CY 2023 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 1

Go To: IPIan Deductible LPPO/RPPO Base 1

W& PEP Data Entry Systern - Section D, Contract X0001, Plan 001, Segment 000
File Help
3 o *
, Exit Exit (No
Previous Next (Validate) Validate)

Do you offer a Deductible?

" ves
" No

‘What is theamount of your Deductible?

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

Medicare-Defined PartAand B Deductible
amount combined as a single deductible

€ Other, Indicate amount

Indicate Deductible Amount:

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

" single Deductible

Differentially applied to Part Aand Part B
{~ Medicare services, reflecting Original Medicare
payment structure.

LPPO and RPPO plans must include ALL OOM Medicare-
covered Services in the Deductible; 14a preventive services
may not be included in the In-Network deductible. Ifthe plan
chooses to use the 2022 Original Medicare amounts, please
verify that any differential deductibles that are selected will
not exceed the 2022 Original Medicare amounts that will be
released by CMS.

Do you include 14a Medicare-covered Zero Dollar Preventive Services as part
of your OON Medicare-covered Services Deductible?
 ves
 No
Selectthe Service Categories thatapply to your Deductible (Optional):
[T In-Metwork Medicare-covered benefits
l_ In-Metwork Mon-Medicare-covered benefits
[ Out-of-Network Mon-Medicare-covered benefits

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

© vYes
" No

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

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

1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital P=ychiatric
2: Skilled Nursing Facility (SMF)
3-1: Cardiac Rehabiltation Services
3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services
3-4: SET for PAD Services
5: Partial Hospitalization
6 Home Health Services
Ta: Primary Care Physician Services

b: Chiropractic Services

: Occupational Therapy Services

Td: Physician Specialist Services
Te: Mental Health Specialty Services v
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CY 2023 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 2

o5l PBP Data Entry System - Section D, Contract 0001, Plan 001, Segment 000

File Help
wd > Go To:
- Exit Exit (No
Previous MNext (Validate) Validate)

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

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

" ves
" Mo

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

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

keyboard.
Does the Deductible apply to all Qut-of-MNetwork Mon-Medicare-covered benefits 7

" Yes
" Mo

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

1a: Inpatient HospitakAcute ~ 1a: Inpatient HospitakAcute -~
1b: Inpatient Hospital Psychiatric 1b: Inpatient Hospital Psychiatric

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

3-1: Cardiac Rehabiltation Services 3-1: Cardiac Rehabiltation Services

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

3-3: Pulmonary Rehabiltation Services 3-3: Pulmenary Rehabiltation Services

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

4c: Worldwide Emergency/Urgent Coverage 4c: Worldwide Emergency/Urgent Coverage

7b: Chiropractic Services Tb: Chiropractic Services

7f Podiatry Services 7f Podiatry Services

Sd: Outpatient Blood Services Sd: Outpatient Blood Services

10b: Transportation Services 10b: Transportation Services

13a: Acupuncture 13a: Acupuncture

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

13c: Meal Benefit 13c: Meal Benefit

13d: Other 1 13d: Other 1

13e: Other 2 13e: Other 2

13f: Other 3 13f: Other 3

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

14c: Other Defined Supplemental Benefits 14c: Other Defined Supplemental Benefits

15: Medicare Part B Rx Drugs 15: Medicare Part B Rx Drugs

16a: Preventive Dental ‘16a: Preventive Dental

168b: Comprehensive Dental 16b: Comprehensive Dental

17a: Eye Exams 17a: Eye Exams

17b: Evewear b 17b: Evewear b
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CY 2023 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 3

5! PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
« » Lo.x
Exit Exit (No

Previous Next (Validate) Validate)

Do you have differential service category-level deducfibles in addition to
your In-Metwork Plan-level Deductible?

™ Yes
" Mo

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

Select all of the Service Categories to which the differential deductibles
apply:

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

2: Skilled Nursing Facility (SNF})

3: Cardiac and Pulmanary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

5. Partial Hospitalization

&: Home Heatth Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Te: Occupational Therapy Services

7d: Physician Specialist Services

Te: Mental Health Specialty Services

Tf. Podiatry Services

Tg: Other Health Care Professional

Th: Psychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services

Tj: Additional Telehealth Services

Tk: Opicid Treatment Pregram Services

Ba: Diagnestic Procedures/Tests/Lab Services

B8b: Cutpatient DiagnosticTherapeutic Radiolegical Services

9a1: Outpatient Hospital Services

9aZ: Observation Services hd
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CY 2023 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 4

= PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 00D - O
File Help
‘ b o » (ef W ('l Plan Deductible LPPO/RPPO Base 4
) Exit Exit (No
Previous Next (Validate) Validate)
Indicate Differential Deductible Amounts for Inpatient Hospital Indicate Differential Deductible Amount for Cardiac and Pulmonary Maote: Mo single Differential Deductible can be
-Acute Services Tiers 1, 2, and 3, where appropriate: Rehahbilitation Services: greater than the deductible. The total of all of

the Differential Deductibles can be greater
than the deductible.

Indicate Differential Deductible Amount for Waorldwide Emergency/Mrgent

I— Coverage:
I Indicate Differential Deductible Amount for Partial Hospitalization:

Indicate Differential Deductitle Amounts for Inpatient Hospital
Psychiatric Services Tiers 1, 2, and 3, where appropriate: Indicate Differential Deductible Amaountfor Home Health Services:

I Indicate Differential Deductible Amount for Primary Care Physician

Services:
I—

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

—
—
—

Indicate Differential Deductible Amount for Chiropractic Services:

Indicate Differential Deductible Amount for Physician Specialist Services;
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CY 2023 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 5

BE PEP Data Entry System - Section D, Contract X0001, Plan 00

File Help
‘ ’ e » Go To: IPIan Deductible LFPO/RPPO Base 5 =]
. Exit Exit (No
Previous Next (Validate) validate)

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

e

Indicate Differential Deductible
Amount for Podiatry Services:

Indicate Differential Deductible Amount
for Other Health Care Professional
Services:

Indicate Differential Deductible Amount
for Psychiatric Services:

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

Indicate Differential Deductible Amount
for Additional Telehealth Services:

Indicate Differential Deductible Amount

for Opicid Treatment Program Services:

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

Indicate Differential Deductible
Amount for Qutpatient Diagnastic and
Therapeutic Radiclogical Services:

o

Indicate Differential Deductible Amount
for Outpatient Hospital Services:

Indicate Differential Deductible Amount
for Observation Services:

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

e

Indicate Differential Deductible Amount
for Outpatient Substance Abuse:

Indicate Differential Deductible Amount
for Outpatient Blood Services:

Indicate Differential Deductible Amount
for Ground Ambulance Services:

Indicate Differential Deductible Amount
for Air Ambulance Services:

Indicate Differential Deductible Amount
for Transportation Services:

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

Indicate Differential Deductible Amount
for Prosthetics/Medical Supplies:

Indicate Differential Deductible Amount
for Diabetic Supplies and Services:

Indicate Differential Deductible Amount
for Dialysis Services:

Indicate Differential Deductible Amount
for Acupuncture:

Indicate Differential Deductible Amount
for OTC:

Indicate Differential Deductible Amount
for Meal Benefit:

I
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CY 2023 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 6

sl PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 == ]
File Help
’ o » [ R [ | Plan Deductible LPPO/RPPC Base &
S Exit Exit (No
Previous Next (Validate) Validate)
Indicate Differential Deductible Amount Indicate Differential Deductible Amount Indicate Differential Deductible
for Other 1: for Kidney Disease Education Services Amount for Hearing Exams:

Indicate Differential Deductible Amount
Indicate Differential Deductible Amount for Medicare-covered Glaucoma Indicate Differential Deductible Amount Indicate Differential Deductible
for Other 2: Screening Services: for Medicare Part B Rx Drugs: Amount for Hearing Aids:

Indicate Differential Deductible Amount
Indicate Differential Deductible Amount for Medicare-covered Diabetes Self- Indicate Differential Deductible
for Other 3: management Training: Amount for Preventive Dental:

e

Indicate Differential Deductible Amount
for Dual Eligible SNPs with Highly Indicate Differential Deductible Amount Indicate Differential Deductible
Integrated Services: for Medicare-covered Barium Enemas Amount for Comprehensive Dental:

e

Indicate Differential Deductible Amount
Indicate Differential Deductible Amount for Medicare-covered Digital Rectal Indicate Differential Deductible
for the Annual Physical Exam: Exams Amount for Eye Exams:

o

Indicate Differential Deductible Amount

for Other Defined Supplemental Benefit Indicate Differential Deductible Amount Indicate Differential Deductible
for Medicare-covered EKG following Amount for Eyewear:
Welcome Visit

o

A
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CY 2023 PBP Data Entry System Screens

Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 1

o PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
4 » Go To:
h Exit Exit (No
Previous Next (validate) Validate)
Do you offer a mandatory enhanced benefit enrollee deductible amount? Indicate deductible for one or more ofthefollowing services
" Yes
Deductible
 No
Select the mandatory enhanced benefifs that have an enrolles . .
deductible: Inpatient Hos pital-Acute
1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Psychiatric Inpatient Hos pital Psychiatric

2 Skilled Mursing Facility (SNF)

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

Tb: Chiropractic Services

Tf: Podiatry Services Cardiacand Pulmonary Rehabilitation Services
8d: Outpatient Blood Services

10b: Transportation Services .

13a: Acupuncture Worldwide Emergency/Urgent Coverage

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

13c: Meal Benefit

13d: Other 1

13e: Other 2 hs

Skilled Mursing Facility (SNF)

Chiropractic Services

Podiatry Services - Routine Foot Care

Qutpatient Blood Services

Transportation Services

Acupuncture

QOwver-the-Counter (OTC) ltems

Meal Benefit

TR
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CY 2023 PBP Data Entry System Screens

Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 2

o5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
a(‘ x- (&3 [yl [Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 2
. Exit Exit (Mo
Previous Next (Validate) Validate)

Indicate deductiblefor one or more ofthe following services

Deductible
Amount
Other 1
Other 2
Other 3

Dual Eligible SNP with Highly
Integrated Services

Annual Physical Exam

Other Defined Supplemental Benefi
Preventive Dental

Comprehensive Dental

Eye Exams

Eyewear

Hearing Exams

TR

Hearing Aids
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CY 2023 PBP Data Entry System Screens

Plan Deductible (In-Network)

File Help
> oo ’
- Exit Exit (No
Previous Next (validate) Validate)

Is there an In-Metwork Plan Deductible?

i ves
" No

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

" ves
Mo

Indicate In-Metwork Plan Deductible Amount:

Select the benefits that apply to the In-Metwork Deductible:
I™ In-Metwork Medicars-coversed benefits

I™ In-Metwork Mon-Medicare-covered benefits

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

" ves

" Mo

Go To:

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

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

Select all ofthe In-Metwork Medicare-covered Service Categories to which
the In-Metwork Plan Deductible applies:

1a: Inpatient Hospital-Acute

1k Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SMNF)

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

Ll

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

i ves
" No

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

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

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage
8. Home Health Services

Tb: Chiropractic Services

7c: Occupational Therapy Services

TT. Podiatry Services

~
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CY 2023 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 1

Is therea Combined (In-Metwork and Out-of-Network) Deductible?

