COVERED CALIFORNIA
SMALL BUSINESS.

Service Type

Blue Shield 500 /30 PCP (PPO)
Sharp500 /30 PCP (Performance HMO)

TnNetwak

2027 Plan Summary

Blue Shield 325/40 PCP (Trio HVI O,

Network Access+)
Blue Shield Sharp 325/40PCP (Premier HMO)
500/30 PCP Kaiser 325/40 (HMO)

(0oN)

Out-oFNetwork

Covered California for Small Business

Kaiser 0/50 PCPAIt
(HM0)

Kaiser 1000/45 PCP Alt (HM O)

Kaiser HDHP 2000/15%
T

Al
PCP (HMO)

Kaiser 500/35 PCP ALT

(HMO)

Individual Deductible (F ary) $500(All Carriers) $2,000 15325 (Al Carriers)
EY $1,000/$250 Pharmacy $2,000 $500 $1,000Medicl/$500 Pharmacy
Famiy Deductible (if any) $1000 (AllCarriers) $4,000 $650 (A Garrirs)
EY $2,000/$500 Pharmacy $4,000 $1,000 $2,000Medical/$1000Pharmacy
Preventive Gare/Screening/ 50 (AllCarriers) Not Covered S0 (AllCarriers) 0 0 EY 0 0
Immuneation
Primary Care Visittotreat aninjury, $30 (AllCarriers) 50% Coinsurance: SA0(AICarriers) 45 15%Corsurance
illnessor ~ condition after deductible 550 after deductible =5 S0
Other Practitioner Office Visit $30 (AllCarriers) 50% Consurance SAO(AI Carrers) $50 E3 15%Corsurance 535 Ed
after deductible after deductible
SpecialstVisit '$60 (AllCarriers) 50% Coinsurance S0l Carrers) E3 60 15%Coirsurance S0 60
afer deductible after deductible
Prenatl Gre and Preconception Visit 50 (AllCarriers) S Consurance 50 (AllCarriers) E3 B © % £
after deductible
Urgent Gare $30 (AllCarriers) 50% Coinsurance SAO(AI Carriers) $50 45 15% Consurance $35) $50
after deductible after deductible
Laboratory Tests. S25(AlCarriers) 50% Coinsurance SA0(AICarriers) B 35 15% Consurance B3 Ed
after deductible after deductible
X-Rays and Diagnostic Imagirg $65(AlCarriers) 50%Coinsurance $60(Al Carriers) $50 S0 15% Consuance 960 0
after deductible after deductible
Emergency RoomFacility. Coinsurance $300Copay after deductible (All Garriers) $300 Copay after deductible
Fee (waivedifadmitted) 20% Coinsuranceatter deductble (All Gariers) after deductible %0 350 after deductible 350
Emergency Room Physican S0 (AllCarriers) 0 S0 (AllCarriers) 0 0 15% Coinsurance 0 0
Fee (wavedif admittzd) after deductible
Emergency MedialTransportation 207% Consurance $250Copay after deductible (All Garrirs) rsurane
20% Coinswance after_dedudible (Al Carriers) after deductible 5250 $350 after deductible $350 0
OutpatientSurgery Facity Fee (e, 50% Coinstrane Kaiser: $350 $400 Copayater deductibe
ASQ 20%(Al Carriers) after deductible $300 Copay after deductible (AllOther $400 after deductible $400 Copay after deductible $500 Copay after deductible
Carriers)
Outpatient Physican/ SurgeonFee 50%Coinsirance Kaiser: 50 E) E) 15% Coinsurance after deductibe SOCopayater deductible 0
20%(Al Carriers) after deductible $50 (AllOther Carriers)
Outpatient Visit 50%Coinstrane 20l Carriers) 15% Corswanceafter ceductiie E)
2%l Carriers) after deductible £ EY 2%
Tnpatient Physician/ Surgeon Fee 50%Coinstrane 30 (Al Carriers) 15% Corswanceafter ceductiie E)
2% Goisurance afier_decuctible (All Gariers) after deductible 0 0 ©
InpatientFacilty Fee (e.g. hospital 50%Coinsirance $600/Day (uptoS days)after deductible (All $600/day (uptos days) $600/day (upto$ days) after deductibe 1% Corswance after deductible 5600 Copay per Day (uptos $500/Day (uptos _days)
roam) 2% Gosurance afier decuctible (All Cariers) after deductible Carriers) days)after deductible after ceductible
Durabk MedcalEqupment 24l Carriers) 50%Coinstrane 20%(AliCarriers) TS%Gosuane
after deductible % 27 after deductible 2% %
Tmaging (CT/PET s@ns, MAS) 20l Carriers) 50%Coinsurance 350 Copay after deductible (A1l Garrirs) TSGosurane S0
after deductible 250 50 after deductible 50
Tier 1 (GenericOrugs) BlueShieldLevel A $20, level B $25 Not Covered Blue Shield Level A $15, Level & $20
Sharp:s20 $15(al other Carriers) s15 s15 $15Copay after deductble $15 s10
Tier 2(PreferredBrand Drigs) Blue Shield Level A- $50, Level & $70 Not Covered BlueShieldLevel A $50, level & $70 $50after pharmacy deductible $50after pharmacy deductible
Sharp: $50 $50 (Allother Carriers) $50 $45 Copay after deductble 550
Tier 3 (Nonpreferred Brand Drugs) Blue ShieldLevel A $80, Level B $110 Not Covered Blue Shield Level A $70, Level & $100 $50after pharmacy deductible ‘$75after pharmacy deductibe
