COVERED

FORSMALLBUSINESS

Service Type

*Health Net 0/15 (PPO)
+Blue Shield 0/15 ™ (PPO)

*Sharp 0/15 (Performance HMO)

In-Network

(OON) = Out of Network

*Health Net 0/15 (OON)
*Blue Shield 0/15 ***(OON)

Out-of- Network
Health Net: $1,000

2019 Plan Summary

Covered California for Small Business

+Kaiser 0/15 (HMO)
*CCHP 0/15 (HMO)

*Blue Shield 0/15 (Trio HMO)

*Sharp 0/15 (Premier HMO)

In-Network

(OON) = Out of Network

*Health Net 250/15 Alt (EnhancedCare PPO)

In-Network

Out-of-Network

Light shading indicates plan benefit
change from prior year.

*Kaiser 0/10 Alt (HMO)

In-Network

Individual Deductible (if any) $0 Blue Shield: §0 $0 $250 $1,000 $0
. o Health Net: $2,000
Family Deductible (if any) $0 Blue Shield: 50 $0 $500 $2,000 $0
F ive Care/ No Charge 100% No Charge No Charge 100% No Charge
Primary Care Visit to treat an injury, illness, or Health Net:
¢ i s ! $15 50% Coinsurance after deductible $15 $15 50% Coinsurance after deductible $10
ondition Blue Shield 50%
Health Net:
Specialist Visit $30 50% Coinsurance after deductible $30 $30 50% Coinsurance after deductible $20
Blue Shield 50%
Health Net:
Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductible No Charge No Charge 50% Coinsurance after deductible No Charge
Blue Shield 50%
Health Net:
Urgent Care $15 50% Coinsurance after deductible $15 $30 50% Coinsurance after deductible $10
Blue Shield 50%
Health Net:
Laboratory Tests $15 50% Coinsurance after deductible $15 $30 50% Coinsurance after deductible $20
Blue Shield 50%
Health Net:
X-Ray and Diagnostic Imaging $30 50% Coinsurance after deductible $30 $30 50% Coinsurance after deductible $40
Blue Shield 50%
Emergency Room Facility Fee % Coi % Coi deductbl
(walved if admitted) $150 $150 $150 10% after 10% after $200
Emergency Room Physician Fee
(waived if admitted) No Charge No Charge No Charge No Charge No Charge No Charge
Emergency medical transportation $150 $150 $150 10% Coi after 10% Coi after deductibl $150
Health Net:
Outpatient Surgery Facility Fee (e.g.,ASC) 10% 50% Coinsurance after deductible $100 10% Coi after 50% Coi after deductib $300
Blue Shield 50%
Health Net:
Outpatient Physician/Surgeon Fee 10% 50% Coinsurance after deductible $25 10% Coi after 50% Coi after deductib No Charge
Blue Shield 50%
Health Net:
Inpatient Physician/Surgeon Fee 10% 50% Coinsurance after deductible No Charge 10% Coi after deductible | 50% Coi after deductibl No Charge
Blue Shield 50%
Health Net:
Inpatient Facility Fee (e.g. hospital room) 10% 50% Coinsurance after deductible $250 Copay per day (up to 5 days) 10% Coi after 50% Coi after deductib $500 per admission
Blue Shield 50%
" . " Health Net: 100% o o (i . o o
Durable Medical Equipment 10% Blue Shield: 50% 10% 10% Coinsurance after deductible 100% 10%
Health Net:
Imaging (CT/PET scans, MRIs) 10% 50% Coinsurance after deductible $75 10% Coi after 50% Coi after deductib $150
Blue Shield 50%
Tier 1 (Generic Drugs) $5 100% $5 $5 100% $5
Tier 2 (Preferred Brand Drugs) $15 100% $15 $30 100% $15
i o $25
Tier 3 (Nonpreferred Brand Drugs) $25 100% Kaiser$15 $50 100% $15
Tier 4 (Specialty Drugs) 10% (up to $250 per script) 100% 10% (up to $250 per script) 10% 100% 10% (up to $250 per script)
. Health Net:
Mental/Behavior Health Outpatient Office Visits estiNogiStiar JoClae 50% Coinsurance after deductible s 10% Coi after 50% Coi after $10
Blue Shield: $15 Blue Shield: 50% Sharp: No Charge
Health Net:
Mental/Behavior Health Inpatient Physician Fee 10% 50% Coinsurance after deductible No Charge 10% Coi after 50% Coi after No Charge
Blue Shield: 50%
Health Net:
Mental/Behavior Health Inpatient Facility Fee 10% 50% Coinsurance after deductible $250 Copay per day (up to 5 days) 10% C after 50% Coi after $500 Copay per admission
Blue Shield: 50%
. Health Net:
Substance Use Disorder Outpatient Office Visits ezt R Sh_arp._ o @iEgs 50% Coinsurance after deductible | $15 10% Coi after 50% Coil after $10
Blue Shield: $15 Blue Shield: 50% Sharp: No Charge
Health Net:
Substance Use Inpatient Physician Fee 10% 50% Coinsurance after deductible No Charge 10% Coil after 50% Coi after No Charge
Blue Shield: 50%
Substance Use Inpatient Facility Fee (e.g. hospital Health Net:
9 10% 50% Coinsurance after deductible $250 per day (up to 5 days) 10% Coi after 50% Coi after $500 Copay per admission
room) Blue Shield: 50%
CCHP, Sharpe, Blue Shield: Pediatric
Embedded Pediatric Dental Pediatric Dental Embedded Pediatric Dental Embedded Dental Embedded Pediatric Dental Embedded Pediatric Dental Embedded Not Embedded
Kaiser: Not Embedded
Health Net: $9,000
|MAXIMUM OUT-OF-POCKET FOR ONE $3,350 Blue Shield : $6,700 $3,350 $3,600 $9,000 $3,000
MAXIMUM OUT-OF-POCKET FOR FAMILY $6,700 HealtiHELS 15,000 $6,700 $7,200 $18,000 $6,000

