User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?

ooooo

**%%% 2018 STANDARD PLATINUM PLAN (04/17/2017) *****

| HSA/HRA Options |

Tiered Network Option

HSA/HRA Employer Contribution? [

Desired Metal Tier | Flatinum %

Tiered Network Plan?

]

Tier 1 Plan Benefit Design

Tier 2 Plan Benefit Design

Medical

Deductible ($)
Coinsurance (%, Insurer's Cost Share)

Medical Drug Combined
$0.00 $0.00
100.00% 100.00%

MOOP ($)
MOOFP if Separate ($)

$2,000.00

Combined

Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Subject to Subject to Coinsurance, if Copay, if Subject to Subjectto  Coinsurance, if Copay, if . .
L) f Benefit Copay applies only after deductible?
L Deductible? Coinsurance? different separate Deductible?  Coinsurance? different separate CERYEED v

Medical O Can []
Emergency Room Services O O $100.00 [ ]
All Inpatient Hospital Services (inc. MHSU) ] ] $500.00 [ ]
Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and X-rays) [ | [ | $15.00 [ ]
Specialist Visit O O $35.00 [ ]
Mental/Behavioral Health and Substance Use Disorder Outpatient Services ] ] $15.00 [ ]
Imaging (CT/PET Scans, MRIs) | | $35.00 [ ]
Speech Therapy O O $25.00 [ ]
| | $25.00 [ ]

Occupational and Physical Therapy

Preventive Care/Screening/Immunization ] ] L]
Laboratory Outpatient and Professional Services m] m] $35.00
X-rays and Diagnostic Imaging [m| [m| $35.00
Skilled Nursing Facility O O $500.00
Outpatient Facility Fee (e.g., Ambulatory Surgery Center) O O $100.00
Outpatient Surgery Physician/Surgical Services M| M| $100.00

Drugs ] (R
Generics [m] ]
Preferred Brand Drugs [m] ]
Non-Preferred Brand Drugs |:| |:|
Specialty Drugs (i.e. high-cost) ] |

Options for Additional Benefit Design Limits:

Plan Description:

Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:

Set a Maximum Number of Days for Charging an IP Copay?
# Days (1-10):

Name: [Input Plan Name]
Plan HIOS ID: [Input Plan HIOS ID]
Issuer HIOS ID: [Input Issuer HIOS ID]

Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

Begin Primary Care Deductible/Coinsurance After a Set Number of
Copays?
# Copays (1-10):

O oo od

Output

Status/Error Messages:
Actuarial Value:

Metal Tier:

Additional Notes:

Calculation Time:
Revised 2018 AV Calculator

Calculation Successful.

87.23%
Platinum

[< <} <]

[<]

[l <DL

NOTE: Service-specific cost-sharing is applying for service(s) with fac/prof components, overriding outpatient inputs for those service(s).

0.2227 seconds

***k% 2018 STANDARD PLATINUM PLAN (04/17/2017) *****




#*%%% 2018 STANDARD GOLD PLAN (04/17/2017) *****

User Inputs for Plan Parameters

Use Integrated Medical and Drug Deductible? O | HSA/HRA Options | Tiered Network Option |
Apply Inpatient Copay per Day? O HSA/HRA Employer Contribution? [m] Tiered Network Plan? O
Apply Skilled Nursing Facility Copay per Day? O
Use Separate OOP Maximum for Medical and Drug Spending? O
Indicate if Plan Meets CSR or Expanded Bronze AV Standard? O
Desired Metal Tier | Gold -
Tier 1 Plan Benefit Design | Tier 2 Plan Benefit Design |
ical Drug Combined i Combined
Deductible ($) $600.00 $0.00
Coinsurance (%, Insurer's Cost Share) 100.00% 100.00%
MOOP ($) $4,000.00

MOOP if Separate ($)

Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Suhje:.t to S.ubject to Com.surance, if Copay, if Subje:.t to S.ubject to Com.surance, if Copay, if Copay applies only after deductible?
Deductible? Ci ? different separate Deductible?  Coinsurance? different separate
Medical [E]]

Emergency Room Services $150.00

(<< ]fls ]
(=M< ]fls |

All Inpatient Hospital Services (inc. MHSU) $1,000.00

$25.00

(<]
(]

Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and X-rays)

Specialist Visit $40.00

$25.00

(<]
(]

Mental/Behavioral Health and Substance Use Disorder Outpatient Services

(<]
(]

Imaging (CT/PET Scans, MRIs) $40.00

$30.00

(<]
(]

Speech Therapy

(<]
(]
H BN = B & BEN

[«]
]

30.00
Occupational and Physical Therapy s

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services $40.00

X-rays and Diagnostic Imaging $40.00

o o
(= < JF< 1]

Skilled Nursing Facility $1,000.00

(<]
[«]

Outpatient Facility Fee (e.g., Ambulatory Surgery Center) $100.00

[«]
o

$100.00

Outpatient Surgery Physician/Surgical Services

Drugs

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

Oo0ogg0g o oooly o oo o gojgogo

[« JN< I« N« < ]
(= N« I« < N §

Specialty Drugs (i.e. high-cost)

Options for Additional Benefit Design Limits: Plan Description:

Set a Maximum on Specialty Rx Coinsurance Payments? O Name: [Input Plan Name]
Specialty Rx Coinsurance Maximum: Plan HIOS ID: [Input Plan HIOS ID]
Set a Maximum Number of Days for Charging an IP Copay? O Issuer HIOS ID: [Input Issuer HIOS ID]
# Days (1-10):
Begin Primary Care Cost-Sharing After a Set Number of Visits? []
# Visits (1-10):
Begin Primary Care Deductible/Coinsurance After a Set Number of [
Copays?
# Copays (1-10):
Output
Status/Error Messages: Calculation Successful.
Actuarial Value: 78.62%
Metal Tier: Gold

NOTE: Service-specific cost-sharing is applying for service(s) with fac/prof components, overriding outpatient inputs for those service(s).
Additional Notes:

Calculation Time: 0.1367 seconds
Revised 2018 AV Calculator

***kx 2018 STANDARD GOLD PLAN (04/17/2017) *****



**¥%% 2018 STANDARD SILVER PLAN (04/17/2017) *****

User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?

Desired Metal Tier | Silver -

| HSA/HRA Options | Tiered Network Option |
HSA/HRA Employer Contribution? [m] Tiered Network Plan? O

ooooao

Tier 1 Plan Benefit Design
Drug Combined
Deductible ($) $2,000.00 $0.00
Coinsurance (%, Insurer's Cost Share) 100.00% 100.00%
MOOP ($) $6,750.00
MOOP if Separate ($)

| Tier 2 Plan Benefit Design |
i Combined

Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Suhje:.t to S.ubject to Com.surance, if Copay, if Subje:.t to S.ubject to Com.surance, if Copay, if Copay applies only after deductible?
Deductible? Ci ? different separate Deductible?  Coinsurance? different separate
Medical [E]]

Emergency Room Services $250.00

(<< ]fls ]
(=M< ]fls |

All Inpatient Hospital Services (inc. MHSU) $1,500.00

$30.00

(<]
(]

Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and X-rays)

Specialist Visit $50.00

$30.00

(<]
(]

Mental/Behavioral Health and Substance Use Disorder Outpatient Services

(<]
(]

Imaging (CT/PET Scans, MRIs) $50.00

$30.00

(<]
(]

Speech Therapy

(<]
(]
H BN = B & BEN

[«]
]

30.00
Occupational and Physical Therapy s

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services $50.00

X-rays and Diagnostic Imaging $50.00

o o
(= < JF< 1]

Skilled Nursing Facility $1,500.00

(<]
[«]