" es
" No

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

 Yes
 No

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

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

I In-Network Mon-Medicare-covered benefits
[T Cut-of-Network Medicare-covered benefits
I” Out-of-Network Non-Medicare-covered benefits

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

 Yes
 No

File Help
’ w » Go To:
. Exit Exit (No
Previous Next (validate) Validate)

o) PBP Data Entry Systemn - Section D, Contract X0001, Plan 001, Segment 000

Plan Deductible (Combined) - Base 1

Hold down the CTRL key on your keyboard while selecting the

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

Select all of the In-Metwork Medicare-covered Service Categories to
which the Combined Deductible applies:

‘1a: Inpatient Hospitak-&cute

‘b Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

S: Partial Hogpitalization b

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

i es
 No

Hold down the CTRL key on your keyboard while selecting the

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

Select all ofthe In-Metwork Non-Medicare-covered Service Categories
to which the Combined Deductible applies:
1a: Inpatient Hospitak-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SMF)

3-1: Cardiac Rehabilitation Services

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

3-4: SET for PAD Services

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

7T Podiatry Services

‘8d: Outpatient Blood Services

10b: Transportation Services b

~
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CY 2023 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 2

B PEP Data Entry System - Section D, Contract X001, Plan 001, Segment 000 —
File Help
‘ ’ o » Go To: IPIan Deductible (Combined) - Base 2
- Exit Exit (No
Previous Next (Validate) Validate)

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

i ves
T No

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

Select all of the Out-of-Metwork Medicare-covered Service Categories to
which the Combined Deductible applies:

Does the Combined Deductible apply to all Oui-Of-Network Mon-Medicare-
covered plan services?

i ves
T No

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

Select all of the Out-of-Metwork Non-Medicare-covered Service
Categories to which the Combined Deductible applies:

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

2: Skilled Nursing Facility (SMNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

5. Partial Hespitalization

6: Home Health Services

7a: Primary Care Physician Services

7b: Chiropractic Services

7c: Occupational Therapy Services

7d: Physician Specialist Services

7e: Mental Health Speciatty Services

7T Podiatry Services

7g: Other Health Care Professional

Th: Psychiatric Services

7i Physical Therapy and Speech-Language Pathology Services
7j: Additional Telehealth Services

Tk Opioid Treatment Program Services

8a: Diagnostic ProceduresiTests/Lab Services

8b1: Diagnestic Radiclegical Services b

1a; Inpatient Hogpital-Acute A
1b: Inpatient Hogpital Psychiatric

2. Skiled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3. Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage

7b: Chiropractic Services

7T Podiatry Services

8d: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture

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

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f: Other 3

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

14c: Other Defined Supplemental Benefits

15: Medicare Part B Rx Drugs b
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CY 2023 PBP Data Entry System Screens

Plan Deductible (Out-of-Network)

> e

Previous MNext (Validate)

a5l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help

Exit (No
Validate)

Is there an Qut-of-Metwork (OOM) Plan Deductible?

 ves
" Mo

Do you charge the Medicare-defined Indicate Out-of-Metwork Plan
Part B Deductible amount? Deductible Amount:

 Yes
" No

Select the benefits that apply to the Out-of-Metwork Deductible:

[ Out-of-Network Medicare-covered benefits

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

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

Medicare-covered planservices?

" ves
" No

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

Select all of the Qut-of-Network Medicare-covered Service Gategories to
which the Out-of-Network Plan Deductible applies:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nur=ing Facility (SMNF})

3-1: Cardiac Rehabilitation Services

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

3-4: SET for PAD Services b

~

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

 Yes
" No

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

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

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SMNF)

3-1: Cardiac Rehabilitation Services

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

3-4: SET for PAD Services

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

7T Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services b

-~
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CY 2023 PBP Data Entry System Screens

Plan Deductible (Non-Network)

Is there a Plan Deductible?

" Ves
" No

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

7 Yes

" No

Indicate Plan Deductible Amount:

Select the benefits that apply to the Deductible:
[T Medicare-covered benefits
[ Non-Medicare-covered bensfis

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

" Yes
" No

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

5! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000

Go To: |[FEE

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

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

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

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabilitation Services

3-Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services v

Doesthe Deductible apply to all Mon-Medicare-covered plan services 7

 ves
' No

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

Select all ofthe Mon-Medicare-covered Service Categories to which the
Deductible applies:

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

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage

Tb: Chiropractic Services

T Podiatry Services

Sd: Outpatient Blood Services

10b: Transportation Services bd
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CY 2023 PBP Data Entry System Screens

Max Enrollee Cost Limit (In-Network)

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

File Help
. 4 » Go To:
, Exit Exit (No
Previous Next (Validate) Validate)

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

i ves
i Mo

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

" Voluntary
" Mandatory

All MA plans must have a maximum out-of-pocket (MOOP) that covers
all A8 services. For a list of the Voluntary and Mandatory Limits, please
right-click on the "Is your In-Metwork Maximum Enrolles Out-of-Pocket
(MOOP) Cost at the Voluntary or Mandatory level ?" question and view
the Variable Help.

Mate for D-SMPs: For purposes of submitting bids to CMS, D-SNPs
must include Parts & B, and Part D Medicare services in the PBR,
alongwith approved optional and mandatory supplemental benefits.
Mo Medicaid benefits may be included in the PBP. D-SNPs have the
flexibility to establish 30 as the MOOP amount, thereby guaranteeing
thereis no costsharing for plan enrallees, including thosewho are
liable for Medicare cost sharing. Otherwise, ifthe D-SNP does charge
costsharing for Medicare-covered services (or non-covered), itmust
track enrollees’ out-of-pocket spending and itis up to the plan to
develop the process and vehicleferdoing so.

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

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

Select the benefits that apply to the In-Metwork Maximum Enrollee Qut-
of-Pocket cost:

I In-Network Medicare-covered benefits
I™ In-Metwork Mon-Medicare-covered benefits

Daes the In-Metwark Maximum Enrcliee Qut-of-Pocket Cost apply to all
In-Metwork Medicare-covered plan services?

i wes
" No

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

Select all of the In-Metwork Medicare-covered Service Categories that are
INCGLUDED in the In-Metwork Maximum Enrolles Out-of-Pocket Cost amount:
1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Mursing Facility (SNF)

3-1. Cardiac Rehabilitation Services

3-Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4a: Emergency Care/Post-Stabilization Care

4b: Urgently Needed Services

S: Partial Hospitalization

&: Home Health Services

Ta: Primary Care Physician Services

Thb: Chiropractic Services b

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

i ves
i Mo

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

Select all of the In-Metwork Non-Medicare-covered Service Categories that are
INCLUDED in the In-Metwork Maximum Enrollee Out-of-Pocket Cost amount:
1a: Inpatient HospitaAcute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage

&: Home Health Services

Thb: Chiropractic Services

Tc: Occupational Therapy Services b
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CY 2023 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 1

W8 PEP D

File Help
S s »
. Exit Exit (No
Previous Next (Vvalidate) Validate)

|5 there a Combined {In-Network and Out-of-Network) Maximum Enrollee
Out-of-Pocket Cost?

" ves
" No

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

" Voluntary
" Mandatory

All MA plans must have a maximum out-of-pocket (MOOP) that covers all
AJB services. For a list of the Voluntary and Mandatory Limits, please
right-click on the"ls your Combined Maximum Enrolles Qut-of-Pocket
(MOOP) Cost at the Voluntary or Mandatory level?" question and view
the Variable Help.

Mote for D-SMPs: For purposes of submitting bids to CMS, D-SNPs
must include Parts A, B, and Part O Medicare services in the PBP,
along with approved optional and mandatory supplemental benefits.
Mo Medicaid benefits may be included in the PBP. D-SMPs have the
flexibility to establish 50 as the MOOP amount, thereby guaranteeing
thereisno costsharing for plan enrollees, including thosewho are
liable for Medicare cost sharing. Otherwise, if the D-SNP does charge
costsharing for Medicare-covered services (ornon-covered), itmust
track enrollees’ out-of-pocket spending anditis up to theplan to
develop the process and vehiclefordoing so.

Indicate Combined {In-Metwork and Qut-of-Metwork) Maximum Enrollee
Out-of-Pocket CostAmount:

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

[™ In-Network Medicare-covered benefits

[ In-Network Mon-Medicare-covered benefits

[T Out-of-Network Medicare-covered benefits

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

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

 Yes
" No

Go To: Ih'lax Enrollee Cost Limit (Combined) - Base 1 j

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

Select all of the In-MNetwork Medicare-covered Service Categories that are
INCLUDED in the Combined Maximum Enrollee Out-of-Pocket CostAmount:

1a: Inpatient Hospital-Acute -~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services
4b: Urgently Needed Services

5: Partial Hospitalization

5. Home Health Services

Ta: Primary Care Physician Services hd

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

i Yes
" No

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

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

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-Z: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

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

7f. Podiatry Services

‘8d: Outpatient Blood Services

10b: Transportation Services
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CY 2023 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 2

al PEP Data Entry System - Section D, Contract X0001, Plan 001, Segrnent 000 — O
File Help
‘ ’ ol ¥ Go To: II':'Ia.x Enrollee Cost Limit (Combined) - Base 2 j
- Exit Exit {No
Previous Next (Validate) Validate)

All MA plans must have a maximum out-of-pocket (MOOP) that covers
all A/8 services. Fora list of the Voluntary and Mandatory Limits, please
right-click on the "Is your Combined Maximum Enrollee Qut-of-Pocket
(MOOP) Cost at the Voluntary or Mandatory level?" question and view

the Variable Help.

Does the Combined Maximum Enrolles Qut-of-Pocket Costapply Does the Combined Maximum Enrolles Out-of-Pocket Cost apply
to all Qut-of-Metwork Medicare-covered plan services? to all Qut-of-Network Mon-Medicare-covered plan services?
 Yes  ves

" No " No

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

Select all of the Out-of-Metwork Medicare-covered Service Select all of the Out-of-Network Non-Medicare-covered Service Categories that are INCLUDED in the Combined
Categories that are INCLUDED in the Combined Maximum Maximum Enrollee Out-of-Pocket Cost Amount:

Enrollee Out-of-Pocket Cost Amount: 1a: Inpatient Hospitak-Acute A
1a: Inpatient Hospital-Acute - 1b: Inpatient Hospital Psychiatric

1b: Inpatient Hospital Peychiatric 2: Skilled Nursing Facility (SNF}

2: Skilled Nursing Facility (SNF) 3-1; Cardiac Rehabiltation Services

3-1: Cardiac Rehabiltation Services 3-2: Intensive Cardiac Rehabiltation Services

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

3-3: Pulmenary Rehabiltation Services 3-4: SET for PAD Services

3-4: SET for PAD Services 4c: Worldwide Emergency/Urgent Coverage

5. Partial Hospitalization Tb: Chiropractic Services

6. Home Health Services T1. Podiatry Services

Ta: Primary Care Physician Services 9d: Qutpatient Blood Services

Thb: Chiropractic Services 10b: Tranzportation Services

Tc: Occupational Therapy Services 13a: Acupuncture

Td: Physician Specialist Services v 13b: Over-the-Counter (OTC) kems
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CY 2023 PBP Data Entry System Screens

Max Enrollee Cost Limit (Out-of-Network)

W& PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help
4 S of » Go To: |Max Enrolles Cost Limit (Out-of-Network) |
. Exit Exit (No
Previous Next (Validate) Validate)

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

 ves
" No

|5 your Cut-of-MNetwork Maximum Enrallee Out-of-Pocket Cost Voluntary or

Mandatory?

© Voluntary
" Mandatory

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

CTRL key on your keyboard.

Select all of the Out-of-Metwork Medicare-covered Service Categories that
are INGCLUDED in the Out-of-Metwork Maximum Enrollee Out-of-Pocket

Cost amount:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SHF)

3-1: Cardiac Rehabiltation Services

All MAplans must have a maximum out-of-pocket (MOOP) that covers all AB
services. Fora listofthe Voluntary and Mandatory Limits, please right-click on
the "Is your Out-of-Metwork Maximum Enrollee Out-of-Pocket (MOOP) Cost at
the Voluntary or Mandatory level?" question and view the Variable Help.

Indicate the Qut-of-Metwork Maximum Enrollee Owt-of-Pocket Cost Amount:

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

[ Out-of-Network Medicare-covered benefits
[ Out-of-Metwork Non-Medicars-covered benefits

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

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

i Yes
" No

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

5: Partial Hospitalization

6. Home Health Services

Ta: Primary Care Physician Services

Tb: Chirepractic Services

Tc: Occupational Therapy Services b

Does the Qut-of-Metwork Maximum Enrcllee Qut-of-Pocket Cost apply to
all Qut-of-Metwork Non-Medicare-covered plan services?

 Yes
Mo

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

Select all of the Out-of-Metwork Mon-Medicare-covered Service Categories that are INCLUDED in the Out-of-
MNetwork Maximum Enrollee Out-of-Pocket Cost amount:

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

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-Z: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

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

7. Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services b
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CY 2023 PBP Data Entry System Screens

Max Enrollee Cost Limit (Non-Network)

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

‘ ’ v 4 > Max
Exit Exit (No
Previous Next i

|5 your Maximum Enrcliee Out-of-Pocket (MOQOP) Cost at the Voluntary or
Mandatory level?

