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5 After Add-In File (6.1) Update 2017 Plan Year
s Benefit Information General Information Benefit Information General
Benefits Ewp | IsthisBenefit | QuantitativeLimit | iy uandiry|  Limit unit Exclusions Benefit Explanation D Vi) Benefits Eo || ESEEmEL || EmEEOUE (| ey Uttt s e E e BBV
, Covered? on Service Reason Covered? on Service Reason
Primary Care Visit o Treat an Injury or Primary Care Visit o Treat an Injury or
. o Yes Covered e Yes Covered
0 Speciallst Vst Yes Covered Speciallst Vst Yes Covered
Other Practitioner Office Visit (Nurse. ‘Other Practitioner Office Visit (Nurse.
1 Physician Assistant) Yes Covered AL Yes Covered
utpatient Facility Fee (e.9., Ambulatory utpatient Facility Fee (6.9, Ambulatory
4 urgery Center) Yes Covered urgery Center) Yes Covered
Outpatient Surgery Physician/Surgical Outpatient Surgery Physician/Surgical
b It Yes Covered s Yes Covered
13 Hospice Services Yes Covered Yes 14 Davs per Lifetime Hospice Services Yes Covered Yes 14 Davs per Lifetime
73] Routine bental Services (Adur) Rofine Dental Services (Adult)
| Infertilty Treatment Infertilty Treatment
Long-Term/Custodial Nursing Home Long-Term/Custodial Nursing Home
1 care care
i Private Duy Nursing Private Duy Nursing
i Routine Eye Exam (Adul) Routine Eye Exam (Adul)
1] Urgent Care Centers or Faciliies | Yes Covered Urgent Care Centers or Faciliies | ves Covered
N Home Healh Care Services Yes Covered Yes 130 | Visits) per Year Home Health Care Services Yes Covered Yes 130 Visit(s) per Year
2 Emergency Room Services Yes Covered Emergency Room Services Yes Covered
.| Emeraeney Transportaiionambutance | ves Covered Emergency Transportation/Ambulance | Yes Covered
Tnpatient Hospital Services (6. Tnpatient Hospital Services (6.
Hospital Stay) Yes Covered Hospital Stay) Yes Covered
ThpaTent Physician and Surgreal ThpaTent Physician and Surgreal
el Yes Covered el Yes Covered
Bariatric Surgery Bariatric Surgery
Cosmetic Surgery Cosmetic Surgery
7 Skiled Nursing Faciliy Yes Covered Yes 60 Davs per Year Coverage is imited to 60-npatient davs/vear. Skilled Nursing Faciiy Yes Covered Yes 0 Davs ver Year Coverage is Imited to 60-npatient davs/vear.
Prenatal and Postnatal Care Yes Covered Prenatal and Postnatal Care Yes Covered
Delvery and All Inpatient Services for Delivery and All Inpatient Services for
2| Maternity Care Yes Covered D Yes Covered
Mental/Behavioral Health Outpatient MentallBehavioral Health Outpatient
e Yes Covered e Yes Covered
Vental/Behavioral Health Inpatient Vental/Behavioral Health Inpatient
LIl Yes Covered LIl Yes Covered
Substance Abuse Disorder Outpatient Substance Abuse Disorder Outpatient
e Yes Covered e Yes Covered
Substance Abuse Disorder Inpatient Substance Abuse Disorder Inpatient
. e Yes Covered e Yes Covered
Generic Drugs Yes Covered Generic Drugs Yes Covered
. 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
7
o] oumaentrenabiaton services | ves Covered Outpatient Rehabiltation Services | ves Covered Visits) per Year
Coverage for habiltative services is limited to 30-inpatient dayslyear. Coverage for Coverage for habiltative services is lmited to 30-npatient dayslyear. Coverage for habiltative services
Habilitation Services Habilitation Services
Yes Covered habiltative services is limited to 25-outpatient visitsivear. Yes Covered Yes Visits) per Year is limited to 25-outpatient visitsiyear.
r Chiropractic Care Yes Covered Chiropractic Care Yes Covered Yes Visi(s) per Year
fm Durable Medical Equipment Yes Covered Durable Medical Equipment Yes Covered
» Hearing Aids Yes Covered Cochlear Implants must be f;’:;‘f‘dm:f;';‘ayna"’ covered by the state base Hearing Aids Yes Covered Cochlear Implants must be covered as they are covered by the state base benchmark plan.
