

Indicate Maximum Copayment amount for Wigs for Hair Loss
Related to Ghemotherapy

Indicate Minimum Gopayment amount for Weight Management
Programs:

Indicate Maximum Copayment amount for Weight Management
Programs:

Indicate Minimum Copayment amount for Alternative Therapies

Indicate Maximum Copaymentamount for Alternative Therapies

Indicate Minimum Copayment amount for Therapeutic Massage:

Indicate Maximum Copaymentamount for Therapeutic Massage:

Indicate Minimum Copayment amount for Adult Day Health

Services:

Indicate Maximum Copayment amount for Adult Day Health
Services:
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CY 2020 PBP Data Entry System Screens

#14c Other Defined Supplemental Benefits — Base 12

= PEP Data Entry System - Section B-14, Contract XDD01, Plan 001, Segment 000 - [m}
File Help

‘ b sl » [es 0 s [#14c Other Defined Supplemental Benefits - Base 12
- Exit Exit (No
Previous Next (Validate) Validate)

Indicate Minimum Copayment amount for Home-Based Palliative
Care:

e

Indicate Maximum Copayment amount for Home-Based Palliative
Care:

N

Indicate Minimum Copayment amount for In-Home Support
Services:

Indicate Maximur Copayment amount for In-Home Support
Services:

Indicate Minimum Copayment amount for Support for Caregivers
of Enrollees:

Indicate Maximurm Copayment amount for Support for Caregivers
of Enrollees:
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#14c Other Defined Supplemental Benefits — Base 13

a=! PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segrnent 000

- m}
File Help
> o ot
- Exit Exit (No
Previous Next (Validate) Validate)

|5 authorization required?
" Yes
" No

Additional Sessions of Smoking and Tobacco Cessation Counseling Motes:

Is a referral required for Other Defined Supplemental Benefits?
‘(‘ ‘es ‘

Mo

Fitness Benefit Notes:*
Other Defined Supplemental Benefits Motes:

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

*=This notes field is required when the corresponding benefitis offered.

Health Education Motes: Enhanced Disease Management Notes:

Mutritional/Dietary Benefit Motes: Telemonitoring Services Notes:™*
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CY 2020 PBP Data Entry System Screens

#14c Other Defined Supplemental Benefits — Base 14

a5l PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 O
File Help
‘ ’ o » (7% [ 7 |#14c Other Defined Supplemental Benefits - Base 14
. Exit Exit (No

Previous Mext (Validate) Validate)

Remote Access Technology (Web/Phone-based technologies) Motes®* In-Home Safety Assessment Motes:

Remote Access Technologies (Mursing Hotline) Motes: Personal Emergency Response System (PERS) Motes:

Bathroom Safety Devices Motes:* Medical Mutrition Therapy (MNT) Motes:

Counseling Services Notes: Postdischarge In-Home Medication Reconciliation Notes:

Z|
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#14c Other Defined Supplemental Benefits — Base 15

=) PEP Data Entry System - Section B-14, Contract XD001, Plan D01, Segrent 000 — O
File Help
' w » [yl [vHl[#14c Other Defined Supplemental Benefits - Base 15
. Exit Exit (No

Previous Next (Validate) Validate)

Re-admission Prevention Motes: Therapeutic Massage Motes:* Supportfor Caregivers of Enrollees Motes:*

‘Wigs for Hair Loss Related to Chemotherapy Motes: Adult Day Health Services Notes:*

Weight Management Motes:* Home-Based Palliative Care Motes:*

Alternative Therapies Motes:* In-Home Support Services Motes:*
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#14d Kidney Disease Education Services — Base 1

PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

=] e
Eile Help
o X%
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT I

You mustinclude total cost sharing to the beneficiary, including any facility
costsharing. Ifyou have a variety of cost sharing, please utilize the
minimum and maximum figlds to reflectthe lowestand highestcost
Enhanced Benefits are notapplicable forthis Service Categary sharing that a beneficiary may pay.

Is there an enrollee Coinsurance?
Maximum Plan Benefit Coverage is not applicable for this Service Category

 Yes
 No
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
' Yes Indicate Minimum Coinsurance percentage for Medicare-covered
 No Benefits

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity
7 Every three years

{7 Every two years

7 Every year

€ Every six months

' Every thres months

" Other, Describe
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#14d Kidney Disease Education Services — Base 2

& PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000

==l
File Help
o » [cT+% (:F#14d - Kidney Disease Education Services Base 2
: Exit Exit (No
Previous Next [Validate) Validate)

Is there an enrollee Deductible? Is authorization required?

" Yes
 No

" es
' Mo

Indicate Deductible Amount:

Is & referral required for Kidney Disease Education Services?

" es
Is there an enrollee Copayment? Mo
© Yes
© No

Indicate Minimum Copayment amountfor Medicare-covered
Benefits:

Indicate Maximum Copaymentamount for Medicare-covered
Benefits:
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#14d Kidney Disease Education Services — Base 3

# PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 - =] %]
File Help
of » [e1o% [+Bll1#14d - Kidney Disease Education Services Base 3
° Exit Exit (No
Previous Next (Validate) Validate)
e
Kidney Disease Education Services Notes
Note may include additional information to describe benefit in this service category. Do notrepeat information captured in data entry.
Motes:
=
=
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File Help
oL *
S Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT I

Enhanced Benefits are notapplicable for this Service Category.

Glaucoma screening, diabetes self-managementtraining, barium
enemas, digital rectal exams, EKG following welcome visit, and Other
Medicare-covered preventive services are Medicare-covered
preventiveservices forwhich data entry must be completed in this
section. Seethe Benefit Description for more guidance.

Medicare-covered Preventive Services?

i Yes
 No

Select which Services have a Maximum Enrollee Out-of-Pocket
Cost (Select all that apply):

[~ Medicare-covered Glaucoma Screening

[T Medicare-covered Diabetes Self-Management Training

™ Medicare-covered Barium Enemas

[~ Medicare-covered Digital Rectal Exams

[T Medicare-covered EKG following Welcome Visit

" Other Medicare-covered Freventive Services

[T IVl #14e Other Med

Maximum Plan Benefit Coverage is not applicable for this Service Category

Is there a service-specific Maximum Enrollee Out-of-Pocket Costfor Other

Indicate Maximum Enrollee Qut-of-Packet Costamount for Medicare-
covered Glaucoma Screening:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Glaucoma Screening:

" Every three years

{7 Every two years

s Every year

" Every six months

" Every three months

" Other, Describe

Indicate Maximum Enrollee Out-of-Packet Costamount for Medicare-
covered Diabetes Self-Management Training

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Diabetes Self-Management Training:

el Every three years

" Every two years

= Every year

" Every six months

" Every three months

" Other, Describe

Indicate Maximum Enrollee Qut-of-Packet Costamount for Medicare-
covered Barium Enemas:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Barium Enemas

" Every three years

By ery two years

" Every year

" Every six months

= Every three months

" Other, Describe

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare-
covered Digital Rectal Exams:

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Digital Rectal Exams:

" Every three years

{7 Every two years

o Every year

" Every six months

" Every three months

™ Dther, Describe

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare-
covered EKG following Welcome Visit:

Selectthe Enrollee Out-of-Pocket Cost periodicity for Medicare-
covered EKG following Welcome Visit:

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

alaleTalale]

Indicate Maximum Enrollee Out-of-Pocket Costamount for Other
Medicare-covered Preventive Services

Select the Maximum Enrollee Out-of-Pocket Cost periodicity for Other
Medicare-covered Preventive Services

" Every tnree years

o Every two years

' Every year

€ Every six months

7 Every three months

" Other, Describe

=] x|

A
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CY 2020 PBP Data Entry System Screens