Blue Shield: $13,400

Please Note: This document is a high level benefit overview and is not i

lasa

for the Evid

Small Business Customer Service Center at 855-777-6782.

" Deductible applies after 1st three non-preventative visits
" Up to $500 per scrint after pharmacy deductible

" Blue Card Proaram available for Out-of-State emplovee coverage

Notes

of Coverage (EOC) which can be viewed online at www.coveredca.com or requested from the Covered California for

1) Any and all cost-sharing payments for in-network covered services apply to the out-of-pocket maximum. If a deductible applies to the service, cost sharing payments for all in-network services accumulate toward the deductible. Innetwork services include services provided by an out-
of-network provider but are approved as in-network by the issuer.

2) For covered out of network services in a PPO plan, these Patient-Centered Benefit Plan Designs do not

cost sharing,

or maxi out-of-pocket amounts. See the applicable PPO’s Evidence of Coverage or Policy.

3) Cost-sharing payments for drugs that are not on-formulary but are approved as exceptions accumulate toward the Plan’s in-network out-of-pocket maximum.
4) For plans except HDHPs, in coverage other than self-only coverage, an individual's payment toward a deductible, if required, is limited to the individual annual deductible amount. In coverage other than self-only coverage, an individual’s out of pocket contribution is limited to the
individual's annual out of pocket maximum. After a family satisfies the family out-of-pocket maximum, the issuer pays all costs for covered services for all family members.

5) For HDHPs, in other than self-only coverage, an individual's payment toward a deductible, if required, must be the higher of (1) the specified
procedure for the 2019 calendar year for inflation adjusted amounts for Health Savings Accounts (HSAs), issued pursuant to section 223 of the Internal Revenue Code. In coverage other than self-only coverage, an i

out of pocket maximum.

COVERED CALIFORNIA FOR SMALL BUSINESS  P.0. BOX

BEACH, CA 02658

amount for i

10/31/2018

ge or (2) the minimum deductible amount for family coverage specified by the IRS in its revenue

I's out of pocket

is limited to the individual's annual
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COVERED CALIFORNIA FOR SMALL BUSINESS.

Service Type

FORSMALLBUSINESS

*Health Net 0/30 (PPO)
+Blue Shield 0/30 (PPO)

*Sharp 0/30 (Performance
HMO)

In-Network

(OON) = Out of Network

+Health Net 0/30 (OON)
+Blue Shield 0/30 (OON)

Out-of-Network

Health Net: $2000

2019 Plan Summary

Covered California for Small Business

(OON) = Out of Network

*Health Net 750/10 Alt (Value PPO)

In-Network

Out-of-Network

(OON) = Out of Network

Health Net 1000/30 Alt (EnhancedCare PPO)

In-Network

Out-of-Network

+Kaiser 0/30 (HMO)
+CCHP 0/30 (HMO)
*Blue Shield 0/30 (Trio HMO)
*Sharp 0/30 (Premier HMO)

In-Network

Light shading indicates plan
benefit change from prior year.

+Kaiser Gold 500/30 Alt (HMO)