" Voluntary

" Mandatory

All M4 plans must have a maximum out-of-pocket (MOOP) that covers all
ASB services. For a list of the Voluntary and Mandatory Limits, please
right-click on the"ls your Combined Maximum Enrollee Out-of-Pocket

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

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

Select the benefits that apply to the Maximum Enrollee Qut-of-Pocket cost:
[T Medicare-covered benefits

[ Mon-Medicare-covered benefits

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

e
" Mo

Enrollee Cost Limit (Non-Network)

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

Select all of the Medicare-covered Service Categaries INCLUDED in the
Maximum Enrollee Out-of-Pocket CostAmount:

1a: Inpatient Hospitak-Acute Y
1b: Inpatient Hespital Peychiatric

2: Skilled Mursing Facility (SNF}

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabiltation Services

3-4: SET for PAD Services hd

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

" Yes
" Mo

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

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

1a: Inpatient Hospitak-&cute -~
1b: Inpatient Hespital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabkilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage

Tb: Chiropractic Services

7T Podiatry Services

8d: Outpatient Blood Services W
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CY 2023 PBP Data Entry System Screens

Max Plan Benefit Coverage

a5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

File Help
’ s » Go To:
_ Exit Exit (No
Previous Next (Validate) Validate)

The Maximum Plan Benefit Coverage refers to Mon-Medicare-

Does the Maximum Plan Benefit Coverage amount apply to all In-Metwork
covered benefits.

Mon-Medicare-covered plan services?

-
Is there a Maximum Plan Benefit Coverage Amount? - :es
o
 “es
" No Hold down the CTREL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
Indicate Maximum Plan Benefit Coverage Amount: CTRL key on your keyboard.
Select all of the In-Metwork Mon-Medicare-covered Service Categories to
which the Maximum Plan Benefit Coverage Amount applies:
. R 1a: Inpatient Hospital-Acute ~
Select Maximum Plan Benefit Coverage Amount Periodicity:
g ty 1b: Inpatient Hospital Psychiatric
[ Every three years 2: Skilled Mursing Facility (SNF)
[ Every two years 3-1: Cardiac Rehabilitation Services
" Every year 3-2: Intensive Cardiac Rehabiltation Services
e Every six months 3-3: Pulmonary Rehabiltation Services hd
[ Every three months Does the Maximum Plan Benefit Coverage amount apply to all Out-of-
= Other, Describe Metwork Mon-Medicare-covered plan services?
Select the benefits that apply to the Maximum Plan Benefit " ves
Coverage Amount:  No
[ In-Network Mon-Medicare-covered benefits
[ Out-of-Metwork Non-Medicare-covered benefis Hold down the CTREL key on your keyboard while selecting the coverage

options with your MOUSE. After selecting ALL of your opfions releasethe
CTRL key on your keyboard.

Select all of the Qut-of-Network Mon-Medicare-covered Service
Categories to which the Maximum Plan Benefit Coverage Amount applies:
1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2. Skilled Mursing Facility (SMF}

3-1: Cardiac Rehabilitation Services

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

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage W

”~
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CY 2023 PBP Data Entry System Screens

Max Plan Benefit Coverage (Non-Network)

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrnent 000 — O
File Help
P 'S o »
" Exit Exit (Mo
Previous MNext (Validate) Validate)
The Maximum Plan Benefit Coverage refers to Non-Medicare- Does the Maximum Plan Benefit Coverage amount apply to all Mon-
covered benefits. Medicare-covered plan services?
[
Is there a Maximum Plan Benefit Coverage Amount? ~ :ES
o
i ves
7 Mo Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
Indicate Maximum Plan Benefit Coverage Amount: CTRL key on your keyboard.
I Select all ofthe Mon-Medicare-covered Service Categories to which the
Maximum Plan Benefit Coverage Amount applies:
Select Maximum Plan Benefit Coverage Amount Periodicity 1a: Inpatient Hospital-Acute ~
~ 1b: Inpatient Hospital Psychiatric
Every three years 2: Skiled Mursing Facility (SMF}
" Every two years 3-1: Cardiac Rehabiltation Services
o Every year 3-2: Intensive Cardiac Rehabiltation Services
" Every six months 3-3: Pulmonary Rehabilitation Services b4
[ Every three months
[ Other, Describe
Softrams CY2023 PBP — Section D Page 20 of 85
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CY 2023 PBP Data Entry System Screens

Plan Premium/Rebate Reduction

as! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
‘ ’ o » (e |Flan PremiumiRebate Reduction
Exit Exit (No

Previous Next (Validate) Validate)

Indicate Plan Premium Amount (Part &B):

Indicate Plan Premium Amount (B Only):

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

" ves
 No

Indicate the Part B Premium reduction amount:
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CY 2023 PBP Data Entry System Screens

MMP — Medicaid/plan covered cost sharing

o5 PBP Data Entry System - Section D, Contract X0D01, Plan 001, Segment 000
File Help

» S

Ex
Previous Next (Validate) Validate)

Do you offer any Mon-Medicare-covered benefits (i.e.. services not
covered by Medicare)?

" es
Mo

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

Select all ofthe benefits that are covered under Medicaid:

1a1: Additional Days for Inpatient Hospital-Acute ~
1a2: Non-Medicare-covered Stay for Inpatient Hospital-Acute

1a3: Upgrades for Inpatient Hospital-Acute

1b1: Additional Days for Inpatient Hospital Psychiatric

1b2: Mon-Medicare-covered Stay for Inpatient Hospital Psychiatric

2-1: Additional Days beyond Medicare-covered for Skilled Nursing Facility (S
2-2: Non-Medicare-covered Stay for Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c1: Werldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Werldwide Emergency Transportation

6-1: Additional Hours of Care

§-2: Personal Care Services

§-3: Other 1 for Home Health Services

§-4: Other 2 for Home Health Services

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tc: Occupational Therapy Services

Tf: Podiatry Services

Til: Other 1 for PT and SP Services

Ti2: Other 2 for PT and SP Services

‘&d: Outpatient Blood Services hd

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

1a1: Additional Days for Inpatient Hospital-Acute

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

1b1: Additional Days for Inpatient Hospital Psychiatric

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

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

6-1: Additional Hours of Care

5-2: Personal Care Services

§-3: Other 1 for Home Health Services

§-4: Other 2 for Home Health Services

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tc: Occupational Therapy Services

7T Podiatry Services

Til: Other 1 for PT and SP Services

Ti2: Other 2 for PT and SP Services
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CY 2023 PBP Data Entry System Screens

PFFS Balance Billing

! PBP Data Entry Systern - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
‘ ’ o ¥ Go To: |PFFS Balance Biling |
- Exit Exit (Mo
Previous Next (Validate) Validate)

Do you permit balance billing? Balance Billing is a percentage of
plan payment rate provider may

T Yes collect.

" No

Hold down the CTRL key on your kevboard while selecting the coverage - I
options with your MOUSE. After selecting ALL of your options releasethe Enter Minimum percentagefor balance billing:
CTRL key on your keyboard.

What category of providers do you permit to balance bill?
1a; Inpatient Hospital-&cute

1b: Inpatient Hozspital Peychiatric

2: Skilled Mursing Facility (SNF})

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3. Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

4c: Worldwide Emergency/Urgent Coverage

5. Partial Hospitalization

B: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

7o Occupational Therapy Services

7d: Physician Specialist Services

Te: Mental Health Specialty Services

T Podiatry Services

Tg: Other Health Care Professional

Th: Peychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services
7| Additional Telehealth Services

Tk: Opioid Treatment Program Services

2a: Diagnostic Procedures/Testz/Lab Services

&b Cutpatient Diagnestic/Therapeutic Radiolegical Services
Sa: Qutpatient Hospital Services hd

Enter Maximum percentagefor balance billing:

ks
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CY 2023 PBP Data Entry System Screens

MSA Annual Deductible/Deposit

o= PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrent 000 —

File Help
‘ ’ 4 » (1ol v 7 | MSA Annual Deductible/Deposit
- Exit Exit (No

Previous Next (validate) Validate)

Indicate Annual M3A Deductible amount:

Indicate the Annual amount CMS will depositinto the Enrollee MSA
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing — General

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

= O
File Help
‘ ’ 4 ¥ (70 [ Al |Reductions in Cost Sharing - General
= Exit Exit (No
Previous Next (Validate) Validate)

Do you offer Reductions in Cost Sharing?

C Yes
 No

How many groups of Reductions in Cost Sharing
are you offering?

01

2

O3

C 4

Cs

NN
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #1 — Base 1

= PBP Data Entry System - Section D, Contract X0001, Plan 001
File Help

‘ ’ I;:t Exit!{‘Ho

Previous Next (Validate) Validate)

Reductions in Cost Sharing 1

Select the benefits that apply to the Reductions in
Cost Sharing benefit:

[ Medicare-covered benefits
[ Mon-Medicare covered benefits

Hold down the CTRL key on your keyboard while selecting

CTRL key on your keyboard.

apply to:

. Segment 000

Go To: |z

thecoverage

options with your MOWUSE. After selecting ALL of your aplions release the

Selectwhich Medicare-Covered Services your Reductiens in Cost Sharing

ctions in Cost Sharing #1 - Base 1

Selectwhich Mon-Medicare Covered Services your Reductions in Cost Sharing apply to:

1a: Inpatient Hespital-Acute

1b: Inpatient Hespital Psychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabilitation Services

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

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

5. Partial Hospitalization

8: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

Td: Physician Specialist Services

Tel: Individual Sessions for Mental Health Specialty Services
Te2: Group Sessions for Mental Health Specialty Services
Tf. Podiatry Services

Tg: Other Health Care Professional

Thi: Individual Sessiens for Psychiatric Services
Th2: Group Sessions for Peychiatric Services

Tj. Additional Telehealth Services

Tk: Opicid Treatment Program Services
8a1: Diagnostic Procedures/Tests.
2aZ: Lab Services

Ti. Physical Therapy and Speech-Language Pathology Services

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabiltation Services

3-4: 5ET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

71 Podiatry Services

10b1; Trangportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location
13a: Acupuncture

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

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f: Other 3

14b: Annual Physical Exam

14c1: Health Education

14c2: NutritionalDietary Benefit

14c3:; Additional Sessions of Smoking and Tobacco Cessation Counseling
14c4: Fitness Benefit
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #1 — Base 2

= PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
‘ ’ w » (' 0 [Vl Reductions in Cost Sharing #1 - Base 2
- Exit Exit (No
Previous Next (Validate) Validate)

Mote may include additional information to describe benefitin this service

Reductions in Cost Sharing 1
category. Do notrepeat information captured in data enfry.

Indicate Max Plan Benefit amount:

Motes:

Select Reductions in Cost Sharing periodicity;

" Every month

™ Every three months
& Every six months
& Every year

Canthereduction in costsharing beapplied to a deductible?

 Yes
Mo

‘Whatis your Reductions in Cost Sharing mode of delivery?
™ Debit Gard

[” Reimbursement

[~ Other (describe)
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #2 — Base 1

! PEP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000
File Help

‘ ’ Eﬁl Exil!{‘ﬂo

Previous Next (Validate) Validate)

Reductions in Gost Sharing 2

Select the benefits that apply to the Reductions in
Cost Sharing benefit:

[~ Medicare-covered benefits
[ Mon-Medicare covered benefits

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

Selectwhich Medicare-Covered Services your Reductions in Cost Sharing
apply to:

Go To: IReductil:lns in Cost Sharing #2 - Base 1 j

Selectwhich Mon-Medicare Covered Services your Reductions in Cost Sharing apply to;

1a: Inpatient Hozpital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Mursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgenthy Needed Services

5. Partial Hospitalization

4: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

Td: Physician Specialist Services

Tel: Individual Sessions for Mental Health Specialty Services
Te2: Group Sessions for Mental Health Specialty Services
Tf. Podiatry Services

Tg: Other Health Care Professional

Th1: Individual Sesgions for Psychiatric Services

Th2: Group Sessions for Peychiatric Services

Ti. Physical Therapy and Speech-Language Patholegy Services
Tj. Additional Telehealth Services

Tk: Opioid Treatment Program Services

2al: Diagnostic Procedures/Tests

2azZ: Lab Services

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4cZ; Worldwide Urgent Coverage

4c3: Worldwide Emergency Tranzsportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tf. Podiatry Services

10b1; Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location
13a: Acupuncture

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

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f: Other 3

14b: Annual Physical Exam

14c1: Health Education

14c2; NutrtionalDietary Benefit

14c3: Additional Sessions of Smoking and Tobacco Cessation Counseling
14c4: Fitness Benefit
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #2 — Base 2

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

— a
File Help
‘ ’ il ¥ (7o I 1l Reductions in Cost Sharing #2 - Base 2
. Exit Exit (No
Previous Next (validate) Validate)

Reductions in Cost Sharing 2 Mote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data entry.