Outpatient Facility Fee (e.g., Ambulatory Surgery Center) $100.00

[«]
o

$100.00

Outpatient Surgery Physician/Surgical Services

Drugs

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

Oo0ogg0g o oooly o oo o gojgogo

[« JN< I« N« < ]
(= N« I« < N §

Specialty Drugs (i.e. high-cost)

Options for Additional Benefit Design Limits: Plan Description:

Set a Maximum on Specialty Rx Coinsurance Payments? O Name: [Input Plan Name]
Specialty Rx Coinsurance Maximum: Plan HIOS ID: [Input Plan HIOS ID]
Set a Maximum Number of Days for Charging an IP Copay? O Issuer HIOS ID: [Input Issuer HIOS ID]
# Days (1-10):
Begin Primary Care Cost-Sharing After a Set Number of Visits? []
# Visits (1-10):
Begin Primary Care Deductible/Coinsurance After a Set Number of [
Copays?
# Copays (1-10):
Output
Status/Error Messages: Calculation Successful.
Actuarial Value: 70.30%
Metal Tier: Silver

NOTE: Service-specific cost-sharing is applying for service(s) with fac/prof components, overriding outpatient inputs for those service(s).
Additional Notes:

Calculation Time: 0.1094 seconds
Revised 2018 AV Calculator

**¥k% 2018 STANDARD SILVER PLAN (04/17/2017) *****



*exxx 2018 STANDARD SILVER CSR 200-250% FPL PLAN (UPDATED: 05/12/2017) *****

User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?
Desired Metal Tier

Deductible ($)

Coinsurance (%, Insurer's Cost Share)
MOOP ($)

MOOP if Separate ($)

O HSA/HRA Options
O HSA/HRA Employer Contribution?
O
O
2
| Silver E
Tier 1 Plan Benefit Design |

Medical Drug Combined
$1,650.00 $0.00

100.00% 100.00%

$5,550.00

| Tiered Network Option |
Tiered Network Plan? ~ []

Tier 2 Plan Benefit Design |
Medical Combined

Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
X Subject to Subject to Coinsurance, if Copay, if Subject to Subjectto  Coinsurance, if Copay, if 5 .
© | ly after deductible?
g @i sl Deductible? Coinsurance? different separate Deductible?  Coinsurance? different separate opay applles only after deductible
Medical = al Can T
Emergency Room Services ] O $250.00 L]
All Inpatient Hospital Services (inc. MHSU) O $1,500.00 L]
Primary Care Visit to Treat an Injury or Iliness (exc. Preventive, and X-rays) ] O $30.00 [ ]
Specialist Visit O $50.00 [ ]
Mental/Behavioral Health and Substance Use Disorder Outpatient Services 1 O $30.00 7] ]
Imaging (CT/PET Scans, MRIs) O $50.00 [ ]
Speech Therapy 4] O $30.00 L]
O . [ ]
Occupational and Physical Therapy $30.00
Preventive Care/Screening/Immunization = = = =
Laboratory Outpatient and Professional Services 5] O $50.00 [
X-rays and Diagnostic Imaging [ O $50.00 L/] L] []
Skilled Nursing Facility O $1,500.00 L]
Outpatient Facility Fee (e.g., Ambulatory Surgery Center) O $100.00 []
Outpatient Surgery Physician/Surgical Services ] ] $100.00 [ ]
Drugs CJau Can ]
Generics ] ] L]
Preferred Brand Drugs O O [ ]
Non-Preferred Brand Drugs O O [ ]
Specialty Drugs (i.. high-cost) ] ] [ ]
Options for Additional Benefit Design Limits: Plan Description:
Set a Maximum on Specialty Rx Coinsurance Payments? [ Name: [Input Plan Name]
Specialty Rx Coinsurance Maximum: Plan HIOS ID: [Input Plan HIOS ID]
Set a Maximum Number of Days for Charging an IP Copay? [ Issuer HIOS ID:  [Input Issuer HIOS ID]
# Days (1-10):
Begin Primary Care Cost-Sharing After a Set Number of Visits? []
# Visits (1-10):
Begin Primary Care Deductible/Coinsurance After a Set Number of []

Copays?
# Copays (1-10):

Output

Status/Error Messages:
Actuarial Value:

Metal Tier:

Additional Notes:

Calculation Time:
Revised 2018 AV Calculator

CSR Level of 73% (200-250% FPL), Calculation Successful.