In-Network

Blue Shield : 50%

Individual Deductible (f any) N S0 $750 $2250 $1,000 52,000 B $500
] . Health Net: $4,000
Family Deductible (f any) N R $1,500 $4500 52,000 $4,000 B $1,000
Preventative CarelScreening! Immunization No Charge 100% No Charge 100% No Charge 100% No Charge No Charge
Primary Care Visit to treat an injury, illness or Health Net: 50% Coinsurance after
: 0 50% Coinsurance after deductble $10 50% Goinsurance after deductble $30 530 530
condition deductble
Blue Shield : 50%
Healih Net: 50% Coinsurance after
Specialst Visit $55 50% Cainsurance aftr deductible | $30 Copay after deducible | 50% Coinsurance aftr deductble $50 e $55 535
Blue Shield : 50%
Health Net: 50% Coinsurance after
Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductble No Charge 50% Goinsurance after deductble No Charge » Consuranc No Charge No Charge
Blue Shield : 50%
Healih Net: 50% Coinsurance after
Urgent Care $30 50% Cainsurance aftr deductible | $30 Copay after deducible | 50% Coinsurance aftr deductble $50 e ) 530
Blue Shield : 50%
Health Net: 50% Coinsurance after
Laboratory Tests $35 50% Coinsurance after deductble. | $20 Copay afer deductile | 50% Coinsurance aftr decuctibe $30 ¢ Consurarc 535 520
Blue Shield : 50%
Healih Net: 50% Coinsurance after
X-Rays and Diagnostic Imaging $55 50% Colnsurance aftr deductible | $20 Copay after deducible | 50% Coinsurance aftr deductble §35 e $55 $40
Blue Shield : 50%
Room Facilty Fee 30% Coinsurance affer | 30% Coinsurance after ]
e o $325 5325 $250 Copay after deductble | $250 Copay after deductble onsurano onsuenc 5325 $250 Copay ater decuctble
i""'::“'"::)‘y Room Physician Fee (waived if No Charge No Charge No Charge No Charge No Charge No Charge No Charge No Charge
; 30% Coinsurance after | 30% Cainsrance after )
Emergency Medical Transportation $250 $250 $250 Copay after deductble |  $250 Copay after deductle 2 $250 $250 Copay after deductble
dedluctble deductble
Health Net: 30% Coinsurance after 30% Coinsurance after | 50% Coinsurance after
(Outpatient Surgery Facility Fee (e.g., ASC) 2% 50% Coinsurance after deductble o 50% Coinsurance after deductible a $300 $600 Copay after deductble
e e o eductvle dedluctble deductible
Heallh Net 30% Cor f 30% Coinsurance after | 50% Cainstrance after
(Outpatient Physician/ Surgeon Fee 20% 50% Coinsurance after deductible oinsurance after | 50y, coinsurance after deductiole| 207 “ONSUra” ‘“ afte o Colnsuray |°e afte $40 No Charge
ity decluctle decuctible deductvle
Heallh Net 30% Cor f 30% Coinsurance after | 50% Cainstrance after
Inpatient Physician/ Surgeon Fee 20% 50% Coinsurance after deductible oinsurance after | 50y, coinsurance after deductiole| 207 “ONSUra” ‘“ afte 6o Coinsuray |°e afte No Charge No Charge
ity decluctle decuctible deductvle
Health Net: ’ -
' 30% Consurance after |, | 30% Consurance ater | 50% Cainsurance after 5600 day (upto § days) after
Inpatient Facilty Fee (e.g. hospital room) 2% 50 Canurare ey i e 50% Cainsurance aftr deductible e onuane $600/ day (p to'5 days) iptose
o . Health Net:100% 30% Coinsurance after . 30% Coinsurance after
Durable Medical Equipment 2% Hoall Net 100% onsurano 100% onsurano 100% 20% 20%
Heallh Net: 50% Coinsurance after :
\maging (CTIPET scans, MRIs) 2% deductivle $150 Copay after deductible | 50% Colnsurance after deductible] 2% c“"‘s“'?"fe after | 50% °°'“5“’a"l°e after $275 $300 Copay after deductible
Bl decluctle deductble
Tier 1 (Generic Drugs) $15 100% $10 100% $15 100% 515 515
Tier 2 (Preferred Brand Drugs) §55 100% $25 Copay after deductve 100% $30 100% 555 550
Tier 3 (Nonpreferred Brand Drugs) §75 100% $50 Copay after deductve 100% $50 100% s 550
30% Casurance after o
Tier 4 (specialty Drugs) 20% (up 10 $250 / script) 100% deductible 100% 05980 st 100% 20% (up o $250 / scrpt) 20% (up t0 $250 scrpt)
(49 10$250 / scrpt {up 108250  spl
Health Net, Sharp: No Charge Health Net: 50% Coinsurance after $30
Mental/Behavior Health Outpatient Office Visits . Sharp: No Charge | 5, Goinsurance after deductible $10 50% Coinsurance after deductble 530 g ) 530
Blue Shied: $30 neurapce ale o deductible Sharp: No Charge
Healh Net 30% Cainsurance after 30% Coinsurance ater | 50% Coinsurance afler
Mental/Behavior Health Inpatient Physician Fee 20% 50% Cainsurance aftr deductble e 50% Cainsurance aftr deductible e ansuren No Charge No Charge
e eductvle eductvle eductible
Mental/Behavior Health Inpatient Facilty Fee 2% SR I Lo TS E S Pp————— L 5600 day 5600 cay
P Y e decluctile o decluctible decuctible (upto 5 days) (4p10/$3,000 acmission)
Health Net, Sharp: No Charge Health Net: 50% Coinsurance after $30
Substance Use Disorder Outpatient Office Visits . Sharp: No Charge | 5, Goinsurance after deductible $10 50% Coinsurance after deductble 530 g ) 530
Blue Shied: $30 e Al o deductible Sharp: No Charge
Healh Net 30% Cainsurance after 30% Coinsurance ater | 50% Coinsurance afler
Substance Use Inpatient Physician Fee 2% 50% Cainsurance aftr deductble e 50% Cainsurance aftr deductible e o No Charge No Charge
e eductvle eductvle eductible
N Healh Net )
Substance Use Inpatient Facilly Fee (e.g., " 30% Coinsurance after |, 30% Coinsurance ater | 50% Coinsurance afler 5600 day
oo oont 2% 50% Cainsurance aftr deductble onurarc 50% Cainsurance aftr deductible onurero onuanc $600/ day (up to'5 days) 00105 o o ol

