COVERED CALIFORNIA 2020 Plan Summary Light shading indicates plan benefit
SMALL SINESS Covered California for Small Business Changeltion prlogyea
(OON) = Out of Network +Kaiser 0/15 (HMO) (OON) = Out of Network
*Health Net 0/15 (PPO) *Blue Shield 0/15 (Trio HMO)
*Blue Shield 0/15(PPO) <Health Net 0/15 (OON) *Oscar 90 0/15 (EPO) *Kaiser 0/10 Alt (HMO)
+Sharp 0/15 (Performance HMO) +Blue Shield 0/15 (OON) *Sharp 0/15 (Premier HMO) *Health Net 250/15 Alt (EnhancedCare PPO)
Service Tvpe In-Network Out-of- Network In-Network In-Network Out-of-Network In-Network
Individual Deductible (if any) $0 $1,000 $0 $250 $1,000 $0
Family Deductible (if any) $0 $2,000 $0 $500 $2,000 $0
100%
Care/ No Charge Health Net: 50% Coinsurance after No Charge No Charge 100% No Charge
deductible

Primary Care Visit to treat an injury, illness, or Condition $15 50% Coinsurance after deductible $15 $15 50% Coinsurance after deductible $10
Other Practitioner Office Visit $15 50% Coinsurance after deductible $15 $15 50% Coinsurance after deductible $10
Specialist Visit $30 50% Coinsurance after deductible $30 $30 50% Coinsurance after deductible $20
Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductible No Charge No Charge 50% Coinsurance after deductible No Charge
Urgent Care $15 50% Coinsurance after deductible $15 $30 50% Coinsurance after deductible $10
Laboratory Tests $15 50% Coinsurance after deductible $15 $30 50% Coinsurance after deductible $20
X-Ray and Diagnostic Imaging $30 50% Coinsurance after deductible $30 $30 50% Coinsurance after deductible $40
Emgrgel]cy Ro.om Facility Fee $150 $150 $150 10% Coinsurance after deductible 10% Coinsurance after deductible $200
(waived if admitted)
Emergency Room Physician Fee No Ch: No Ch: No Ch " " 1 " " No Ch
(waived if admitted) lo Charge lo Charge lo Charge 10% Coinsurance after deductible 0% Coinsurance after deductible lo Charge

medical $150 $150 $150 10% Coinsurance after deductible 10% Coinsurance after deductible $150
Outpatient Surgery Facility Fee (e.g.,ASC) 10% 50% Coinsurance after deductible $100 10% Coinsurance after deductible 50% Coinsurance after deductible §300
Outpatient Physician/Surgeon Fee 10% 50% Coinsurance after deductible $25 10% Coinsurance after deductible 50% Coinsurance after deductible No Charge
Outpatient Visit 10% 50% Coinsurance after deductible 10% 10% Coinsurance after deductible 50% Coinsurance after deductible $20
Inpatient Physician/Surgeon Fee 10% 50% Coinsurance after deductible No Charge 10% Coinsurance after deductible 50% Coinsurance after deductible No Charge
Inpatient Facility Fee (e.g. hospital room) 10% 50% Coinsurance after deductible $250 Copay per day (up to 5 days) 10% Coinsurance after deductible 50% Coinsurance after deductible $500 per admission
Durable Medical Equipment 10% 50% Coinsurance after deductible 10% 10% Coinsurance after deductible 100% 10%
Imaging (CT/PET scans, MRIs) 10% 50% Coinsurance after deductible $75 10% Coinsurance after deductible 50% Coinsurance after deductible $150