72.32%
Silver

NOTE: Service-specific cost-sharing is applying for service(s) with fac/prof components, overriding outpatient inputs for those service(s).

0.1094 seconds



****% 2018 STANDARD SILVER CSR 150-200% FPL PLAN (04/17/2017) *****

User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?

Desired Metal Tier | -

| HSA/HRA Options | Tiered Network Option |
HSA/HRA Employer Contribution? [m] Tiered Network Plan? O

AO00a0

o
-3
o

Tier 1 Plan Benefit Design
Drug Combined
Deductible ($) $250.00 $0.00
Coinsurance (%, Insurer's Cost Share) 100.00% 100.00%
MOOP ($) $2,100.00
MOOP if Separate ($)

| Tier 2 Plan Benefit Design |
i Combined

Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Suhje:.t to S.uhject to Com.surance, if Copay, if Suhjec.t to S.uhject to Com.surance, if Copay, if Copay applies only after deductible?
Deductible? Ci ? different separate Deductible?  Coinsurance? different separate
Medical [E]]

Emergency Room Services $75.00

(<< ]fls ]
(=M< ]fls |

All Inpatient Hospital Services (inc. MHSU) $250.00

$15.00

(<]
(]

Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and X-rays)

Specialist Visit $35.00

$15.00

(<]
(]

Mental/Behavioral Health and Substance Use Disorder Outpatient Services

(<]
(]

Imaging (CT/PET Scans, MRIs) $35.00

$25.00

(<]
(]

Speech Therapy

(<]
(]
H BN = B & BEN

[«]
]

25.00
Occupational and Physical Therapy s

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services $35.00

X-rays and Diagnostic Imaging $35.00

o o
(= < JF< 1]

Skilled Nursing Facility $250.00

(<]
[«]

Outpatient Facility Fee (e.g., Ambulatory Surgery Center) $75.00

[«]
o

$75.00

Outpatient Surgery Physician/Surgical Services

Drugs

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

Oo0ogg0g o oooly o oo o gojgogo

[« JN< I« N« < ]
(= N« I« < N §

Specialty Drugs (i.e. high-cost)

Options for Additional Benefit Design Limits: Plan Description:

Set a Maximum on Specialty Rx Coinsurance Payments? O Name: [Input Plan Name]
Specialty Rx Coinsurance Maximum: Plan HIOS ID: [Input Plan HIOS ID]
Set a Maximum Number of Days for Charging an IP Copay? O Issuer HIOS ID: [Input Issuer HIOS ID]
# Days (1-10):
Begin Primary Care Cost-Sharing After a Set Number of Visits? []
# Visits (1-10):
Begin Primary Care Deductible/Coinsurance After a Set Number of [
Copays?
# Copays (1-10):
Output
Status/Error Messages: CSR Level of 87% (150-200% FPL), Calculation Successful.
Actuarial Value: 86.09%
Metal Tier: Gold

NOTE: Service-specific cost-sharing is applying for service(s) with fac/prof components, overriding outpatient inputs for those service(s).
Additional Notes:

Calculation Time: 0.0703 seconds
Revised 2018 AV Calculator

****% 2018 STANDARD SILVER CSR 150-200% FPL PLAN (04/17/2017) *****



**¥*% 2018 STANDARD SILVER CSR 100-150% FPL PLAN (04/17/2017) *****

User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?