35| imaging ©IPET Scans. W) Yes Covered maging (CTIPET Seans, WRE) Yes Covered
" Yes Covered Yes Covered
pr Routine Foot Care Routine Foot Care.
i puncture Yes Covered Yes 12 Visi(s) per Year upuncture Yes Covered Yes 12 Visi(s) per Year
4 Weight Loss Programs Weight Loss Programs
Ll Routine Eve Exam for chitaren Yes Covered ves 1 Exam(s) per Year Routine Eye Exam for Children Yes Covered Yes 1 Exam(s) per Year
e Glasses for Crildren es Covered e N Lem(s)per vear Coverage is imited to one frame and one pair (two lenses)! calendar year or contacts e Glasses for Crildren es Covered e N (s per vear Coverage is mited to one frame and one pair (two lenses)/ calendar year or contacts (i lieu of
4 (in lieu of alasses). alasses).
o] Dental CheckUp for Children Yes Covered Yes 2 Visit(s) per Year Dental Check-Up for Children Yes Covered Yes 2 Visit(s) per Year
RE;S::;?:'; 'g'éﬁdT:’eg""::g";‘s::ﬁzfj:g‘if"::;‘:\:“‘Z:‘d":g:g;:"mw 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 B e it e e o R s o Rehabilitative Speech Therapy | Yes Covered Yes 30 Visit(s) per Year Therapy and Rehabiliative Occupational and Rehabiltative Physical Therapy combine for 25 vsits for
4 1 Rehabiltative Services and 25 visits for Habiliative Services.
o Habiltative Services.
Coverage is imited to 30-npatient dayslyear and 25-oupalient visis/year.
Coverage s limited to 30-inpatient daysiyear and 25-outpatient visits/year. Rehabiltative Speech
Rehabiltative Occupational and Rehabiltative Occupational and
e eI | ves Covered Yes 30 Visit(s) per Year B e R e efabuative e T | ves Covered Yes 30 Visit(s) per Year Therapy and Rehabiliative Occupational and Rehabiltative Physical Therapy combine for 25 vsits for
4 1 Rehabiltative Services and 25 visits for Habiliative Services.
. Habiltaiive Servies.
5 Well Baby Visits and Care Yes Covered Well Baby Visits and Care Yes Covered
Laboratory Outpatient and Professional Laboratory Outpatient and Professional
e Yes Covered e Yes Covered
Xrays and Diagnostic Imaging Yes Covered Xcrays and Diagnostic Imaging Yes Covered
B Basic Dental Care ~ Child Yes Covered Yes 1 Exam(s) per Year Basic Dental Care - Child Yes Covered Yes 1 Exam(s) per Year
57 Orthodontia - Child Yes Covered Medically necessary must be covered. Orthodoniia— Child Yes Covered Medically necessary must be covered.
58 Wisjor Dental Care - Child Yes Covered Ouanitative limits applv; see EHB base benchmark plan. Major Denial Care — Child Yes Covered Ouanitative limits applv; see EHB base benchmark plan.
= Basic Dental Care — Adult Basic Dental Care — Adult
60 Orthodontia — Adult Orthodontia — Adult
o Wajor Dental Care — AUt Wajor Dental Care — AdUIE
‘Abortion for Which Public Funding is ‘Abortion for Which Public Funding is
2 Prohibited Pronibited
Transplant Yes Covered Transplant Yes Covered
Accidental Dental Accidental Dental
Dialysis Yes Covered Dialysis Yes Covered
Allergy Testing Allergy Testing
5 Yes Covered Covered under the base benchmark olan. Yes Covered Covered under the base benchmark plan.
A Radiation Yes Covered Covered under the base benchmark pan; covered under appliceble benefi (such as Radiation Yes Covered Covered under the base benchmark plan; covered under applicable benefit (such as offce visi).