N N 100 $5 1 100%
Tier 1 (Generic Drugs) % 00% Blue Shield: Level A $5, Level B $10 B 00% %
i 1 100% 100% 1
Tier 2 (Preferred Brand Drugs) $15 00% Blue Shield: Level A $15, Level B $30 $35 00% $15
$25
Tier 3 (Nonpreferred Brand Drugs) $25 100% Kaiser:$15 $60 100% $15
Blue Shield: Level A $25, Level B $45
Tier 4 (Specialty Drugs) 10% (up to $250 per script) 100% 10% (up to $250 per script) 10% (up to $250) 100% 10% (up to $250 per script)
Mental/Behavior Health Outpatient Office Visits $15 50% Coinsurance after deductible ) $15 $15 50% Coinsurance after deductible $10
Sharp: No Charge
Mental/Behavior Health Inpatient Physician Fee 10% 50% Coinsurance after deductible No Charge 10% Coinsurance after deductible 50% Coinsurance after deductible No Charge
Mental/Behavior Health Inpatient Facility Fee 10% 50% Coinsurance after deductible $250 Copay per day (up to 5 days) 10% Coinsurance after deductible 50% Coinsurance after deductible $500 Copay per admission
Substance Use Disorder Outpatient Office Visits $15 50% Coinsurance after deductible . $15 $15 50% Coinsurance after deductible $10
Sharp: No Charge
Substance Use Inpatient Physician Fee 10% 50% Coinsurance after deductible No Charge 10% Coinsurance after deductible 50% Coinsurance after deductible No Charge
Substance Use Inpatient Facility Fee (e.g. hospital room) 10% 50% Coinsurance after deductible $250 per day (up to 5 days) 10% Coinsurance after deductible 50% Coinsurance after deductible $500 Copay per admission
CCHP, Sharp, Blue Shield, Oscar:
Embedded Pediatric Dental Pediatric Dental Embedded Pediatric Dental Embedded Pediatric Dental Embedded Pediatric Dental Embedded Pediatric Dental Embedded Not Embedded
Kaiser: Not Embedded
z Health Net: $9,000
MAXIMUM OUT-OF-POCKET FOR ONE $4,500 Blue Shield : §9,000 $4,500 $3,800 $9,000 $3,000
z Health Net: $18,000

MAXIMUM OUT-OF-POCKET FOR FAMILY $9,000 Blue Shield: $18,000 $9,000 $7,600 $18,000 $6,000
Please Note: This document is a high level benefit overview and is not i asa 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.
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 toward the In-network 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 2020
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
SMALL BUSINESS

(@)

Service Type

“Health Net 250/25 (PPO)
+Blue Shield 250/25 (PPO)
«Sharp 250125
(Performance HMO)

In-Network

*Health Net 250125 (OON)
+Blue Shield 250125 (OON)

Out-of-Network

Health Net: $2,000

2020 Plan Summary

Covered California for Small Business

+Health Net 750/15 Alt (Value PPO)

In-Network

Out-of-Network

Health Net 1000/30 Alt (EnhancedCare PPO)

In-Network

Out-of-Network

Oscar 0/30 Alt (EPO)

In-Network

Health Net 0/30 Alt (PPO)

In-Network

Out-of-Network

+Kaiser 250125 (HMO)
*Blue Shield 250/25 (Trio HMO)
*Sharp 250/25 (Premier HMO)
Oscar 250/25 (EPO)

In-Network

Light shading indicates plan benefit
change from prior year.

+Kaiser Gold 500/30 Alt (HMO)

