COVERED CALIFORNIA 2027 Plan Summary
SMALL BUSINESS Covered California for Small Business
Blue Shield 025 PCP (PPO) (OON) = Outof Network Kaiser PCP 0/25 PCP(HMO) . *
‘ShamOR5PCP Blue Shield 0125 PCP (Trio HMO, Access +) KaisetW10PCP Al | - yajcar 250/35 PCP Alt (HMO)
(Perfomance HNG) Blue Shield 0/15 PCP Sharp 0/25 PCP (Premier HMO) (HMO)
(OON)
Service Type Tn-Network Out-of- Network Tn-Network
IC
Individual Deductible (fany) 50 (Al Carirs) $0 (Al ) 28 %
$2,000 £
Family Deductible (if any) $0 (Al Cariers) s $0 (Al Carriers) o .
£
50 (A Cariers) S0 (A Carras)
Preventive Care/Screening/ Immunization Not Covered o ® 2
Primary Care Visitto treat aninjury, ilness or $25 (Al Carries) $25 (Al Carriers)
condifon 50% Coirsurance ater 82 m
deductble 50
$25 (A Cartens) $25 (Al Carres)
Other Practifioner Office Visit 50%Coinsurance dter 5 =
deductble $10
$40 (AllCarrer) $40 (Al Carrers)
Speciaist Visit 50% Coimsurance ater & &
deductble 0
S0 (Al Carrer) 50 (AT Cariers)
Prenatal Care and Preconception Visit 50%Coirsurarce dter % £
deductble £l
525 (A Carrers) $25 (Al Carrer)
Urgent Care 50%Coirsurance dfer L &
deductble 50
$25 (Al Carrers) $20 (Al Carrers)
Laboratory Tests 50%Coirsurarce dter E 0 %
deductble
$45 (All Carrers) $35 (Al Carres)
X-Rays and Diagnostic Imaging 50%Coirsurance dter 0 = L
deductble
EmergencyRoomFadilityFee $250 (All Carriers) $250 (AllCariers) 25 %0
(waived if admitted) 25 20
EmergencyRoom Physician Fee (waived if admitied) $0 (Al Cariers) NoCharge $0 (Al Cariers) 0 0 0
$150 (Al Cariers)
EmergencyMedical Transportation $150 (Al Carers) $15 $15 $150 £l
10% (Al Carris) . o s
Kaiser: $135 40 e
50%Colrstrance ater
Outpatient Surgery Fadiiity Fee (eg., ASC) P $100 (Al otherCariers)
10% (Al Carriers) Kaiser. NoCharge
Outpatient Physician/ Surgeon Fee 50%Coinsurarce after $35 (All cther Carriers) o ° &
deductble
10% (Al Carrirs) 10% (Al Carrers)
Outpatent Visit 50%Coirsuance dter £l i L
deductble
’ 5 $0 (Al Cariers)
Inpatient Physician/ Surgeon Fee 10% (Al Carters) 50%Coinsurance after Ed i L
deductble
10% (Al Carr
Inpatient Facility Fee (eg. hospital room) % (Al Caers) 50% Coinsurance ater $300 Copay per day (up to5 days) (All Carrers) $500 Copay per admt $500 Per Stay after deductible %
deductble
10% (A Carries)
Durable Medical Equipment 50%Coinsurarce after 10% (ANl Carrirs) 10% 1% L%
deductble
T5% (AT Carres)
Imaging (CT/PET scans, MRIs) 50%Coinsuarce ater $150 AllCaries) $150 $150 0
deductble
Blue Shield Access +andTrio Level A: $10 .
. ) b s 0
Tier 1 (Generic Drugs) $10(Al Cartes) Not Corered R et 5D
Ti $30 (Al Carres) i i : = $0
er 2(Preferred Brand Drugs) Not Covered Blue Shield Access +and Trio LevelA: $25 20
Blue Shield Trio; Level BS40
$25 (Al other Cariers)
Blue Shield Access +and Trio Level A: $40 @ -
y $40 (Al Carrrs) Blue Shield Trio: Level BS60
Tier 3 (Nonpreferred Brand Drugs)
(Nonpr rugs) Not Covered Kaiser: $25 20
$40 (Al other Cariers)
) ) 10% (up t0$250 per script) (Al Carers
Tier 4 (Specialty Drugs) 10% up to §250 per script (Al Carien Not Corered (uptoS250 persripl) ) ™ 104 Corsunnc s Oios e i)
(up to $250 per Script)
$0 Kaser
Mental/Behavior Health Outpafient Office Visits. $25 (Al Carrirs) 50% Coinstrance ater $25 (Al oher Cariers) 0 0 =
deductble
- - $0 (Al Carers)
MentalBehavior Health Inpatient Physician Fee 10% (Al Carres) 50%Coinstrarce after 0 0
deductble %




10% (All Carrirs)
MentalBehavior Health InpatientFadiity Fee 50% Consurance after $300 Copay per day (up to5days) (AllCarrers) $500 Copay per admit $500 Per Stay after deductitle o
deducible
$0 Kaser
SubstanceUse Disorder Oufpatient Office Visits $25 (Al Carrers) 50% 00"2“3';&5;:5 $25 (Al otherCariers) o o =
y 0 (All Carriers)
10% (All o o
Substance Use Inpafient Physician Fee 0% (Al Carrers) 50% Cmrsd:;mﬁeblaﬁs % 0 0
etble
10% (Al Carrirs)
SubstanceUselnpafientFacilityFee(eg., hospita 50%Coinsurarce der $300 Copay per day (upto5days) (All Carrers) $500 Copay per adnt $500 Per Stay after deducitle &
reom deductble
Kaiser: Bundled
Pediatic Dentd Pediatrc Dertal Embedded PediatrcDertal Embedded Alother Carriers: Embedded Bundied Bundled Embedded
MAXIMUM OUT-OF-POCKET FOR ONE $5,000 (AllCarrers) Blue Shield: $10,000 $5,000 (All Carriers) $4,800 $5,200 $5,500
& ) $11,000
MAXIMUM QUT-OF-POCKET FORFAMILY $10,000 (Al Carriers) Blue Shield: $20,00 $10,000 (All Carrers) $9,600 $10400
Thi fers’ Ev ’ " sine at requested i i SeniceC
855-777-6782.

Notes

] Any and dl costsharing payments for in-network covered services apply o the in-network outoFpocket maximum. If a deductible applies to the in-network service, cost sharing payments for all in-network services accumulate toward the in-network deductible. In-network servicesindude services

provided by an outof-network provider butare approved as in-network by the issuer.

| For covered outofnetwork servicesin aPPOplan, these PatientCentered Benelit Plan Designs do i sharing, deductible,or maxi f

) Cost-sharing payments for drugs that arenot on-fommulary but are approved :exmmlons accumile v the Pla'snntwork utofpoclat madimum.

n] Forplans exceptHDHPs, in coverage other than self-only coverage, d,is limited to In coverage other than self-only coverage, an individual’sout of ibution is limited to
M'al'amnllly y outof. i meussuerpays il coss fo covered servlceshr all family members.

5] For HDHPs, inotherthan self- ge, an individual's eductble, if required, mustbe the higher of (1) idud coverageor (2) th

calendaryear or inflafon acjusted amounts o Health Savings Accounts (HSAS), issued pursuant i section 223 of e Interna Revenue Code. In coverage other than self-only coverage,

pocket amounts. See the applicable PPO's Evidence of Coverage or Policy.
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