#14e Other Medicare-covered Preventive Services — Base 2

PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 _ =] =

Eile Help
o »* Go To: [N,
< Exit Exit (No
Previous Next (Validate) Validate)
Is therean enrollee Coinsurance? Is there an enrollee Deductible?
© Yes © ves
 Ho © Ho
Select which Services have a Coinsurance (Select all that apply) Select which Services have a Deductible (Select all that apply):
™ Medicare-covered Glaucoma Screening [T Medicare-covered Glaucoma Screening
™ Medicare-covered Diabetes Self-Management Training [T Medicare-covered Diabetes Self-Management Training
™ Medicare-covered Barium Enemas [ Medicare-covered Barium Enemas
™ Medicare-covered Digital Rectal Exams [~ Medicare-covered Digital Rectal Exams
™ Medicare-covered EKG following WelcomeVisit [T Medicare-covered EKG following Welcome Visit
™ Other Medicare-covered Preventive Services " Other Medicare-covered Preventive Services

. Indicate Medicare-covered Glaucoma Screening Deductible Amount:
Minimum Maximum

Coinsurance  Coinsurance

Indicate Medicare-covered Diabetes Self-Management Training

Medicare-covered Deductible Amount:

Glaucoma Screening

Medicare-covered
Diabetes Self-

Indicate Medicare-covered Barium Enemas Deductible Amount:
Management Training

Medicare-covered Barium
Enemas

Indicate Medicare-covered Digital Rectal Exams Deductible Amount:
Medicare-covered Digital

Rectal Exams

Medicare-covered EKG

. " Indicate Medicare-covered EKG following Welcome Visit Deductible
following Welcome Visit

Amount:

T
T

Other Medicare-covered

Preventive Services
Indicate Other Medicare-covered Preventive Services Deduclible
Amount:
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CY 2020 PBP Data Entry System Screens

#14e Other Medicare-covered Preventive Services — Base 3

al PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Segment 000 — O
File Help

‘ ’ e » Go To: |
\ Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Copayment? |s authorization required for Medicare-covered Glaucoma Screening?
7 Yes 7 Yes
Mo " No
Select which Services have a Copayment (Select all that apply): |5 authorization required for Medicare-covered Diabetes Self-Management
[~ Medicare-covered Glaucoma Screening Training?
[T Medicare-coverad Diabates Self-Management Training = ves
[~ Medicare-covered Barium Enemas Mo

[T Medicare-covered Digital Rectal Exams
[~ Medicare-covered EKG following Welcome Visit

|5 authorization required for Medicare-covered Barium Enemas?
[ Other Medicare-covered Preventive Services

™ Yes
Minimum Maximum i Mo
Copayment Copayment
Medicare-covered |5 authorization required for Medicare-covered Digital Rectal Exams?
Glaucoma Screening I I
™ Yes

Medicare-covered
Diabetes Self- [  No
Management Training

r;ledicara-covered Barium I |5 authaorization required for Medicare-coversd EKG following Welcome Visit?
nemas
" Yes
Medicare-covered Digital I I " No
Rectal Exams

Medicare-covered EKG I I

N |5 autharization required for Other Medicare-covered Preventive Services?
following Welcome Visit

" Yes

Other M_edicare—_covered I I " No

Preventive Services O MIA
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CY 2020 PBP Data Entry System Screens

#14e Other Medicare-covered Preventive Services — Base 4

& PBP Data Entry System - Section B-14, Contract X0001, Plan 001, Seqment 000

File Help
3 o »
9 Exit Exit (No
Previous Next (Validate) Validate)

Is a referral required for any Services?

0 ves
' No
Select which Services require a Referral (Select all that apply)
™ Medicare-covered Glaucoma Screening
™ Medicare-covered Diabstes Self-Management Training
[ Medicare-covered Barium Enemas
[T Medicare-covered Digital Rectal Exams
[T Medicare-covered EKG following Welcome Visit
[T Other Medicare-covered Preventive Services

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

Medicare-covered Glaucoma Screening Notes:

Medicare-covered Barium Enemas MNotes:

Other Medicare-covered Preventive Services Hotes:

15/

Medicare-covered Digital Rectal Exams Notes

Medicare-covered Diabetes Self-Management Training Motes:

Medicare-covered EKG following Welcome VisitNotes:
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CY 2020 PBP Data Entry System Screens

#15 Medicare Part B Rx Drugs — Base 1

PBP Data Entry System - Section B-15, Contract X0001, Plan 001, Segment 000 =|=] %]
Eile Help
o b o
x Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | s therean enrollee Goinsurance?
T es
' No
Is there a Maximum Enrollee Out-of-Pocket Cost?
© Yes Select which Medicare Part B Rx Drugs have a
& No Coinsurance (Selectall that apply):
[ Medicare Part B Chemotherapy Drugs
™ Other Medicare Part & Drugs
Indicate Maximum Enrollee Out-of-Pocket Cost Amount; Indicate the Minimum Goinsurance percentage
for Medicare Part B Chemotherapy Drugs
Indicate the Maximum Coinsurance percentage
Select the Maximum Enrollee Qut-of-Pocket Cost periodicity: for Medicare Part BE Chemotherapy Drugs
" Every three years
c Every two years Indicate Minimum Coinsurance percentage for
e Every year other Medicare Part B Drugs
7 Every six months
' Every three months
e Indicate Maximum Coinsurance percentage for
Bvery munlh. other Medicare Part B Drugs
" Other, Describe l—
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CY 2020 PBP Data Entry System Screens

#15 Medicare Part B Rx Drugs — Base 2

=l PEP Data Entry Systemn - Section B-15, Contract X0001, Plan 001, Segment 000 - O
File Help
4 [ sl » (% (oYl 15 Medicare Part B Rix Drugs - Base 2
" Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrolles Copayment? Is there an enrollee Deductible?
" Yes  Yes
" No  No
Select which Medicare Part B Rx Drugs have a Copayment Indicate Deductible Amount:
(Select all that apply):
|_ Medicare Part B Chemotherapy Drugs
[~ other Medicare Part B Drugs Is Authorization Required?
Indicate Minimum Copayment Amount for Medicare Part B  ves
Chemotherapy Drugs: ' No
Indicate Maximum Copayment Amount for Medicare Part B Does the plan offer step therapy?
Chemotherapy Drugs:
" Yes
" No
Indicate Minimum Copayment Amount for other Medicare Part B
Drugs: Does the benefit step from (select all that apply):
| [” PartBto Part B7
Indicate Maximum Copayment Amount for other Medicare Part B |- Part Bto Part D7
IDr”gf‘:— [ PartDto PartB?
|
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#15 Medicare Part B Rx Drugs — Notes

& PBP Data Entry System - Section B-15, Contract X0001, Plan 001, Segment 000 =|=] %]
File Help
B » [c1°% ("7 [#15 Wedicare Part B Rx Drugs - Notes,
- Exit Exit (No
Previous Next (Validate) Validate)
s —
Medicare Part B Rx Drugs Notes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Referral is not applicable for this Service Category.
Motes:
=
=
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#15 Home Infusion Bundled Services

! PEP Data Entry System - Section B-15, Contract X0001, Plan 001, Segment 000

File Help
‘ ’ .,:‘ ‘* [0 [l |#15 Home Infusion Bundled Services
. Exit Exit (No
Previous Next (Validate) Validate)

Does the plan provide Part D home infusion drugs as part of a bundled service  Does the plan pay for Part D drug home infusion services and supplies as a

as a mandatory supplemental benefit? Medicaid benefit?
i ves  Yes
" No Mo

If you select "Yes' to "Does the plan provide Part D home infusion drugs as part
of a bundled service as a supplemental benefit?', you must indicate these
specific medications in a flatfile which must be uploaded through the Formulary
Submission Module by Friday, June 7, 2019 at 11:52 am Eastern Time.

You must alse ensure that your benefit includes not only the home infusion drug,
but any services and supplies associated with the home infusion drug's
administration.