Desired Metal Tier | Platinum %

| HSA/HRA Options | Tiered Network Option |
HSA/HRA Employer Contribution? [m] Tiered Network Plan? O

AO00a0

Tier 1 Plan Benefit Design
Drug Combined
Deductible ($) $0.00 $0.00
Coinsurance (%, Insurer's Cost Share) 100.00% 100.00%
MOOP ($) $1,000.00
MOOP if Separate ($)

| Tier 2 Plan Benefit Design |
i Combined

Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Suhje:.t to S.uhject to Com.surance, if Copay, if Suhjec.t to S.uhject to Com.surance, if Copay, if Copay applies only after deductible?
Deductible? Ci ? different separate Deductible?  Coinsurance? different separate
Medical Chi

Emergency Room Services $50.00

(<< ]fls ]
(=M< ]fls |

All Inpatient Hospital Services (inc. MHSU) $100.00

$10.00

(<]
(]

Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and X-rays)

Specialist Visit $20.00

$10.00

(<]
(]

Mental/Behavioral Health and Substance Use Disorder Outpatient Services

(<]
(]

Imaging (CT/PET Scans, MRIs) $20.00

$15.00

(<]
(]

Speech Therapy

(<]
(]
H BN = B & BEN

[«]
]

15.00
Occupational and Physical Therapy s

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services $20.00

X-rays and Diagnostic Imaging $20.00

o o
(= < JF< 1]

Skilled Nursing Facility $100.00

(<]
[«]

Outpatient Facility Fee (e.g., Ambulatory Surgery Center) $25.00

[«]
o

$25.00

Outpatient Surgery Physician/Surgical Services

Drugs

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

O00o0gg0o o oooly Ooo0o o |gao|jgoo
Oo0ogg0g o oooly o oo o gojgogo

[« JN< I« N« < ]
(= N« I« < N §

Specialty Drugs (i.e. high-cost)

Options for Additional Benefit Design Limits: Plan Description:

Set a Maximum on Specialty Rx Coinsurance Payments? O Name: [Input Plan Name]
Specialty Rx Coinsurance Maximum: Plan HIOS ID: [Input Plan HIOS ID]
Set a Maximum Number of Days for Charging an IP Copay? O Issuer HIOS ID: [Input Issuer HIOS ID]
# Days (1-10):
Begin Primary Care Cost-Sharing After a Set Number of Visits? []
# Visits (1-10):
Begin Primary Care Deductible/Coinsurance After a Set Number of [
Copays?
# Copays (1-10):
Output
Status/Error Messages: CSR Level of 94% (100-150% FPL), Calculation Successful.
Actuarial Value: 93.51%
Metal Tier: Platinum

NOTE: Service-specific cost-sharing is applying for service(s) with fac/prof components, overriding outpatient inputs for those service(s).
Additional Notes:

Calculation Time: 0.0664 seconds
Revised 2018 AV Calculator

****% 2018 STANDARD SILVER CSR 100-150% FPL PLAN (04/17/2017) *****



User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?
Desired Metal Tier

**¥%% 2018 STANDARD BRONZE PLAN (04/17/2017) *****

HSA/HRA Options |

Tiered Network Option

oooo@

| Bronze -

HSA/HRA Employer Contribution?

O

Tiered Network Plan?

O

| Tier 1 Plan Benefit Design Tier 2 Plan Benefit Design
Medical Drug Combined Medical Combined
Deductible ($) $4,000.00
Coinsurance (%, Insurer's Cost Share) 50.00%
MOOP ($) $7,150.00
MOOP if Separate ($)
Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Suhje:.t to S.ubject to Com.surance, if Copay, if Subje:.t to S.ubject to Com.surance, if Copay, if Copay applies only after deductible?
Deductible? Ci ? different separate Deductible?  Coinsurance? different separate

Medical (2] Y] N
Emergency Room Services [
All Inpatient Hospital Services (inc. MHSU) [ ]
Primary Care Visit to Treat an Injury or Iliness (exc. Preventive, and X-rays) [
Specialist Visit [
Mental/Behavioral Health and Substance Use Disorder Outpatient Services [ ]
Imaging (CT/PET Scans, MRIs) ]
Speech Therapy [ ]
[

