COVERED CALIFORNIA

COVERED CALIFORNIA 2027 Plan Summary
SMALL BUSINESS

Covered California for Small Business

BlueStield 250060 PCP (PPO)
Sharp 2500/60PCP
Perbrmance (HNO)

BlueShield 2500/60 PCP (PPO)

(0ON)=OutofNetwork

BlueShield HDHP PPO 2450/30% PCP
ALT

Kaiser 2500/60 PCP (HMO)
Shap 250060PCP (Premier HMO)
BlueShield 2500/60PCP (Trio
HMO, Access#)
WesternHealth Advantage 2500/60
PCP (HMO)

Kaiser HDHP 3200/25% PCPHMO)
‘Sharp Premier HDHP3200/25%
PCP (HMO)

Western Health Advantage
HDHP 3200/25% PCP (HMO)

Kaiser 2000/65HDHPAIt PCP
()

Kaiser 230065 Alt PCP (HMO)

Kaiser 340075 Alt PCP (HMO)

Indvidual Deductve (£ $2,500Medcal/S350Prarmacy (A Caries) 55000 S0 0 o) 200 52,300 Media$500 Pramacy o
Famiy Deductible (¥ ay) $5,000Medical/$700 Pharmacy (Al Carrers) 510,000 Prarmagy (Al Carers) 2400 (o ) 54000 54,80 Medcd/$1000 Pharmacy $6.800
prevetive Gare/sosening/immunizaton 50 Al arrrs) Not Covered © Solcamis) 0 icarir) © © °
Primary CareVisittotreat aninjury, linessor - condition D) 50% Coinsurance ater deductible 30% Coinsurance ater deductible $60(AIl Garriers) 25% Coinsurance after deductible. %5 %5 §75
(AllCarriers)
o o So00ml irers)
Otherprcstioner fice Vit S50 a1 Carirs) 50% Coimsrance ater deducible 30% Coimrance ater deducible 25% Comsurance terdeducive % @ o
Wicaries
$90 (All Carriers)
‘Specialist Vist S90(AI Garrers) 50% Coinsurance ater deductible 30% Coinsurance ater deductible 25% Coinsurance ater deductible $100 $100 $100
Wicaries
Premtal Gae and recomeption Visic o plaries) 0% Coimsrance ater deducive © iG] $oacarers) © © ©
S600 Grrers)
Urgent Gare M=z 50% Coinsurance ater deductible 30% Coinsurance ater deductible 25% Coinsurance ater deductible %5 %5 75
Wicaries
" S350 Garers)
Laboratory Tests ST ) 50% Coinsurance ater deductible 30% Coinsurance ater deductible 25% Coinsurance ater deductible 25 “s $45 Copay after deductible
Wicaries
o P 5% Copay aerceductie
Xays and Diagnostic ming & 0% Camsrance ater deducbe 30% Coimsrance ater deducibe 25% Comsuranc aterdeduce s ssoater
(AllCarriers) deciatle
EmergencyRoom FaciyFee 0% Cansrance st deducte W i) 0% Consurance ater deducble 30% Coimrance ater deducibe o o decce 5% Cansurance ater deducible
(walvedifadmived) Wicarirs 5% Cansurance ater deducible
P e 9eCa e e
Emergency Room PhysicianFee $0 (All Carriers) riers) deductible
(waivedif admitted) o 30% Colnsurance ater decuctible $0 @\murarweage;tgrmb\ewl cther Ed EY £l
% Cansurance ater deductitie (Al Caiers)
Emergency Medical Transportation €ED @R R ) 40% Coinsurance ater deductible 30% Coinsurance ater deductible as% deductible 45% Coinsurance ater deductible 45% Coinsurance ater deductible
Wicaries
[ Camsaance st g 4 Gries)
/ASC:$100/surgery +30%  Outpatiert
Outpatient Surgery Fadlity Fee (e.g, ASQ A ) 50% Coinsurance ater deductible depart as% deductible 45% Coinsurance ater deductible 45% Coinsurance ater deductible
R Wi Carrers)

Outpatient Physician/ Surgeon Fee

0% (i Carres)

50% Colnsurance aer deductible

30% Coinsurance ater deductble

Kaiser40% Coinsurance afterdeductible
40% Al Other Carriers)

25% Coinsurance ater deductble
Wicarriers

5)

45.00% Coinsurance after deductble:

5% Coinsurance ater deductble

45% Coinsurance ater deductble

Ouptentt Vit

AD%(A Carriers)

50% Colnsurance aer deductible

30% Colnsurance aer deductible

0% (i Carries)

25% Coinsurance ater deductble:
Wicarriers

5)

Inpatient Physician/Surgeon Fee

0% Canauance ate dedictitle (M Cariers)

50% Coinsurance ater deducible

30% Coinsurance ater deducible

Kaiser 0% Coinsuranceafter deductible
40% Al Other Carriers)

25% Coinsurance ater deductble:
Wicarriers

5)

5% Coinsurance ater deductitie

5% Colnsurance ater deductble

5% Colnsurance ater deductble

Inpatient Facilty Fee (e.g, hospital room)

0% Canaurance ater dedicttle (M Cariers

50% Coinsurance ater deducible

30% Coinsurance ater deducible

a%

(Al Carriers)

asx deductble:

5% Colnsurance ater deductble

5% Colnsurance ater deductble

Durable Medical Equigment

DA Carrers)

50% Colnsurance aer deductible

50% Colnsurance aer deductible

%A Carrers)

25% Coinsuranceater deductible
(Al Carriers)