Indicate Max Plan Benefit amount:

I Motes:

Select Reductions in Cost Sharing periodicity:

o Every month

o Every three manths
o Every six manths
o Every year

Canthereduction in costsharing be applied to a deductible?

™ Yes
" Mo

Whatis your Reductions in Cost Sharing mode of delivery?
[” Debit Card

[~ Reimbursement
[~ Other (describe)
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #3 — Base 1

File Help
4 > o i
. Exit Exit (No
Previous Next (Validate) Validate)

Reductions in CostSharing 3

Select the benefits that apply to the Reductions in
Cost Sharing benefit:

[~ Medicare-covered benefits
[ Mon-Medicare covered benefits

CTRL key on your keyboard.

apply to:

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

Go To:

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

Selectwhich Medicare-Covered Services your Reductions in Cost Sharing

ons in Cost Sharing #3 - Base 1

Selectwhich Mon-Medicare Covered Services your Reductions in Cost Sharing apply to:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

5. Partial Hospitalization

6: Home Health Services

7a: Primary Care Physician Services

7b: Chiropractic Services

7c: Occupational Therapy Services.

7d; Physician Specialist Services

7el: Individual Sessions for Mental Health Specialty Services
7e2: Group Sessions for Mental Health Specialty Services
7T Podiatry Services

7g: Other Health Care Professional

7h1: Individual Sezsions for Peychiatric Services
Th2: Group Sessions for Peychiatric Services

7j: Additional Telehealth Services

7k: Opioid Treatment Program Services.
&a1: Diagnostic Procedures/Tests

Ba2: Lab Services

7i Physical Therapy and Speech-Language Pathology Services

1a: Inpatient HospitalAcute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3; Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

7b1: Routine Chiropractic Care

7b2: Other Chirepractic Services

7T Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location
10b2; Transportation Services - Any Health-related Location
13a: Acupuncture

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

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f Other 3

14b: Annual Physical Exam

14c1: Health Education

14c2: NutritionalDietary Benefit

14c3: Additional Sessions of Smeking and Tobacco Cessation Counseling
14c4: Fitness Beneftt
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #3 — Base 2

5! PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

- d
File Help
> of %
- Exit Exit (No
Previous Next (Validate) Validate)

Reductions in Cost Sharing 3 Mote may include additional information to describe benefitin this service
category. Do not repeat information captured in data entry.
Indicate Max Plan Benefit amount:

Motes:

Select Reductions in Cost Sharing periodicity:

" Every month

" Every three months
" Every six months
" Every year

Canthereduction in costsharing be applied to a deductible?

[
" No

Whatis your Reductions in Cost Sharing mode of delivery?
™ Deit Card

[~ Reimbursement
[~ Other (describe)
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #4 — Base 1

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

Reductions in Cost Sharing 4

Select the benefits that apply to the Reductions in
Cost Sharing benefit:

[” Medicare-covered benefits
™ Non-Medicare covered benefits

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

Select which Medicare-Covered Services your Reductions in Cost Sharing
apply to:

File Help
‘ ' o ¥ [¢7+} ["Hll|Reductions in Cost Sharing #4 - Base 1
- Exit Exit (No
Previous Next (Validate) Validate)

Selectwhich Non-Medicare Covered Services your Reductions in Cost Sharing apply to:

1a: Inpatient Hospital-Acute

- 1a: Inpatient Hospital-Acute ~

1b: Inpatient Hospital Psychiatric 1b: Inpatient Hospital Psychiatric

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

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

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

3-3: Pulmonary Rehabilitation Services 3-3: Pulmonary Rehabiltation Services

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

4a: Emergency/Post-Stabilization Services 4c1: Worldwide Emergency Coverage

4b: Urgently Needed Services 4c2; Worldwide Urgent Coverage

5: Partial Hospitalization 4c3: Worldwide Emergency Transportation

6: Home Health Services 7b1: Routine Chiropractic Care

7a: Primary Care Physician Services 7b2: Other Chiropractic Services

7b: Chiropractic Services 7. Podiatry Services

Tc: Occupational Therapy Services 10b1: Transportation Services - Plan Approved Health-related Location

7d: Physician Specialist Services 10b2: Transportation Services - Any Health-related Location

Te1: Individual Sessions for Mental Health Specialty Services 13a: Acupuncture

7e2: Group Sessions for Mental Health Specialty Services 13b: Over-the-Counter (OTC) tems

Tf. Podiatry Services 13c: Meal Benefit

7g: Other Health Care Professional 13d: Other 1

Th1: Individual Sessions for Psychiatric Services 13e: Other 2

7h2: Group Sessions for Psychiatric Services 13f. Other 3

7i: Physical Therapy and Speech-Language Pathology Services 14b: Annual Physical Exam

7i: Additional Telehealth Services 14c1: Health Education

7k: Opioid Treatment Program Services 14c2: Nutritional/Dietary Benefit

8a1: Diagnostic Procedures/Tests 14c3: Additional Sessions of Smoking and Tobacco Cessation Counseling

8a2: Lab Services v 14c4: Fitness Benefit v 4
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #4 — Base 2

File Help

. > L

Reductions in CostSharing 4

" Every month

(" Every three months
" Every six months
" Every year

€ Yes
 No

™ Debit Card
[” Reimbursement
[~ Other (describe)

Previous Next (Validate)

Indicate Max Plan Benefit amount:

Select Reductions in Cost Sharing periodicity:

Can thereduction in costsharing be applied to a deductible?

Whatis your Reductions in Cost Sharing mode of delivery?

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

b (7 [ il IReductions in Cost Sharing #4 - Base 2
Exit (No

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

Notes:
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #5 — Base 1

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

File Help
4 4 o ~
A Exit Exit (No
Previous Next (Validate) validate)

Reductions in Cost Sharing &

Select the benefits that apply to the Reductions in
Caost Sharing benefit:

[~ Medicare-covered benefits
I~ Non-Medicare covered benefits

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

Select which Medicare-Covered Services your Reductions in Cost Sharing
apply to:

Reductions in Cost Sharing #5 - Base 1

Selectwhich Mon-Medicare Covered Services your Reductions in Cost Sharing apply to:

1a: Inpatient Hospital-Acute ~ 1a: Inpatient Hospital-Acute ~

1b: Inpatient Hospital Psychiatric 1b: Inpatient Hospital Psychiatric

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

3-1: Cardiac Rehabilitation Services 3-1: Cardiac Rehabilitation Services

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

3-3: Pulmonary Rehabilitation Services 3-3: Pulmonary Rehabiltation Services

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

4a: Emergency/Post-Stabilization Services 4c1: Worldwide Emergency Coverage

4b: Urgently Needed Services 4c2: Worldwide Urgent Coverage

5: Partial Hospitalization 4c3: Worldwide Emergency Transportation

6: Home Health Services Tb1: Routine Chiropractic Care

7a: Primary Care Physician Services Tb2: Other Chiropractic Services

7b: Chiropractic Services 7f. Podiatry Services

7c: Occupational Therapy Services 10b1: Transportation Services - Plan Approved Health-related Location

7d: Physician Specialist Services 10b2: Transportation Services - Any Health-related Location

Te1: Individual Sessions for Mental Health Specialty Services 13a: Acupuncture

Te2: Group Sessions for Mental Health Specialty Services 13b: Over-the-Counter (OTC) tems

Tf. Podiatry Services 13c: Meal Benefit

Tg: Other Health Care Professional 13d: Other 1

7Th1: Individual Sessions for Psychiatric Services 13e: Other 2

Th2: Group Sessions for Psychiatric Services 13f. Other 3

Ti: Physical Therapy and Speech-Language Pathology Services 14b: Annual Physical Exam

7| Additional Telehealth Services 14c1: Health Education

Tk: Opioid Treatment Program Services 14c2: NutritionalDietary Benefit

8a1: Diagnostic Procedures/Tests 14c3: Additional Sessions of Smoking and Tobacco Cessation Counseling

8a2: Lab Services v 14c4: Fitness Benefit v 3
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CY 2023 PBP Data Entry System Screens

Reductions in Cost Sharing #5 — Base 2

s PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 = |
File Help
' L ¥ (7' R [ 'l |Reductions in Cost Sharing #5 - Base 2
Exit Enxit (
Previous Next (Validate) Validate)
Reductions in CostSharing 5 Note may include additional information to describe benefitin this service
category. Do not repeat information captured in data entry.
Indicate Max Plan Benefit amount:
Notes:
SelectReductions in Cost Sharing periodicity:
" Every month
" Every three months
' Every six months
" Every year
Can the reduction in costsharing be applied to a deductible?
" Yes
" No
What is your Reductions in Cost Sharing mode of delivery?
I Debit Card
[T Reimbursement
™ Other (describe)
A
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CY 2023 PBP Data Entry System Screens

Combined Benefits — General

o PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help
4 > L E
Exit

Exit (
Previous Next (Validate) Validate)

Do you offer Combined Supplemental Benefits with uniform cost

Select the number of Combined Supplemental Benefit packages
sharing?

you are offering?
C Yes €1

' No
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CY 2023 PBP Data Entry System Screens

Combined Benefits #1

w! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 = [m]
File Help

Previous Next (Validate) Validate)
|
Combined Supplemental Benefits 1

Selectwhich non. L benefits are included in your Combined Supplemental Benefit Do you offer Combined Supplemental Benefits with a shared
package: maximum plan benefit amount?

1a: inpatient Hospital-Acute ~ T Yes

1b: inpatient Hospital Psychiatric N

2: Skilled Nursing Facilty (SNF) -

3-1: Cardiac Rehabilitation Services Max Plan Benefit Amount:

32 Cardiac R Services

3-3: Pulmonary Rehabilitation Services

3-4: SET “,:gn Services Select Maximum Plan Benefit Coverage Amount Periodicity :

4c1: Worldwide Emergency Coverage [ C Every month

4c2: Worldwide Urgent Coverage " Every three months
4¢3 Worldwide Emergency Transportation  Every sixmontns
Tb1: Routine Chiropractic Care c

Tb2: Other Chiropractic Services Byiory year

Tt Podiatry Services

10b1: Transportation Services - Plan Approved Heakh-related Location

10bZ: Transportation Services - Any Health-related Location

13a: Acupuncture i Do you offer Combined Supplemental Benefits with a shared visit
limit?
‘Whatis your combined suppimental benefits mode of delivery? T Yes
[T Debit Card T No
™ Reimbursement " Indicate number of shared visits:
[~ Other
Other Description: Selectvisitlimit periodicity:
' Every month
" Every three months
" Every sixmonths
Is the enrollee limited to one or more of the combined supplemental |  Every year
benefits from the package which they must selectin advance?
[€ Yes
C No
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CY 2023 PBP Data Entry System Screens

Combined Benefits #2

File Help

- e Ed b4 Go To: |Combined Benefits #2 ~]
Exit Exit (No
Previous Next (Validate) Validate)

Combined Supplemental Benefits 2

Select which non-Medicare covered benefits are included in your Combined Supplemental Benefit Do you offer Combined Supplemental Benefits with a shared
package:

maximum plan benefit amount?
1a: inpatient Hospital-Acute

S C Yes
1b: inpatient Hospital Psychiatric C No
2. Skilled Mursing Faciity (SNF)

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

Max Plan Benefit Amount:

Select Maximum Plan Benefit Coverage Amount Periodicity:

" Every month
4c2: Worldwide Urgent Coverage c Evecy thres monifis
4c3: Worldwide Emergency Transportation c
Tb1: Routine Chiropractic Care - Every six months
7b2: Other Chiropractic Services Every year
7f: Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location

13a: Acupuncture » Do you offer Combined Supplemental Benefits with a shared visit
limit?
Whatis your combined suppimental benefits mode of delivery?  Yes
[ Debit Card C No
[~ Reimbursement Indicate number of shared visits:
[~ Other
Other Description; Select visit limit periodicity
" Every month
" Every three months
" Every six months
Is the enrollee limited to one or more of the combined supplemental  Every year
benefits from the package which they must select in advance?
" Yes
L€ No
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CY 2023 PBP Data Entry System Screens

