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Recap:

deliverables | | | |
* Final recommendations on Universal Health Plan benefits,
expected from eligibility, provider reimbursements, workforce and cost

containment strategies

th IS cOomm |ttee * Financial modeling and actuarial analysis of various plan

options that include expenditures and savings




Building the Universal Health Plan Desigh Components
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4. \With Finance and
Revenue
Committee, assess
alignment of plan
design with revenue
structure

If changes are needed to align
with revenue plan, return to step #2

N

l"’

Recommend

-

5. Present plan
design
recommendation to
the Board



Three tools to
reduce or contain
the cost of
coverage

* Covered people
* Covered benefits
* Provider payment




Three tools
to reduce the
cost of
coverage:

examples

* Covered population
* Medicaid uses this (example: expand
Medicaid or not?)
* Covered benefits and cost-sharing

* Medicare uses this (example: cover
prescription drugs or not?)

 Commercial plans use this (example:
tiered copays for drugs)

* Provider payment

e Both Medicaid and Medicare use this
(example: DRG payments for hospital
care)



o I ?
Today's What services are covered-

f ) * What cost sharing is required of the
OCUS. people who are covered?

covered * How is utilization of services managed
e through limits on services or visits or prior
beneflts authorization requirements?

* |s utilization of services managed through
a restricted provider network?




Benefits
recommende
d by the Joint
Task Force on

Universal
Health Care
(2022)

Plan recommendation: The Universal
Health Plan is based on the benefits public
employees get now. The benefits will be
more generous than most current plans.
The Plan will cover services offered now to
people on Medicaid, Medicare, or
Affordable Care Act plans. The Plan will
increase funding for behavioral health
services and benefits that exist today. This is
because a portion of the money saved will
be put towards the behavioral health
system.



Benefits
recommended
by the Joint
Task Force on

Universal
Health Care
(2022),

continued

The benefits covered by the Universal
Health Plan will be equitable,
comprehensive, inclusive, and will meet the
needs of all people of Oregon. While the
Task Force considered several options, it
found that plans offered by Oregon’s Public
Employees’ Benefit Board (PEBB) cover
more benefit categories than the ACA’s
essential benefits (e.g., complementary
care, adult dental, adult vision) or the
Oregon Health Plan (e.g., infertility
services). For this reason, the Task Force
recommends PEBB plans as the basis for its
benefits package.



Benefits
recommended
by the Joint
Task Force on
Universal

Health Care
(2022),

continued

Plan recommendation: People who qualify
for long-term care will continue to receive
benefits and services through Medicaid and
the Oregon Department of Human Services
(DHS). The Plan will also cover some skilled
nursing and home health care. The Plan’s
governance board will work with DHS to
study how the Plan might further integrate
long-term care in the future.



Essential Health Benefits

The Affordable Care Act requires non-grandfathered health insurance coverage in the individual and
small group markets to cover at least the following benefit categories:

1. ambulatory patient services;

2. emergency services;

3. hospitalization;

4. maternity and newborn care;

5. mental health and substance use disorder services including behavioral health treatment;
6. prescription drugs;

7. rehabilitative and habilitative services and devices;

8. laboratory services;

9. preventive and wellness services and chronic disease management; and

10. pediatric services, including oral and vision care.
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Background on benefit comparisons




I SEISEIRZE

* The percentage of total average costs for
covered benefits that a plan will cover

e Actual costs will vary
* Covered benefits will vary

* The price of a plan reflects the balance
between costs covered by the insurance
and costs covered out of pocket
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The concept of actuarial value

Cost sharing

== Cost of covered
AV :l benefits 23 Premium



User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Nursing Facility Copay per Day?
Use Separate OOP Maximum for Medical and Drug Spending?
Indicate if Plan Meets CSR Standard?

Desired Metal Tier 'I

Tier 1 Plan Benefit Design
Medical Combined

| HSA/HRA Options I Narrow Network Options
HSA/HRA Employer Contribution?  [] Blended Network/POS Plan?  []

Ooooo®

| Tier 2 Plan Benefit Design
Medical Drug Combined

Deductible ($)

Coinsurance (%, Insurer's Cost Share)
OOP Maximum ($)

OOP Maximum if Separate ($)

Click Here for Important Instructions Tier1 Tier2
Subject to Subject to Coil , if Copay, if Subject to Subjectto Coi

if  Copay, if
T f Benefit 5 -
ype ot Benell Deductible? Coinsurance? different separate Deductible? Coinsurance? different separate

The reality of

All Inpatient Hospital Services (inc. MHSA)
Primary Care Visit to Treat an Injury or lliness (exc. Preventive, and

°
actuarial value
Specialist Visit
Mental/Behavioral Health and Substance Abuse Disorder

Outpatient Services
r AV imaging (CT/PET Scans, MRIs)
Rehabilitative Speech Therapy
| I t ) Rehabilitative Occupational and Rehabilitative Physical Therapy

Preventive Care/Screening/Immunization
Laboratory Outpatient and Professional Services
X-rays and Diagnostic Imaging

Skilled Nursing Facility

(<]
(<]

[<]
<]

(<]
(<]

Outpatient Facility Fee (e.g., Ambulatory Surgery Center)

Outpatient Surgery Physician/Surgical Services
Drugs

Generics
Preferred Brand Drugs
Non-Preferred Brand Drugs
Specialty Drugs (i.e. high-cost)
Options for Additional Benefit Design Limits:
Set a Maximum on Specialty Rx Coinsurance Payments?
Specialty Rx Coinsurance Maximum:
Set a Maximum Number of Days for Charging an IP Copay?
# Days (1-10):
Begin Primary Care Cost-Sharing After a Set Number of Visits?
# Visits (1-10):
Begin Primary Care Deductible/Coinsurance After a Set Number of
Copays?
# Copays (1-10):

(<] [<<]}[x]

(<] [« (<] [=If[<]}[<]

(<] [<]

o o O o
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Recap

* Plans trade off coverage for cost sharing/utilization management
* Small and non-group plans must cover the essential health benefits

* The Task Force chose PEBB, which is a relatively
comprehensive/generous plan



Comparison of benefits: PEBB, OEBB,
Medicare and Medicaid




Public
Employees’
Benefit
Board (PEBB)

17



PEBB

https://sharedsystems.dhsoh

a.state.or.us/DHSForms/Serv
ed/le-698450 2%20mail.pdf

What do | contribute in monthly premiums?
Your employer pays a large portion of the monthly premium costs for your core benefits (medical, dental, vision). Many employees only pay
1% to 5% of those monthly costs, depending on::

* your agency or university employer

* the plan you choose

* where you live

¢ your work status (full-time or part-time)

Note: Part-time employees may pay more depending on hours worked. Contact your payroll office for a more accurate estimate.
Use the Premium Estimator Tool to see what you may pay each month.