CCHP, Blue Shield:
Pediatric Dental Embedded

Blue Shield: $25,100

Embedded Pediatric Dental Pediatric Dental Embedded Pediatric Dental Embedded Pediatric Dental Embedded |  Pediatric Dental Embedded ~[Pediatric Dental Embedded| Pediatric Dental Embedded Not Embedded
Kaiser: Not Embedded
Health Net: $14,400
MAXIMUM OUT-OF-POCKET FOR ONE $7,200 e D $7,150 $14,300 $7,200 $14,400 $7,200 $7,000
MAXIMUM OUT-OF-POCKET FOR FAMILY $14,400 Hea N 328 500 $14,300 $28,600 $14,400 $28,800 $14,400 $14,000

Please Note: This document is a high level benefit overview and is not intended as a substitution for the Evi

855-777-6782.

* Deductible applies after 1st three non-preventative visits

*Up to $500 per script after pharmacy deductible
***Physician referred
Notes

idence of Coverage (EOC) which can be viewed online at www.coveredca.com or requested from the Covered California for Small Business Customer Service Center at

1) Any and all cost-sharing payments for in-network covered services apply to the out-of-pocket maximum. If a deductible applies to the service, cost sharing payments for all in-network services accumulate toward the
deductible. Innetwork services include services provided by an out-of-network provider but are approved as in-network by the issuer.
2) For covered out of network services in a PPO plan, these Patient-Centered Benefit Plan Designs do not determine cost sharing, deductible, or maximum out-of-pocket amounts. See the applicable PPO’s Evidence of

Coverage or Policy.

3) Cost-sharing payments for drugs that are not on-formulary but are approved as exceptions accumulate toward the Plan’s in-network out-of-pocket maximum.
4) For plans except HDHPs, in coverage other than self-only coverage, an individual's payment toward a deductible, if required, is limited to the individual annual deductible amount. In coverage other than self-only
coverage, an individual’s out of pocket contribution is limited to the individual's annual out of pocket maximum. After a family satisfies the family out-of-pocket maximum, the issuer pays all costs for covered services for all

family members.

5) For HDHPs, in other than self-only coverage, an individual's payment toward a deductible, if required, must be the higher of (1) the specified deductible amount for individual coverage or (2) the minimum deductible
amount for family coverage specified by the IRS in its revenue procedure for the 2019 calendar year for inflation adjusted amounts for Health Savings Accounts (HSAs), issued pursuant to section 223 of the Internal
Revenue Code. In coverage other than self-only coverage, an individual's out of pocket contribution is limited to the individual’s annual out of pocket maximum.

P.O. BOX 7010 | NEWPORT BEACH, CA 92656  WWW.COVEREDCA COMFORSMALLBUSINESS
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Light shading indicates plan benefit

covero | FOR SMALL BUSINESS 2019 Plan Summary sitver Page 1 of 2 e e sy

Covered California for Small Business

(OON) = Out of Network (OON) = Out of Network

+Kaiser Silver 2000/45 (HMO)
“Health Net 2000/45 (PPO) *Health Net 2000/45 (OON) +CCHP Silver 2000/45 (HMO) *Health Net 2000/55 Alt(EnhancedCare PPO) +Kaiser 1000155 Alt (HMO)
“Blue Shield 2000/45 (PPO) Blue Shield 2000/45 (OON) +Sharp 2000/45 (Premier HMO)

+Sharp 2000/45 (Performance HMO) +Blue Shield 2000/45 (Trio HMO)

Service Tvpe In-Network Out-of-Network In-Network In-Network Out-of-Network In-Network

Individual Deductible (1 any) $2,000 Medical $200 Pharmacy $4,000 Medical i y y $4.000 1,000 Medical $250 Pharmacy
Family Deductible (if any) $4,000 Medical $400 Pharmacy $8,000 Medical i y s y $8,000 52,000 Medical $500 Pharmacy
Preventative CarelScreeningfimmunization No Charge 100% NoCharge No Charge 100% No Charge

Primary Care Vistto treat an injury, llness or condition 5 50% Cainsurance after deductible 845 $55 50% Coinsurance afer Deductle §55

Specalist Visit $80 50% Cainsurance after deductible $80 §75 50% Coinsurance afer Deductle §75

[Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductible No Charge. No Charge. 50% Coinsurance after Deductible No Charge

Urgent Care: 5 50% Cainsurance after deducible 845 §75 50% Coinsurance afer Deductle §55

