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1 Individual Market
3 Optional Changes (see instructions) | | | | | |
s After Add-In File (7.2) Update 2018 Plan Year
S Benefit Information General Benefit General Information
Is this Benefit | Quantitative Limit EHB Variance Is this Benefit | Quantitative Limit EHB Variance
Benefits Benefits
, EHB e mene nuiatve UM | imit Quanty|  Limit unit Exclusions Benelit Explanation S e EHB e e cruanve LMt | Limit Quanity Limit Unit Exclusions. Benelit Explanation S anar
Primary Care Visit to Treat an Injury or Primary Care Visit (o Treat an Injury o
. liness Yes Covered Viness Yes Covered
5 Specialist Visit Yes Covered Specialist Visit Yes Covered
Other Practitioner Office Visit (Nurse, Other Practitioner Office Visit (Nurse,
5 Physician Assistant) Yes Covered Physician Assistant) ves Covered
Outpatient Facillty Fee (6., Ambulatory Outpatient Facillty Fee (e.g., Ambulatory
urgery Center) Yes Covered urgery Center) Yes Covered
Outpatient Surgery Physician/Surgical Outpatient Surgery Physician/Surgical
b vices Yes Covered vices Yes Covered
13 Hospice Services Yes Covered Yes 14 Davs per Lifetime. Hospice Services Yes Covered Yes 14 Davs per Lifetime
T2 Routine Dental Services (Adul) Routine Dental Services (Adul)
o infertilty Treatment Infertlity Treatment
Long-Term/Custodial Nursing Home Long-Term/Custodial Nursing Home
care care
| Private-Duty Nursing PrivateDuty Nursing
Routine Eye Exam (Adult) Routine Eye Exam (Adult)
Urgent Care Centers or Facilities | ves Covered Urgent Care Centers or Facilities | Yes Covered
N Home Health Care Services. Yes Covered Yes 130 Visit(s) per Year Home Health Care Services. Yes Covered Yes 130 Visit(s) per Year
2L Emergency Room Services Yes Covered Emergency Room Services Yes Covered
] Emeroency Transportationambutance | ves Covered Emergency Transportation/Ambulance | Yes Covered
Inpatient Hospital Services (e.g., Inpatient Hospital Services (e.g.,
Hospital Sta Yes Covered Hiren Yes Covered
Inpatient Physician and Surgical Inpatient Physician and Surgical
e Yes Covered e Yes Covered
Bariatric Surgery Bariatric Surgery
| Cosmetic Surgery Cosmetic Surgery
Skilled Nursing Facility Yes Covered Yes 60 Davs per Year Coverage is limited to 60-inbatient davs/vear. Skilled Nursing Facility Yes Covered Yes 60 Davs per Year Coverage is limited to 60-inbatient day ar.
Prenatal and Postnatal Care Yes Covered Prenatal and Postnatal Care Yes Covered
Delivery and All Inpatient Services for Delivery and All Inpatient Services for
2 ernity Care Yes Covered aternity Care Yes Covered
Mental/Behavioral Health Outpatient Vental/Behavioral Health Outpatient
Services Yes Covered services Yes Covered
Mental/Behavioral Health Inpatient Mental/Behavioral Health Inpatient
N e Yes Covered i Yes Covered
Substance Abuse Disorder Oulpatient ‘Substance Abuse Disorder Outpatient
‘Services Yes Covered services Yes Covered
Substance Abuse Disorder Inpatient Substance Abuse Disorder Inpatient
N e Yes Covered S Yes Covered
Generic Drugs Yes Covered Generic Drugs Yes Covered
2 Preferred Brand Drugs Yes Covered Preferred Brand Drugs Yes Covered
Non-Preferred Brand Drugs Yes Covered Non-Preferred Brand Drugs Yes Covered
Specialty Drugs Yes Covered Specialty Drugs Yes Covered
o] ovvatient Rehabiliation services | ves Covered Visit(s) per Year Outpatient Rehabilitation Services | Yes Covered Visit(s) per Year
e S— Yes Covered Yes Visits) per Year Coverage for habilitative services is limited to 30-inpatient days/year. Coverage for . Yes Covered Yes Visi(s) per Year Coverage for habilitative services is limited to 30-inpatient days/year. Coverage for habiltative services
habilitative services is limited to 25-outpatient visits/vear. is limited to 25-outpatient visits/vear.