» pebbpremiumestimator.com

Full-time and part-time medical plans

Kaiser Kaiser Moda Synergy Coordinated Gare . . Providence Choice
e Deductible | Traditional (PCP 360) Providence Statewide PPO [T —

Work status Full-time and part-time Full-time and part-time Full-time and part-time Full-time and pari-time
Network Kaiser network  Kaiser network In network™ Out of network In network Out of network ~ Medical home  Out of network’
Standard deductible? $250/individual, | $0 $250/individual,  $500/individual,  $250/individual  $500/individual, |$250/individual | $500/individual,
$750/family $750/family $1,500/family $750/family $1,500/family $750/family $1,500/family
Additional non-HEM partic- $100/individual, ~ $100/individual,  $100/individual, $300/family $100/individual, $300/family $100/individual, $300/family

ipant deductible applies to | $300/family $300/family
all services unless other-

wise noted
Out-of-pocket max (some  $1,500/individual, $600/individual,  $1,500/individual, '$4,000/individual, $1,900/individual, $4,800/individual, |$1,500/individual, |$4,000/individual,
deductibles, copays, $4,500/family $1,200/family $4,500/family $12,000/family | $5,700 family $14,400/family | $4,500/family $12,000/family
services don't apply)
Primary care visit $5, deductible $5 $10"first four 30% 15% or 10%? first  30% $10 first four 30%

waived visits, deductible four visits, deduct- visits, deductible

waived ible waived waived

PEBB 2025 Summary of Benefits Page 4
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Full-time and part-time medical plans — continued

Kaiser Kaiser Moda Synergy Coordinated Care . . Providence Choice
Deductible | Traditional (PCP 360) e LR ) (medical home)

Full-time and part-time

Vendor Health Plan

Work status
Network
Chronic care visit!

Specialty care visit

Qutpatient mental health
care

Substance Use Disorder
Treatment

Maternity prenatal and
postnatal services

Maternity services and
professional delivery

Delivery facility charges

Doula services

Kaiser network
$5, deductible
waived
$5 with referral,
deductible waived
$5, deductible
waived
$0, deductible
waived
$0, deductible
waived

Inpatient delivery
subject to inpatient
hospital charges
Included with
maternity services
and professional
delivery

$0, deductible
waived; up to

8 prenatal and
postnatal visits/

Kaiser network
$5

$5 with referral

$5
$0
$0

Inpatient delivery
subject to inpatient
hospital charges
Included with
matemnity services
and professional
delivery

$0; upto 8
prenatal and
postnatal visits/
pregnancy, plus 1

Full-time and part-time

In network™
$0, deductible
waived

$10

$10, deductible
waived

$0, deductible
waived

$0, deductible
waived

$0, deductible
waived

Inpatient delivery
subject to inpatient
hospital charges

$0, deductible
waived; up to

8 prenatal and
postnatal visits/

Out of network
30%

30%
30%

30% outpatient,
40% inpatient
30%

30%

Inpatient delivery
subject to inpatient
hospital charges

$0, deductible
waived; up to

8 prenatal and
postnatal visits/

Full-time and part-time

In network

0%, deductible
waived

15%

15%, deductible
waived

0%, deductible
waived

0%, deductible
waived prenatal,
15% postnatal
15%

Inpatient delivery
subject to inpatient
hospital charges

$0, deductible
waived; up to

8 prenatal and
postnatal visits/

Out of network
30%

30%
30%
30%

30%

30%

Inpatient delivery
subject to inpatient
hospital charges

$0, deductible
waived, up to

8 prenatal and
postnatal visits/

Full-time and part-time

Medical home
$0, deductible
waived

$10

$10 deductible
waived
$0, deductible
waived
$0, deductible
waived

$0, deductible
waived

Inpatient delivery
subject to inpatient
hospital charges

$0, deductible
waived; up to

8 prenatal and
postnatal visits/

Out of network’
30%

30%
30%

30%

30%

30%

Inpatient delivery
subject to inpatient
hospital charges

$0, deductible
waived; up to

8 prenatal and
postnatal visits/

pregnancy, plus 1 |labor and delivery  pregnancy, plus 1  pregnancy, plus 1 | pregnancy, plus 1 | pregnancy, plus 1 pregnancy, plus 1  pregnancy, plus 1
labor and delivery  visit labor and delivery  labor and delivery | labor and delivery |labor and delivery labor and delivery  labor and delivery
visit visit visit visit visit visit visit

Fertility services Refer to Member  Refer to Member  Refer to Member  Refer to Member | Refer to Member | Refer to Member  Refer to Member  Refer to Member
Handbook Handbook Handbook Handbook Handbook Handbook Handbook Handbook

PEBB 2025 Summary of Benefits Page 5
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Full-time and part-time medical plans - continued

Kaiser Kaiser Moda Synergy Coordinated Care - . Providence Choice
Lol Deductible | Traditional (PCP 360) et o i (medical home)

Full-time and part-time

Work status Full-time and part-time
Network Kaiser network  Kaiser network
Preventive $0, deductible $0

waived
Lab and X-ray $15, deductible | $0

waived
Inpatient hospital per $50/day up to $50/day, up fo
admission™ $250 max $250 max
Outpatient surgery in a 15% $5
hospital setting™
Urgent care $25, deductible | $5

waived
Emergency department® | $150 $150
Durable medical equipment | 15%, deductible | $0

waived
Insulin, diabetic supplies | $0, deductible $0

waved
Additional cost tier ($100° |$100, deduct- $100 for specialty
copay/$5007 copay — does | ible waived for scans and sleep
not apply to Kaiser) specialty scans studies only

and sleep studies
$10; Spinal manip-
ulation: 20 visit
annual limit
Acupuncture: 12
visit annual limit

$10; Spinal manip-
ulation: 20 visit
annual limit
Acupuncture: 12
visit annual limit

Spinal manipulation and
acupuncture'

In network™
$0, deductible
waived
$0, deductible
waived
$50/day, up to
$250 max
$10

$25

$150
15%

$0, deductible
waived'
$100%/$5007

$10; Spinal manip-
ulation: 20 visit
annual limit
Acupuncture: 12
visit annual limit

Out of network

30%

30%

$500 + 40%
$100 + 40%

$25

$150

30%

$0, deductible
waived™

$100° + 30%/
$5007 + 30%

30%; Spinal

manipulation: 20
visit annual limit
Acupuncture: 12
visit annual limit

Full-time and part-time

In network

0%, deductible
waived

15%

15%

15%

15%

$150 + 15%
15%

0%, deductible
waived

$100° + 15%/
$5007 + 15%

15%, up to 60
services/year max
combined. Not
applied to out-of-
pocket max

Out of network
30%

30%

$500 + 40%
$100 + 40%

15%

$150 + 15%

30%

$0, deductible

waived

$100° + 30%/
$5007 + 30%

30%, up to 60
services/year max
combined. Not
applied to out-of-
pocket max

Full-time and part-time

Medical home
$0, deductible
waived
$0, deductible
waived
$50/day, up to
$250 max
$10

$25

$150
15%

$0, deductible
waived
$100%/$5007

$10; Spinal

manipulation: 20
visit annual limit.
Acupuncture: 12
visit annual limit.