Ifyour erganization elects ta provide Part D home infusion drugs as partofa
supplemental bundled service then those services must be provided at 30 cost
sharing. As described in the G 2010 Call Letter this waiver is condifioned on
the application ofzero cost sharing forthe bundle of home infusion services
provided under a supplemental benefit.
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#16a Preventive Dental — Base 1

Softrams

PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000

=] e
Eile Help
o X%
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT I Select the Oral Exams periodicity:

Select type of benefit for Fluoride Treatment;

" Every three years ' Mandatory
Does the plan provide Preventive Dental ltems as a el Every two years lal Optional
supplemental benefit under Part C7 € Every year
© Yes " Every six months Is this benefit unlimited for Fluoride Treatment?
 No 7 Every three months

" Yes

{7 Other, Describe Mo, indicate number

Select enhanced benefits
™ Oral Exams

Selecttype of benefitfor Prophylaxis (Cleaning):
[ Prophylaxis (Cleaning)

Indicate number of visits for Fluaride Treatment:

' Mandatary
I Fluoride Treatment (o Optional
I Dental %-Rays
Is this benefitunlimited for Prophylaxis (Cleaning)? Select the Fluoride Treatment periadicity:
Select type of benefit for Oral Exams  ves r Every three years
¢ Mandatory " Mo, indicate number € Every two years
" Optional € Every year
Indicate number of visits for Prophylaxis (Cleaning) (ol Every six months
Is this benefitunlimited for Oral Exams? (ol Every three months
E ves ' Other, Describe
' No, indicate number Selectthe Prophylaxis (Cleaning) periodicity:

' Every three years
Indicate number of visits for Oral Exams: r Every two years
€ Every year
€ Every six months
€ Every three months
' Other, Describe
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#16a Preventive Dental — Base 2

Ele Help

| -

Previous Next (Validate)

€ Mandatory
~ Optional

Is this benefitunlimited for Dental X-Rays?
© Yes
' No, indicate number

Select the Dental X-Rays periodicity:

7 Every three years
' Every two years

" Every year

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

PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000

Indicate number of visits for Dental X-Rays:

»
Exit (No
Validate)

Select type of benefit for Dental X-Rays:

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

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?

7 In-network services only

{7 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

' Every year

i Every six months

' Every three months

" Other, Describe

151
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#16a Preventive Dental — Base 3

File Help
S o
, Exit
Previocus Next (Validate)

Exit (No
Validate)

Go To:

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

" Yes
" No

Indicate Maximum Enrollee Out-of-Focket Cost amount:

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

" Every three years
" Every two years

" Every year

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

o= PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000

Is there a combination of services includedina
single cost per Office Visit?

Indicate Minimum Coinsurance percentage for
Prophylaxis (Cleaning):

i Yes
" No

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

I~ Oral Exams

- Prophylaxis (Cleaning)
l- Fluoride Treatment
l- Dental X-Rays

Indicate Minimum Coinsurance percentage for
Office Visits:

Is there an enrollee Coinsurance?

i ves
" No

(Select all that apply):

[~ Oral Exams

[ Prophylaxis (Cleaning)
[ Fluoride Treatment
[~ Dental ¥-Rays

Select which Preventive Dental Services have a Coinsurance

Indicate Maximum Coinsurance percentage for
Office Visits:

:

Indicate Minimum Coinsurance percentage for Oral
Exams:

:

Indicate Maximum Coinsurance percentage for Qral
Exams:

:

Indicate Maximum Coinsurance percentage
for Prophylaxis {Cleaning}

1

Indicate Minimum Coinsurance percentage for
Fluoride Treatment:

:

Indicate Maximum Coinsurance percentage
for Fluoride Treatment:

:

Indicate Minimum Coinsurance percentage for
Dental X-Rays:

1

Indicate Maximum Coinsurance percentage
for Dental X-Rays:

:
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#16a Preventive Dental — Base 4

o' PBP Data Entry System - Section B-16, Contract X00D1, Plan 001, Segment 000

File Help
3 o X
_ Exit Exit (No
Previous Next (Validate) Validate)

5 there an enrollee Deductible?

[¢Ti [+Fl [#16a Preventive Dental - Base 4

© ves
£ No

Indicate Deductible Amount:

Is there an enrollee Copayment?

 es
Mo

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

[ Oral Exams

- Prophylaxis (Cleaning)
[~ Fluoride Treatment
[ Dental ¥-Rays

|s there a combination of services included in a single cost per
Office Visit?

" es
 No

Selectwhich combination of services are included in asingle
cost per Office Visit:

[~ Oral Exams

- Prophylaxis (CGleaning)
[” Fluoride Treatment

[~ Dental X-Rays

Indicate Minimum Copayment amount for Office Visit:

Indicate Maximum Copayment amount for Office Visit:

Indicate Minimum Copayment amount for Oral Exams:

Indicate Maximum Copayment amount for Oral Exams:

Indicate Minimum Copaymentamount for Prophylaxis (Cleaning):

Indicate Maximum Copayment amount for Prophylaxis (Cleaning):

Indicate Minimum Copayment amount for Fluoride Treatment:

Indicate Maximum Copayment amount for Fluoride Treatment:

Indicate Minimum Copayment amount for Dental X-Rays:

Indicate Maximum Copayment amount for Dental ¥-Rays:

Z
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#16a Preventive Dental — Base 5

B PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000 =1=lx]

File Help

o » Go To: (L
Exit Exit (No

Previous Next (Validate) Validate)
s —

Is authaorization required?

 ves

© No

Is a referral required for Preventive Dental Services?
© Yes

© Ho

Preventive Dental Services Notes

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

Motes:
=l
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#16b Comprehensive Dental — Base 1

PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000 =1=] x|
Eile Help
B »* 3 ] ntal - Base 1
: Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTIOM OF BENEFIT | Select type of benefit for Non-routine Select type of benefitfor Diagnostic Select type of benefit for Restorative

Services: Services Services
Even ifyou do not offer enhanced benefits, you must complete this i Mandatory el Mandatory [l Mandatory
section for your Medicare-covered Benefits. " Optional & Optional 0 Optional
Does the plan provide Comprehensive Dental ltems as a |5 this benefit unlimited for Non-routine Is this benefitunlimited for Diagnostic Is this benefit unlimited for Restorative
supplemental benefit under Part C7 Services? Services? Services?
© ves i Yes i Yes i Yes
 No " No, indicate number " No, indicate number " No, indicate number

Select enhanced benefits:
[~ Non-routine Services
- Diagnaostic Services
[~ Restorative Services
" Endodontics

[ Periodantics

[ Extractions

[T Prosthodonti cs, Other Oral/Maxillofacial Surgery, Other Services

Indicate number ofvisits far Mon-
routine Services:

Select the Non-routine Services
periodicity:
€ Every three years

Every two years
Every year

Every three months

Indicate number of visits far
Diagnostic Services:

Select the Diagnostic Services
periodicity:

Every three years

Every two years

Every year

Every six months

Every three months

Indicate number of visits far
Restorative Services

Select the Restorative Services
periodicity:

Every three years

Every two years

Every year

Every six months

Every three months
Other, Describe

nleReReReRe
nleReReReRe

-~
(&l
" Every six months
~
("'

Other, Describe Other, Describe
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#16b Comprehensive Dental — Base 2

Softrams

Select type of benefitfor Endodontics:

" Mandatory
€ Optional

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

Selectthe Endodontics periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

aleleleReRe}

Exit (No
Validate)

Eile Help
et
3 Exit
Previous Next (Validate)

Indicate number of visits for Endodontics:

CY 2020 PBP Data Entry System Screens

»

Select type of benefit for Periodontics

' Mandatory
 Optional

|5 this benefit unlimited for Periodontics?
 Yes
' No, indicate number

Indicate number of visits for Periodontics

Selectthe Periodontics periodicity:

' Every three years
7 Every two years

{7 Every year

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

PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000

Select type of benefit for Extractions:

" Mandatory
€ Optional

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

Indicate number of visits for Extractions:

Selectthe Extractions periodicity

" Every three years
~ Every two years

{~ Every year

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

Selecttype of benefit for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

' Mandatory

 Optional

|s this benefitunlimited for Prosthodantics, Other
Oral/Maxillofacial Surgery, Other Services?
 Yes

' No, indicate number

Indicate number of visits for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

Selectthe Prosthodontics/Other OraliMaxillofacial
Surgery/Other Services periodicity

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

alelelalele]

=151l
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#16b Comprehensive Dental — Base 3

Softrams

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

" No

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 Qut-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

7 Every three months

" Other, Describe

PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000
Eile Help

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

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
© ves
© No

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

7 Govered under Preventive Dental Category 18a
("'Plan—speciﬂedamountparpenod

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

N
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#16b Comprehensive Dental — Base 4

& PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000

Is there an enrollee Coinsurance?