In-Network

Individual Deductible (if any) $250 Blue Shield: $1,000 $750 $2,250 $1,000 /$250 Pharmacy $2,000 $0 $0 $2,000 $250 $500
" i Health Net: $4,000
Family Deductible (if any) $500 Biue Shield: $2,000 $1,500 $4,500 $2,000 /$500 Pharmacy $4,000 $0 $0 $4,000 $500 $1,000
Health Net: 50% . "
Preventive Care/Screening/ Immunization No Charge Coinsurance after deductible No Charge EB B R T No Charge 100% No Charge No Charge 50% Coinsurance after No Charge No Charge
o deductible Deductible
Blue Shield: 100%
Primary Care Visit to treat an injury, illness 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
or condition 32 deductble B deductble 530 deductble $30 $30 Deducible o2 $30
. o Vigh 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
Other Practitoner Office Visit $2 deduciible $t6 decuciible $30 deducible $30 $30 Deductible §2 s
iolics Vici 50% Coinsurance after ” 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
Specialist Visit $50 deductible §30 Copay after deductible deductible §50 deductible $50 $50 Deductible $50 $35
1on Viek 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
Prenatal Care and Preconception Visit No Charge i No Charge e No Charge pilinte No Charge No Charge ettt No Charge No Charge
50% Coinsurance after ” 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
Urgent Care $25 deductible $30 Copay after deductible deductible $50 deductible $50 $50 Deductible $25 $30
50% Coinsurance after i 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
Laboratory Tests $25 deductible $25 Copay after deductible deductible $30 deductible $50 $30 Deductible $25 $20
" " N 50% Coinsurance after i 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after
X-Rays and Diagnostic Imaging $65 deductible $25 Copay after deductible deductible $40 deductible $50 $40 Deductible $65 $40
Emergency Room Facility Fee ; ; " " 30% Coinsurance after | 30% Coinsurance after " .
(waived if admitted) $250 after deductible $250 after deductible $250 Copay after deductible | $250 Copay after deductiblef deductible deductible $350 30% 30% $250 after deductible $250 Copay after deductible
Emergency Room Physician Fee (waived if " " 30% Coinsurance after 30% Coinsurance after o o
acmitted) No Charge No Charge No Charge after deductible | No Charge after deductible ‘deductible deductible No Charge 30% 30% No Charge No Charge
Emergency Medical Transportation $250 after deductible |  $250 after deductible | $250 Copay after deductible | $250 Copay after deductive| 0% C;:i‘mge after | 30% Cl;’;ﬁ‘;;"l:e after $350 30% 30% $250 after deductible $250 Copay after deductible
" i o 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after o o 50% Coinsurance after ”
Outpatient Surgery Facility Fee (e.g., ASC) 20% s ductble chctoe chctoe occtble 30% 30% Dedictble $300 $600 Copay after deductible
o 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after | 50% Coinsurance after o
Outpatient Physician/ Surgeon Fee 20% deductible ‘deductible ‘deductible ‘deductible deductible 30% 30% 30% $40 No Charge
o 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after | 50% Coinsurance after o 50% Coinsurance after o
(Outntlent Visit 2% deductble deductble deductble deductble deductble s o Deducible 2 %
20% Coinsurance after | 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after | 50% Coinsurance after o o 50% Coinsurance after
Inpatent Physictan/ Surgeon Fee deductble deductble deductble deductble deductble deductble o o Deducible NoCharge No Gharge
20% Coinsurance after | 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after | 50% Coinsurance after % % 50% Coinsurance after $600 / day $600 / day (up to 5 days) after
Inpatent Facilty Fee (e.g. hospital room) deductble deductble deductble deductble deductble deductble 0% 0% Deducible (4po 5 days) afer declctble deductble
o 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after o o 50% Coinsurance after o o
Durable Medical Equipment % deductble deductble deductble deductble 100% o o Deducible 2 %
o 50% Coinsurance after 50% Coinsurance after 30% Coinsurance after | 50% Coinsurance after o 50% Coinsurance after
Imaging (CT/PET scans, MRIs) 20% deductible $150 Copay after deductible deductible deductible eductible $200 30% Deductble $275 $300 Copay after deductible
i i o 9 9 $15
Tier 1 (Generic Drugs) $15 100% $15 100% §15 100% 5 5 100% Blue Shield: Level A $15,Level 8520 $16
y o i o i o o $50
Tier 2 (Preferred Brand Drugs) $50 100% $40 Copay after deductible 100% $40 after pharmacy deductible 100% $50 $40 100% Blue Shield: Level A $50, Level B §70 50
$80
Tier 3 (Nonpreferred Brand Drugs) $80 100% $70 Copay after deductible 100% $70 after pharmacy deductible 100% §75 $70 100% Kaiser: $50 $50
Blue Shield: Level A $80, Level B$110
30% Coinsurance after 30% Coinsurance after
Tier 4 (Specialty Drugs) 20% (up to $250 / script) 100%. deductible 100% pharmacy deductible 100% 30% (up to $250) 30% (up to $250) 100%. 20% (up to $250 / script) 20% (up to $250 / script)
(up to $250 / script) (up to $250 / script)
Health Outpatient Office 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after 50% Coinsurance after $25
Visits $25 deductible 15 deductible $30 deductible 0 0 Deductible Sharp: No Charge 0
Mental/Behavior Health Inpatient Physician | 20% Coinsurance after 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 20% 0% 50% Coinsurance after No Charge No Charge
Fee deductible deductible deductible deductible deductible deductible Deductible 9 9
Mental/Behavior Health Inpatient Facilty | 20% Coinsurance after | 503 Cainsurancealer | 30% Colnsurance afier | 50% Coinsurance after | 30% Coinsurance afler | 50% Consurance after - - 50% Coinsurance after $600/ day 000 day (upo 5 days)afer
Fee deductible deductible deductible deductible deductible deductible Deductible (up to 5 days) after deductible (up 10 $3,000  admission)
Substance Use Disorder Outpatient Office 25 50% Coinsurance after $15 50% Coinsurance after $30 50% Coinsurance after $30 $30 50% Coinsurance after $25 $30
Visits deductible deductible deductible Deductible Sharp: No Charge
" - 20% Coinsurance after | 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after o o 50% Coinsurance after
Substance Use Inpatient Physician Fee deductile deduciible deducible deduciible decuciible deducible 0% 0% Deductble No Charge No Charge
Substance Use Inpatient Facility Fee (e.g., | 20% Coinsurance after |  50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 30% Coinsurance after 50% Coinsurance after 20% 20% 50% Coinsurance after $600 / day $600/ day
hospital room) deductible deductible deductible deductible deductible deductible Deductible (up to 5 days) after deductible (up to 5 days) after deductible
CCHP, Blue Shield, Oscar:
- Pediatric Dental - - - . Pediatric Dental Pediatric Dental Pediatric Dental Pediatric Dental Pediatric Dental Embedded
Embedded Pediatric Dental Embedded Pediatric Dental Embedded | Pediatric Dental Embedded | Pediatric Dental Embedded | Pediatric Dental Embedded Embedded Embedded Embedded Embedded Not Embedded
Kaiser: Not Embedded
Health Net: $15,600
MAXIMUM OUT-OF-POCKET FOR ONE $7,800 Blue Shield: $12,850 $7,600 $15,200 $7,400 $14,800 $6,000 $7,400 $14,800 $7,800 $7,000
Health Net: $31,200
MAXIMUM OUT-OF-POCKET FOR FAMILY $15,600 St e $15,200 $30,400 $14,800 $29,600 $12,000 $14,800 $29,600 $15,600 $14,000
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.