Laboratory Tests $40 50% Coinsurance afler deducible 840 $40 50% Coinsurance afer Deductble 550

X-Rays and Diagnostic Imaging §75 50% Cainsurance after deductble §75 $65 50% Coinsurance afterDeducible $70

[Emergency Room Faclity Fee

v i ot $350 $350 5350 40% Coinsurance afte deductle deductble

[Emergency Room Physician Fee

(waived if admittec) No Charge No Charge No Charge 40% Coinsurance after deductible 40% Coinsurance after deductible No Charge
[Emergency Medical Transportation $250 Copay ate deductble: $250 Copay afterdeductile 40
Outpatient Surgery Facility Fee (e.g. ASC) 2% 50% Coinsurance after deductible 2% 40 Deductible 36% Coinsurance after deductble
(Outpatient Physician! Surgeon Fee 2% 50% Coinsurance afler deducible 0% 40 Deducible 35% Coinsurance after deductble
2% a0
Inpatient Physician/Surgeon Fee 20% Cainsurance after deductible 50% Cainsurance after deducible e e P Deducible 35% Coinsurance after deductble
Fee (e.g, hospital room) 20% Cainsurance after deduciible 50% Cainsurance after deducible 40 Deducible 35% Coinsurance after deductble
. ea "
Durable Medical Equipment 2% Bloe ek 50 Coneance afer decuctble A% 40% Coinsurance afer deductle 100% 3%
Imaging (CTIPET scans, MRIs) 2% 50% Cainsurance after deducible 5300 a0 0 Deductvle 350 Copay afterdeductivle
Tier 1 (Generic Drugs) st hamacy dictble 100% $15 Copay afer pharmacy deducible §15 100% 530
" $55 Copay "
Tier 2 Preferred Brand Drugs) e hormaey dcictile 100% $55 Copay afer pharmacy deductble $65 100% $75 Copay afer deducible
Tier 3 (Nonpreferred Brand Drugs) $85 Copey 100% Kaiser: $55 cox afer deductble $85 100% 75 Copay afer deducte
after pharmacy deductble g

(up to $250/scipt afer phammacy deductible)

20% Coinsurance after deductible:

) 0% 20% (p 05250 s aferphamacy
Tier 4 (Specialty Drugs) (upt0/$250  scrptafer phamacy deducte) 100% (upt0/$250/ scrptafter phamacy deductbe) 40% Coinsurance afer deductle 100 deductvle
MentalBehavioral Health OutpatientOffice Visis e S0% Cainsuranc afer eductble - 555 50% Cainsurance afer Deducible 555

th Inpatient Physician Fee 20% Cainsurance afer deductble S0% Cainsuranc afer eductble B a9
MentalBehavior Health Inpatent Facliy Foe 20% Cainsurance afer deductble S0% Cainsuranc afer eductble i : a0
Substance Use Disorder Outpatient Office Visits ;Z:m;‘wg:m 50% Cansurance after deductble sha m:n e §55 50% Coisurance afer Deductble §55
Substance Use Disorder npatient Physician Fee 20% Cainsurance afer deductble S0% Cainsuranc afer eductble s 20% o e doducte a9 %

y 20% Cainsuranc afer deductble S0% Cainsuranc afer eductble a9
CCHP, Sha, Blue il
Embedded Pediatric Dental Pedatic Dental Embedded Pediatic Dental Embecided Pedatric Dental Embedded Embedded Embedded Not Embedded
Keisr:Not Embecdded

[MAXIMUM OUT-OF-POCKET FOR ONE $7,550 a’l'::"shnms;zgo §7,550 §7.350 14700 $7,850
MAXIMUM OUT-OF-POCKET FOR FAMILY 515,100 $15100 $14.700 29400 $15100

Blue Shield: $25,100
Please Note: This document is a high level benefit overview and is not il asa itution for the Evi of Coverage (EOC) which can be viewed online at www.coveredca.com or requested from the Covered
California for Small Business Customer Service Center at 855-777-6782.

* Deductble applies after 15t three non-preventative visits
*Up to $500 per script after pharmacy deductible
*** Physician Referred

Notes

1) Any and all cost-sharing payments for in-network covered services apply to the out-of-pocket maximum. If a deductible applies to the service, cost sharing payments for all in-network services accumulate toward the deductible. Innetwork
services include services provided by an out-of-network provider but are approved as in-network by the issuer.

2) For covered out of network services in a PPO plan, these Patient-Centered Benefit Plan Designs do not determine cost sharing, deductible, or maximum out-of-pocket amounts. See the applicable PPO’s Evidence of Coverage or Policy.
3) Cost-sharing payments for drugs that are not on-formulary but are approved as exceptions accumulate toward the Plan’s in-network out-of-pocket maximum.

4) For plans except HDHPs, in coverage other than self-only coverage, an individual's payment toward a deductible, if required, is limited to the individual annual deductible amount. In coverage other than self-only coverage, an individual's
out of pocket contribution is limited to the individual’s annual out of pocket maximum.