Out of network’
30%

30%
$500 + 40%
$100 + 40%
$25

$150
30%

$0, deductible
waived

$100° + 30%/
$5007 + 30%

30%; Spinal

manipulation: 20
visit annual limit.
Acupuncture: 12
visit annual limit.

Not applied to Not applied to
out-of-pocket max | out-of-pocket max
PEBB 2025 Summary of Benefits Page 6
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Full-time and part-time medical plans — continued

Kaiser Kaiser Moda Synergy Coordinated Care - . Providence Choice
Wit sl e ] Deductible | Traditional (PCP 360) RS (medical home)

Work status Full-time and part-time Full-time and part-time Full-time and part-time Full-time and part-time
Network Kaiser network  Kaiser network ~  In network™ Out of network In network Outof network ~ Medical home  Out of network’
Massage therapy $25, deductible  N/A $10, up to $1,000/  30%, up to 15%, up fo 30%, up to $10, up to $1000/ |30%, up to
services' 2 waived; 12 visits/ year max $1,000/year max  $1,000/year max. |$1,000/year max. |year max. Not $1,000/year max.
year max Not applied to Not applied to applied to out-of- | Not applied to
out-of-pocket max | out-of-pocket max | pocket max out-of-pocket max
Routine vision exam $5, deductible $5 N/A N/A N/A N/A N/A N/A
waived
Vision hardware allowance  $200/year $200/year N/A N/A N/A N/A N/A N/A
Prescription drugs *No deductible *No deductible *$50/individual, | *In-network *$50/individual, | *Urgent, emergent | #$50/individual, | Urgent, emergent
All plans have formularies  ®Copays accumu-  *Copays accumu- $150/family deductible, out-of-  $150/family and out-of- $150/family and out-of-
that list which drugs are [ate to out-of- late to out-of- deductible® pocket max apply =~ deductible® country deductible? country
covered. Contact your pocket max pocket max »$1,000/individual, *$0 value, not *$1,000 out-of- | *In-network *$1,000 out-of- | *In-network
vendor for a copy of their  *$5 generic *3$5 generic out-of-pocket subject to deduct-  pocket max® deductible, out-of-| pocket max® deductible, out-of-
formulary or to find out if a | *$25 brand *$25 brand max’ ible™ *$0 value, not pocket max apply | #$0 value, not pocket max apply
drug is covered. #50%, up to $100  #50%, up to $100  *$0 value, not *$10 generic subject to deduct- | *Reimbursed subject to deduct- | ®*Reimbursed
max non-formu- max non-formu- SLijEC‘t to deduct- *$30 preferred ible'® as if filled in ible™ as if filled in
lary brand lary brand ible™® brand *$10 generic network; member | #$10 generic network; member
*$50 speciatty *$50 speciatty | *$10 generic *$100 specialty | = $30 brand pays difference | #$30 brand pays difference
oMai order: 1 eMailorder: 1 *$30preferred  eCopayx 25for e Copayx2.5for | betweenin-net- | eCopayx25fr | between in-net-
copayforupto  copayforupto  brand 90-day 90-day work rate and 90-day m.:ork rate and
90-daysupply, ~ 90-daysupply,  *Copayx25for  eMemberpays  *$100 speciaty | Diledamount eg100 generic billed amount
$5 generic, $25  $5 generic, $25 | 90-day difference specialty
formulary brand, = formulary brand, | *$10 generic between in-net- +$100 brand
50% up to $100 = 50% upto $100 = specialty work rate and specialty
max non-formu- | max non-formu- | «$100 brand billed amount
lary brand lary brand specialty
PEBB 2025 Summary of Benefits Page 7
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Kaiser P¢ te Plans ... A

2024-2025 Plan Year Moda Health Plas 4. 3

Moda Health Plans 5-7 5

Dental Benefits o

e Plans {™ Please see Plan Handbook for details. ikt g

No lifetime maximum on any medical plans.

. Medical Plan 3
Medical Plan 1 Medical Plan 2A Medical Plan 2B :
Kaiser Permanente Network Kaiser Permanente Network Kaiser Permanente Network Kaiser P}s&;ﬂ%r;e;;;;}etwork

In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays
$800

Deductibe per person None NA NA $1,200 NA $1,600° NA
Maximum deductivle per family None NA $2,400 NA $3,600 NA $32002 NA
Out-of-pocket (00) maximum per person $1,500 NA $4,000 NA $4,500 NA $6,550¢ NA
Out-of-pocket (00P) maximum per family $3,000 NA $12,000 NA $13,500 NA $13,100° NA
Preventive Care Services
Ao X1, ol G G o Cxspe: SR ooy epag o $0 Not Covered 50 Not Covered $0 Not Covered s0° Not Covered
Office Visits and Virtual Care
Primary care office vsits $20 Not Covered $25' Not Covered $30' Not Covered 20% after deductible Not Covered
m&m visits with a provider ather than your chosen PCP 360 NA NA NA NA NA NA NA NA
Incentive care offce visits (Moda Plans only) o NA NA NA NA WA NA NA NA
Virtual Care (Kaiser Plans) / CirusMD telehealth (Moda Plans) $0 Not Covered 50 Not Covered s Not Covered $0 after deductible Not Covered
Specialis office vists $30 Not Covered $35' Not Covered $40° Not Covered 20% after deductivle Not Covered
Urgent care $35 See Plan Handbook $40' See Pran Handbook $45' See Plan Handbook 20% after deductible See Ptan Handbook
Mental Health and Chemical Dependency Services
Mental healthoffice visits $20 Not Covered $25 Not Covered $30' Not Covered 20% after deductile Not Covered
Mental health inpatient and residential services "”&";‘:f&ﬁmﬁm Not Covered 20% after deductible Not Covered 20% after deductible Not Covered 20% after deductible Not Covered
Chemical dependency services (outpatient of residentil) $0 Not Covered 50 Not Covered $0' Not Covered 20% after deductible Not Covered
Chemical dependency services (ipatient) $0 Not Covered 0 Not Govered 50 Not Covered 20% after deductible Not Covered
Outpatient Services
Outpatient surgery/facilty care $75 Not Covered 20% after deductile Not Covered 20% after deductible Not Covered 20% after deductible Not Covered
mg"’mm st beeh) ) $30 per visit Not Covered $35 per visit Not Covered $40' per visit Not Covered 20% after deductible Not Covered
Labs, x1ay, and imaging $20 per visit Not Covered $25' per vsit Not Covered $30' per visit Not Covered 20% after deductivle Not Covered
CT, MRI, PET scans $70 per visit Not Covered $75 per visi Not Covered $80' pervisit Not Covered 20% after deductile Not Covered
Acupuncture and Chiropractic’ o $20 per service Not Covered $25 per senvice Not Covered $30' per service Not Covered 20% after deductile Not Covered