Combined Benefits #3

o PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
< > . ¥  GoTo: -
s Exit Exit (No
Previous Next (validate) Validate)

Combined Supplemental Benefits 3

Selectwhich non-Medicare covered benefits are included in your Combined Supplemental Benefit Do you offer Combined Supplemental Benefits with a shared
package: maximum plan benefit amount?
1a: Inpatient Hospital-Acute )  Yes

1b: Inpatient Hospital Psychiatric “ No
2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services Max Plan Benefit Amount:
3-2: Intensive Cardiac Rehabilitation Services I
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

Select Maximum Plan Benefit Coverage Amount Periodicity:

4c1: Worldwide Emergency Coverage " Every month
4c2: Worldwide Urgent Coverage ™ Every three months
4c3: Worldwide Emergency Transportation ™ Every six months
7b1: Routine Chiropractic Care Pt Y
7b2: Other Chiropractic Services Every year
Tf Podiatry Services
10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location
13a: Acupuncture v Do you offer Combined Supplemental Benefits with a shared visit
limit?
Whatis your combined suppimental benefits mode of delivery? " Yes
™ Debit Card " No
[ Reimbursement Indicate number of shared visits:
[~ Other
Other Description: Selectvisit limit periodicity:
I " Every month
" Every three months
" Every six months
Is the enrollee limited to one or more ofthe combined supplemental C Every year
benefits from the package which they must selectin advance?
" Ves
" No
A
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CY 2023 PBP Data Entry System Screens

Combined Benefits #4

gl PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 = O
File Help
‘ ) .‘ x [0 0 [ Hll| Combined Benefis #4
Exit (No

Exit
Previous Next (Validate) Validate)
I EEEEEEEEEw—I—— EE————
Combined Supplemental Benefits 4

Selectwhich non-Medicare covered benefits are included in your Combined Supplemental Benefit Do you offer Combined Supplemental Benefits with a shared
package: maximum plan benefit amount?

1a: Inpatient Hospital-Acute ~ C Yes

10b: Inpatient Hospital Psychiatric CN

2: Skilled Nursing Faciity (SNF) bl

3-1: Cardiac Rehabiltation Services

3-2: intensive Cardiac Rehabilitation Services

il bsemiaiey Select Maximum Plan Benefit Coverage Amount Periodicity

4c1: Worldwide Emergency Coverage O Every month

:3 g":wx !élrgen! Cove‘;age i " Every three months
: Worldw mergency Transportation

7b1: Routine Chiropractic Care ? Every six months

7Tb2: Other Chiropractic Services | Every year

Tf. Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location

10b2: Transportation Services - Any Heakh-related Location

Max Plan Benefit Amount

13a: Acupuncture ot Do you offer Combined Supplemental Benefits with a shared visit
limit?
What is your combined suppimental benefits mode of delivery? " Yes
™ Debit Card C No
™ Reimbursement Indicate number of shared visits:
™ oOther
Other Descriptior: Selectvisit limit periodicity:
| " Every month
" Every three months
" Every six months
Is the enrollee limited to one or more of the combined supplemental C Every year
benefits from the package which they must select in advance?
© Yes
 No
A
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CY 2023 PBP Data Entry System Screens

Combined Benefits #5

Combined Supplemental Benefits 5

Selectwhich non-Medicare covered benefits are included in your Combined Supplemental Benefit

package:

1a: inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facilty (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2 Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

7b1: Routine Chiropractic Care

TbZ: Other Chiropractic Services

7f. Podiatry Services

10b1: Transportation Services - Plan Approved Heakh-related Location
10b2: Transportation Services - Any Health-related Location
13a: Acupuncture

Whatis your combined suppimental benefits mode of delivery?
" Debit Card

™ Reimbursement
™ Other

Other Description:

Is the enrollee limited to one or more of the combined supplemental
benefits from the package which they must select in advance?

" Yes

T No

~

s PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 = a
File Help
‘ ’ o » Go To: [l
Exit Exit (No
Previous Next (validate) Validate)

Do you offer Combined Supplemental Benefits with a shared
maximum plan benefit amount?

[€ ves

| € No

Max Plan Benefit Amount:

Select Maximum Plan Benefit Coverage Amount Periodicity

" Every month

" Every three months
" Every six months
" Every year

Do you offer Combined Supplemental Benefits with a shared visit
limit?
[€ ves
C No
Indicate number of shared visits:

Select visit limit periodicity:
© Every month

" Every three months
" Every six months
 Every year

Softrams

CY2023 PBP — Section D
12/27/2021

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 41 of 85



CY 2023 PBP Data Entry System Screens

Notes
o) PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
o ¥ Go To: [Notes B
. Exit Exit (No
Previous Next (Validate) Validate)
I ——
Note may include additional information to describe benefitin this service category. Do not repeat information captured in data entry
Notes
MNotes
4
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CY 2023 PBP Data Entry System Screens

Optional Supplemental — Management Screen

o=l PEP Data Entry System - Section D, Contract ¥0001, Plan 001, Segment 000 — O
File Help
I
. Exit Exit (No
Previous Next (validate) Validate)
Optional Supplemental Packages Note: To add an eptional supplemental packags, click
on the ‘Add Package' button. To delete an optional
ppl ntal package, highlightthe existing package
and then click on the 'Delete Package’ button.
Add Package Delete Package
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CY 2023 PBP Data Entry System Screens

Optional Supplemental — Label and Premium

Optional Supplemental Benefits 1D:

Optional Supplemental Package Description:

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

File Help
‘ ’ ol » Go To: |PEEIEETAE T EE
3 Exit Exit (No
Previous Next (validate) Validate)

Select the benefits to which the deductible applies:

Indicate Optional Supplemental Premium Amount:

Is there a Maximum Plan Benefit Coverage Amount for this package?

i Yes
" No

Indicate Maximum Plan Benefit Coverage Amount for this package:

Select the Maximum Plan Benefit Coverage periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

AN N

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

7 Yes
" No
Is there an enrollee Deductible forthis package?

7 Yes
" No

Indicate Deductible Amount:

1a: Inpatient Hospitak-Acute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmenary Rehabiltation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

4c: Worldwide Emergency/Urgent Coverage

5: Partial Hospitalization

4: Home Health Services

Ta: Primary Care Physician Services

Tk Chiropractic Services

Tc: Occupational Therapy Services

Td: Physician Specialist Services

Te: Mental Health Speciafty Services

Tf: Podiatry Services

Tg: Other Health Care Professional

Th: Peychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services
Tk: Opioid Treatment Program Services b

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

Motes:
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CY 2023 PBP Data Entry System Screens

=l PBP Data Entry Systern - Section D, Contract X0001, Plan 001, Segment 000

File Help

3 ol x
- Exit Exit (No
Previous Next (Validate) Validate)

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

Selectthe service categories included in this package that have
optional supplemental benefits declared in Section Bandfar
Section G- POS and/or Section C-VIT:

{7y [ | O ptional Supplemental - Service Categories

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

Selectthe other service categories included in this package {i.e,

that are NOT declared in Section B and/or Section C - POS
and/or Section C-WT)

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

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

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services
4b: Urgently Needed Services

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

&: Home Health Services A

The'otherservice categories picklist' is intended to capture any

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

Service categories with an asterisk (*) in the list have additional
step-up data entry screens. After highlighting the category,
click on either the dropdown box or the right arrow button
above to navigate to these screens.

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

1a: Inpatient Hospital-Acute FY

1a: Inpatient Hospital-Acute ~

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

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

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services
4b: Urgently Needed Services

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

6: Home Health Services hd

Important: The fellowing examples cannot be an
optional supplemental benefit:

(1) cost-share buy-down of original Medicare benefits
and (2) State Medicaid wraparound benefits. Please
refer to Chapter 4 of the Medicare Managed Care
Manual and the MARegulation (CFR § 422.102) for
additional information.
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CY 2023 PBP Data Entry System Screens

Optional Supplemental — OON Step-up

Softrams

ol PEP Data Entry Systemn - Section D, Contract X0001, Plan 001, Segment 000
File Help
e P e
. Exit Exit (No
Previous Next (Validate) Validate)

Droes this category include Qut-of-Network benefits 7

Is there an QOMN Copayment?
" Yes i Yes
" No " No
Are the OON cost shares the same as the In-Network

cost shares?

" ves
" No

Is there an OON Coinsurance?

 ves
" No

Enter Minimum Coinsurance Percentage:

Enter Maximum Coinsurance Percentage:

Enter Minimum Copayment Amount:

Enter Maximum Copayment Amount:

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 2023 PBP Data Entry System Screens

Optional Supplemental — OON Optional

! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
’ w ¥ Go To: Uptu:lnal Supplemental - OON Optional vl
. Exit Exit (No

Previous Next (Validate) Validate)

Does this category include Out-of-Metwork benefits 7 Is there an OO Copayment?

 Yes  Yes

 No

" No

Are the OON cost shares the same as the In-Network Enter Minimum Copayment Amount
cost shares?
" Yes

" No

Enter Maximum Copayment Amount:
Is there an QON Goinsurance?
 Yes
 No Mate may include additional information to describe

benefitin this service category. Do not repeat information
Enter Minimum Coinsurance Percentage: captured in data entry.

Motes:

Enter Maximum Coinsurance Percentage:
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CY 2023 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 1

a PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
’ 4 » Go To: p-up #10b Transport
Exit Exit (No

Previous Next (Validate) Validate)

Select Type of Transportation for Plan Approved

CLICK FOR DESCRIPTION OF BENEFIT | Health-related Location:

Indicate number of trips for Any Health-related
Location:

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

 ves

 No

Select enhanced benefit

" Plan Approved Health-related Location
[ Any Health-related Location

Select type of benefit for Plan Approved Health-
related Location:

¢ Mandatory

" Optional

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

" Yes
" No

Indicate number of trips for Plan Approved
Health-related Location:

Select Plan Approved Health-related Location
Trips periodicity:

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

sleReRaTale'

" One-way

" Round Trip
 Days

" Dther, Describe

Indicate number of days for Plan Approved
Health-related Location:

Select Mode of Transportation for Plan
Approved Health-related Location:

[~ Taxi

" Rideshare Services
r Bus/Subway

[~ van

r Medical Transport
[ Other, Describe

Select type of benefit for Any Health-related
Location:

' Mandatory

" Optional

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

 ves
 No

Select Any Health-related Location Trips
periodicity:

" Every thres years

¢ Every two years

" Every year

" Every six months

" Every three months

" Other, Describe

Select Type of Transportation for Any Health-
related Location:

One-way

Round Trip

Days

Other, Describe

BEalele]

Indicate number of days for Any Health-
related Location:

Select Mode of Transportation for Any Health-
related Location:

[~ Taxi

™ Rideshare Services
- Bus/Subway

I~ van

r Medical Transport
[ Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 2

5l PBP Data Entry System - Section D, Contract X0007, Plan 001, Segment 000

- O
File Help
’ w » (ol [+ 3 Step-up #10b Transportation Services - Base 2
. Exit Exit (No
Previous Next (Validate) Validate)
|5 there a service-specific Maximum Plan Benefit Is there a service-specific Maximum |s there an enrollee Coinsurance?
Coverage amount? Enrollee Out-of-Pocket Cost?
7 Yes
" Yes " Yes  No
 No " No
Indicate Minimum Coinsurance percentage:
Indicate Maximum Plan Benefit Coverage amount: Indicate Maximum Enrollee Out-of-
Pocket Cost amount:
I Indicate Maximum Coinsurance percentage:
Select Maximum Plan Benefit Coverage periodicity:
Select Maximum Enrollee Qut-of-
€ Every three years PocketCost periodicity:
[l Every two years |5 there an enrollee Deductible?
& " Every three years
WETY yEear LY
ol X " Every two years 5
Every six months B  No
™ Every three months VETY year

« .
" Other, Describe Every six months

€ Every three months Indicate Deductible Amount:
" Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 3

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help

. e » [eTo 0 [+ 7 [ Step-up #10b Transportation Services - Base 3
- Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment? Transportation Services Motes
i Yes

Mote may include additional information to describe benefitin this service
© No category. Do not repeat information captured in data entry.
Indicate Minimum Copayment amount per trip: Motes:

Indicate Maximum Copaymentamount per trip:

Is authorization required?

i Yes
 No

Is a referral required for Transportation Services?
i ves
" No
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CY 2023 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 1

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

— O
File Help
’ el » o | - ntal - Base 1
- Exit Exit (No
Previous MNext (Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT | Select the Oral Exams periodicity: Select type of benefit for Fluoride Treatment:

i Every three years i Mandatory
Does the plan provide Preventive Dental ltems as a (e Every two years [ QOptional
supplemental benefit under Part 7 (e Every year
= ves " Every six months Is this benefit unlimited for Fluoride Treatment?
Mo " Every three months  Yes

i Other, Describe ¢ Mo, indicate number

Select enhanced benefits:
I~ Oral Exams Selecttype of benefit for Prophylaxis (Cleaning):
r Prophylaxis (Cleaning)

I~ Fluoride Treatment

Indicate number of visits for Fluoride Treatment:
" Mandatory

" Optional
I” Dental X-Rays
|5 this benefitunlimited for Prophylaxis (Cleaning)? Selectthe Fluoride Treatment periodicity:
Select type of benefit for Oral Exams: ves © Every three years
" Mandatory " Mo, indicate number " Every two years
" Optional

[ Every year

' Ewvery sixmonths
" Ewvery three months
i Yes " Other, Describe

" Mo, indicate number Selectthe Prophylaxis (Cleaning) periodicity:

Indicate number afvisits for Prophylaxis (Cleaning):
Is this benefitunlimited for Oral Exams?