After a family satisfies the family out-of-pocket maximum, the issuer pays all costs for covered services for all family members.

5) For HDHPs, in other than self-only coverage, an individual's payment toward a deductible, if required, must be the higher of (1) the specified deductible amount for individual coverage or (2) the minimum deductible amount for family
coverage specified by the IRS in its revenue procedure for the 2019 calendar year for

inflation adjusted amounts for Health Savings Accounts (HSAs), issued pursuant to section 223 of the Internal Revenue Code. In coverage other than self-only coverage, an individual’s out of pocket contribution is limited to the individual's
annual out of pocket maximum.

COVERED CALIFORNIAFOR SMALL BUSINESS  P.0. BOX 7010 | NEWPORT BEACH, CA 62058 WWW COVEREDCA COMFORSMALLBUSINESS 10/31/2018 Pagel



FORSMALLBUSINESS 2019 Plan Summary v pagaz orz | Lok shadingindicate plan bonef
Covered California for Small Business. change from prior year.
(OON) = Out of Network (OON) = Out of Network
+Health Net HDHP 1350/40 Alt (PPO) +Kaiser HDHP 2500/20% (HMO) *Health Net 1700/30 Alt (Value PPO)
“Health Net HDHP 1350140 Alt(EnhancedCare PPO) +Sharp Premier HDHP 2500/20% (HMO) “Kaiser 1800/55 Alt(HMO) - NEW 2019
Service Tvoe In-Network Out-of-Network In-Network In-Network In-Network Out-of-Network
$2,500 Itegrated
Individual Deductible (if any) $1,350 $2,700 Kaiser: $1,800 Medical/$350 Pharmacy $1,700 $3.400
(62700 f envolled with famiy coverage)
[Family Deductible (if any) $2,700 $5,400 85,000 Integrated $3,600 Medical/$700 Pharmacy $3400 $6,800
Preventative Care/Screening/mmunization No Charge 100% No Charge No Charge NoCharge 100%
[Primary Care Visit to treat an injury,iiness or condition deducble 20% $55 530 50% Coinsurance afer deductble
Specialist Visit ‘deductible 20% $75 50% deductible
Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductible No Charge No Charge No Charge 50% Coinsurance after deductible
Urgent Care deductble 20% §55 opa 50% deductble
Laboratory Tests 30% Coinsurance after deductible 2% deductible $50 Copay after deductible deductible
X-Rays and Diagnostic Imaging 30% Coinsurance after deductible 2% deductible $55 Copay after deductible deductible
[Emergency Room Facillty Fee y
(waived if admittec) 30% Coinsurance after deductible 2% deductible 45% Coinsurance after deductible $300 Copay after deductible $300 Copay after deductible
Kaiser.
[Emergency Room Physician Fee 20% Coinsurance afer deductle
(waived if admitted) 30% Coinsurance after deductible 30% Coinsurance after deductible 3 No Charge No Charge No Charge
Deductible
[Emergency Medical Transportation 30% Coinsurance after deductible 20% 45% $300 Copay after deductible $300 Copay after deductible
Outpatient Surgery Facility Fee (e.g., ASC) 30% Coinsurance afterdeductile 5 20% 459
Outpatient Physician’ Surgeon Fee. it 5 20% . B
Inpatient Physician/Surgeon Fee 30% Coinsurance after deductible 5 20% 45%
Fee (e.g., hospital room) 30% Coinsurance after deductible 5 20% 45%
Durable Medical Equipment 30% Coinsurance after deductible 100% 20% Coinsurance after deductible 45% 40% Coinsurance after deductible 100%
imaging (CTIPET scans, MRIs) 30% Coinsurance afterdeductile 50% Coinsurance after deductble 20% opa opa eductble
- N 20% Coinsurance after deductible
Tier 1 (Generic Drugs) $19 Copay afer deductble 100% (oo S350smpt e el det) 530 $15 100%
. 20% Coinsurance after deductible
 Tier 2 (Preferred Brand Drugs) $40 Copay after deductible 100% (up o $250iscript afer medica decucibe) $75 Copay afer deductible $55 Copay afer deductible 100%
- 20% Coinsurance after deductible
1 o0
ier 3 (Nonpreferred Brand Drugs) $60 Copay afer deductle 00% e e 575 Capay afer deductible $85 Copay afer deductible 100%
- 30% Coinsurance after deductible 20% Coinsurance after deductible 40% Coinsurance after deductible
Tior 4 (Specialty Drugs) (upto $250/script) 100% (up o §250iscript ater medicaldeductible) 2% Coinsurance after deductble (up o $250script {up o $250iscrpt) 100
Kaiser:
[ Mental/Behavioral Health Outpatient Office Visits ‘dedu $55 $30 50% Coinsurance after deductible
o No e
y: Fee 30% Coinsurance after deductible 2% 45Y
[ Mental/Behavior Health Inpatient Facility Fee 30% Coinsurance after deductible deduc 45Y%
Kaiser.
[Substance Use Disorder Outpatient Office Visits 30% Coinsurance after deductible ‘deductible $55 $30 50% Coinsurance after deductible
Sharp: No Charge:
Substance Use Disorder Inpatient Physician Fee 30% Coinsurance after deductible deduc 45Y%
ty 30% Coinsurance after deductible 20% 45Y%
‘Sharp:
[Embedded Pediatric Dental Embedded Embedced Pedatric Dental Embedded Not Embedded Embedded Embeded
Kaiser: Not Embedded
[MAXIMUM OUT-OF-POCKET FOR ONE $6,550 $13,100 $6,650 $7,550 $7,150 $14,300
MAXIMUM OUT-OF-POCKET FOR FAMILY $13,100 $26,200 $13,300 $15,100 $14,300 $28,600