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. In-network 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 2020 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
SMALL BUSINESS

Service Type

+Health Net 2250150 (PPO)
+Blue Shield 2250/50 (PPO)
+Sharp 2250/50 (Performance HMO)
Oscar 2250/50 (EPO)

In-Network

2020 Plan Summary

Covered California for Small Business

(OON) = Out of Network

*Health Net 2250150 (OON)
+Blue Shield 2250/50 OON)

Outof-Network

<Kaiser Silver 2250/50 (HMO)
+Sharp 2250/50 (Premier HMO)
+Blue Shield 2250/50 (Trio HMO)

In-Network

(OON) = Out of Network

+Health Net 2250/55 Alt (EnhancedCare PPO)

In-Network

Outof-Network

Light shading indicates plan benefit change from

+Kaiser 1650155 Alt (HMO)

In-Network

Individual Deductible (if any) $2,250 Medical/$300 Pharmacy $4,500 $2,250 Medicall $300 Pharmacy $2,250 Medical/$300 Pharmacy $4,500 $1,650 Medical/$350 Pharmacy
Family Deductible (if any) $4,500 Medical/$600 Pharmacy $9,000 $4,500 Medicall $600 Pharmacy $4,500 Medical/$600 Pharmacy $9,000 $3,300 Medical/$700 Pharmacy
Preventive Care/Screening/lmmunization No Charge _ 100% ’ No Charge No Charge 100% No Charge