= Every three years
[ Every two years

" Ewvery year

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

Indicate number ofvisits for Oral Exams:
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CY 2023 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 2

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

= O
File Help
‘ ’ J x Go To: |EE = e e
Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Dental X-Rays: Is there a service-specific Maximum Plan Benefit Coverage amount?
" Mandatory " Yes
" Optional " No

Is this benefitunlimited for Dental X-Rays? Does the Maximum Plan Benefit Coverage amount apply to In-

C Yes network services only OR does it apply to both In-network and Out-
: of-network services?
" No, indicate number

" In-network services only
Indicate number ofvisits for Dental X-Rays: " Both In-network and Out-of-network services
Indicate Maximum Plan Benefit Coverage amount
Select the Dental X-Rays periodicity

C Every three years

O Bowry e yous Select the Maximum Plan Benefit Coverage periodicity:
" Every year " Every three years

" Every six months (" Every two years

" Every three months " Every year

" Other, Describe " Every six months

" Every three months
(" Other, Describe
Other Description:

NN
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CY 2023 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 3

File Help
> o >
, Exit Exit (No
Previous Next (Validate) Validate)

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

 ves
Mo

Indicate Maximum Enrolles Out-of-Pocket Cost amount:

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

= Ewvery three years
" Ewery two years

= Every year

¢~ Ewery six months
= BEv ery three months
¢~ Other, Describe

Is therean enrollee Coinsurance?

 ves
 No

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

[~ Oral Exams

[ Prophylaxis (Cleaning)

[ Flueride Treatment

[~ Dental X-Rays

oSl PBP Data Entry System - Section D, Contract 0001, Plan 001, Segment D00

Is there a combination of services includedin a
single cost per Office Visit?

i ves
i No

Selectwhich combination of services are
included in & single cost per Office Visit:

[ Oral Exams

- Prophylaxis (Cleaning)
[~ Flueride Treatment

I~ Dental ¥-Rays

Indicate Minimum Coinsurance percentage for
Office Wisits:

|

Indicate Maximum Coinsurance percentage for
Office Visits:

:

Indicate Minimum Coinsurance percentage for Oral
Exams:

]

Indicate Maximum Coinsurance percentage for Cral
Exams:

:

Indicate Minimum Coinsurance percentage for
Prophylaxis {Cleaning):

:

Indicate Maximum Coinsurance percentage
forProphylaxis {Cleaning

|

Indicate Minimum GCoinsurance percentage for
Fluoride Treatment:

|

Indicate Maximum Coinsurance percentage
for Fluoride Treatment:

|

Indicate Minimum Coinsurance percentage for
Dental X-Rays:

:

Indicate Maximum Coinsurance percentage
for Dental X-Rays:

|
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CY 2023 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 4

ol PEP Data Entry Systemn - Section D, Contract X0001, Plan 001, Segment 000

File Help
<4 » o .
. Exit Exit (No
Previous Next (validate) Validate)

Is there an enrollee Deductible?

i Yes
" No

Indicate Deductible Amount:

Is there an enrollee Copayment?

 Yes
" No

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

[~ Oral Exams

[~ Prophylaxis (Cleaning)
[~ Fluoride Treatment

[~ Dental X-Rays

|s there a combination of services included in a single cost per
Office Visit?

 Yes

" No

Selectwhich combination of services areincluded in a single
cost per Office Visit:

[ Oral Exams

- Prophylaxis {Cleaning)
™ Fluoride Treatment

[~ Dental X-Rays

Indicate Minimum Copaymentamount 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 Copaymentamount for Fluoride Treatment:

Indicate Minimum Copaymentamount for Dental X-Rays:

Indicate Maximum Copayment amount for Dental X-Rays:
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CY 2023 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 5

File Help

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

‘ ’ .“ , [eTv B [+ M| Step-up #16a Preventive Dental - Base 5

h Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

" Yes
" No

Is a referral required for Preventive Dental Services?

" Yes
" No

Preventive Dental Services Notes

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

Office Visit Notes:

Prophylaxis (Cleaning) Notes:

Flouride Treatment Notes:

Oral Exams Notes:

Dental X-Rays Notes:

A
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CY 2023 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 1

s PEP Data Entry System - Section D, Contract ¥0001, Plan 001, Segrment 000

File Help

‘ ’ I;gl Exilyfllo

Previous Next (Validate) Validate)

CLICK FOR DEZCRIPTION OF BEMEFIT |

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

Dioes the plan provide Comprehensive Dental [tems as a
supplemental benefit under Part &7

Go To:

Step-up #16b Comprehensive Dental - Base 1

Select type of benefit for Non-routine
Services:

Select type of benefit for Diagnostic
Services:

Select type of benefit for Restorative
Jervices:

™ Mandatory
& Optional

" Mandatory
& Optional

" Mandatory
" optional

™ Yes
" No

|s this benefitunlimited for Mon-routine
Services?

|5 this benefit unlimited for Diagnostic
Services?

|5 this benefit unlimited for Restorative
Services?

 es

Select enhanced benefits:

[” Mon-routing Services

(Il Diagnostic Services

[ Restorative Services

[” Endodontics

[ Periodontics

[ Extractions

(Il Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services

& Mo, indicate number

s
& Mo, indicate number

 ves
r Mo, indicate number

Indicate number of visits for Non-
routine Services:

Select the Mon-routing Services
periodicity:

™ Every three years
" Every two years

" Every year

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

Indicate number of visits far
Diagnostic Services:

Select the Diagnostic Services
periodicity:

Indicate number of visits for
Restorative Services:

Select the Restorative Services
periodicity:

" Every three years
" Every two years

™ Every year

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

" Every three years
" Every two years

™ Every year

e Every six months
" Every three months
™ Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 2

Softrams

File Help

» =

Previous Next

Selecttype of benefit for Endodontics

(Validate)

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

Exit (No
validate)

Select type of benefitfor Periodontics:

(el R [ Hl| Step-up #16b Comprehen

Select type of benefit for Extractions:

" Mandatory
" Optional

" Mandatory
" Optional

" Mandatory
" Optional

Is this benefit unlimited forEndodontics?

Is this benefit unlimited for Periodontics?

Is this benefit unlimited for Extractions?

i ves
("Nn_ind\catenumber

 VYes
("Nn_indit:atenumber

 Yes
("Nn_indit:atenumber

Selectthe Endodontics periodicity:

Indicate number ofvisits for Endodontics:

Indicate number ofvisits for Periodontics:

Selectthe Periocdontics periodicity:

Indicate number ofvisits for Extractions:

Selectthe Extractions periodicity:

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

" Mandatory
" Optional

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

" ves
" Mo, indicate number

" 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
o Every two years

" Every year

" Every sixmonths
o Every three months
" Other, Describe

Indicate number of visits for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

Selectthe Prosthodontics/Other OralMaxillofacial
Surgery/Other Services periodicity:

" Every three years
" Every two years

" Every year

" Every six months
7 Every three months
" Other, Describe
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12/27/2021

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 57 of 85



CY 2023 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 3

85 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help
‘ ’ e b4 (70 (Hl|Step-up #16b Comprehensive Dental - Base 3

Exit Exit (No
Previous Next (validate) Validate)

Is there a service-specific Maximum Plan Benefit Coverage amount?
[€ ves
C No

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

€ Yes
C No
Select the Maximum Plan Benefit Coverage type: Select the Maximum Enrollee Out-of-Pocket Cost type:
© Covered under Preventive Dental Category 16a

C Covered under Preventive Dental Category 16a
C Plan-specified amount per period

" Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

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?

B Select Maximum Enrollee Out-of-Pocket Cost periodicity:
' In-network services only

" Every three years
" Both In-network and Out-of-network services C Every two years
" Every year
" Every sixmonths
" Every three months
" Other, Describe

Indicate Maximum Plan Benefit Coverage amount

Select the Maximum Plan Benefit Coverage periodicity:
- Other Description:

" Every three years |
" Every two years

" Every year

O Every six months

€ Every three months
| Other, Describe

Other Description:

NN
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CY 2023 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 4

a5] PBP Data Entry System - Section D, Contract X000, Plan 001, Segment 000 — O
File Help
’ waf » [ets9 [Tl [ Step-up #16b Comprehensive Dental - Base 4
. Exit Exit [No
Previous Next (Malidate) Validate)
T
Is there an enrolles Coinsurance? Is there an enrollee Deductible?
7 ves " ves
" Mo " Mo

Select which Comprehensive Dental Services have a Coinsurance {Select all
that apply):

I Medicare-covered Benefits

I Mon-routine Services

[ Diagnostic Services

I” Restorative Services

I Endodontics

™ Periodontics

™ Extractions

I Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services

Indicate Deductible Amount:

Minimum Coinsurance Maximum Coinsurance

Medicare-covered Benefits

Mon-routine Services

Diagnostic Services

Restorative Services

Endodontics

Periodontics

Extractions

NN
IR

Prosthodontics, Other
OralMaxillofacial Surgery,
Other Services:
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CY 2023 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 5

oSl PEP Data Entry Systern - Section D, Contract X0001, Plan D01, Segrment 000 — O
File Help
’ u{‘ x Hll | Step-up #16b Comprehensive Dental - Base 5
. Exit Exit (No
Previous MNext (Validate) Validate)

Is there an enrollee Copayment?

7 ves
7 No

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

I Medicare-covered Benefits

[T Mon-routine Services

[ Diagnostic Services

I Restorative Services

™ Endodontics

I Periodontics

™ Extractions

I~ Prosthodontics, Other OraliMaxillofacial Surgery, Other Services

Copayment Minimum Copayment Maximum

Medicare-covered Benefits I— I—
Mon-routine Services l— I—
Diagnostic Services l— I—
Restorative Services l— I—
Endodontics l— I—
Periodontics l— I—
Extractions I— I—
Prosthodontics, Other |— |—

Oral/Maxillofacial Surgery,
Other Services:
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CY 2023 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 6

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

File Help

wl » (/' (' Step-up #16b Comprehensive Dental - Base 6
Exit Exit (No

Diagnostic Services Notes:

Previous Next (validate) Validate)
I ————
Periodontics Notes:

Is authorization required?
€ Yes
" No
Is areferral required for Comprehensive Dental Services?
" Yes
" No

Comprehensive Dental Services Notes Restoralive Services Notas:

Extractions Notes:

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

Medicare-covered Benefits Notes:

Endodontics Notes:

Prosthodontics, Other OralMaxillofacial Surgery, Other Services Notes:

MNon-routine Services Notes:

NN
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Step-Up #17a Eye Exams —Base 1

CY 2023 PBP Data Entry System Screens

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

CLICK FOR DESCRIPTION OF BENEFIT |

Does the plan pravide Eye Exams as a supplemental
benefit under Part C?

 ves
 No

Select enhanced benefit:
[~ Routing Eye Exams
[ Other

Select type of benefit for Routine Eye Exams

" Mandatory
" Optional

Is this benefit unlimited for Routine Eye Exams?
‘l"" Yes ‘

[ Mo, indicate number

Indicate number of exams for Routine Eye Exams

Select the Routine Eye Exams periodicity

 Every three years
 Every two years

" Every year

" Every sixmonths
" Every three months
 Other, Describe

File Help
of i Go To:
, Exit Exit (No
Previous Next (Validate) Validate)

Enter name of Other Service:

Select type of benefit for Other Service:

" Mandatory
 Optional

Is this benefit unlimited for Other Service?
‘(" Yes ‘

Mo, indicate number

Indicate quantity for Other Service:

Select the Other Service periodicity:

& Every three years
£ Every two years
 Every year
 Every sixmonths
 Every three months
« Other, Describe

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

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

 Yes
 No

 Yes
 No

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

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

€ 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 vear

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

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

" Every thres years
" Every two years

" Every year
 Every sixmanths
" Every three months
" Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-Up #17a Eye Exams — Base 2

File Help
o » Go To:
- Exit Exit (No
Previous Next (Validate) Validate)

Is therean enrollee Coinsurance?

i Yes
 No

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

[~ Routine Eye Exams

[~ other

Indicate Minimum Coinsurance percentage for Medicare-covered
Eenefits:

.