" es
' Mo

that apply):

™ Medicare-covered Benefits
™ Non-routine Services

- Diagnastic Services

[ Restorative Services

[ Endodontics

[ Periodantics

[ Extractions

Minimum Coinsurance

Medicare-covered Benefits

Mon-routine Services

Diagnostic Services

Restorative Services

Endodontics

Periodantics

Extractions

IRIRIRIRIRIRIN

Prosthodontics, Other
OraliMaxillofacial Surgery,
Other Services:

Eile Help
o » [eTo% ["Fll(#16b Comprehensive Dental - Base 4
- Exit Exit (No
Previous  Next (Validate) Validate)

Select which Comprehensive Dental Services have a Coinsurance (Selectall

[T Prosthodonti cs, Other Oral/Maxillofacial Surgery, Other Services

T

Is there an enrollee Deductible?

€ Yes
 No

Indicate Deductible Amount:

Maximum Coinsurance

IRIRIRIRIRIRIN
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#16b Comprehensive Dental — Base 5

8 PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000 -1=] x|

Eile Help
v » Go To: |l ]
" Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

© Yes
" No

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

™ Medicare-covered Benefits

™ Non-routine Services

- Diagnostic Services

[ Restorative Services

[~ Endodontics

™ Periodontics

[~ Extractions

[T Prosthodontics, Other OraliMaxillofacial Surgery, Other Services

Copayment Minimum Copayment Maximum
Medicare-covered Benefits I I
MNon-routine Services I I
Diagnostic Services I I
Restorative Services I I
Endodontics | |
Periodontics I I
Extractions I I
Prosthodontics, Other I I

Oral/Maxillofacial Surgery
Other Services:
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#16b Comprehensive Dental — Base 6

8 PBP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000 -1=] x|

Eile Help
v » Go To: |l ]
" Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

© Yes
" No

Is areferral required for Comprehensive Dental Services?
" Yes
' Mo

Comprehensive Dental Services Notes

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

Motes:
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#17a Eye Exams —Base 1

Softrams

PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

_|=] x|
File Help

e 3
. 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 Is there a service-specific Maximum Enrollee Out-
Coverage amount? of-Pocket Cost?
ol o
Does the plan provide Eye Exams as a supplemental o es -~ es
benefitunder Part G? ) Mo Mo
Select type of benefit for Other Service:
" Yes " Mandatory Does the Maximum Plan Benefit Goverage amount Indicate Maximum Enrollee Out-of-Pocket Cost
' No © opt | apply to In-network services onlyOR does itapply amount:
ptiona to both In-network and Out-of-netwark services?
Select enhanced benefit:
I Routine Eye Exams Is this benefit unlimited for Other Service? 7 In-network services only
™ Other - " Both In-network and Out-of-network services Select the Maximum Enrollee Out-of-Pocket
- es Costperiodicity:
Select type of benefit for Routine Eye Exams: No, indicate number Indicate Maximum Plan Benefit Coverage amount: Euery three years
¢ Mandatory Indicate quantity for Other Service: Every two years
" Optional

Every year

Every six months
Every three months
Other, Describe

Select the Maximum Plan Benefit Coverage
. . - periodicity:
Is this benefit unlimited for Routine Eye Exams' Select the Other Service periodicity:
© Yes

' Mo, indicate number

aleTeRolele}

€ Every three years
" Every two years

" Every year

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

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

Indicate number of exams for Routine Eye Exams:

aleTeRolelel

Select the Routine Eye Exams periadicity:

" Every three years
" Every two years

0 Every year

" Every six months
i Every three months
" Other, Describe
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#17a Eye Exams — Base 2

PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

Eile Help

o X%
h Exit Exit (No
Previous Next (Validate) Validate)

Is therean enrollee Coinsurance?

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

[” Routine Eye Exams

" Other

Indicate Minimum Coinsurance percentage for Medicare-covered
Benefits:

7

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:

7

Indicate Maximum Coinsurance percentage for Other Service:

7

(M IsHl 417 Eye Exams.

Is there an enrollee Copayment?

© es
' No

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

I Routing Eye Exams

I Other

Indicate Minimum Copayment amount for Medicare-covered Benefits:

Indicate Maximum Copaymentamount for Medicare-covered Benefits:

Indicate Minimum Copayment amount for Routine Eye Exams:

Indicate Maximum Copayment amount for Routine Eye Exams

Indicate Minimum Copayment amount for Other Service:

Indicate Maximum Copayment amount for Other Service:

_ =] =

Is there an enrollee Deductible?

© Yes
" No

Indicate Deductible Amount:
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#17a Eye Exams —Base 3

B PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000 =1=lx]

Eile Help
o » (el K-l #17a Eye Exams - Base 3
y Exit Exit (No
Previous Next (Validate) Validate)

Is authaorization required?

 ves
© No

Is a referral required for Eye Exams?
© Yes
© Ho

Eye Exams Notes

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

Motes:
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Softrams

Eile Help
o
= Exit
Previous Next (Validate)

Benefits.

benefit under Part C7

T Yes
" No

Select enhanced benefits

™ Contact lenses

[ Eyeglasses (lenses and frames)
- Eyeglass lenses

r Eyeglass frames

|— Upgrades

Does the plan provide Eyewear as a supplemental

CY 2020 PBP Data Entry System Screens

2%
Exit (No
Validate)

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

PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

Select type of benefit for Contact lenses:

€ Mandatory
£ Optional

Is this benefit unlimited for Contactlenses?

i Yes
7 Mo, indicate number

Indicate quantity (number of pairs)for
Contact lenses:

Select Contact lenses periodicity:

{7 Every three years
{7 Every two years

{7 Every year

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

Select type of benefitfor Eyeglasses (lenses and
frames):

& Mandatory

i Optional

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

 ves

' No, indicate number

Indicate quantity for Eyeglasses (lenses and
frames):

Select Eyeglasses (lenses and frames)
periodicity:

" Every three years

{7 Every two years

7 Every year

{7 Every six months

7 Every three months

" Cther, Describe

N

CLICK FOR DESCRIFTION OF BENEFIT I
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#17b Eyewear — Base 2

Select type of benefit for Eyeglass lenses:

€ Mandatory
~ Optional

Is this benefit unlimited for Eyeqlass lenses?

 es
' No, indicate number

Indicate quantity (number of pairs) for Eyeglass lenses

SelectEyeglass lenses periadicity:

{7 Every three years
€ Every two years

€ Every year

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

PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

CY 2020 PBP Data Entry System Screens

Ele Help
> o »
. Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Eyeglass frames

" Mandatory
" Optional

Is this benefitunlimited for Eyeglass frames?
 ves
' No, indicate number

Indicate quantity for Eyeglass frames:

Select Eyeglass frames periodicity:

{7 Every three years
{7 Every two years

" Every year

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

Select type of benefit for Upgrades:

i Mandatory
" Optional

151
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CY 2020 PBP Data Entry System Screens

PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

File Help

Ex
Previous Next (Validate)

Exit (No
Validate)

= I

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

© Yes

 No

Select the Maximum Plan Benefit
Coverage type:

el 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 bath In-
network and Out-of-network services?