Health Net: 50% Coinsurance after deductible
Primary Care Visittotreat aninjury,lness or §50 50% Colnsurance after deductble $50 $55 50% Coinsurance afer Deductible 555
Other Practitioner Office Visit $50 50% Coinsurance after deductible $50 $55 50% Coinsurance after Deductible $55
Specialist Visit $85 50% Coinsurance after deductible $85 $80 50% Coinsurance after Deductible $80
Prenatal Care and Preconception Visit No Charge 50% Coinsurance after deductible No Charge No Charge 50% Coinsurance after Deductible No Charge
Urgent Care $50 50% Coinsurance after deductible $50 $80 50% Coinsurance after Deductible $565
Laboratory Tests $40 50% Coinsurance after deductible $40 $40 50% Coinsurance after Deductible $25
X-Rays and Diagnostic Imaging $85 50% Coinsurance after deductible $85 $65 Copay after deductible 50% Coinsurance after Deductible $75 Copay after deductible
oy e $400 Copay after deductible $400 Copay after decluctile $400 Copay after deductible 40% Cosurance after deductible 40% Cosurance after deductile 40% Coinsurance afer deducible
Emergency Room Physician Fee No Charge No Charge No Charge 40% Coinsurance after deductible 40% Coinsurance after deductible No Charge
(waived if admitted)
Emergency Medical Transportation $250 Copay after deductible $250 Copay after deductible $250 Copay after deductible 40% Coinsurance after deductible 40% Coinsurance after deductible 40% Coinsurance after deductible
Outpatient Surgery Facility Fee (e.g., ASC) 20% 50% Coinsurance after deductible 20% 40% Coinsurance after deductible 50% Coinsurance after Deductible 40% Coinsurance after deductible
Outpatient Physician/ Surgeon Fee 20% 50% Coinsurance after deductible 20% 40% Coinsurance after deductible 50% Coinsurance after Deductible 40% Coinsurance after deductible
Outpatient Visit 20% 50% Coinsurance after deducible 20% 40% Coinsurance after deductible 50% Coinsurance after Deductible $80

20%

Inpatient Physician/Surgeon Fee

20% Coinsurance after deductible

50% Coinsurance after deductible

Kaiser: 20% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after Deductible

40% Coinsurance after deductible

Inpatient Facility Fee (e.g., hospital room)

20% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after Deductible

40% Coinsurance after deductible

Visits

Durable Medical Equipment 20% 50% Coinsurance after deductible 20% 40% Coinsurance after deductible 100%. 40%
Imaging (CT/PET scans, MRIs ) 20% 50% Coinsurance after deductible $300 40% Coinsurance after deductible 50% Coinsurance after Deductible $350 Copay after deductible
After pharmacy deductible:
Tier 1 (Generic Drugs) o ht‘rzn?":i p— 100% opay $19 100% 520
) Blue Shield: Level A $17, Level B §22
$65 Coy After pharmacy deductible:
Tier 2 (Preferred Brand Drugs) o e p:ey ductible 100% opay $65 Copay after pharmacy deductible 100% $75 Copay after deductible
Pl Y Blue Shield: Level A $65, Level B $90
After pharmacy deductible:
$90 Copay ° $90 chpay
Tier 3 (Nonpreferred Brand Drugs) after pharmacy deductible 100% Keiser: $65 copay $85 Copay after pharmacy deductible 100% §$75 Copay after deductible
Blue Shield: Level A $90 Level. B $130
. . 40% Coinsurance after pharmacy
Tier 4 (Specialty Drugs) . 20% i 100% 20% Coinsurance after deductible deductible 100% 20% (up to $250 / script) after pharmacy
(up to $250 / script after pharmacy deductible) (up to $250 / script after pharmacy deductible) (up 10 $250) deductible
Vental/Behavioral Health Outpatient Office $50 50% Coinsurance after deductible $50 $55 50% Coinsurance after Deductible $55
Blue Shield: $45

Mental/Behavior Health Inpatient Physician Fee

20% Coinsurance after deductible

50% Coinsurance after deductible

20%
Kaiser: 20% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after Deductible

40% Coinsurance after deductible

Mental/Behavior Health Inpatient Facility Fee

20% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after Deductible

40% Coinsurance after deductible

Substance Use Disorder Outpatient Office
Visits

$50
Blue Shield: $45

50% Coinsurance after deductible

$50

$55

50% Coinsurance after Deductible

$55

Substance Use Disorder Inpatient Physician
Fee

20% Coinsurance after deductible

50% Coinsurance after deductible

20%
Kaiser: 20% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after Deductible

40% Coinsurance after deductible

Substance Use Inpatient Facility Fee (e.g.,
hospital room)

20% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after Deductible

40% Coinsurance after deductible

Sharp, Blue Shield:

Embedded Pediatric Dental Peditric Dental Embedded Pediaric Dental Embedded Pediaric Dental Embedded Embedded Embedded Not Embedded
Kaiser: Not Embedded
Health Net; $15,600
MAXIMUM OUT-OF-POCKET FOR ONE $7,800 O Tr e $7.800 $7,850 $15,600 $7,800
MAXIMUM OUT-OF-POCKET FOR FAMILY $15,600 Health Net: $31,200 $15,600 $15,600 $31,200 $15,600

Blue Shield: $25,700

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.