Naturopathic Offce Visits $20 per service Not Covered $25' per senvice Not Covered $30' per service Not Covered 20% after deductible Not Covered
Routine materity care $0 Not Covered $0' Not Covered $0' Not Covered 50 Not Covered
Physician or midvife servioes & hospita stay, delivery & routine newborn nursery care “”:Mm‘:r’mm Not Covered 20% after deductile Not Covered 20% after deductible Not Covered 20% after deductivle Not Covered
Inatient care/surgery ss&%m‘;m See Plan Handbook 20% after deductible See Plan Handbook 20% after deductible See Plan Handbook 20% after deductible See Ptan Handbook
Skilld nursing facilty care o $0 NA 20% after deductible NA 20% after deductible NA 20% after deductivle NA

OEBB Summary of Medical and Pharmacy Benefits 2024-2025 Plan Year | Kaiser Permanente Plans Page 1
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QM3 KaisER
m permanenTe.  Plans — continued

. Medical Plan 3
o 3 Medical Plan 1 Medical Plan 2A Medical Plan 2B
No Rfstime faaxke on amry medical plins: Kaiser Permanente Network Kaiser Permanente Network Kaiser Permanente Network WO Pﬁgaﬂr;e;{}i;}etwork
In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays

Additional Cost Tier

Moda Plans Only: $100 Additional Cost Tier (ACT): specified imaging

(MR, CT, PET), spinal injections, tonsillectomies for members under age 18 with

‘hronic tonsilia or v mentation, h jos. NA N/A NA NA NA NA NA NA
sleep studies, lumbar discographies

Moda Plans Only: $500 Additional Cost Tier (ACT): Spine surgery, knee & hip
replacement’, knee & shoulder arthroscopy, uncomplicated hemia repair NA NA A NA NA NA NA NA
Emergency Services
Emergency room (copay waived if admitted) $150 per visit (waived if admitted) 20% after deductible 20% after deductible 20% after deductible
Ambulance $75 $100' $100 20% after deductible
Other Covered Services
[ e $4010 Dackimberel oy S TN e B 10% Not Covered 10% Not Covered 10% Not Covered 20% afer decuctie Not Covered
Durable medical equipment (DME) 20% Not Covered 20%' Not Covered 20%' Not Covered 20% after deductible Not Covered
Pharmacy Services
Out-of-pocket (00P) maximum Rx applies toward plan 00P max Rx applies toward plan 00P max Rx applies toward plan 00P max Rx applies toward plan OOP max
Retail
Value NA NA NA NA N/A NA R NA
Generic (Kaiser Plans) / Select generic (Moda Plans) $10 per 30-day supply See Plan Handbook $10 per 30-day supply See Plan Handbook $10 per 30-day supply See Plan Handbook 20% after deductible See Plan Handbook
Preferred brand $30 per 30-day supply See Plan Handbook $30 per 30-day supply See Plan Handbook $30 per 30-day supply See Plan Handbook 20% after deductible See Plan Handbook
g $50 per 30-day supply if $50 per 30-day supply if $50 per 30-day supply if "
Non-preferred brand* criteria met See Plan Handbook toria met See Plan Handbook criteria met See Plan Handbook 20% after deductible See Plan Handbook
Mail
Value NA NA N/A NA NA NA N/A NA
Generic (Kaiser plans) / Select generic (Moda Plans) $20 per 90-day supply See Plan Handbook $20 per 90-day supply See Plan Handbook $20 per 90-day supply See Plan Handbook 20% after deductible See Plan Handbook
Preferred Brand $60 per 90-day supply See Plan Handbook $60 per 90-day supply See Plan Handbook $60 per 90-day supply See Plan Handbook 20% after deductible See Plan Handbook
¢ $100 per 90-day supply if $100 per 90-day supply if $100 per 90-day supply if g
Non-preferred brand" st See Plan Handbook i et See Plan Handbook priin See Plan Handbook 20% after deductible See Plan Handbook
Specialty
Generic (Moda Plans only) N/A NA N/A NA NA NA N/A NA
. (K 25% up to $150 per 25% up to $150 per 25% up to $150 per
Select generic (Kaiser plans) / Preferred brand (Moda Plans) X % :'195%" See Plan Handbook 25:’&@ s See Plan Handbook 25:0'“}, :g;y See Plan Handbook 20% after deductible See Plan Handbook
I up o $150 per up 1o $150 per up to $150 per i
Non-preferred brand* 30-day See Plan Handbook 30-day See Plan Handbook 30-day supply See Plan Handbook 20% after deductible See Plan Handbook
N/A — Not applicable 3 For Moda plans, 00P maximum includes medical deductible, 7 For Kaiser plans, acupuncture care is limited to 12 visits per year This document is for comparison purposes only. It does
1 Deductible waived. medical cop: , COIl ACT and and chiropractic is limited to 20 visits per year. For Moda plans, not fully describe the benefits of each plan. Refer to the
2 Individual deductible and individual out of pocket maximum apply pharmacy expenses. acupuncture care and spinal manipulation is Iimileq 10 12 combined plan documents for more details. If there is a conflict
o single coverage only. Family deductible and family out of pocket 4 Aformulary exception must be approved for non-preferred brand visits per year. Office visits for acupuncture and chiropractors are between this comparison and the plan documents,

prescription medication.

To receive in-network coordinated care benefits, you must choose
and use a PCP 360.

To receive in-network non-coordinated benefits, you must use
Connexus providers.

subject to the specialist copay and coinsurances and not limited to
the 12 combined visits per plan year.

maximum apply when two or more individuals are covered on the
plan. This plan also includes an embedded per member out-of-
pocket max, which is set at the individual 0OP amount. Under this
plan, deductible must be met before benefits will be paid (except
where 1 indicates deductible waived).

the plan documents will prevail.

o

>
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26



e
KAISER )
% permanente.  Plans — continued

. . Medical Plan 3
a2 < Medical Plan 1 Medical Plan 2A Medical Plan 2B
No kifetime maximum on any medical piars Kaiser Permanente Network Kaiser Permanente Network Kaiser Permanente Network alssy P;;Taar;,en;z;lletwork
In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays Member Pays
Moda Plans Only._ S1QQ Addmonal (’4_)5( TnevA(ACT): specified imaging )
(MR, CT, PET), spinal injections, tonsillectomies for members under age 18 with NA NA NA NA NA NA NA NA

chronic tonsillitis or sleep apnea, viscosupplementation, upper endoscopies,
sleep studies, lumbar discographies