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits:

.

Indicate Minimum Coinsurance percentagefor Routine Eye Exams:

.

Indicate Maximum Coinsurance percentage for Routine Eye Exams

.

Indicate Minimum Coinsurance percentagefor Other Service:

:

Indicate Maximum Coinsurance percentage for Other Service:

.

o5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

|s there an enrollee Copayment?

" Yes
" No

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

I Routine Eye Exams

[~ Other

Indicate Minimum Copayment amountfar Medicare-covered Benefits

Indicate Maximum Copayment amount for Medicare-covered Benefits:

Indicate Minimum Copayment amount for Routine Eye Exams:

Indicate Maximum Copayment amount for Routine Eye Exams:

Indicate Minimum Copaymentamount for Other Service:

Indicate Maximum Copayment amount for Other Service:

Is there an enrollee Deductible?

" Yes
" No

Indicate Deductible Amount:
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CY 2023 PBP Data Entry System Screens

Step-Up #17a Eye Exams — Base 3

o5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help

el »

Exit Exit (No

Previous Next (validate) Validate)
I ———————————————————.,

Is authorization required?

 ves
 No

Is a referral required for Eye Exams?

" ves
" No

Eye Exams Motes

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

Motes:
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CY 2023 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 1

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

CLICK FOR DESCRIPTION OF BEMEFIT |

Even if you do not offer enhanced benefits, you must

completethis section for your Medicare-covered
Benefits.

Does the plan provide Eyewear as a supplemental
benefit under Part &7

" ves
= Mo

Select enhanced benefits:

[T Contact lenses

r Eyeglasses (lenses and frames)
|_ Eyeglass lenses

|_ Eyeglass frames

r Upgrades

! PEP Data Entry Systern - Section D, Contract X0001, Plan 001, Segment 000

(&R [Vl | Step-up #17b Eyewear - Base 1

Select type of benefit for Contact lenses:

" Mandatory
[ Optional

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

Is this benefit unlimited for Contactlenses?

 Mandatory
" Optional

= Yes
= Mo, indicate number

Indicate gquanfity {number of pairs) for
Contact lenses:

=

Select Contactlenses periodicity:

" Ew ery three years
" Every two years

™ Every year

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

|5 this benefit unlimited for Eyeglasses (lenses
and frames)?

= Yes
7 Mo, indicate number

Indicate quantity for Eyeglasses (lenses and
frames):

Select Eyeglasses (lenses and frames)
periodicity:

e Every three years
" Every two years

™ Every year

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

Softrams

CY2023 PBP — Section D
12/27/2021

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 65 of 85



Step-up #17b Eyewear — Base 2

Softrams

CY 2023 PBP Data Entry System Screens

File Help

> A

Previous Next (Validate)

gl PBP Data Entry Systern - Section D, Contract 0001, Plan 001, Segment 000

Exit [No
Validate)

Select type of benefit for Eyeglass lenses:

et Ev ol | Step-up #17b Eyewear - Base 2

Select type of benefit for Eyeglass frames:

[ Mandatory
¢ Optional

(o Mandatory
" Optional

Is this benefit unlimited for Eyeglass lenses?

Is this benefitunlimited for Eyeglass frames?

 ves
[ Mo, indicate number

™ ves
" Mo, indicate number

Select Eyeglass lenses periodicity:

Indicate quantity (number of pairs) for Eyeglass lenses:

" Every three years
" Every two years

[ Every year

[ Every six months
[ Every three months
¢~ Other, Describe

Indicate quantity for Eyeglass frames:

Select Eyeglass frames periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
¢ Dther, Describe

aEaalale

Select type of benefit for Upgrades:

" Mandatory
 Optional
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12/27/2021

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING



CY 2023 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 3

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

File Help
o
. Exit
Previous Next (validate)

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

" ves

" No

Select the Maximum Plan Benefit
Coverage type:

Covered under Eye Exams
Category 17a

i Plan-specified amount per period

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

" In-network services only

Both In-network and Out-of-network
sEervices

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

" es
" No

Indicate Combined Maximum Plan
Benefit Coverage amount:

r Go To:
Exit (No
Validate)

Select the Combined Maximum Plan
Benefit Coverage periodicity:

" Every three years

[ Every two years

" Every year

" Every six months

' Ewery three months

' Other, Describe

Select the type of Eyewear with

Individual Max Plan Benefit
Coverage amount:

[ Contact lenses

[~ Eyeglasses (lenses and frames)
[~ Eyealass lenses

[~ Eyealass frames

[~ Uparades

Indicate Max Plan Benefit Coverage
amount for Contact lenses:

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

[ Every three years

' Every two years

~ Every year

" Every six months

" Ewery three months

" Other, Describe

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

=

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

Every two years

Every year

Every six months

Every three months

Other, Describe

ANTNN

Indicate Max Plan Benefit Coverage
amount for Eyeglass lenses:

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

" Every three years

" Every two years

" Every year

" Every six months

(o Every three months

¢ Other, Describe

Indicate Max Plan Benefit Coverage
amount for Eyeglass frames:

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

& Every three years
" Every two years

" Every year

[ Ewvery six months
~ Every three months
" Other, Describe

Indicate Max Plan Benefit Coverage
amount for Upgrades:

Select the Individual Maximum
Plan Benefit Coverage periodicity
for Upgrades:

 Every three years
& Ewery two years

" Ewery year

& Ewery six months
" Every three months
¢~ Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 4

=l PEP Data Entry System - Section D, Contract ¥0001, Plan 001, Segment 000

File Help
of
. Exit
Previous Next (Validate) Validate)

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

© Yes
Mo

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

" Covered under Eye Exams Category 17a
[ Plan-specified amountper period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Costperiodicity:

" Ev ery three years
& Every two years
B ery year

" Every sixmonths
" Every three months
" Other, Describe

|5 there an enrollee Coinsurance?

© Yes
Mo

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

[ Medicare-covered Benefits

[” Contact lenses

™ Eyeglasses (lenses and frames)

r Eyealass lenses

I Eyeglass frames

r Upgrades

Go To:

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 Contact lenses

:

Indicate Minimum Coinsurance percentage for Eyealasses (lenses
and frames):

.

Indicate Maximum Coinsurance percentage for Eyeglasses (lenses

and frames):

:

Indicate Minimum Goinsurance percentage for Eyealass lenses:

:

Indicate Maximum Coinsurance percentage for Eyeaglass lenses:

:

Indicate Minimum Coinsurance percentagefor Eyeglass frames:

:

Indicate Maximum Coinsurance percentage for Eyeglass frames:

:

Indicate Minimum Coinsurance percentagefor Upgrades:

:

Indicate Maximum Coinsurance percentage for Upgrades:

:
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CY 2023 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 5

File Help

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

Is there an enrollee Deductible?

 Yes
' No

Indicate Deductible Amount:

Is there an enrollee Copayment?

 Yes
 No

Select which Eyewear Benefits have a Copayment (Select all that
apply).

™ Medicare-covered Benefits

[~ Contact lenses

[T Eyeglasses (lenses and frames)

[T Eyeglass lenses

[~ Eyeglass frames

[ Upgrades

Indicate Minimum Copayment amount for Medicare-covered
Benefits:

Indicate Maximum Copayment amount for Medicare-covered
Benefits:

=

a5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Indicate Minimum Copayment amountfor Contactlenses:

Indicate Maximum Copayment amount for Contact lenses:

Indicate Minimum Copayment amount for Eyeglasses (lenses and frames).

Indicate Maximum Copayment amount for Eyeglasses (lenses and frames):

Indicate Minimum Copayment amount for Eyeglass lenses:

Indicate Maximum Copayment amount for Eyeglass lenses:

Indicate Minimum Copayment amount for Eyeglass frames:

Indicate Maximum Copayment amount for Eyeglass frames:

Indicate Minimum Copayment amountfor Upgrades:

Indicate Maximum Copayment amount for Upgrades

[N
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CY 2023 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 6

Softrams

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

- O
File Help
‘ ’ o =
. Exit Exit (No
Previous Next (validate) Validate)

|s authorization required?

 Yes
" Mo

Is a referral required for Eyewear?

 Yes
" Mo

Eyewear Motes

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

Motes:
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CY 2023 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 1

u=! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
> * *
, Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Select RoutineHearing Exams periodicity:

(" Every three years
. (" Every two years
Evenifyou do not offer enhanced benefits, you must complete r
this section for your Medicare-covered Benefits. Every year
" Every six months
" Every three months

" Other, Describe
Does the plan provide Hearing Exams as a supplemental

benefit under Part G7 Select type of benefitfor Fitting/Evaluation for
Hearing Aid:

 ves

" Mo " Mandatory
" Optional

Select enhanced benefits

I” Routine Hearing Exams Is this benefitunlimited for Fittina/Evaluation for

|_ Fitting/Evaluation for Hearing Aid Hearing Aid?
 ves
Select type of benefit for Routine Hearing Exams " Mo, indicate number
" Mandatory
I Optional Indicate number for Fitting/Evaluation for

Hearing Aid:
Is this benefit unlimited for RoutineHearing Exams?

 Yes

SelectFitting/Evaluation forHearing Aid periadicity:
™ Mo, indicate number

" Every three years
Indicate number for Routine Hearing Exams: " Every two years

" Every year

" Every six months

" Every three months

" Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 2

o5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

— ]
File Help
> o+ »
. Exit Exit (No
Previous Next (Validate) Validate)
|s there a service-specific Maximum Plan Benefit Is there a service-specific Maximum Indicate the Minimum Coinsurance percentage for
Coverage amount? Enrollee Out-of-Pocket Cast? Medicare-covered Benefits:
 ves " ves I
Mo " Mo
R Indicate Maximum Enrollee Out-of-Pocket Indicate the Maximum Coinsurance percentage for
Does the Maximum Plan Benefit Coverage amount Medicare-covered Benefits:
apply to In-network services only OR does itapply Cost amount:

to both In-network and Out-of-network services?

|

" In-network services only

" Both In-network and Out-of-network services g&letc:t Ma.xlljmutr; Enrollee Out-of-Pocket Indicate Minimum Coinsurance percentage for
ostperiodicily. Routine Hearing Exams:
Indicate M um Plan Benefit Coverage amount: f

Every three years
" Every two years
= Every year
-~
~

:

i Indicate Maximum Coinsurance percentage for
Select the Maximum Plan Benefit Coverage Every six months Routine Hearing Exams: P 9
periodicity: Every three maonths
" Other, Describe I
i Every three years
" Every two years Is there an enrolles Coinsurance?
fall= Indicate Minimum Coinsurance percentage for
o E“::g T e ((: es Fitting/Evaluation for Hearing Aid:
No l—
{7 Every three months
™ Other. Describe Select which Hearing Exam Benefits have a
- Coinsurance (Select all that apply):
_ I~ Medicare-covered Benefits Indicate Maximum Coinsurance percentage for
Is there an enrolles Deductible? I Routine Hearing Exams Fitting/Evaluation for Hearing Aid:
((: Yes | Fittina/Evaluation for Hearing Aid I
No

Indicate Deductible Amount:
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CY 2023 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 3

o5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment D00

— O
File Help
wil » Go To: Hearing Exams - Base 3
. Exit Exit (No
Previous Next (validate) Validate)

Is there an enrollee Copayment? Is authorization required?