40 Chiropractic Care Yes Covered Yes. Visit(s) per Year Chiropractic Care Yes. Covered Yes Visit(s) per Year
41 Durable Medical Equipment Yes. Covered Durable Medical Equipment. Yes. Covered
o Hearing Aids Yes Covered Cochlear Implants must be fgx‘;"m?ﬂﬁna’e covered by the state base Hearing Aids. Yes Covered Cochlear Implants must be covered as they are covered by the state base benchmark plan.
4s] imaging (CTIPET Scans. MRls) Yes Covered imaging (CTIPET Scans, MRis) Yes Covered
B Yes Covered Preventive Care/Screening/immunization| Yes Covered
4 Routine Foot Care Routine Foot Care
46 Acupuncture Yes Covered Yes, 12 Visit(s) per Year Acupuncture Yes. Covered Yes 12 Visit(s) per Year
5 Weight Loss Programs Weight Loss Programs
5| Rovtine Eve Exam for children Yes Covered Yes 1 Exam(s) per Year Routine Eye Exam for Children Yes Covered Yes 1 Exam(s) per Year
EE e Yes Covered Yes N em(s) per vear Coverage is limited to one frame and one pair (two lenses)/ calendar year or contacts Eye Glasses for Children Yes Covered Yes N tem(s) per vear Coverage is limited to one frame and one pair (two lenses)/ calendar year or contacts (in lieu of
A9, in lieu of glasses). alasses).
o] Dental crecicup for chitgren Yes Covered Yes 2 Visit(s) per Year Dental Check-Up for Children Yes Covered Yes 2 Visit(s) per Year
Ren(a:g:::l‘\?/: H "e”:éf‘“T‘h“;:""‘;;"Ae;‘e::ﬁ({;f::gzCis';’:;’;:“‘zz'd":‘e‘:ggﬁ:a‘WE Coverage is limited to 30-inpatient days/year and 25-outpatient visits/year. Rehabilitative Speech
Rehabilitative Speech Therapy Yes Covered Yes 30 Visit(s) per Year P Py p: Rehabilitative Speech Therapy Yes Covered Yes 30 Visit(s) per Year Therapy and Rehabilitative Occupational and Rehabilitative Physical Therapy combine for 25 visits for
Physical Therapy combine for 25 visits for Rehabilitative Services and 25 visits for
Rehabilitative Services and 25 visits for Habilitative Services.
SL jabilitative Services.
Coverage is limited to 30-inpatient days/year and 25-outpatient visits/year. y
Rehabilitative Occupational and Ves Covered Yes 20 Visits) per Year Rehabilitative Speech Therapy and Rehabilitative Occupational and Rehabilitative Rehabilitative Occupational and Ves Covered Yes . Visis) per Year mif'f'?"‘; '; :::E:‘;i énﬁizﬂ::ﬂ-:‘;ysa/::a';:::bﬁE\:;p:l;‘entcwﬂil::v '::.:t::agez:ze;;hw
Rehabilitative Physical Therapy P Physical Therapy combine for 25 visits for Rehabilitative Services and 25 visits for Rehabilitative Physical Therapy P 24 P: Vsl Py
Rehabilitative Services and 25 visits for Habilitative Services.
52 Habilitative Services.
53 Well Baby Visits and Care Yes Covered ‘Well Baby Visits and Care Yes Covered
Laboratory Outpatient and Professional Laboratory Outpatient and Professional
o Services Yes Covered Services Yes Covered
=] rays and Diagnosiic imaging Yes Covered Xrays and Diagnosilc Imaging Yes Covered
Basic Dental Care - Child Yes Covered Yes 1 Exam(s) per Year Basic Dental Care — Child Yes Covered Yes 1 Exam(s) per Year
7 Orthodontia — Child Yes Covered Medicallv necessarv. lia must be covered. Orthodontia — Child Yes Covered Medicallv necessarv. lia must be covered.