Sharp:$80 Kaiser: $50 $50 $45Copay after deductble S50
STO(Al other Garrers)
Tier 4 (Specalty Drugs) Blue Shield Level A 20% Level B20% up to Not Covered Blue Shield Level A 20% Level B20% up to 20%Coimsurance 1% Coinsuranc 20%Coinsura
$250per scriptafter deductble $250per scriptafter deductble after pt y ot after 20% Coinsrance (up to after deductible (up to$250/script)
Sharp: 20% (Up 1o $250/sarbt) 20% (Up to $250/script) (All other Carriers) 50/script)
Menta/Behavior Health Outpatient $30 (AllCarriers) 50%Coinstrane Kaiser: $0
Office Visits after deductible 540 (AllOther Carriers) EY 0 1% Corswanceafter deductie EY 0
Mental/Behavior Health Inpatient 50%Coinsurance S0 (Al Carriers) EY
PhysicanFee 20% Coirsuranceafter deductible (AllCarriers) after deductible EY EY 1% Corsuanceafter deductie EY
Mental/Behavior Health Inpatient 50%Coinstrane $600/Day (upto5 days)atter deductible (ATl
Facility Fee 20% Coinsuranceafter deductible (All Carriers) after deductible Carriers) $600/day (uptoS days) $600/day (upto5 days)after deductible 15% Corstrance after deductible $600 Copay per Day (upto5 $500/Day (uptoS days) after
daysafter deductible) deductible
Substance Use Disorder Outpatient $30 (AllCarriers) 50% Coinsurance Kaiser: 0
Office Vit after deductible $40 (AllOther Carriers) 0 0 15% Comsurance after deductible 0 $40
Substance Use Inpatient Physican Fee 50%Coinstrane 50 (AllCarriers) EY E)
20% Coirsuranceafter deductible All Carriers) after deductible £ EY 15% Corsurance after deductble
Substance UseInpatient
Facility Fee (e.g, hospital 20% Colnsuranceafter deductibl Al Carrers) 50%Coinsirance $600/Day (uptoS days)after deductible (Al 15% Corsurance after deductble $600Copay per Day (uptoS $500/Day (upto’ days) after
room) after deductible Carriers) $600/day (uptoS5 days) $600/day (upto$5 days)after deductible days)after deductible deductible
Pedatric Denal
Pedatrc Dental Embedded PedatriDental Kaiser: Bundled Bundled Bundled Bundled Bundled Pedatri DentaEmbedded
Embedded Peditric Dental Embedded
(Al other Carriers)
MAXIMUM OUT-OF-POCKET FOR ONE $8,600 (AllCarriers) $17,200 $8,600 (AllCarriers)
$9,500 $9,500 $5,00 59,500 $8,500
MAXIMUM OUT-OF-POCKET FORFAMILY $34,400 $17,200 (Al Carriers)
17,200 (Al Carriers) $19,000 $19,000 $10,000 $19,000 $17,000
Please Note * Evidence ofCoverage (EO( which can be viewed on-line at com orrequested from small Busi Service at855-777-6782.
Notes
1] Any and all cost- twork pply fo theis f- i If a deductibl lies to the kservice, for twork deductible. In-network services include
services provided by an outof- jider but are approved as ir y the issuer.
3 For covered outofnetwork servicesin aPPOplan, these PatientCentered Benefit Plan Designs do t sharing, deductble, or pocket amounts. See the appli Policy.
§) Cost-sharing payments for drugs that arenot on-formulary but are approved as exceptions accumulate foward the Plan’s in-network outofpocket maximum.
4 Forpl , il ther than self- ge, an indi ible, ifrequired, is limited indivic In ge other than selfonly coverage, anindividua's out of pocket contribution is limited to the individual's

g
annua outof pocket maximum. After a famil

y
ly satisfies the family out-of-po

dual’
cket maximum, theissuer pays all cost

ts for covered services for all family members.

5| ForHDHPs,in otherthan self-only coverage, an individua’s payment toward ifrequired, mustbe the higher of (1) fori 2,
the 2027 calendar year forinflation adjusted amounts for Health Savings A )i on 2230f In outof
maximum.

COVERED CALIFORNA SMALL BUSINESS PCBOX 7010 NEWPORTBEACH,CA 92658 WIWW.COVEREDCA COMIFORSVALLBUSINESS

amount for family coverage specified by helRS inits revenue procedure for
ibution is limited to the individuaP's annual out ofpocket

920%


http://www.coveredca.comorrequested/
http://www.coveredca.com/FORSMALLBUSINESS

	Please Note This document does not supersede the carriers' Evidence of Coverage (EOC) documents, which can be viewed on-line at www.coveredca.com or requested from the Covered California for Small Business Customer Service Center at 855-777-6782.