" In-network services only

Both In-network and Out-of-network
services

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

© Yes
© No

Indicate Combined Maximum Flan
Benefit Coverage amount:

Select the Combined Maximum Plan
Benefit Coverage periodicity:

{7 Every three years

{7 Every two years

7 Every year

" Every six months

" Every three months

" Other, Describe

Select the type of Eyewear with

Individual Max Plan Benefit
Coverage amount:

[ Contact lenses

r Eyeglasses (lenses and frames)
l_ Eyeglass lenses

[l Eyeglass frames

[ Uparades

Indicate Max Plan Benefit Coverage
amounti for Contact lenses:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Contact lenses

" Every three years

~ Every two years

~ Every year

 Every six months

7 Every three months

~ Other, Describe

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

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

7 Every two years

™ Every year

{7 Every six months

7 Every three months

¢ Other, Deseribe

Indicate Max Plan Benefit Coverage
amount for Eyealass lenses:

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

€ Every three years

€ Every two years

" Every year

7 Every six months

7 Every three months

{~ Other, Describe

Indicate Max Plan Benefit Coverage
amount for Eyeqglass frames:

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

{7 Every three years

{7 Every two years

{7 Every year

" Every six months

" Every three months

" Cther, Describe

Indicate Max Plan Benefit Coverage
amount for Upgrades:

Select the Individual Maximum
Plan Benefit Coverage periodicity
for Upgrades:

" Every three years

7 Every two years

7 Every year

7 Every six months

{7 Every three months

{7 Other, Describe
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#17b Eyewear — Base 4

PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

File Help
e 3
. Exit Exit [No
Previous Next (Validate) Validate)

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

© Yes
 No

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

€ Covered under Eye Exams Category 17a
("Plan—spaciﬁedamountperperiod

Indicate Maximum Enrollee Cut-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

sl RaReRale}

Is therean enrollee Coinsurance?

€ Yes
© No

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

™ Medicare-covered Benefits

[T Contact lenses

[l Eyeglasses (lenses and frames)

[T Eyeglass lenses

r Eyeglass frames

r Upgrades

ar - Base 4

Indicate Minimum Coinsurance percentage for Medicare-covered
Benefits:

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits

.

Indicate Minimum Coinsurance percentage for Contact lenses:

.

Indicate Maximum Coinsurance percentagefor Contactlenses:

7

Indicate Minimum Coinsurance percentage for Eyeglasses (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 Eyealass frames:

.

Indicate Maximum Coinsurance percentage for Eyeglass frames

.

Indicate Minimum Coinsurance percentage for Upgrades:

.

Indicate Maximum Coinsurance percentage for Upgrades:

.

Softrams

CY2020 PBP — Section B

12/12/2018

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 233 of 260



CY 2020 PBP Data Entry System Screens

#17b Eyewear — Base 5

& PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Seqment 000

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Deductible?

T Yes
' Mo

Indicate Deductible Amount:

Is there an enrolles Copayment?

i Yes
' Mo

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

[~ Medicare-covered Benefits

[~ Contactlenses

- Eyeglasses (lenses and frames)

- Eyeglass lenses

- Eyeglass frames

- Upgrades

Indicate Minimum Copayment amount for Medicare-covered
Benefits:

Indicate Maximum Copaymentamount for Medicare-covered
Benefits:

Indicate Minimum Copayment amount for Contact lenses:

Indicate Maximum Copaymentamount for Contact lenses:

Indicate Minimum Copaymentamount for Eyeglasses (lenses and frames):

Indicate Maximum Copayment amount for Eyeglasses (lenses and frames):

Indicate Minimum Copayment amount for Eyeglass lenses

Indicate Maximum Copaymentamount for Eyeglass lenses:

Indicate Minimum Copayment amount for Eyeglass frames

Indicate Maximum Copayment amount for Eyeglass frames:

Indicate Minimum Copaymentamount for Upgrades:

Indicate Maximum Copayment amount for Upgrades

I
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CY 2020 PBP Data Entry System Screens

#17b Eyewear — Base 6

# PBP Data Entry System - Section B-17, Contract X0001, Plan 001, Segment 000

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

Is authorization required?

" ves
o

Is a referral required for Eyewear?
" ves
o

Eyewear Motes

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

Notes:

=15l
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CY 2020 PBP Data Entry System Screens

#18a Hearing Exams — Base 1

PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000 _|=] x|
File Help
ﬁ E xams - Base 1
. it Exit [No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Select Routine Hearing Exams periodicity:

" Every three years
" Every two years

" Every year

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

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

Does theplan provide Hearing Exams as a supplemental

benefit under Part C7 Select type of benefitfor Fitting/Evaluation for
Hearing Aid:

© es

© No ' Mandatory
" Optional

Select enhanced benefits:

I Routine Hearing Exams Is this benefit unlimited for Fitting/Evaluation for

[T Fitting/Evaluation for Hearing Aid Hearing Aid?
© Yes
Select type of benefit for Routine Hearing Exams " Mo, indicate number
{” Mandatory
' optional Indicate number for Fitting/Evaluation for

Hearing Aid:
Is this benefit unlimited for Routine Hearing Exams?

" Yes

SelectFitting/Evaluation for Hearing Aid periodicity
Mo, indicate number

" Every three years
Indicate number for Routine Hearing Exams: " Every two years
" Every year
7 Every six months
€7 Every three months
€ Other, Describe

Softrams
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#18a Hearing Exams — Base 2

> car

Previous Next (Validate)

Is there a service-specific Maximum Plan Benefit
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-netwark services?
7 In-network services onfy

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

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage
periodicity:

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

islelaTelole]

Is there an enrollee Deductible?

T Yes
' No

Indicate Deductible Amount:

Exit (No
Validate)

CY 2020 PBP Data Entry System Screens

¥ [T -3 [+18a Hearing Exams - Bas

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

© Yes

' No

Indicate Maximum Enrollee Out-of-Pocket
Cost amount:

Select Maximum Enrolles Out-of-Pocket
Cost periodicity

" Every three years

" Every two years

™ Every year

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

Is therean enrollee Coinsurance?

" es
 Neo

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

[ Medicare-covered Bensfits

[ Routing Hearing Exams

[ Fitting/Evaluation for Hearing Ald

PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000
File Help

Indicate the Minimum Coinsurance percentage for

Medicare-covered Benefits:

.

Indicate the Maximum Coinsurance percentage for

Medicare-covered Benefits:

:

Indicate Minimum Coinsurance percentage for
Routine Hearing Exams

.

Indicate Maximum Coinsurance percentage for
Routine Hearing Exams

.

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

.

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

.
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CY 2020 PBP Data Entry System Screens

#18a Hearing Exams — Base 3

& PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000 =1=] x|

File Help

Is there an enrollee Copayment?

" es

' Mo

Select which Hearing Exam Benefits have a Copayment (Select all that apply):
I Medicare-covered Bensfits

I Routing Hearing Exams

- Fitting/Evaluation for Hearing Aid

Indicate Minimum Copayment amount for Medicare-covered Benefits:
Indicate Maximum Copaymentamaount for Medicare-covered Benefits
Indicate Minimum Copayment amountfor Routine Hearing Exams:

Indicate Maximum Copayment amount for Routine Hearing Exams:
Indicate Minimum Copaymentamount for Fitting/Evaluation for Hearing Aid:

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

wf » [c1:0 [+ Pl |#18a Hearing Exams - Base 3

‘_ » Exit Exit (No
Previous Next (Validate) Validate)
|

Is authorization required?