Wajor Yes Covered Ouantitative limits apolv: see EHB base benchmark plan. Wajor Dental Care - Child Yes Covered ‘Ouaniitative limits apoly: see EHB base benchmark plan.
Basic D Basic Dental Care — Adult
Ortt Orthodontia — Adult
Major D Major Dental Care — Adult
“Abortion for Which Public Funding is “Abortion for Which Public Funding is
Prohibited rohibited
Transplant Yes Covered Transplant Yes Covered
‘Accidental Dental ‘Accidental Dental
Dialysis Yes Covered Dialysis Yes Covered
‘Allergy Testing ‘Allergy Testing
ci Yes Covered Covered under the base benchmark olan. ci Yes Covered Covered under the base benchmark plan.
Radiation Yes Covered (Covered under the base benchmark plan; coverec nder applcable benefl (such as Radiation Yes Covered Covered under the base benchmark plan; covered under applicable benefi (such as offce visi),
Diabetes Education Yes Covered Diabetes Education Yes Covered
z Prosthetic Devices Yes Covered Prosthetic Devices Yes Covered
L Infusion Therapy Yes Covered Covered under anplicable benefit (such as office visit). Infusion Therapy Yes Covered Covered under anolicable benefit (such as office visit).
Treatment for Temporomandibular Joint Treatment for Temporomandibular Joint
o Yes Covered e Yes Covered
b}
) Nutritional Counseling Yes Covered Nutritional Counseling Yes Covered
Reconstructive Surgery Yes Covered Reconstructive Surgery
4
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5 ‘After Add-In File (7.2) Update 2018 Plan Year
A Benefit General Benefit Information General
Benefits Eng | IsihieBeneit e o Limit Unit Exclusions Benefit Explanation EH8 Variance Benefits EHB Is this Benefit Covered? Quantitative Limit on Limit Limit Unit Exclusions. Benefit Explanation
overed? Service Ouaniity Reason Service Ouantity
z
rimary Care Visit to Treat an Injury or es Covered Primary Care Visit o Treat an Ijury or | Covered
lliness liness
Specialist Visit Yes Covered Specialist Visit Yes Covered
Other Pracitioner Office Visit (Vurse, [, Covered Other Praciitioner Office Visit (Nurse,
10 |Physician Assistant) s overe Physician Assistant) Yes Covered
outpatient Facility Fee (e.g.. Outpatient Faciliy Fee (eg.,
13 JAmbulatory Surgery Center) Yes Covered Ambulatory Surgery Center) Yes Covered
(outpatient Surgery Physician/Surgical Outpatient Surgery Physician/Surgical
12 |services Yes Covered e Yes Covered
5] Hospice services Yes Covered Yes 14 Days per Lifetime Hospice Services Yes Covered Yes 14 Days per Lietime
5] Routine Dental Services (Adult) Routine Dental Services (Adult)
55 Jinertiiity Treatment Infertility Treaiment
Long-Term/Custodial Nursing Home Long-Term/Custodial Nursing Home
16 |care care
7 Private-Duty Nursing Private-Duty Nursing
e Routi Routine Eye Exam (Adult)
m Yes Covered Urgent Care Centers or Facilities Yes Covered
o Yes Covered Yes 130 Visits) per Year Home Health Care Services Yes Covered Yes 130 Visi(s) per Year
2] emergency Yes Covered Emergency Room Services Yes Covered
, |Emersency Transportation/ambuiance | ves Covered Emergency Transportation/Ambulance | Yes Covered
[~ | inpatient Hospital Services (.., Hospital Inpatient Hospital Services (e.g.,
23]stay) Yes Covered e Yes Covered
- el Seri Inpatient Physician and Surgical
o] mostient physician and surgicat services | ves Covered L= Yes Covered
55 JBariatric surgery Bariairic Surgery
26] cosmetic surger Cosmelic Surgery
] skited Nursng Faiiey Yes Covered Yes 0 Days per Year Coverage i imited to 60-inpatient days/vear. Skilled Nursing Facility Yes Covered Yes 60 Days per Year Coverage i imited to 60-inpatient days/vear.