Please Note: This document is a high level benefit overview and is not intended as a substitution for the Evidence of Coverage (EOC) which can be viewed online at www.coveredca.com or requested from the Covered California for Small
Business Customer Service Center at 855-777-6782.

* Deductble applies after 15t three non-preventative visits
*Up to $500 per script after pharmacy deductible
*** Physician Referred

Notes

1) Any and all cost-sharing payments for in-network covered services apply to the out-of-pocket maximum. If a deductible applies to the service, cost sharing payments for all in-network services accumulate toward the deductible. Innetwork
services include services provided by an out-of-network provider but are approved as in-network by the issuer.

2) For covered out of network services in a PPO plan, these Patient-Centered Benefit Plan Designs do not determine cost sharing, deductible, or maximum out-of-pocket amounts. See the applicable PPO’s Evidence of Coverage or Policy.
3) Cost-sharing payments for drugs that are not on-formulary but are approved as exceptions accumulate toward the Plan’s in-network out-of-pocket maximum.

4) For plans except HDHPs, in coverage other than self-only coverage, an individual's payment toward a deductible, if required, is limited to the individual annual deductible amount. In coverage other than self-only coverage, an individual's
out of pocket contribution is limited to the individual’s annual out of pocket maximum. After a family satisfies the family out-of-pocket maximum, the issuer pays all costs for covered services for all family members.

5) For HDHPs, in other than self-only coverage, an individual's payment toward a deductible, if required, must be the higher of (1) the specified deductible amount for individual coverage or (2) the minimum deductible amount for family
coverage specified by the IRS in its revenue procedure for the 2019 calendar year for

inflation adjusted amounts for Health Savings Accounts (HSAs), issued pursuant to section 223 of the Internal Revenue Code. In coverage other than self-only coverage, an individual’s out of pocket contribution is limited to the individual's
annual out of pocket maximum.
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COVERED CALIFORNIA FOR SMALL BUSINESS

Service Type

FORSMALLBUSINESS

*Health Net 6300/75 (PPO)
*Blue Shield 6300/75 (PPO)

*Sharp 6300/75 (Performance HMO)

In-Network

2019 Plan Summary

Covered California for Small Business

*Health Net 6300/75 (OON)
*Blue Shield 6300/75 (OON)

Out-of-Network
Health Net: $12,600 Medical

*Kaiser 6300/75 (HMO)
+*CCHP 6300/75 (HMO)

In-Network

*Kaiser HDHP 6000/40% (HMO)
*Sharp HDHP 6000/40% (Premier

HMO)
*CCHP HDHP 6000/40% (HMO)

In-Network

Light shading indicates plan benefit
change from prior year.

(OON) = Out of Network

*Health Net HDHP 5600/15 Alt (PPO)
*Health Net HDHP 5600/15 Alt (EnhancedCare PPO)

In-Network

Out-of-Network
$11,200

(if any) 6,300 Medical/ $500 Pharmacy Blue Shield: $6,300 Medical $6,300 Medical/ $500 Pharmacy $6,000 Integrated $5,600

Family Deductible (if any) $12,600 Medical/ $1,000 Pharmacy ;izltshh’iﬁs: iﬁszze%%,hwnggl $12,600 Medicall $1,000 Pharmacy §12,000 Integrated $11,200 $22400
P C: No Charge 100% No Charge No Charge No Charge 100%
Primﬂy care visitto treat an injury, iliness or $75 Copay with deductible* 50% Coinsurance after deductible §$75 Copay with deductible* 40% Coinsurance after deductible $15 Copay after deductible 50% Coinsurance after deductible

visit $105 Copay after deductible* 50% Coinsurance after deductible $105 Copay after deductible” 40% Coinsurance after deductible $30 Copay after deductible 50% Coinsurance after deductible
Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductible No Charge No Charge No Charge 50% Coinsurance after deductible
Urgent Care $75 Copay after deductible* 50% Coinsurance after deductible $75 Copay after deductible* 40% Coinsurance after deductible $30 Copay after deductible 50% Coinsurance after deductible
Laboratory Tests $40 50% Coinsurance after deductible $40 40% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible

X-Rays and Diagnostic Imaging

100% Coinsurance after deductible

Health Net: 100% Coinsurance after
deductible

Blue Shield:50% Coinsurance after
deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Room Facility Fee (waived if