= Diabetes Education Yes Covered Diabetes Education Yes Covered
m Prosthetic Devices Yes Covered Prosthetic Devices Yes Covered
o infusion Therapy. Yes Covered Covered under applicable benef (such as ofice vsi infusion Therapy. Yes Covered Covered under applicable beneft (such as office visit
Treatment for Temporomandibular Joint Treatment for Temporomandibular Joint
. e Yes Covered e Yes Covered
Z
2 Nutrtional Counseling Yes Covered Nutrtional Counseling Yes Covered
Reconsructive Surgery Yes Covered Reconstructive Surgery Covered
2
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5 After Add-In File (6.1) Update 2017 Plan Year
3 Benefit General Benefit General
7 iz Eng | s{his Beneit e o Limit Unit Exclusions Benefit Explanation EHB Variance Benefits EHB Is this Benefit Covered? Quntitative Limit on Limit Limit Unit Exclusions Benefit Explanation EHB Variance Reason
Covered? Service Ouantitv Reason Service Ouantity
Primary Care Visit to Treat an Injury or es Covered Primary Care Visit (o Treatan Injury or | Covered
lliness iliness
specialist Visit Yes Covered Specialist Visit Yes Covered
Other Practitioner Office visit (Nurse, | Covered Other Practitioner Office Visit (Nurse,
10]Physician Assistant) e over e A ) Yes Covered
outpatient Facility Fee (e.g., Outpatient Facility Fee (e.g.,
11 Jambulatory Surgery Center) Yes Covered mbulatory Surgery Center) Yes Covered
outpatient Surgery Physician/surgical Outpatient Surgery Physician/Surgical
12]services Yes Covered Services Yes Covered
3] Hospice services Yes Covered Yes 14 Days per Lifetime Hospice Services Yes Covered Yes 14 Days per Lifetime
14] Routine Dental Services (Adult) Routine Dental Services (Adult)
15] nertilty Treatment Infertility Treatment
Long-Term/Custodial Nursing Home Long-Term/Custodial Nursing Home
16]care care
[} Private-Duty Nursing Private-Duty Nursing
[ 18] Routine Eye Exam (Adult) Routine Eye Exam (Adull)
[TLo urgent care centers or Facilities Yes Covered Urgent Care Centers or Facilities Yes Covered
[20] Home Health care services Yes Covered Yes 130 Visil(s) per Year Home Health Care Services Yes Covered Yes 130 Visil(s) per Year
2] Emergency i Yes Covered Emergency Room Services Yes Covered
| Emeraency Transportation/Ambulance Yes Covered Emergency Transportation/Ambulance | Yes Covered
Inpatient Hospital Services (e.g., Hospital P
23] stay) Yes Covered Hospital Stay) Yes Covered
inpatient Physician and Surgical Services | Yes Covered i P"ywa" G Yes Covered
25| Bariatric surgery Bariatric Surgery
26] cosmetic surgery Cosmetic Surgery
27]skitled Yes Covered Yes 60 Days per Year Coverage is limited to 60-inpatient days/year. Skilled Nursing Facility Yes Covered Yes 60 Days per Year Coveraqe is limited (o 60-inpatient days/year.
28] Prenatal and Postnatal care Yes Covered Prenatal and Postnatal Care Yes Covered
oLy AT T T
| 20 maternity care Yes Covered Maternity Car Yes Covered
Mental/Behavioral Health Outpatient Mental/Behavioral Health Outpatient
Ye
| s0fservices s Covered e Yes Covered
Mental/Behavioral Health Inatient Mental/Behavioral Health Inpatient
| 31 services Yes Covered Services Yes Covered
Substance Abuse Disorder Outpatient Substance Abuse Disorder Outpatient
Ye
32fservices s Covered i Yes Covered
substance Abuse Disorder Inpatient Substance Abuse Disorder npatient
| 33 services Yes Covered Services Yes Covered
4 cenericorues Yes Covered Generic Drugs Yes Covered
o]preferred Brand orugs Yes Covered Preferred Brand Drugs Yes Covered
3] Nor-preferred Brand brugs Yes Covered Non-Preferred Brand Drugs Yes Covered
specialty Drugs Yes Covered Specialty Drugs. Yes Covered
Eil
] outwatient Rehabiitation services Yes Covered Visit(s) per Year Outpatient Rehabilitation Services Yes Covered Visit(s) per Year
. Yes Covered Yes Visi(s) per Vear Coverage for habiltative services is limited to 30-inpatient days/year. Coverage for habiliative O, Ves Covered Yes Visits) per Year Coverage for habiltative services is limited to 30-inpatient days/year. Coverage for habilitative
39 services is limited to 25-outpatient visits/year. services is limited to 25-outpatient visits/year.
Zio] chiropractic care Yes Covered Yes 10 Visil(s) per Year Chiropractic Care Yes Covered Yes 10 Visil(s) per Year
"1 | purable Medical Equipment Yes Covered Durable Medical Equipment Yes Covered
o] erine s 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
|43 maging (cT/PET scans, MRis) Yes Covered Imaging (CT/PET Scans, MRIs) Yes Covered
JPreventive care/Screening/immunization | ves Covered Preventive Yes Covered
[ Routine Foot care Routine Foot Care
[ac]Acupuncture Yes Covered Yes 12 Visil(s) per Year Acupuncture Yes Covered Yes 12 Visil(s) per Year
27| weight Loss Programs Weight Loss Programs
|2 Routine Eye £xam for Children Yes Covered Yes 1 Exam(s) per Year Routine Eye Exam for Children Yes Covered Yes 1 Exam(s) per Year
Eye Glasses for Children Yes Covered Yes i tem(s) per Year Coverage is limited to one frame and one pair (two lenses)/ calendar year or contacts (in lieu ERCEE G Ves Covered Yes N temis) per Year Coverage is limited to one frame and one pair (two lenses)/ calendar year or contacts (in lieu
49 of glasses). of glasses).