Occupational and Physical Therapy

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services

X-rays and Diagnostic Imaging

Skilled Nursing Facility

gEE

Outpatient Facility Fee (e.g., Ambulatory Surgery Center)

Outpatient Surgery Physician/Surgical Services

Drugs

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

Specialty Drugs (i.e. high-cost)

OooogsE =

Options for Additional Benefit Design Limits:

Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:

Set a Maximum Number of Days for Charging an IP Copay?
# Days (1-10):

Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

Begin Primary Care Deductible/Coinsurance After a Set Number of
Copays?
# Copays (1-10):

o o g O

Output

Status/Error Messages:
Actuarial Value:

Metal Tier:

Additional Notes:

Calculation Time:
Revised 2018 AV Calculator

Calculation Successful.
61.44%
Bronze

0.0664 seconds

Plan Description:

Name: [Input Plan Name]
Plan HIOS ID: [Input Plan HIOS ID]
Issuer HIOS ID: [Input Issuer HIOS ID]

o o

[« ] <]

**¥k% 2018 STANDARD BRONZE PLAN (04/17/2017) *****

(= < JF< 1]
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User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR or Expanded Bronze AV Standard?

oooo@

***%% 2018 STANDARD BRONZE HSA COMPLIANT PLAN (04/17/2017) *****

| HSA/HRA Options |

Tiered Network Option

HSA/HRA Employer Contribution? [

Desired Metal Tier | Bronze -

Tiered Network Plan?

O

Tier 1 Plan Benefit Design

Medical

Tier 2 Plan Benefit Design

Medical

Drug Combined

Combined

Deductible ($) $5,500.00
Coinsurance (%, Insurer's Cost Share) 50.00%
MOOP ($) $6,550.00
MOOP if Separate ($)
Click Here for Important Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Suhje:.t to S.ubject to Com.surance, if Copay, if Subje:.t to S.ubject to Com.surance, if Copay, if Copay applies only after deductible?
Deductible? Ci ? different separate Deductible?  Coinsurance? different separate

Medical (2] Y] N
Emergency Room Services [
All Inpatient Hospital Services (inc. MHSU) [ ]
Primary Care Visit to Treat an Injury or Iliness (exc. Preventive, and X-rays) [
Specialist Visit ]
Mental/Behavioral Health and Substance Use Disorder Outpatient Services [ ]
Imaging (CT/PET Scans, MRIs) ]
Speech Therapy [ ]
[

Occupational and Physical Therapy

Preventive Care/Screening/Immunization

Laboratory Outpatient and Professional Services

X-rays and Diagnostic Imaging

Skilled Nursing Facility

EEE
o o

Outpatient Facility Fee (e.g., Ambulatory Surgery Center)

(<]

Outpatient Surgery Physician/Surgical Services

[«]

Drugs

Generics

Preferred Brand Drugs

Non-Preferred Brand Drugs

Specialty Drugs (i.e. high-cost)

OooogsE =

Options for Additional Benefit Design Limits:

Plan Description:

Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:

Set a Maximum Number of Days for Charging an IP Copay?
# Days (1-10):

Name: [Input Plan Name]
Plan HIOS ID: [Input Plan HIOS ID]
Issuer HIOS ID: [Input Issuer HIOS ID]

Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):

Begin Primary Care Deductible/Coinsurance After a Set Number of
Copays?
# Copays (1-10):

o o g O

Output

Status/Error Messages:
Actuarial Value:

Metal Tier:

Additional Notes:

Calculation Time:
Revised 2018 AV Calculator

Calculation Successful.

60.87%
Bronze

0.0586 seconds

***k% 2018 STANDARD BRONZE HSA COMPLIANT PLAN (04/17/2017) *****
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