Additional Cost Tier

Moda Plans Only: $500 Additional Cost Tier (ACT): Spine surgery, knee & hip
replacement?, knee & shoulder arthroscopy, uncomplicated hera repair NA NA NA NA NA NA NA NA
Emergency Services
Emergency room (copay waived if admitted) $150 per visit (waived if admitted) 20% after deductible 20% after deductible 20% after deductible
Ambulance $75 $100" $100 20% after deductible
Other Covered Services
Hosig tule: % 000 Do b e 48 (ki o ke 2os ik 10% Not Covered 10%' Not Covered 10% Not Covered 20% after deductivle Not Covered
Durable medical equipment (DME) 20% Not Covered 20%' Not Covered 20%' Not Covered 20% after deductible Not Covered
Pharmacy Services
Out-of-pocket (00P) maximum Rx applies toward plan 00P max Rx applies toward plan 00P max Rx applies toward plan 00P max Rx applies toward plan OOP max
Retail
Value NA NA NA NA NA NA 0 NA
Generic (Kaiser Plans) / Select generic (Moda Plans) $10 per 30-day supply See Plan Handbook $10 per 30-day supply See Plan Handbook $10 per 30-day supply See Plan Handbook 20% after deductible See Plan Handbook
Preferred brand $30 per 30-day supply See Plan Handbook $30 per 30-day supply See Plan Handbook $30 per 30-day supply See Plan Handbook 20% after deductible See Plan Handbook
. $50 per 30-day supply if $50 per 30-day supply if $50 per 30-day supply if i
Non-preferred brand" itaria met See Plan Handbook teria met See Plan Handbook it See Plan Handbook 20% after deductible See Plan Handbook
Mail
Value NA NA NA NA NA NA NA NA
Generic (Kaiser plans) / Select generic (Moda Plans) $20 per 90-day supply See Plan Handbook $20 per 90-day supply See Plan Handbook $20 per 90-day supply See Plan Handbook 20% after deductible See Plan Handbook
Preferred Brand $60 per 90-day supply See Plan Handbook $60 per 90-day supply See Plan Handbook $60 per 90-day supply See Plan Handbook 20% after deductible See Plan Handbook
$100 per 90- if $100 per 90- it $100 per 90- if ;
Non-preferred brand* 20 day supplyif 500 plan Handbook o0 Gay supplYif 50 plan Handbook o 30.day Supply if Sop Plan Handbook 20% after deductible See Plan Handbook
Specialty
Generic (Moda Plans only) NA NA N/A NA NA NA NA NA
e 25% up to $150 per 25% up to $150 per 25% up to $150 per 2
Pi
Select generic (Kaiser plans) / Preferred brand (Moda Plans) 25:0_“] :%N See Plan Handbook 25:0 W; 50 See Plan Handbook 25:0_ N i:';%" See Plan Handbook 20% after deductible See Plan Handbook
¥ up to $150 per up to $150 per upto per
Non-preferred brand* 30-day supply See Plan Handbook 30-day See Plan Handbook 30-day supply See Plan Handbook 20% after deductible See Plan Handbook
N/A ~ Not applicable 3 For Moda plans, OOP maximum includes medical deductible, 7 For Kaiser plans, acupuncture care is limited to 12 visits per year This document is for comparison purposes only. It does
1 Deductible waived. medical c i ACT and and chiropractic is limited to 20 visits per year. For Moda plans, not fully describe the benefits of each plan. Refer to the
9 Indiicial dadiictible and indiidiial ait of nackat mavimim annhs pharmacy expenses. acupuncture care and spinal manipulation is limited to 12 combined olan documents for more details. If there is a conflict
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moda Plans 1-4 ™ Please see Plan Handbook for details.

HEALTH

Medical Plan 1 Medical Plan 2 Medical Plan 3 Medical Plan 4
A Mt msocu i o6 sy osioal pls Connexus Network Connexus Network Connexus Network Connexus Network

S In-Network Any Out-of- In = , In-Network In-Network Any Out-of-
Plan Year Costs® 2 Coordmm it o Coortiasieg Hos:Coprdineted Cooninatos e Hea Storoad
MemberPays |  yomber Pays P:ys Memb«Pm """""P"‘ MnmbevPays umber Member Pays Memb«hys
Deductible per person $400 $000 $1,600 s1 200 $1,300 $2.400 $1,600 s1 700 $3,200
Maximum deductible per family $1,500 $1,500 32.400 32.700 $2.700 $4,800 $3,900 $7,200 $5,100 $5,100 $9,600
Out-of-pocket (0OP) maximum per person’® $2,850 $3,250 $6,000 $3,850 $4,250 $8,000 $4,850 $5,250 $10,000 $6,700 $7400 $13,700
Out-of-pocket (00P) maximum per family* 9,750 $9,750 $18,000 $12,750 $12,750 $24,000 $15,750 $15,750 $27.400 $15,800 $15,800 $27,400
Preventive Care Services
Routine adult, well-child and women's exams; % 50% after 1 % 50% after 3 50% after "
annal obes::y screening & immunizations 9 $0 S0’ deductible $0 50 deductible o' 50 deductible 50 o' i
Office Visits and Virtual Care
Primary care office visits $20'5 20% after deductible 50% after deductible $20' 20% after deductivle 50% after deductible $25'% 25% after deductible 50% after deductible $25' 25% after deductible 50% after deductible
mggﬁ%ﬁmmﬁ%‘rw S hmjole $40' NA 50% after deductible $40 NA 50% after deductible $50° NA 50% after deductible $50 NA 50% after deductible
Incentive care office visits (Moda plans only) ) $15 20% after deductible NA $15' 20% after deductible NA $20' 25% after deductible NA $20' 25% after deductible NA
Virtual Care (Kaiser Plans) / CirrusMD telehealth (Moda Plans) S0 0 Not covered L] 0" Not covered 0! $0' Not covered $0' 0' Not covered
Specialist office visits $40' 20% after deductible 50% after deductible $40' 20% after deductible 50% after deductible $50' 25% after deductble 50% after deductible $50' 25% after deductible 50% after deductible
Urgent care $40' 20% after deductible 20% after deductible $40' 20% after deductidle 20% after deductible $50' 25% after deductible 25% after deductible $50° 25% after deductible 26% after deductible
Mental Health and Chemical Dependency Services
Mental health office visits $20' $20' 50% after deductible $20° $20' 50% after deductible $25' $25' 50% after deductible $25' $25' 50% after deductible
Mental health inpatient and residential services 20% after deductile 20% after deductible 50% after deductible 20% after deductible 20% after deductivle 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
Chemical dependency services (outpatient or residential) $20' $20' 50% after deductible $20' $20' 50% after deductible $25' $25' 50% after deductible $25' $26' 50% after deductible
Chemical dependency services (inpatient 20% after deductivle 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
Outpatient Services
Outpatient surgery/facilty care 20% after deductile 20% after deductible 50% after deductible 20% after deductible 20% atter deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
g‘;‘m' ’e""’:'y')"“‘”" e copstonl & 20%after deductible 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
Labs, x-ray, and imaging 20% after deductible 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
CT. MRl PET scans S!OpraonO% $100 copay + 20% SlOOcapay+50% S10000pay+20% S1000q)ay+20% $100 copay + 50% 3100mpay¢25% SlOOoopay+25% $IODoopay»50% $100 copay + 25% sxoocopayws% SlOOcopz]+50%
after deductble  afterdeductible after deductible after deductible after deductible  after deductible _ afterdeductble after deductible after deductible  after deductible _after deductible _after deductible
Acupuncture and Chiropractic’ (5] $20' 20% after deductible 50% after deductible $20' 20% after deductidle 50% after deductible §25' 25% after deductible 50% after deductible 25 25% after deductible 50% after deductible
Naturopathic office visits $40' 20% after deductible 50% after deductible $40' 20% after deductivle 50% after deductible $50' 25% after deductible 50% after deductible $50 25% after deductible 50% after deductible