" ves i es
" No " No
Select which Hearing Exam Benefits have a Copayment (Select all that apply):
I~ Medicare-covered Benefits Is a referral required for Hearing Exams?
[~ Routine Hearing Exams = ves
I Fitting/Evaluation for Hearing Aid i Mo

Indicate Minimum Copayment amount for Medicare-covered Benefits:
Indicate Maximum Copayment amount for Medicare-covered Benefits:
Indicate Minimum Copayment amount for Routine Hearing Exams:

Indicate Maximum Copayment amountfor Routine Hearing Exams:
Indicate Minimum Copayment amount for Fitting/Evaluation for Hearing Aid:

Indicate Maximum Copayment amount for Fitting/Evaluation for Hearing Aid:
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CY 2023 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 4

5! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000 — O
File Help
u(‘ y" S| Step-up #18a Hearing Exams - Base 4
. Exit Exit (No
Previous Next (Validate) Validate)

Hearing Exams Motes
Mote may include additional information to describe benefitin this service category. Do notrepeatinformation captured in data entry.

Motes:
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CY 2023 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 1

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

- O
File Help
’ [ 4 » [ets 0 [ Hll| Step-up #18b Hearing Aids - Base 1
. Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT | Select type of benefit for Hearing Aids (all types): Select type of benefit for Hearing Aids - Inner Ear: Select type of benefit for Hearing Aids - Outer Ear:
sl Mandatory sl Mandatory " Mandatory
Does the plan provide Hearing Aids as a  Optianal  Optional " Optional
supplemental benefit under Part 7
 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?
 No i Yes  Yes i Yes
Select enhanced benefits: " Mo, indicate number Mo, indicate number £ No. indicate number
[ Hearing Aids (alltypes) . . . . . . . .
r Hearing Aids - Inner Ear Indicate quantity for Hearing Aids (alltypes): Indicate quantity for Hearing Aids - Inner Ear:

Indicate quantity for Hearing Aids - Outer Ear:
r Hearing Aids - Outer Ear

r Hearing Alds - Over the Ear Select Hearing Aids (all types) periodicity: SelectHearing Aids - Inner Ear periodicity Select Hearing Aids - Outer Ear periodicity:
 Every three years
© Every two years
© Every year

" Every six months " Every six months
[ad Every three months [l Every three months
" Other, Describe " Other, Describe

" Every three years
 Every two years
" Every year

" Every three years
8 Every two years

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

(&
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CY 2023 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 2

Softrams

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

— O
File Help
> o prd
. Exit Exit (No
Previous Next (validate) Validate)

Select type of benefit for Hearing Aids - Over the Ear: Does the Maximum Plan Benefit Coverage Amount apply per ear

or for both ears combined?
i Mandatory
" Optional " Per ear
" One single ear
Is this benefit unlimited for Hearing Aids - Overthe Ear? " Both ears combined
" ves

Select the Maximum Plan Benefit Coverage type:
" Mo, indicate number " Covered under Hearing Exams Category - 18a

("'Plan-speciﬂedamountperperiod
Indicate quantity for Hearing Aids - Overthe Ear:

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

Select Hearing Aids - Over the Ear periodicity: 7 In-network services onhy

" Ewery three years " Both In-network and Out-of-network services
" Ewery two years

€ Every year

[ Every six months
" Ewery three months
o ‘Other, Describe

Indicate Maximum Flan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage periodicity:

Every three months
Other, Describe

~
Is there a service-specific Maximum Plan Benefit -~ Every three years
Coverage amount? Every two years
- [ Every year
es [ Every six months
" No e
~
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CY 2023 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 3

a5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000 — O
File Help
b [~ > Step-up #18b Hearing Aids - Base 3
. Exit Exit (No
Previous Next (validate) Validate)

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

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

i ves I

T No

Select the Maximum Enrollee Out-of-Pocket Cost type: Indicate Maximum Coinsurance percentage for Indicate Maximum Coinsurance percentage for

A - h H i Ajds - O the Ear:
{7 Cowvered under Hearing Exams Category - 18a Hearing Aids (all types): garing Alds verthe Ear

[ Plan-specified amount per period

I

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

I

Select Maximum Enrollee Out-of-Pocket Cost . . :
periodicity: Indicate Maximum Coinsurance percentage for

Hearing Aids - Inner Ear:

Hearing Aids - Outer Ear:
Every three months El

Other, Describe

= Ewery three years I—

" Ewvery two years

i Ewvery year

' Every six months Indicate Minimum Coinsurance percentage for
—

-

|

Is therean enrollee Coinsurance? . . .
Indicate Maximum Coinsurance percentage for

£ wves Hearing Aids - Outer Ear:
i Mo

I

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

— Hearing Aids - Inner Ear
- Hearing Aids - Outer Ear
- Hearing Aids - Owver the Ear
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CY 2023 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 4

File Help
o »
- Exit Exit (No
Previous Next (Validate) Validate)

Is there an enrollee Copayment?

 ves
" Mo

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

r Hearing Aid - Inner Ear

r Hearing Aid - Outer Ear

r Hearing Aids - Over the Ear

Indicate Minimum Copayment amount per Hearing Aid
(all types):

Indicate Maximum Gopayment amount per Hearing Aid
(all types):

Indicate Minimum Copayment amount per Hearing Aid -
Inner Ear:

Indicate Maximum Copayment amount per Hearing Aid -
Inner Ear:

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

e

Indicate Maximum Copayment amaount per two Hearing Aids -
Inner Ear:

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

Go To:

Indicate Minimum Copayment amount per Hearing Aid - |s there an enrollee Deductible?

Quter Ear:

 Yes
" No
Indicate Maximum Copaymentamount per Hearing Aid - Indicate Deductible Amount:
Quter Ear:
Indicate Minimum Copayment amount per two Hearing Aids -
‘Outer Ear:

Indicate Maximum Copayment amount per twe Hearing Aids -
Quter Ear:

Indicate Minimum Copayment amount per Hearing Aid -
Owverthe Ear:

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

e —

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

Indicate Maximum Copayment amount per two Hearing Aids -
COver the Ear:

prohes
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CY 2023 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 5

ol PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help
’ u(‘ x [T [+ Bl Step-up #18b Hearing Aids - Base 5
< Exit Exit (No
Previous Next (Validate) Validate)
|s autharization required?
i ves
i Mo
Is a referral required for Hearing Aids?
i Yes
i Mo
Hearing Aids Motes
Mote may include additional information to describe benefitin this service
category. Do not repeat information captured in data entry.
Motes:
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CY 2023 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 1

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

- O
File Help
‘ ’ 4 ¥ (el s 3 | Step-up #7b Chiropractic Services - Base 1
" Exit Exit (No
Previous Next (validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Enter Name of Other Service: Is there a service-specific Maximum Plan Benefit
Coverage amount?
Does the plan provide Chirepractic Services as a :: fes
supplemental benefit under Part C? Mo
Select type of benefit for Other Service:
™ ves Indicate Maximum Plan Benefit Coverage amount:
 No " Mandatory I
" Optional
Select enhanced benefit: i PRI,
™ Reutine Care Is this benefit unlimited for Other Service? Select Maximum Plan Benefit Coverage periodicity:
[T Other © ves {” Every three years
Mo, indicate number C Buery two years
Select type of benefit for Routine Care: ! " Every year
r- N
" Mandatory Indicate number of visits for Other Service: Buery six months
" Optional " Every three months
{” Dther, Describe
Is this benefitunlimited for Routine Care?

e Select Other Service periodicity:
Yes
- Is there & service-specific Maximum Enrolles Qut-of-
™ Mo, indicate number C Every three years
: e Every two years Pocket Cost?
Indicate number ofvisits for Routine Care: " Every ygar " Yes
" Every six months " No
o Every three months . .
¢ Other. Describe Indicate Maximum Enraollee Qut-of-Pocket Cost amount:
Select Routine Care periodicity: I
[
P Every three years Select the Maximum Enrolles Out-of Pocket Gost
P E“'BW two years periodicity:
WETY YEAr
" Every sixmonths ; Every three years
o Every three months Bvery two years

o Other, Describe " Every year

" Every six months
™ Every three months
{” Dther, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 2

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

File Help
> o b4
. Exit Exit (No
Previous Next (validate) Validate)

Is therean enrollee Coinsurance?

Is there an enrollee Copayment?

|5 there an enrolles Deductible?

" ves
" Mo

" ves
" Mo

 ves
" Mo

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

I~ Medicare-covered Chiropractic Services

[~ Routine Care

[™ other

Indicate Minimum Coinsurance percentage per visitfor
Medicare-covered Benefits:

:

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

:

Indicate the Minimum Coinsurance percentage per visit
for Routine Care:

:

Indicate the Maximum Coinsurance percentage per visit
for Routing Care:

:

Indicate the Minimum Coinsurance percentage per visit
for Other Service:

:

Indicate the Maximum Coinsurance percentage per visit
for Other Service:

:

Selectwhich Chirepractic Services have a Copayment
(Select all that apply):

I~ Medicare-covered Chiropractic Services

[~ Routine Care

[™ other

Indicate Minimum Copayment amount for Medicare-
covered Benefits:

Indicate Maximum Copayment amount for Medicare-
covered Benefits:

Indicate Minimum Copayment amount per vi
Routine Care:

Indicate Maximum Copayment amount per visit for
Routine Care:

Indicate Minimum Copayment amount per visit for Other
Service:

Indicate Maximum Copayment amount per visit for
Other Service:

Indicate Deductible Amount:

Is authorization required?

 ves
" Mo

Is areferral required for Chiropractic Services?

= es
' No
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CY 2023 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 3

6 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment D00 — m}
File Help
b d » {770 A | Step-up #7b Chiropractic Services - Base 3
. Exit Exit (No
Previous Next (Validate) Validate)

Chiropractic Services Notes

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

MNotes:
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CY 2023 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 1

Softrams

a5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

- O
File Help
o > Go To: |EEENETLT

9 Exit Exit (No

Previous Next (validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Selectthe Routine Foot Care periodicity: |5 there a service-specific Maximum Enrollee Out
I -of-Pocket Cost?
Every three years

Does the plan provide Podiatry Services as a ' Every two years € Yes
supplemental benefit under Part C7 s Every year  No
" Yes € Every sixmontns Indicate Maximum Enrollee Out-of-Pocket Cost
“ No " Every three months amount

" Other, Describe

Select enhanced benefits:

|5 there a service-specific Maximum Plan Benefit
™ Routine Foot Care

Coverage amount?

I Select the Maximum Enrollee Out-of-Pocket
Yes Cost periodici
Select type of benefit for Routine Foot Care: " No P Y
 tanaat ~ Every thres years

andatol
fals) 1iDnaIw Indicate Maximum Plan Benefit Coverage amount " Every two years

P  Every year

" Every six months

Is this benefit unlimited for Routine Foot Care? ¢ Every thres months
T Yes Select Maximum Plan Benefit Coverage periodicity: " Other, Describe
" Mo

o Every three years
o Every two years
Indicate number of Routine Foot Care visits: £ Every year
" Every six months
e Every three months
e Other, Describe
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CY 2023 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 2

sl PEP Data Entry System - Section D, Contract X0001, Plan 001, Segrent 000 - O
File Help
’ s » Go To:
- Exit Exit (No
Previous Next (Validate) Validate)
|5 there an enrollee Coinsurance? |5 there an enrollee Copayment?
 yes " ves
' No € No
Select which Podiatry Services have a Coinsurance (3electall thatapply): Select which Podiatry Services have a Copayment (Select all that apply):
™ Medicare-covered Podiatry Services [~ Medicare-covered Podiatry Services
[ Routine Foot Care [ Routine Foot Care
Indicate Minimum Coinsurance percentage for Medicare-covered Benefits: Indicate Minimum Copayment amount pervisitfor Medicare-covered Benefits:

:

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

:

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

:

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

:

Is there an enrollee Deductible?

© Yes
' No

Indicate Deductible Amount:
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CY 2023 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 3

o5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — [}
File Help
> e » (79 s 1Ml |Step-up #7 Podiatry Services - Base 3
. Exit Exit (No
Previous Next (Validate) Validate)

Is autharization required?

 ves ‘

Mo

Is a referral required for Podiatrist Services?

 ves ‘

Mo

Podiatry Services Motes

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

Motes:
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