" Yes

© No

Is & referral required for Hearing Exams?

 Yes
 No
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CY 2020 PBP Data Entry System Screens

#18a Hearing Exams — Base 4

# PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000 == %]
File Help
4 » {elsl [VBl |1 2a Hearing Exams - Base 4
p Exit Exit (No
Previous Next (Validate) Validate)
(e
Hearing Exams Notes
Note may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
B
=
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CY 2020 PBP Data Entry System Screens

#18b Hearing Aids — Base 1

Softrams

PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000 —[3lx]
Ele Help
wl Go To:

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

CLICK FOR DESCRIFTION OF BEMEFIT | Select type of benefit for Hearing Aids (all types) Select type of benefit for Hearing Aids - Inner Ear. Selecttype of benefit for Hearing Aids - Outer Ear:
' Mandatory ' Mandatory " Mandatory

Does the plan provide Hearing Aids as a ' Optional ' Optional © Optional

supplemental benefit under Part C7

i Yes Is this benefit unlimited for Hearing Aids (all types)? Is this benefit unlimited for Hearing Aids - Inner Ear? Is this benefitunlimited for Hearing Aids - Outer Ear?

i No © ves  ves © ves

Select enhanced benefits " No, indicate number " No, indicate number " No, indicate number

[~ Hearing Aids (all types)

I~ Hearing Aids - Inner Ear Indicate quantity for Hearing Aids (all types) Indicate quantity for Hearing Aids - Inner Ear. Indicate quantity for Hearing Aids - Quter Ear:

[~ Hearing Aids - Outer Ear

I Hearing Aids - Over the Ear SelectHearing Aids (alltypes) periodicity Select Hearing Aids - Inner Ear periodicity:

Select Hearing Aids - Outer Ear periodicity
' Every three years

© Every two years

© Every year

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

' Every three years
€ Every two years

© Every year

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

' Every three years
€ Every two years

© Every year

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

|ES
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CY 2020 PBP Data Entry System Screens

#18b Hearing Aids — Base 2

Softrams

Eile Help
et
3 Exit
Previous Next (Validate)

" Mandatory
€ Optional

1 Yes
7 Mo, indicate number

Indicate quantity for Hearing Aids - Overthe Ear:

Select Hearing Aids - Over the Ear periodicity
7 Every three years

{7 Every two years

{7 Every year

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

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

i Yes
" No

x
Exit (No
Validate)

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

Is this benefit unlimited for Hearing Aids - Overthe Ear?

PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000

or for both ears combined?

" Per ear

i Onesingle ear

" Bath =ars combined

Select the Maximum Plan Benefit Coverage type:

" Govered under Hearing Exams Gategory - 18a
" Plan-specified amount per period

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

7 In-network services only
" Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage periadicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

ialeTalote el

=151l

Does the Maximum Plan Benefit Coverage Amount apply per ear
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CY 2020 PBP Data Entry System Screens

#18b Hearing Aids — Base 3

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000

=151l

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

 ves

© No

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

" Govered under Hearing Exams Gategory - 18a
("Plan—specwﬁedamountperperiod

Indicate Maximum Enrolles 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

isEeleolele]

Is therean enrollee Coinsurance?

e
 No

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

[ Hearing Aids - Inner Ear
[ Hearing Aids - Quter Ear
r Hearing Aids - Over the Ear

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

.

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

.

Indicate Minimum Coinsurance percentage for
Hearing Aids - Inner Ear:

.

Indicate Maximum Coinsurance percentage for
Hearing Aids - Inner Ear:

.

Indicate Minimum Coinsurance percentage for
Hearing Aids - Outer Ear:

.

Indicate Maximum Coinsurance percentage for
Hearing Aids - Outer Ear:

.

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

Indicate Maximum Coinsurance percentage for
Hearing Aids - Over the Ear:
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CY 2020 PBP Data Entry System Screens

#18b Hearing Aids — Base 4

Eile Help
o X%
. Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

© Yes
" No

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:

PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000

Indicate Minimum Copayment amount per Hearing Aid - Is there an enrollee Deductible?
Outer Ear. ~
es
Mo

Indicate Maximum Copaymentamaunt per Hearing Aid -

Indicate Deductible Amount:
Outer Ear:

Indicate Minimum Copayment amount per two Hearing Aids -
Outer Ear.

Indicate Maximum Copayment amount per two Hearing Aids -
Outer Ear:

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

Indicate Maximum Copaymentamount per Hearing Aid - Over
the Ear:

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

Indicate Maximum Copaymentamaount per two Hearing Aids -
Over the Ear.

_ =] =
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CY 2020 PBP Data Entry System Screens

#18b Hearing Aids — Base 5

8 PBP Data Entry System - Section B-18, Contract X0001, Plan 001, Segment 000 -1=] x|

Eile Help
4 » Go To: |
h Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

© Yes
" No

Is a referral required for Hearing Aids?
" Yes
' Mo

Hearing Aids Notes

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

Motes:
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#20 Outpatient Drugs —Base 1

File Help

> car

Previous Next (Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Does theplan provide Qutpatient Drugs as a
supplemental benefit under Part C7

i Yes
" No

Select type of benefit:

€ Mandatory
" Optional

Indicate the number of drug groupings that are
offered

(ol

iRl Rel
n e oW

CY 2020 PBP Data Entry System Screens

» : Outpatient Dri

Exit (No
Validate)

Is there a Maximum Plan Benefit
Coverage amountfor drugs?
 ves

 No

Indicate type of Maximum Plan Benefit
Coverage:

- an drug groups covered by plan
™ Combination of drug groups
™ Individual drug groups

Is the Maximum Plan Benefit Coverage
net ofthe enrollee copay?

i res

© No

Indicate Maximum Plan Benefit
Coverage periodicityfor drugs:
- Annually

- Semi-annually

- Quarterly

™ Monthiy

[ Other, Describe

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

Indicate Max Plan Benefit Coverage amount annually

for drugs

Indicate Max Plan Benefit Coverage amount semi-

annually for drugs:

Indicate Max Plan Benefit Coverage amount quarterly for

drugs

e —

Indicate Max Plan Benefit Coverage amount monthly for

drugs

e —

Indicate Max Plan Benefit Coverage amount for Other for

drugs

I
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Base 2

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000 -|=] %]
Eile Help
o » Go To: [y
. Exit Exit (No
Previous Next (Validate) Validate)
Can any unused amounts be carried forward to the next period within the Indicate Max Plan Benefit Coverage amount annually for combination of
contractperiod? drug groups:
 ves
© No
Indicate Max Plan Benefit Coverage amount semi-annually for
Select what combination of drug groups are included in the Maximum Plan combination of drug groups
Benefit:
- Group 1
- Group 2
- Group 3 Indicate Max Plan Benefit Coverage amount quarterly for combination of
drug groups:
- Group 4
- Group &
Indicate Maximum Plan Benefit Coverage periodicity for combination of Indicate Max Plan Benefit Coverage amount manthly for combination of
drug groups: drug groups:
- Annually
- Semi-annually
r Quarterly Indicate Max Plan Benefit Coverage amount for Other for combination of
= Monthly drug groups:

[~ Other, Describe

Softrams
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Base 3

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

Is & selected group unlimited after the combination Maximum Plan
Benefit Coverage amount has been reached?

© Yes

 No

Indicate the selected group(s) for which the Maximum Plan Ben efit
Coverage is waived:

[l Group 1

[ Group 2

r Group 3

l_ Group 4

[l Group §

Does the enrolleeincur a costin addition to the Coinsurance or Copay
forselecting a higher priced drug when aless expensive drug is
available?