Maternity Care
Routine maternity care 20% after deductible 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible

Wi"“m”’:fsemahwmwmw& 20% alter deductile. 20% after deductible 50% after deductble. 20% after deductible 20% after deductble 50% afer deductible. 25% afte deductible 25% after deductible 50% after deductible 25% ater deductible. 25% after deductible. 50% after deductible

Hospital Services
Inpatient care/surgery 20% after deductible 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
Skilled nursing facility care @ 20% after deductible 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible

OEBB Summary of Medical and Pharmacy Benefits 2024-2025 Plan Year | Moda Health Plans 1-4 Page 3
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mo "“9 Plans 1-4 — continued

Medical Plan 1 Medical Plan 2 Medical Plan 3 Medical Plan 4
e Connexus Network Connexus Network Connexus Network Connexus Network

In-Network In-Network Any Out-of- o Netecrk In-Network Any Out-of- In-N In-Network Any Out-of-
Non-Coordinated Network : Non-Coordinated Network Non-Coordinated Network . Mun—CoordinaM
Plan Year Costs® Coordinated Care* Caret Servi Coordinated Care* | "o iyl Servi Co:mteg(:am‘ Caret Servi Cowdlmdcan‘ Care* Memt
Momber Pays Member Pays Member Pays Member Pays Pays Member Pays lomber Pays Member Pays Member Pays Member Pays Pays

Additional Cost Tier

Moda Plans Only: $100 Additional Cost Tier (ACT): specified
imaging (MRI, CT, PET), spinal injections, tonsillectomies for
members under age 18 with chronic tonsillitis or sleep apnea,
viscosupplementation, upper endoscopies, sleep studies,
lumbar discographies

Moda Plans Only: $500 Additional Cost Tier (ACT):

Spine surgery, knee & hip replacement, knee & shoulder
ammscopy moomplncaled hernia repair

$100 copay + 20% $100 copay + 20% $100 copay + 50% $100 copay + 20% $100 copay + 20% $100 copay + 50% $100 copay + 26% $100 copay + 26% $100 copay + 50% $100 copay + 25% $100 copay + 25%  $100 copay + 50%
after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible

$500 copay + 20% $500 copay + 20% $500 copay + 50% $500 copay + 20% $500 copay + 20% $500 copay + 50% $500 copay + 25% $500 copay + 25% $500 copay + 50% $500 copay + 25% $500 copay + 25% $500 copay + 50%
after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible after deductible

Emergency Services

Emergency room (copay waived if admitted) $100 copay + 20% after deductible $100 copay + 20% after deductible $100 copay + 25% after deductible $100 copay + 25% after deductible
Ambulance 20% after deductible 20% after deductible 25% after deductible 25% after deductible

Other Covered Services

Hearing aids: $4,000 maximum benefit every 48 months for

adhits, see handbook for State beneit for chidren 10% after deductible 10% after deductible 50% after deductible 10% after deductible 10% after deductible 50% after deductible 10% after deductible 10% after deductible 50% after deductible 10% after deductible 10% after deductible 50% after deductible

Durable medical equipment (DME) 20% after deductible 20% after deductible 50% after deductible 20% after deductible 20% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible 25% after deductible 25% after deductible 50% after deductible
Pharmacy Services
Out-of-pocket (OOP) maximum Rx applies toward 00P Max Rx applies toward 00P Max Rx applies toward 00P Max Rx applies toward 00P Max
Retail
Value $4 per 31-day supply $4 per 31-day supply $4 per 31-day supply $4 per 31-day supply
Generic (Kaiser Plans) / Select generic (Moda Plans) $12 per 31-day supply See Plan $12 per 31-day supply See Plan $12 per 31-day supply See Plan $12 per 31-day supply See Plan
Preferred brand 25% up to $75 per 31-day supply Handbook 25% up to $75 per 31-day supply Handbook 25% up to $75 per 31-day supply Handbook 25% up to $75 per 31-day supply Handbook
Non-preferred brand* 50% up to $175 per 31-day supply 50% up to $175 per 31-day supply 50% up to $175 per 31-day supply 50% up to $175 per 31-day supply
Mail
Value $8 per 90-day supply $8 per 90-day supply $8 per 90-day supply $8 per 90-day supply
Generic (Kaiser Plans) / Select generic (Moda Plans) $24 per 90-day supply See Plan $24 per 90-day supply See Plan $24 per 90-day supply See Plan $24 per 90-day supply See Plan
Preferred brand 25% up to $150 per 90-day supply Handbook 25% up to $150 per 90-day supply Handbook 25% up to $150 per 90-day supply Handbook 25% up to $150 per 90-day supply Handbook
Non-preferred brand* 50% up to $450 per 90-day supply 50% up to $450 per 90-day supply 50% up to $450 per 90-day supply 50% up to $450 per 90-day supply
Specialty
Generic (Moda Plans only) S12per31daysupp'yor$36per90chy $12 per 31-day supply or $36 per 90-day $12 per 31-day supply or $36 per 90-day $12 per 31-day supply or $36 per 90-day
supply whei supply when allowed supply when allowed supply when allowed
Select generic (Kaiser plans) / Preferred brand 25%wm$2l)ﬂper3!dayspp!yar See Plan 25% up to $200 per 31-day supply or See Plan 25% up to $200 per 31-day supply or See Plan 25% up to $200 per 31-day supply or See Plan
(Moda Plans) $400 for 90-day supply when allowed Handbook $400 for 90-day supply when allowed Handbook $400 for 90-day supply when allowed Handbook $400 for 90-day supply when allowed Handbook
Non-preferred brand* 50% up to $500 per 31-day supply 50% up to $500 per 31-day supply 50% up to $500 per 31-day supply or 50% up to $500 per 31-day supply or
or $1,000 for 90-day supply when allowed or $1,000 for 90-day supply when allowed $1,000 for 90-day supply when allowed $1,000 for 90-day supply when allowed
N/A — Not applicable 3 For Moda plans, 00P maximum includes medical deductible, 6 To receive in-network non-coordinated benefits, you must use This document is for comparison purposes only. It does
1 Deductible waived. medical ACT and Connexus providers. not fully describe the benefits of each plan. Refer to the
2 Individual deductible and individual out of pocket maximum apply pharmacy expenses. 7 For Kaiser plans, acupuncture care is limited to 12 visits per year plan documents for more details. If there is a conflict
to single coverage only. Family deductible and family out of pocket 4 A formulary exception must be approved for non-preferred brand and chiropractic is limited to 20 visits per year. For Moda plans, between this comparison and the plan documents,
maximum apply when two or more individuals are covered on the prescription medication. acupuncture care and spinal manipulation is limited to 12 combined the plan documents will prevail.
plan. This plan also includes an embedded per member out-of- 5 To receive in-network coordinated care benefits, you must choose visits per year. Office visits for acupuncture and chiropractors are
pocket max, which is set at the individual OOP amount. Under this and use a PCP 360. subject to the specialist copay and coinsurances and not limited to
plan, deductible must be met before benefits will be paid (except the 12 combined visits per plan year.
where 1 indicates deductible waived).
OEBB Summary of Medical and Pharmacy Benefits 2024-2025 Plan Year | Moda Health Plans 1-4 Page 4