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

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 2020

calendar year for

toward the ded

twork services include services provided by an out-of-network

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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SMALL BUSINESS

Service Type

COVERED CALIFORNIA

2020 Plan Summary

Covered California for Small Business

(OON) = Out of Network

*Health Net HDHP 1400/40% Alt (PPO)
*Health Net HDHP 1400/40% Alt (EnhancedCare PPO)

In-Network

Outof-Network

*Kaiser HDHP 2500/20% (HMO)
+Sharp Premier HDHP 2500/20¢

+Kaiser 1800/55 Alt (HMO)

Oscar 1500/50 Alt (EPO)

In-Network

prior year.

(OON) = Out of Network

+Health Net 1700/50

Alt (Value PPO)

Out-of-Network

Individual Deductible (if any) §$1,400 $2,800 $2,500 Self, $2,800 i enrolled as Family $1,800 Medical/$350 Pharmacy $1,500 $1,700 $3,400

Family Deductible (if any) $2,800 $5,600 $5,000 $3,600 Medical/$700 Pharmacy $3,000 $3,400 $6,800

Preventative 50% Coinsurance after deductible O o "

Care/Screening/lmmunization No Charge EnhancedCare: 100% No Charge No Charge No Charge No Charge 50% Coinsurance after deductible

Primary Care Visit to treat an njury, 40% Coisurance after deductible 50% Coinsurance afer deductble 20% Coinsurance afer deductle $55 550 550 50% Coinsurance atter deductble

illness or condition

Other Practitioner Visit 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible $55 $50 $50 50% Coinsurance after deductible

Specialist Visit 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible $75 $75 $75 Copay after deductible 50% Coinsurance after deductible

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

Urgent Care 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible $55 $75 $75 Copay after deductible 50% Coinsurance after deductible

Laboratory Tests 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible $25 Copay after deductible $75 $40 Copay after deductible 50% Coinsurance after deductible

X-Rays and Diagnostic Imaging 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible $55 Copay after deductible §75 $50 Copay after deductible 50% Coinsurance after deductible

mf;g:’:g d"r:"i‘:{;‘ dF)"""V Fee 40% Coinsurance after deductible 40% Coinsurance after deductible 20% Coinsurance after deductible 45% Coinsurance after deductible $750 40% Coinsurance after deductible 40% Coinsurance after deductble

Kaiser:

e ey Fee 40% Coinsurance after deducible 40% Colnsurance afer deduciible 20% Cosurance afer deducible No Charge No Charge 40% Coinsurance aftr deduciible 40% Colnsurance afer deductible
No Charae after Deductible

Emergency Medical Transportation 40% Coinsurance after deductible 40% Coinsurance after deductible 20% Coinsurance after deductible 45% Coinsurance after deductible $750 40% Coinsurance after deductible 40% Coinsurance after deductible

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

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

Outpatient Physician/ Surgeon Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

Outpatient Visit

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

$75

$50

40% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Physician/Surgeon Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Facility Fee (e.g., hospital
room)