1 yes

' No

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

0 Yes
' No

Selectwhat combination of drug groups appli es for Maximum Enrollee
Out-of-Pocket Cost:

[ Group 1

- Group 2

r Group 3

[l Group 4

[ Group 5

[ Medicare Covered Benefits

File Help
s » Go To:
. Exit Exit [No
Previous Next (Validate) Validate)

Indicate Maximum Enrollee Out-of-Pocket Cost amount

Select the Maximum Enrollee Out-of-Pocket Cost periodicity:
& Every year

" Every six months

& Every three months

Is there an enrollee Coinsurance for Medicare-covered Benefils?

i Yes
' No
Selectwhich Medicare-covered Outpatient Drugs have a Coinsurance
(Select all that apply):
[~ Medicare Part B Chemaotherapy Drugs
[T Other Medicare Part B Drugs
Indicate Minimum Coinsurance percentage for Medicare Part B
Chemotherapy Drugs:

et

Indicate Maximum Coinsurance percentage for Medicare Part B
Chemotherapy Drugs:

e

Indicate Minimum Coinsurance percentage for other Medicare Part B
Drugs:

e

Indicate Maximum Coinsurance percentage for other Medicare Part B

Drugs

e
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs —Base 4

& PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Seqment 000

File Help

| 4

Is there an enrollee Deductible?

T Yes
' Mo

[ Group 1

[ Group 2

[ Group 3

r Group 4

r Group 5

™ Medicare Covered Benefits
Indicate Deductible amount:

' Yes
" No

(Select all that apply):

o
Exit

™ Medicare Part B Chemotherapy Drugs
™ Other Medicare Part B Drugs

¥ Go To:

Exit (No

Selectwhat combination of drug groups applies for Deductible:

Is there an enrollee Copayment for Medicare-covered Benefits?

Select which Medicare-covered Outpatient Drugs have a Copayment

Outpatient Drugs - Base 4

Previous Next (Validate) Validate)
|

Indicate Minimum Copayment amount for Medicare Part B
Chemotherapy Drugs:

Indicate Maximum Copayment amount for Medicare Part B
Chemotherapy Drugs:

Indicate Minimum Copayment for other Medicare Part B Drugs

Indicate Maximum Copayment for other Medicare Part B Drugs:

Is authorization required?

e
' No

I
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Notes

& PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000 =|=] %]
File Help
o » ("% (Al #20 Outpatient Drugs - Notes.
- Exit Exit (No
Previous Next (Validate) Validate)
s —
Outpatient Drugs Notes
Mote may include additional information to describe benefitin this service category. Do notrepeat information captured in data entry.
Motes:
E
=
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 1 —Base 1

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000 =1=lx]

Eile Help

‘ ’ o » [T ] FeFl %20 Outpatient Drugs - Group 1 - Base 1
. Exit Exit (No
Previous Next (Validate) Validate)

Select a label for Group 1: Indicate Maximum Plan Benefit Goverage annual amount for

j Group 1:

Indicate Maximum Plan Benefit Coverage semi-annual

Selectthed d for G 1:
ele e drug type(s) covered for Group amount for Group 1

™ Generic

™ Preferred Brand

™ Brand
Indicate Maximum Plan Benefit Coverage quarterly amount
for Group 1

Is there a Maximum Plan Benefit Coverage amount for Group 17

© Yes

© No
Indicate Maximum Plan Benefit Coverage monthly amountfor
Group 1

Indicate Maximum Plan Benefit Coverage for Group 1 periodicity

r Annually

r Semi-annually .

r Quarterly Indlcat_e Max\mum Plan Benefit Coverage amount per
prescription for Group 1:

™ Monthly

[ Per Prescription

[T Other, Deseribe
Indicate Maximum Plan Benefit Coverage amount for Other

for Group 1:
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 1 — Base 2

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

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

[e7v% [*Fll[#20 Outpatient Drugs - Group 1 - Base 2

T

Select from where Group 1 Drugs can be acquired:
- Designated Retail Pharmacy

™ HMO-Owned Pharmacy

™ Mail Order

[T Other, Describe

Is there an enrollee Coinsurance for Group 17

Indicate Coinsurance percentage for Group 1Designated Retail
Pharmacy:

.

Indicate Coinsurance percentage for Group 1 HMO-Owned
Pharmacy:

:

Indicate Coinsurance percentage for Group 1 Mail Order:

:

Indicate Coinsurance percentagefor Group 1 Other:

:

Is there an enrollee Copayment for Group 17

€ Yes
 No

Indicate Copayment amount far Group 1
Designated Retail Pharmacy:

Indicate Copayment amount for Group 1
HMO-Owned Pharmacy:

Indicate Copayment amount for Group 1
IMail Order.

Indicate Copayment amount for Group 1
Other.

Uptoa day supply covered for

Group 1 Designated Retail Pharmacy:

1

Uptoa day supply covered far
Group 1 HMO-Owned Pharmacy:

T

Uptoa day supply covered for
Group 1 Mail Order:

T

Uptoa day supply covered far
Group 1 Other:

:
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 2 —Base 1

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000 - = %]

Eile Help
oF 2%
> Exit Exit (No
Previous Next (Validate) Validate)
Select a label for Group 2 Indicate Maximum Plan Benefit Coverage annual amount for

j Group 2:

Select the drug type(s) covered for Group 2:
Indicate Maximum Plan Benefit Coverage semi-annual amount

[~ Generic s ;
[ Preferred Brand or Sroup <

[ Brand

Is there a Maximum Plan Benefit Coverage amount for Indicate Maximum Plan Benefit Goverage quarterly amount for
Group 27 Group 2

T Yes

© Mo

Indicate Maximum Plan Benefit Coverage for Group 2 Indicate Maximum Plan Senefit Coverage monthly amountfor
periodicity: Group 2

- Annually

™ semi-annually

[T Quarterly

- Monthly Indicate Maximum Plan Benefit Goverage amount per

I Per Prescription prescription for Group 2:

[ Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Other for
Group 2
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 2 — Base 2

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

Select from where Group 2 Drugs can be acquired
™ Designated Retail Pharmacy

[~ HMO-Owned Pharmacy

I Mail Order

[~ Other, Deseribe

Is there an enrollee Coinsurance for Group 27

T Yes
' Mo

Indicate Coinsurance percentage for Group 2 for
Designated Retail Pharmacy:

:

Indicate Coinsurance percentage for Group 2 for
HMQ-Owned Pharmacy

.

Indicate Coinsurance percentage for Group 2 for
Mail Order:

:

Indicate Coinsurance percentage for Group 2 for
Other:

.

File Help
’ o ¥ Go To: Outpatient Drugs - G
. Exit Exit (No
Previous Next [Validiate) Validate)

Is there an enrollee Copayment for Group 27

 Yes
' No

Indicate Copayment amount for Group 2

Designated Retail Pharmacy:

Indicate Copayment amount for Group 2
HMO-Owned Pharmacy:

Indicate Copayment amount for Group 2
Mail Order:

Indicate Copaymentamount for Group 2
ther.

Uptoa day supply covered for Group 2
Designated Retail Pharmacy:

T

Uptoa day supply covered for Group 2
HMO-Owned Pharmacy:

‘|U

Uptoa day supply covered for Group 2
Mail Order:

1

Uptoa day supply covered for Group 2
Other:

T

I
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 3 —Base 1

& PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Seqment 000 =1

Select a label for Group 3:

File Help
> o x
< Exit Exit (No
Previous Next (Validate) Validate)

Select the drug type(s) covered for Group 3:
7 Generic

[ Preferred Brand

[~ Brand

Group 37

T Yes

© No

Indicate Maximum Plan Benefit Coverage Group 3
periodicity:

- Annually

- Semi-annually
[T Quarterly

[~ Monthiy

[~ Per Prescription
[T Other, Describe

H

Is there a Maximum Plan Benefit Coverage amount for

Go To: Outpatient Drugs - Gri

Indicate Maximum Plan Benefit Coverage annual amount for
Group 3:

Indicate Maximum Plan Benefit Coverage semi-annual amount
for Group 3:

Indicate Maximum Plan Benefit Coverage quarterly amount for
Group 3

Indicate Maximum Plan Benefit Coverage monthly amountfar
Group 3.