Overview of Key Benefit Differences and Premium Impact of 2017 EHE Benchmark Options
Excluding pediatric dental and vision and habilitative services (see slides for additional background)

WAKELY

CONSULTING GROUP

May 6, 2015 Meeting

Small Group Plans I_ State Employee Plans Fudemlwm
PacificSource’ Health Net United PEBB Statcwide| PEBB Choice Kaiser BCES Standard | BCBS Basic GEHA
Home health 4 0 o = = o B - -
| Acupuncture NC o ++ 4+ ++ ++ ++ ++ ++
Spinal manipulation NC 0 — - 4+ ++ 4 4+ ++
[ Abortion (elective) 5l 0 o* o o o - - -
infertility NC 0 [ - 4+ ++ 4 4+ ++
Bariatric Surgery NC 0 o - 4+ ++ 4 4 4+
Th NC - g ++ 14 14 ot - 4+
Accidental Dental y 0 L] L] L] = 0 o [}
Hospitalization for dental procedures A 0 — o o o 0 a o
[ J Private duty nursing NC ++ ] ] ] [ ] ] [
(Outpaticnt rehabilbi 3 i o + + o + + E
Skilked nursing facility | + [ + + + + i -
|Hinl|:cdhuc k 3 = + + I — _ — —
(Cochlear implants A — o o o o 0 1] o
[ ] IH:'.lrinE aids - adults NC 0 — - 4+ 4+ 4 4+ ++
m Hcaring aids - kids L 0o o + + o 0o 1] +
C O a r I S O n (Genetic testing NC - g ++ 14 14 ot - ++
' 'Weight loss programs NC ++ a i + ++ o* o* a*
JRoutine hearing cxams - adults NC 0o - + ++ + 0 o o
[ ] [ ] [Routine hearing exams - kids .l - [} 0 o o ) o o
n I d n JGrowth hormaone therapy N = = o o o o o .
I C u I g [esimtea silver plan per member per $0.00 $1.00-52.00 | $2.00-53.00 | $650-58.50 | $6.50-$850 | $1.50-$5250 | $5.00-8650 | $4.50-$6.00 | $5.00-$6.50
month premivm difference from baseline
P E B B Difference as percent of silver premium 0.0% 0.2%-05% | 05%-07% | 15%-20% | 15%-20% | 04%-06% | 12%-15% | 1% -14% | 12%-15%
n O e (assuming pmpm of $420)
' Bascline plan

[ ] [ J Covered in baseline o
Not covered in baseline NC
Covered in plan but not baseline =
|Richer coverage than baseline +
Similar to baseline [}

Less rich coverage than bascline =
Not covered in plan -
Unclear if covered. assumption noted -
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Expansive benefits

Moderate cost sharing

OEBB

Increased cost sharing out of network

summary

Options limited in some school districts

Tiered prescription drug benefits
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Medicare




This coverage includes:

Original Medicare A
" Part A - Hospital Insurance riginal Medicare
¥/ PartB - Medical Insurance Part A premium: Usually free
*® Drugs Standard Part B premium: $185.00

x Help with out-of-pocket costs

" Use of any doctor or hospital that takes Medicare, e

anywhere in the U.S. = You pay the remaining 20% of costs, after you meet

% vision, hearing, dental, and more your deductible.

» There's no yearly limit on what you pay out of pocket,
unless you have supplemental coverage—like Medicare
Total monthly premium Supplement Insurance (Medigap), Medicaid, employer,

$'|85,00 retiree, or union coverage.
» You can choose to buy a Medicare Supplement
° ° . _
Insurance (Medigap) policy to help pay your out-of-
r I g I I l a pocket costs that Medicare doesn't cover (like your
20% coinsurance).

* You can join a separate Medicare drug plan to get
Medicare drug coverage (Part D).

Medicare

« Can use any doctor or hospital that takes Medicare,
anywhere in the U.S.

See savings programs that may lower your Medicare costs

Learn how Original Medicare works

Getthe lowest price & avoid the penalty

If you don't buy a Medigap policy when you're first
eligible, you may not be able to buy one later, or you
may pay more. If you don't join a Medicare drug plan
when you first get Medicare and then decide to join
one later, you may pay a penalty for as long as you
have Medicare drug coverage.
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Medicare

Advantage

Compare Medicare Advantage Plans for 97035

Showing T of T plars. arailabibs

Anrual medical deductitle

Thiz is the amount you have 1o pay
barlore vousr plan Slas paying ks
sFare of your mendical costs

Crut-ofpocket maximum
This is thay most you pary Tor oosenesd
Sarviieh. Troen Felvelrh provchins

fhunrig 1Ry

Part B promium reduction
A reduction o your Medicane Parl B

P QR mSHh

Care wiila trinvading
Gat nebwork costs witen you fravel
across tho oundny

AAHP Medicane Advantage
Exiras from UHC OR46 [HMO-POE)

S0

oy premium

S0

Irrnihwerk

56,700

Irrnighwork

* Mot offered

" Covered
with thiy UnfesdHeaithcare Modicare
Hatazral Mitwii

AARF Modicam Adwantage

als from LHG OR=$ (HMD-

=0

konthly presmism

«<» -

&0

Ir-rdairk

54,500

In-npfenrk

* Not offered

« Covered

with the LindedHaalthcas Medicare
Pdaticnil Mabaik

AAHP Madicare Advarings from
WIHC OR-000E

%0 o

MAonihly pramium

&0 &0

Irrestwwk Ot -l -rarteork

L M- coamibingd in and
THTEHAE
RO TR WA

* Not offered

« Covered
welh thay Unfted Hoathcare Madicars
Mitizrad Mebwork
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Prescription drug benefits @

Your drugs

® Add yourdrugs (F) Add your drugs (®) Acd your dnags
Arnual prescrigtion deducitls S0 S0 S0
M d [ Yo pay Tha hl cosi of your drugs for Thaes 12 o Thean, 3.2 e Tharn 13
wniil you reach The annual deductiie
for Tiers 35 S Tigsrs 3-5 lor Tiara 3-5
Ad va n ta ge Retail network pharmacy (30-day supply) -
Thor 1z Produred Ganoric Dnugs S0 S0 50
COpay copay copay
Thar = Ganaic Diugs s12 <0 &10
Copy cogy copay
COpay copay copay