[25]Prenatal and Postnatal care Yes Covered Prenaial and Postnatal Care Yes Covered
Delivery and All Inpatient Services for
| 2o I maternity care Yes Covered Maternity Care Yes Covered
Mental/Behavioral Health Outpatient Mental/Behavioral Health Outpatient
| s0]services Yes Covered i Yes Covered
Mental/Behavioral Health Inpati
tental/Behavioral Health Inpatient oo covered Mental/Behavioral Health Inpatient e P—
| 21 Jservices Services
substance Abuse Disorder Outpatient es Covered Substance Abuse Disorder Outpatient | covered
| 22 Jservices
Abuse Disorder Inpati
substance Abuse Disorder Inpatient oo covered Substance Abuse Disorder Inpatient e P—
| 2: Jservices
|eenericorugs Yes Covered Generic Drugs Yes Covered
. |PreferredBrand orugs Yes Covered Preferred Brand Drugs Yes Covered
1o |Nor-Preferred Brand Drugs Yes Covered Non-Preferred Brand Drugs Yes Covered
specialty Drugs Yes Covered Specialty Drugs Yes Covered
El
o |outeatient Reabittation services Yes Covered Visit(s) per Year Outpatient Rehabilitation Services Yes Covered Visit(s) per Year
e retme s Yes Covered Yes Visi(s) per Year Coverage for habilitative services is limited to 30-inpatient days/year. Coverage for habiltative e — Ves Covered ves Visi(s)per Year Coverage for habiliative services s limited to 30-inpatient daysiyear. Coverage for habilitative
3 senvices is limited to 25-outpatient visitslyear. senvices is limited to 25-outpatient visitslyear.
o] chiropractic care Yes Covered Yes 10 Visit(s) per Year Chiropractic Care Yes Covered Yes 10 Visit(s) per Year
i1 ]ourable Medical Equipment Yes Covered Durable Medical Equipment Yes Covered
|, |Hearingnids Yes Covered Cochlear Implants must be covered as they are covered by the state base benchmark plan. Hearing Aids Yes Covered Cochlear Implants must be covered as they are covered by the state base benchmark plan.
[ ] imaging (cT/peT scans, Mkis) Yes Covered Imaging (CT/PET Scans, MRIS) Yes Covered
o |Preventive care/screening/immunization |  ves Covered reventive Yes Covered
|25 |Routine Foot care Routine Foot Care
6] Acupuncture Yes Covered Yes 12 Visi(s) per Year Acupuncture Yes Covered Yes 12 Visit(s) per Year
[ weiant Los programs Weight Loss Programs
[ 5| Routine Eye Exam for Children Yes Covered Yes 1 Exam(s) per Year Routine Eye Exam for Children Yes Covered Yes 1 Exam(s) per Year
Eram— e Yes Covered Yes R em(s) per Year Coverage s limited to one frame and one pair (two lenses)! calendar year or contacts (in lieu e Glasses for Ghldren Ves Covered Yes i tem(s)per vear Coverage s limited to one frame and one pair (two lenses)! calendar year or contacts (in lieu
4 of glasses). of glasses).
S0 ]pental check-up for children Yes Covered Yes 2 Visils) per Year Dental Check-Up for Children Yes Covered Yes 2 Visit(s) per Year
Coverage s limited to 30-inpatient daysiyear and 25-outpatient visits/year. Rehabilative Coverage s limited to 30-inpatient days/year and 25-outpatient visits/year. Rehabiltative
Rehabiltative Speech Therapy Yes Covered Yes 30 Visit(s) per Year Speech Therapy and Rehabilative Occupational and Rehabiltative Physical Therapy Rehabilitative Speech Therapy Yes Covered Yes 30 Visit(s) per Year ‘Speech Therapy and Rehabiltative Occupational and Rehabiltative Physical Therapy
combine for 25 visits for Rehabilitative Services and 25 visits for Habilative Services. combine for 25 visits for Rehabilitative Services and 25 visits for Habiltative Services.