Outpatient Ra dilogy center: 30%

Imaging (CT/PET scans, ML) (5 G R ) @) so% deducbie 00 copay ater dduaile (Al Gires) 25% Consurance ater deductble S400Copay ater deducbie $400Copay ater deductble $400Copay ater deductble
S0/t 306 Wicarriers)
ueshitLva 525 Level 81530 Levels st 1o
‘Tier1(Ge neric Drugs) Not Covered LevelA: $25after deductitie Level B: 25 $250per Script) (Al Carriers) 20 20 20
$30 sher decucite 20 Wrathe Griers)
lueshield:Level A $80 Copay after deducible, lueshiel dAccess i Level A $90 Copay
Level BS105 Copayster deductble ot Covred upto
Sharp: $80Copay atr deductble 5250 per saiptattrdeductible T 2% Consranceaferdeducstle (p 1o
Tir2 (PreferredBrand Drugs) U D R o s100 sharmacy
ater decuctble ey
lueshiel dAccess o Trio Level A $110 Copay
BlueShield:Level A $110 cogay after deductibl, vpto
LevelBS150pay atr deductible e sap
Tier3 (Nonpr ferredBrandDrugs) T ot o ot Covered Level 840 Coinsurance up toS250 pe scptater Kiser:$90 Copay ater deductible 5% Camsmnee afer decutie (p to s100
uctible $110 Al cther Carios) $250per Sclpt) Al Carrer)
LawIA:30% Consurarce ater deducite upto
30% Cainsurance afterdeducible I Cariers) 5250 per saipt ot decuctble o5 Comarance - " o -
Tier 4 (speciaty Ougs) Not Covered Level per , " a—
saiptatter deductivi ) upto S250/scrpt) (05250 /script) saso/saript)
SoKser
$60(Al Gurers) 25% Consurance ater deductble
Mentafehavioral Heakh Outpatirt Office Visits 3 50% Coinsuranceater deductble 30% Comsurance ater deducible $60 Al ther Carrers) i © o ©
o e st Ricare alsers % Consuranc aftsdeductble
Mentafachavir Heakh Inatient hysician fee et = 50% Coimsurance ater decucible 30% Coimsurance ater decucible 0% Al Other arrers) as% deducte 455 Cinsurance ater dechctble 455 Cinsurance ater dechctble
WiCarriers)
% Canance ater dectie (4 Cares)
0% Camance ater deducitie (I i)
Mentafachavir Hesith npatient Faciiy Fee G 50% Coimsurance ater decucible 30% Coimsurance ater decucible as% deducte 455 Cinsurance ater dechctble 455 Cinsurance ater dechctble
Aicarrirs)
S50 o Jaer 255 o terdeduciti
Substance Use Disorder Outpatient Office Visits ) 50% Coinsurance ater deductible 30% Colnsurance ater deductible $60 (AllOther WWE‘T\T; e ‘M © 0 £ 0
P aiers)
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Substance Use Disorder Inpatient Physician Fee

0% Cansurance ater deduable (1 Cares)

50% Coinsurance ater deducible

30% Coinsurance ater deducible

Kalsers0% Colnsurance afer deductible
40% (Al Other Carriers)

2% Consurana ater deducibe A Grrirs)

5% Coinsurance ater deductible

5% Coinsurance ater deductible

5% Coinsurance ater deductible

hospital room)

ater deduaile (I Carrers)

50% Colnsurance aer deductible

30% Colnsurance aer deductible

0% Conaurance ater deccie (M Cariers)

2% Consurana ater deducite A Grrirs)

45% Coinsurance ater deductble

45% Coinsurance ater deductble

45% Coinsurance ater deductble

Kaiser:Bundied

Kaiser: Bundied_Pedaric

Pediatrc Dental Pediaric Dertal Embeckle Pediavic Dertal Embecdded Pediaric Dertal Embecided PedatricOerta emtzdded Derta Embedded Al other Bundied Bundied Bundied
(Al therGarers) Carriers)
MAXIMUM OUT-OF -POCKET FOR ONE s Blue Shield: $18,000 $8,700 $9200(A1 Carrier) EEELT) $9,500 $9,800 $9,800
MAXIMUM OUT-OF-POCKET FOR FAMILY RS Blue Shied: $36,000 $17,400 $18400(All Carriers) (SLZAU{N Comees) $19,000 $19,600 $19,600
Please Note: g which i ine at requested ia for Small
Notes
1) innetwork py to the in-retwork out-ofpocket maximum 1 a deductible applies tothe v retwork seivice, costsharing payments foralln-network services accumubte toward the ietwork deductb. proviced by an oukof-network providerbut das ivnetwork bythe sster.
2) Forcovered aut of network seivices ina PPOplan,these Pln Designs donot determi ing, deductb, ormaximum outof-pocket amounts See the applcatie PPO's Evidence of Coverage orPoliy.
i for dnugs thatare but o bte i network outof-packet maximum.
4 ,in coverage ly towarda deductibk, f required, s limitedto the indivi I y individual's out s limitedto the i
Aftera family satisfis the famiy out i for ices forall family members.
5) ForHDHPs,i ly indivi ible, i required, must te the highero (2) the the IRS inits revenue 207
inflationadjusted amounts forHealthSavings Accounts (HSAs),issued pursuant tosection 223 ofth [ ther o s limited f pocket maximu.
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	Please Note: This document does not supersede the carriers' Evidence of Coverage (EOC) documents, which can be viewed online at www.coveredca.com or requested from Covered California for Small