100% Coinsurance after deductible

100% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

20% Coinsurance after deductible

Room Physician Fee (waived if

No Charge

No Charge

No Charge

No Charge after deductible

20% Coinsurance after deductible

20% Coinsurance after deductible

Medical

100% Coinsurance after deductible

100% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

20% Coinsurance after deductible

Outpatient Surgery Facility Fee (e.g., ASC)

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Outpatient Physician/Surgeon Fee

100% Coinsurance after deductible

Health Net: 100% Coinsurance after
deductible

Blue Shield:50% Coinsurance after
deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Physician/Surgeon Fee

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Facility Fee (e.g. hospital room)

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Durable Medical Equipment

100% Coinsurance after deductible

100%

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

100%

Imaging (CT/PET scans, MRIs)

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Facility fee

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

Tier 1 (Generic Drugs) 100% Coinsurance after deductible* 100% 100% Coinsurance after deductible* 40% Coinsurance after deductible ** $5 Copay after deductible 100%
Tier 2 (Preferred Brand Drugs) 100% Coinsurance after deductible™ 100% 100% Coinsurance after deductible™ 40% Coinsurance after deductible ** $15 Copay after deductible 100%
Tier 3 (Nonpreferred Brand Drugs) 100% Coinsurance after deductible* 100% 100% Coinsurance after deductible* 40% Coinsurance after deductible ** $40 Copay after deductible 100%
——
Tier 4 (Specialty Drugs) 100% Coinsurance after deductible™ 100% 100% Coinsurance after deductible™ 40% Coinsurance after deductible ** 2% Comszjur;r:gzggg)r deductible 100%
Outpatient ofﬁce'\'llie:ill'sh BE:ag:igz_"$s7gavr£€hN:Eg:;g; 50% Coinsurance after deductible $75 Copay after deductible* 40% Coinsurance after deductible $15 Copay after deductible 50% Coinsurance after deductible
Inpatient physici:::e.': 100% Coinsurance after deductible 50% Coinsurance after deductible 100% Coinsurance after deductible 40% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible
|!npatient physician fee
Health

50% Coinsurance after deductible

Use Disorder
Outpatient office visits

Health Net, Sharp: No Charge
Blue Shield: $75 with deductible*

50% Coinsurance after deductible

$75 Copay after deductible*

40% Coinsurance after deductible

$15 Copay after deductible

50% Coinsurance after deductible

Use Inpatient Physician Fee

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Use Inpatient Facility Fee
|(e.g. hospital room)

100% Coinsurance after deductible

50% Coinsurance after deductible

100% Coinsurance after deductible

40% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Kaiser: Not Embedded

Kaiser: Not Embedded

Pediatric Dental Pediatric Dental Embedded Pediatric Dental Embedded Sharp: Embedded Sharp: Embedded Embedded Embedded
Health Net: $15,100
OUT-OF-POCKET FOR ONE $7.550 St ol550, $7.550 $6,650 $6,550 $13,100
Health Net: $30,200
OUT-OF-POCKET FOR FAMILY $15,100 S Saein0 $15,100 $13,300 $13,100 $26,200
Please Note: This document is a high level benefit overview and is not intended as a substitution for the Evidence of Coverage (EOC) which can be viewed online at www. com or ted from

the Covered California for Small Business Customer Service Center at 855-777-6782.

* Deductible waived first three visits

**Up to $500 per scriot after pharmacv deductible

*** Physician referred
Notes

q

1) Any and all cost-sharing payments for in-network covered services apply to the out-of-pocket maximum. If a deductible applies to the service, cost sharing payments for all in-network services accumulate toward the

deductible. Innetwork services include services provided by an out-of-network provider but are approved as in-network by the issuer.

2) For covered out of network services in a PPO plan, these Patient-Centered Benefit Plan Designs do not determine cost sharing, deductible, or maximum out-of-pocket amounts. See the applicable PPO'’s Evidence of

Coverage or Policy.

3) Cost-sharing payments for drugs that are not on-formulary but are approved as exceptions accumulate toward the Plan’s in-network out-of-pocket maximum.
4) For plans except HDHPs, in coverage other than self-only coverage, an individual's payment toward a deductible, if required, is limited to the individual annual deductible amount. In coverage other than self-only
coverage, an individual’s out of pocket contribution is limited to the individual’s annual out of pocket maximum.

After a family satisfies the family out-of-pocket maximum, the issuer pays all costs for covered services for all family members.
5) For HDHPs, in other than self-only coverage, an individual’s payment toward a deductible, if required, must be the higher of (1) the specified deductible amount for individual coverage or (2) the minimum deductible
amount for family coverage specified by the IRS in its revenue procedure for the 2019 calendar year for inflation adjusted amounts for Health Savings Accounts (HSAs), issued pursuant to section 223 of the Internal
Revenue Code. In coverage other than self-only coverage, an individual’s out of pocket contribution is limited to the individual’s annual out of pocket maximum.
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