51
bt T @t Coverage s limited to 30-inpatient daysiyear and 25-outpatient visits/year. Rehabilative Rehabilitative Occupational and Coverage s limited to 30-inpatient days/year and 25-outpatient viits/year. Rehabiltative
Rehabiitative Physedt Theramy Yes Covered Yes 30 Visit(s) per Year Speech Therapy and Rehabilitative Occupational and Rehabiltative Physical Therapy Rehabilittive Fhysisal Theragy, Yes Covered Yes 30 Visit(s) per Year Speech Therapy and Rehabiltative Occupational and Rehabiltative Physical Therapy
combine for 25 visits for Rehabilitative Services and 25 visits for Habilative Services. combine for 25 visits for Rehabilitative Services and 25 visits for Habiltative Services.
52
|53 well Baby visits and care: Yes Covered Well Baby Visits and Care Yes Covered
Laboratory Outpatient and Professional Laboratory Outpatient and Professional
. Yes Covered Yes Covered
| 54 Jservices Services
[755 |- rays and Diagnostic Imaging Yes Covere Crays and Diagnostic Imaging Yes Covered
56 Yes Cover Yes 1 Exam(s) per Year asic Dental Gare — Yes Covered Yes i Exam(s) per Year
Yes Covered Medically necessary orthodontia must be covered. hild Yes Covered Medically necessary must be covered.
Yes Covered ‘Quantitative limits apply: see EHB base benchmark plan. i Care — Child Yes Covered Quantitative limits apply; see EHB base benchmark plan.
asic Dental Care — Adult
[ 61| Major Dental care - Adult i dul
[ Abortion for Which Public Fundingis bortion for Which Public Funding is
62]pronibited Prohibited
2] rransplant Yes Covered Transplant Yes Covered
["6a]Accidental Dental [Accidental Dental
65 piaiysis Yes Covered Dialysis Yes Covered
["6c]Anerey Testing Allergy Testing
67 chemotherapy Yes Covered Covered under the base benchmark plan. Yes Covered Covered under the base benchmark plan.
Radiation Yes Covered ::.‘:)E’Ed under the base benchmark plan; covered under applicable benefit (such as office Radiation Yes Covered S:\ll)eved under the base benchmark plan; covered under applicable benefit (such as office
6] Yes Coverex Diabetes Education Yes Covered
m Yes Coveret Prosthetic Devices Yes Covered
[71]nfusion Therapy Yes Coveret Covered under applicable benefi (such as offce visit) Infusion Therapy Yes Covered Covered under applicable benefit (such as office visi)
] Joint | Yes Coveret Treaiment for Joint|_Yes Covered
5] ounseling Yes Covere Nutritional Counseling Yes Covered
Reconstructive Surgery Yes Covered Reconstructive Surgery
b2}
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1 Individual and Small Group Market Stand-Alone Pediatric Dental
2 \ \
3 Stand-Alone Pediatric Dental Required Changes
s \ L1
5 After Add-In File (7.2) Update 2018 Plan Year
6 Benefit Information General Information Benefit Information General Information
A Is this Benefit Quantitative Limit A . . y . EHB Variance R Is this Benefit Quantitative Limit P n g " . EHB Variance
Benefit: Benefit:
, enefits EHB @R Limit on Service | Quantity Limit Unit Exclusions Benefit Explanation Reason enefits EHB Covered? Limit on Service | Quantity Limit Unit Exclusions Benefit Explanation Reason
s Routine Dental Services (Adult) Routine Dental Services (Adult)
o |BentaliCheckUpitorChilaren Yes Covered Yes 2 Visit(s) per Year Dental Check-Up for Children Yes Covered Yes 2 Visit(s) per Year
10 Basic Dental Care — Child Yes Covered Yes 1 Exam(s) per Year Basic Dental Care — Child Yes Covered Yes 1 Exam(s) per Year
1 Orthodontia — Child Yes Covered Medically necessary orthodontia must be covered. Orthodontia — Child Yes Covered Medically necessary orthodontia must be covered.
1 Major Dental Care — Child Yes Covered Quantitative limits apply; see EHB base benchmark plan. Major Dental Care — Child Yes Covered Quantitative limits apply;lzie EHB base benchmark
13 | Basic Dental Care — Adult Basic Dental Care — Adult
14 | Orthodontia — Adult Orthodontia — Adult
15 |Major Dental Care — Adult Major Dental Care — Adult
16 JAccidental Dental Accidental Dental