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

50% Coinsurance after deductible

Durable Medical Equipment 40% Coinsurance after deductible Enhanced: 100% 20% Coinsurance after deductible 45% 50% Coinsurance after deductible 40% Coinsurance after deductible 50% Coinsurance after deductible
Imaging (CT/PET scans, MRIs ) 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible $350 Copay after deductible 50% Coinsurance after deductible 40% Coinsurance after deductible 50% Coinsurance after deductible
. . 20% Coinsurance after deductible
100% 100%
Tier 1 (Generic Drugs) $19 Copay after deductible (00 10 §250scrpt afer medical dedciie) $20 $25 $19
" i 20% Coinsurance after deductible " "
100% 100%
Tier 2 (Preferred Brand Drugs) $65 Copay after deductible 00% (up o $250scipt after mecical deductible) $75 Copay after pharmacy deductible $55 $65 Copay after deductible 100%
" i 20% Coinsurance after deductible " 40% Coinsurance after deductible
100% 100%
Tier 3 (Nonpreferred Brand Drugs) $85 Copay after deductible 00% (up o $250scipt after mecical deductible) $75 Copay after pharmacy deductible $125 (up 10 $250/script) 00%
N N 40% Coinsurance after deductible 20% Coinsurance after deductible 20% Coinsurance after pharmacy 50% Coinsurance after deductible 40% Coinsurance after deductible "
100% 1
Tier 4 (Specialty Drugs) (up to $250/script) 00% (up to $250script after medical deductible) deductible (up to $250/script (up to $250/script) (up to $250/script) 00%
MentallBehavioral Health Outpatient 40% Coisurance after deductible 50% Colnsurance after deductble 20% Coinsurance alfer deductle $55 $50 $50 50% Coinsurance afer deductble

Office Visits

Mental/Behavior Health Inpatient
Physician Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

Mental/Behavior Health Inpatient Facility
Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

|Substance Use Disorder Outpatient
Office Visits

40% Coinsurance after deductible

50% Coinsurance after deductible

Kaiser:
20% Coinsurance after deductible
Sharp: No Charge

$55

$50

$50

50% Coinsurance after deductible

Substance Use Disorder Inpatient
Physician Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

20% Coinsurance after deductible

45% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

50% Coinsurance after deductible

Substance Use Inpatient Facility Fee

(e.g., hospital room) 40% Coinsurance after deductible 50% Coinsurance after deductible 20% Coinsurance after deductible 45% Coinsurance after deductible 50% Coinsurance after deductible 40% Coinsurance after deductible 50% Coinsurance after deductible
Sharp:
Embedded Pediatric Dental Embedded Embedded Pediatric Dental Embedded Not Embedded Embedded Embedded Embedded
Kaiser: Not Embedded
MAXIMUM OUT-OF-POCKET FOR ONE $6,850 $13,700 $6,850 $7,800 $8,150 $7,800 $15,600
M:;:w" OUT-OF-POCKET FOR $13,700 $27,400 $13,700 $15,600 $16,300 $15,600 $31,200

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.coveredca.com or requested from the Covered California for Small Business Customer Service Center at 855-777-6782.

Notes

1) Any and all cost-sharing payments for in-network covered services apply to the out-of-pocket maxi Ifa

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 2020 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
SMALL BUSINESS

Service Type

*Health Net 6300/65 (PPO)
*Blue Shield 6300/65 (PPO)

+Sharp 6300/65 (Performance HMO)

In-Network

2020 Plan Summary

Covered California for Small Business

(OON) = Out of Network

*Health Net 6300/65 (OON)
*Blue Shield 6300/65 (OON)

Out-of-Network

+Kaiser 6300/65 (HMO)

In-Network

*Kaiser HDHP 6900/0% (HMO)
*Sharp HDHP 6900/0% (Premier

)
Oscar HDHP 6900/0% (EPO)

In-Network

Light shading indicates plan benefit

change from prior year.

(OON) = Out of Network

*Health Net HDHP 5600/20% Alt (PPO)
*Health Net HDHP 5600/20% Alt (EnhancedCare PPO)

In-Network

Out-of-Network

Individual Deductible (if any) $6,300 Medicall $500 Pharmacy :ﬁf;';:‘;f;g?gg m’g‘ $6,300 Medicall $500 Pharmacy $6,900 $5,600 $11,200

Family Deductible (if any) $12,600 Medical $1,000 Pharmacy ;ﬁ:‘gh’f:‘; %2152%%% ’\’cgg;‘:l $12,600 Medicall $1,000 Pharmacy $13,800 $11,200 $22400