50] pental Check-Up for Children Yes Covered Yes 2 Visit(s) per Year Dental Check-Up for Children Yes Covered Yes 2 Visit(s) per Year
Coverage is limited to 30-inpatient dayslyear and 25-outpatient visits/year. Rehabiltative Coverage i mied to S0:npatient daysyear and 25-oupatent visisiyear. Rehabiltaive
Rehabilitative Speech Therapy Yes Covered Yes 30 Visit(s) per Year Speech Therapy and Rehabilitative Occupational and Rehabilitative Physical Therapy Rehabilitative Speech Therapy Yes Covered Yes 30 Visit(s) per Year Speech Therapy and Rehabilitative Occupational and Rehabilitative Physical Th
combine for 25 visits for Rehabilitative Services and 25 visits for Habiltative Services. combin for 25 vt for Rehabitaive Serices and 25 wis for Habitae Senices
51
T 7 Coverage i mied to S0:npatient daysyear and 25-oupatent isisiyear, Rehabiltaive Coverage i mied to S0:npatient daysyear and 25-oupatent isisiyear. Rehabiltaive
Rehabilitative Occupational and Rehabilitative Occupational and
itati - Yes Covered Yes 30 Visi(s) per Year Speech Therapy and Rehabilitative Occupational and Rehabiltative Physical Therap: g Yes Covered Yes 30 Visit(s) per Year Speech Therapy and Rehabiltative Occupational and Rehabilitative Physic
Rehabilitative Physical Therapy Rehabilitative Physical Therapy
combine for 25 visits for Rehabilitative Services and 25 visits for Habiltative Servmes combine for 25 visits for Rehabilitative Services and 25 visits for Habiltative Servmes
2]
|53 weit saby visits and care: Yes Covered Well Baby Visits and Care Yes Covered
Laboratory Outpatient and Professional Laboratory Outpatient and Professional
| safservices Yes Covered Services Yes Covered
[Scxraysand Yes Covered X-rays and Diagnostic Imaging Yes Covered
[ 6] Basic pental care - child Yes Covered Yes 1 Exam(s) per Year Basic Dental Care — Child Yes Cowe Yes 1 Exam(s) per Year
[s7Jorthodontia - chit Yes Covered Medicall ne must be covered. Orthodontia - Child Yes Covered Medically ne must be covered.
[ S&] major Dental care - child Yes Covered lamiss i ‘anply: see EHB base benchmark plan Major Dental Care - Child Yes Covered s applv; see EHB base benchmark plan.
[ So] Basic pental care - Adult Basic Dental Care — Adult
[ 60] orthodontia - Adult Orthodontia— Adult
61| Major Dental care - Adult Major Dental Care — Adult
[ Abortion for Which Public Funding is ‘Abortion for Which Public Funding is
62]prohibited Prohibited
3] Transplant Yes Covered Transplant Yes Covered
4] Accidental Dental Accldenla\ Dental
5] ialysis Yes Covered Yes Covered
6] Allergy Testing Allergy Testing
[ 67| chemotherapy Yes Covered Covered under the base benchmark plan. Yes Covered Covered under the base benchmark plan
Radiation Yes Covered :g:)ered under the base benchmark plan; covered under applicable benefit (such as office Radiation Yes Covered :::)ered under the base benchmark plan; covered under applicable benefit (such as office
68
[ 6o piabetes education Yes Covered Diabetes Education Yes Covered
2] Prosthetic evices Yes Covered Prosthetic Devices Yes Covered
7] infusion Therapy Yes Covered Covered under applicable benefi (such as office visit) Infusion Therapy Yes Covered Covered under applicable benefit (such as office visit)
] Joint | _ves Covered Treatment for Joint|_ves Covered
[ =] utritional counseling Yes Covered Nutritional Counseling Yes Covered
Reconstructive Surgery Yes Covered Reconstructive Surgery
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5 After Add-In File (6.1) Update 2017 Plan Year
6 Benefit Information General Information Benefit Information General Information
R Is this Benefit Quantitative Limit y EHB Variance n Is this Benefit Quantitative Limit Aot R A : EHB Variance
Benefit: Benefit:
; enefits EHB Covered? Limit on Service | Quantity Limit Unit Exclusions Benefit Explanation R enefits EHB Covered? Limit on Service | Quantity Limit Unit Exclusions Benefit Explanation Reren
3 Routine Dental Services (Adult) Routine Dental Services (Adult)
Y [miel Gicetelp e Elkem 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, |Maior Dental Care - Child Yes Covered Quantitative limits apply; see EHB base benchmark plan. Major Dental Care — Child Yes Covered Quantitative limits applyl;faie EHB base benchmark
13 |Basic Dental Care — Adult Basic Dental Care — Adult
14 |Orthodontia — Adult Orthodontia — Adult
15 JMajor Dental Care — Adult Major Dental Care — Adult
16 JAccidental Dental Accidental Dental
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