35




Limited benefits

Heavy cost sharing
Medicare

summary

No network limits in original Medicare

More benefits, less cost sharing and
network limits in Medicare Advantage
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Medicaid




Medicaid

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Oregon Health Plan

Coverage Period: 01/01/2024-12/31/2024
Coverage for: Individual and Family | Plan Type: Coordinated Care Organization

£ The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
A would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For mors information about your coverage, or to get a copy of the complete terms of coverage, go
to https:/iwww.oregon.govioha/HSD/OHP/Pages/Splash.aspx or call the Oregon Health Plan at 1-800-273-0557. For information for your CCO, please go
here: https:/fwww.oregon.gov/oha/hsd/ohp/pages/coordinated-care-organizations.aspx. For general definitions of common terms, such as allowed amount,
balance billing, coinsurance, copayment, deductible, provider, or other underined terms, see the Glossary. You can view the Glossary at
http://www.healthcare.gov/sbe-glossary or call 1-800-273-0557 to request a copy.

What is the overall

Important Questions m Why This Matters:

deductible? 30 See the Common Medical Events chart below for services this plan covers.
Are there services covered Yes All services covered by this plan are provided with no deductible.
before you meet your
deductible? This plan covers some items and services even if you haven't yet met the deductible amount.
Are therg other M No You don't have to meet deductibles for specific services.
for specific services?
What is the out-of-pocket Not Applicable . L ,
. " - n -
limit for this plan? There is no out-of-pocket limit for this plan

What is not included in the
out-of-pocket limit?

Premiums and services this
plan doesn't cover are not
included in the out-of-pocket

There is no out-of-pocket limit for this plan.

Will you pay less if you use a
network provider?

Yes. See

https:/iwww.oregon.gov/oha/hs
dfohp/pages/find-providers.aspx
or call 1-800-273-0557 for a list

This plan uses a provider network. You will pay less if you use a provider in the plan's network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Check with your provider before you get services. Be aware, your network provider
might use an out-of-network provider for some services (such as lab work). Check with your

a specialist?

imee privider provider before you get services.
Do you need a referral to see Yes This plan will pay all of the costs to see a specialist for covered services but only if you have a

referral before you see the specialist.

Page10f5

(HHS - OMB control number: 0938-1146/Expiration date: 05/31/2026)
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Ah Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event | Services You May Need | Network Provider | Out-of-Network Provider | L™ tations. Exceptions, & Other Important

Information
(You will pay the least) | (You will pay the most) . :
Primary care visit to treat an
injury o iness Mo charge Not covered None
Preauthorization is required. If you don't get

If you visit a health care | Specialist visit No charge Not covered preauthorization, the visit will not be covered
provider's office or by the plan.
clinic You may have to pay for services that aren’t

Preventive care/screening/ preventive. Ask your provider if the services

immunization No charge Not coverad needed are preventive. Then check what your

. . plan will pay for.
Diagnostic test (x-ray, blood
Medicaid g | Mot ot coves

Lol st Imaging (CT/PET scans None

MRIs) ’ No charge Not covered
If you need drugs to Generic drugs (Tier 1) No charge Not covered
treat your illness or -

Preferred brand drugs (Tier
:l:::ziitrll?nl:m ation about 2) No charge Not coverad Covers up to a 30-day supply (retail

intion d Non-preferred brand drugs subscription); 31-90 day supply (mail order

MMN ¢ | (Tier3) No charge Not covered prescription). Prior authorization required for
% 1S :"a'f; eoi!o certain drugs. If not received, you will be
ha a’hs;df oh - . s!ti = responsible for the expense.
cov_m_q-er S—— Specialty drugs (Tier 4) No charge Not covered

Facilty fee (e Preauthorization is required. If you don't get
If you have outpatient 3 mbutlzat sﬁgqe center) Mo charge Not covered preauthorization, the service will not be
surgery ory surgery covered by the plan.

Physician/surgeon fees No charge Not covered None
| Rt %q_i:zv ;:)2;‘1 ic:alare No charge No charge e

Emergency medical
medical attention ransoortation Mo charge No charge

* For more information about limitations and exceptions, see the plan or policy document at www.oregon.govioha/HSD/OHP/Pages/Handbooks.aspx.  Page 2 of 5
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Medicaid

LSl L Limitations, Exceptions, & Other Important

Common Medical Event | Services You May Need Network Provider Out-of-Network Provider

(You will pay the least) | (You will pay the most) R
Urgent care No charge Not covered
Facilly fee (6.9, hospital No charge Not covered None
If you have a hospital | room) rg v
stay Physician/surgeon fees No charge Not covered None
If you need mental ] g
health, behavioral Outpatient services No charge Not covered None
:::':’;:i::tmu Inpatient services No charge Not covered
Office visits No charge Not covered
Childbirth/delivery Maternity care may include tests and services
If you are pregnant professional services No charge Not covered described elsewhere in the SBC (i.e.,
Childbirth/delivery facility ultrasound).
i No charge Not covered
Home health care No charge Not covered None
If you need help Rehabilitation services No charge Not covered None
recovering or have Habilitation services No charge Not covered
other special health Skilled nursing care No charge Not covered None
needs Durable medical equipment | No charge Not covered None
Hospice services No charge Not covered None
i hild need Children’s eye exam No charge Not covered None
deyr;:Ir : v ﬂ?ﬂn::f: Children’s glasses No charge Not covered None
Children’s dental check-up | No charge Not covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

« Cosmetic surgery + Non-emergency care when fraveling
o Infertility treatment outside the U.S.
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
# Acupuncture (if prescribed for » Dental care (Adult) « Private-duty nursing
rehabilitation purposes) o Hearing aids « Routine eye care (Adult)
« Bariatric surgery ¢ Long-term care « Routine foot care

* For more information about limitations and exceptions, see the plan or policy document at www.oregon.govicha/HSD/OHP/Pages/Handbooks.aspx.  Page 3 of 5
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Medicaid

summary

Most expansive benefits (including
long term services and supports)

No cost sharing

Network limits either de facto
through managed care or due to
low provider payment
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Overall

summary

Covers hospital
and medical

Covers hospital
and medical

bills, drugs and
sometimes other

Covers everything,
except cosmetic
surgery and

Covers most Minor bills. Does not |benefits (e.g., |infertility treatment,
everything except |differences |coverdrugs or |nutrition, including dental
dental andvision. |[from PEBB |dental. fitness). and long-term care.
Modest cost Minor 20%
sharing. Lower cost |differences |coinsurance on
sharing in-network. [from PEBB |most services. |Modest No cost sharing.
Yes with the option [Minor Generally no
to pay more and got (differences coverage outside of
out of network. from PEBB [No Yes network.
Minor For hospitalizations
differences and some surgery,
from PEBB |Generally no Yes for long term care.
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Discussion
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