Preventive Care/Screening/ Inmunization No Charge Health Net: 50% Cu:r?s?:fance after deductible No Charge No Charge No Charge Wil (}E?]igzﬁcm;r;cgaargﬁgg%udible
:;i:‘v:i?g):are visitto treat an injury iliness or $65 Copay with deductible* 50% Coinsurance after deductible $65 Copay with deductible* 0% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible
Other Practitioner Office Visit $65 Copay with deductible* 50% Coinsurance after deductible $65 Copay with deductible* 0% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible
Specialist visit $95 Copay after deductible* 50% Coinsurance after deductible $95 Copay after deductible* 0% Coinsurance after deductible 20% Coinsurance 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 $65 Copay after deductible* 50% Coinsurance after deductible $65 Copay after deductible* 0% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible
Laboratory Tests $40 50% Coinsurance after deductible $40 0% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible

X-Rays and Diagnostic Imaging

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Emergency Room Facility Fee (waived if
admitted)

40% Coinsurance after deductible

40% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

20% Coinsurance after deductible

Emergency Room Physician Fee (waived if

No Charge

No Charge

No Charge

No Charge after deductible

20% Coinsurance after deductible

20% Coinsurance after deductible

Emergency Medical Transportation

40% Coinsurance after deductible

40% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

20% Coinsurance after deductible

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

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Outpatient Physician/Surgeon Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Outpatient Visit

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Physician/Surgeon Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Facility Fee (e.g. hospital room)

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Durable Medical Equipment

40% Coinsurance after deductible

00%

Health Net: 50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible
EnhancedCare: 100%

Imaging (CT/PET scans, MRIs)

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Inpatient Facility fee

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

Tier 1 (Generic Drugs) $18 after pharmacy deductible 100% $18 after pharmacy deductible 0% Coinsurance after deductible $5 Copay after deductible 100%

Tier 2 (Preferred Brand Drugs) Wb LD I i) 100% 0% up 0 8500 per s e PIAMECH| o, Goinranceafer deductie $15 Copay after deductble 100%

Tier 3 (Nonpreferred Brand Drugs) Wb LD ‘;zrui:l;‘;e‘ S ETETER 100% PO UpDCETD d’:iruzcir;f; T 0% Coinsurance after deductible $40 Copay after deductible 100%

Tier 4 (Specialty Drugs) 40% up to $500 ;;zru m’; after pharmacy 100% 40% up to SSOOdZZL ;clr;:); after pharmacy| 0% Coinsurance after deductible 20% Cownsrjsrzgesggg; deductible 100%
g:r;:::éz::‘:‘f’lii‘:::?;r: Blue Shiel d,gz?al?‘p:,;:g ﬁ; deductible* 50% Coinsurance after deductible $65 Copay with deductible* SO;:/; rgzo;\;‘:‘::r::;aaﬂfgr%z%‘ﬁiﬁ 20% Coinsurance after deductible 50% Coinsurance after deductible
m::t?elﬁe::;::i::z? 40% Coinsurance after deductible 50% Coinsurance after deductible 40% Coinsurance after deductible 0% Coinsurance after deductible 20% Coinsurance after deductible 50% Coinsurance after deductible
Mental/Behavior Health

50% Coinsurance after deductible

Substance Use Disorder
Outpatient office visits

Health Net: $65

Blue Shield, Sharp: $65 with deductible*

50% Coinsurance after deductible

$65 Copay with deductible*

0% Coinsurance after deductible
Sharp: No charge after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Substance Use Inpatient Physician Fee

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

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

40% Coinsurance after deductible

50% Coinsurance after deductible

40% Coinsurance after deductible

0% Coinsurance after deductible

20% Coinsurance after deductible

50% Coinsurance after deductible

Sharp, Oscar: Embedded

Blue Shield: $25,700

Embedded Pediatric Dental Pediatric Dental Embedded Pediatric Dental Embedded Not Embedded L Embedded Embedded
Kaiser: Not Embedded
Health Net: $15,600
MAXIMUM OUT-OF-POCKET FOR ONE $7,800 Blue Shield: $12,850 $7,800 $6,900 $6,850 $13,700
MAXIMUM OUT-OF-POCKET FOR FAMILY $15,600 sl e 331,200 $15,600 $13,800 $13,700 527,400

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.

* Deductible waived first three non-preventive visits

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. In network 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 2020 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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