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 3:

Indicate Maximum Plan Benefit Coverage amount for Otherfor
Group 3:
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 3 — Base 2

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

Ele Help
> o »
. Exit Exit (No
Previous Next (Validate) Validate)

Select from where Group 3 Drugs can be acquired
- Designated Retail Pharmacy

[~ HMO-Owned Pharmacy

[T Mail Order

[T other, Describe

Is there an enrollee Coinsurance for Group 37

Indicate Coinsurance percentage for Group 3 Designated
Retail Pharmacy:

.

Indicate Coinsurance percentage for Group 3 HMO-Owned
Pharmacy:

.

Indicate Coinsurance percentage for Group 3 Mail Order:

:

Indicate Coinsurance percentage for Group 3 Other:

:

(73 [+Hl |20 Outpatient Drugs - Gr

Is there an enrolles Copayment for Group 37

i Yes
" No

Indicate Copaymentamount for Group 3
Designated Retail Pharmacy:

Indicate Copaymentamount for Group 3
HMO-Owned Pharmacy:

Indicate Copaymentamount for Group 3
Mail Order:

Indicate Copaymentamount for Group 3
Other:

Uptoa day supply covered for

Group 3 Designated Retail Pharmacy:

:

Uptoa day supply covered for
Group 3 HMO-Owned Pharmacy

1

Uptoa day supply covered for
Group 3 Mail Order:

1

Uptoa day supply covered for
Group 3 Other:

:

151
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 4 —Base 1

& PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000 =1=] x|

File Help
oL x
: Exit Exit (No
Previous Next (Validate) Validate)

Select a label for Group 4:

(7o [*Fll[#20 Outpatient Drugs - Group 4 - Base 1

Indicate Maximum Plan Benefit Coverage annual amount for

Select the drug type(s) covered for Group 4:
[ Generic

[ Preferred Brand

[ Brand

Is there a Maximum Plan Benefit Coverage amount for
Group 47

T Yes

© No

Indicate Maximum Plan Benefit Coverage Group 4:
[l Annually

[l Semi-annually

[ Quarterly

I Monthly

[~ Per Prescription

[T Other, Describe

j Group 4:

Indicate Maximum Plan Benefit Coverage semi-annual
amount for Group 4:

Indicate Maximum Plan Benefit Coverage quarterly amount
for Group 4:

Indicate Maximum Plan Benefit Coverage monthly amount
for Group 4:

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 4:

Indicate Maximum Plan Benefit Coverage amount for Other
for Group 4:
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 4 — Base 2

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

Eile Help
o x*
. Exit Exit (No
Previous Next (Validate) Validate)

Select from where Group 4 Drugs can be acquired
™ Designated Retail Pharmacy

[~ HMO-Owned Pharmacy

I Mail Order

[T Other, Describe

Is there an enrollee Coinsurance for Group 47

Indicate Coinsurance percentage for Group 4 Designated
Retail Pharmacy:

:

Indicate Coinsurance percentage for Group 4 HMO-Owned
Pharmacy:

y

Indicate Coinsurance percentage for Group 4 Mail Order:

.

Indicate Coinsurance percentage for Group 4 Other:

y

[elsQ [ Hll 420 Outpatient Drugs - Group 4 - Base 2

Is there an enrollee Copayment for Group 47

© Yes
© No

Indicate Copaymentamount for Group 4
Designated Retail Pharmacy:

Indicate Copaymentamount for Group 4
HMO-Owned Pharmacy:

Indicate Copaymentamount for Group 4
Mail Order:

Indicate Copayment amount for Group 4
Other:

Uptoa day supply covered for

Group 4 Designated Retail Pharmacy:

1

Uptoa day supply covered for
Group 4 HMO-Owned Pharmacy

:

Uptoa day supply covered far
Group 4 Mail Order:

:

Uptoa

day supply covered for
r

]
=
2
5
s
]
Ed
i
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CY 2020 PBP Data Entry System Screens

#20 Outpatient Drugs — Group 5 —Base 1

# PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

File Help
oo ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Select a label for Group 5:

Select the drug type(s) covered for Group 5:
™ Generic

[ Preferred Brand

[ Brand

Is there a Maximum Plan Benefit Coverage amount for
Group 57

i Yes

' No

Indicate Maximum Plan Benefit Coverage for Group &
periodicity:

- Annually

l_ Semi-annually

[ Quarterly

I Monthly

[T Per Prescription

[” Other, Describe

Go To: |[gifelie s - Group 5 - Base 1

(e
H

Indicate Maximum Plan Benefit Coverage annual amount for
Group 5:

Indicate Maximum Plan Benefit Coverage semi-annual amount
for Group 5:

Indicate Maximum Plan Benefit Coverage quarterly amount for
Group 5.

Indicate Maximum Plan Benefit Coverage monthly amount for
Group 5:

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 5:

Indicate Maximum Plan Benefit Coverage amaunt for Other for
Group 5:

= I
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#20 Outpatient Drugs — Group 5 — Base 2

PBP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000

Select from where Group 5 Drugs can be acquired:
™ Designated Retail Pharmacy

[~ HMO-Owned Pharmacy

I Mail Order

[~ Other, Deseribe

Is there an enrollee Coinsurance for Group 57

T Yes
' Mo

Indicate Coinsurance percentage for Group 5
Designated Retail Pharmacy:

:

Indicate Coinsurance percentage for Group 5 HMO-
Owned Pharmacy:

:

Indicate Coinsurance percentage for Group & Mail Ord

:

Indicate Coinsurance percentage for Group 5§ Other:

:

File Help
’ o » Go To:
< Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrolles Copayment for Group §7

 Yes
" No

Indicate Copaymentamount for Group 5
Designated Retail Pharmacy:

Indicate Copaymentamount for Group &
HMO-Owned Pharmacy:

Indicate Copaymentamount for Group &
Mail Order:

Indicate Copaymentamount for Group &
her.

Outpatient Drugs - Group 5 - Base 2

CY 2020 PBP Data Entry System Screens

Uptoa day supply covered far
Group 5 Designated Retail Pharmacy

:

Uptoa day supply covered for
Group 5 HMO-Owned Pharmacy:

1

Uptoa day supply covered for
Group 5 Mail Order:

1

Uptoa day supply covered for
Group 5 Other:

:

I
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CY 2020 PBP Data Entry System Screens

#20 Home Infusion Bundled Services

o=l PEP Data Entry System - Section B-20, Contract X0001, Plan 001, Segment 000 — O
File Help

‘ ’ .,J _l: [&fv 3 [ F 8 [#20 Home Infusion Bundled Sery
" Exit Exit {No
Previous Next (Validate) Validate)

Does the plan provide Part D home infusion drugs as part of a bundled service
as a supplemental benefit?

" ves
" No

If you select "Yes'to 'Does the plan provide Part D home infusion drugs as part of
a bundled service as a supplemental benefit?, you must indicate these specific
medications in a flat file which must be uploaded through the Formulary
Submission Module by Friday, June 7, 2018 at 11:5% am Eastern Time.

You must also ensure that your benefitincludes not only the home infusion drug,
but any services and supplies associated with the home infusion drug's
administration.

If your organization elects to provide Part D home infusion drugs as part of a
bundled service then those services must be provided at 50 costsharing. As
described in the CY 2010 Call Letter this waiver is conditioned on the application
ofzero costsharing forthe bundle of home infusion services provided under a
supplemental benefit.
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