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Introduction to Federal Benefits and This Guide

Enrollment in the Federal Employees Health Benefits (FEHB) Program can provide
important insurance coverage to protect you and your family and, in some cases, offer
tax advantages that reduce the burden of paying for some health products and services,
or dependent or elder care services.

The purpose of this Guide is to provide basic information about the health benefits offered
to you as a Temporary Continuation of Coverage (TCC) or Former Spouse enrollee under
the Federal Employees Health Benefits Program, and assist you in making informed choices
about benefits.

Additional Information

You will find references to websites or other locations to obtain more detailed information.
We encourage you to access these sites to become a more educated decision-maker and
consumer of this Federal benefit program.



Health Reform Changes for Federal Benefit Programs

Effective January 1, 2011

On March 23, 2010, President Obama signed the Affordable Care Act, (ACA), Public Law 111-148. Several provisions of the
ACA will affect eligibility and benefits under the Federal Employees Health Benefits (FEHB) Program beginning January 1,
2011. Please read the information below carefully.

Federal Employees Health Benefits (FEHB) Program

Please read the following section carefully as the actions you take will impact when your child’s FEHB
coverage begins under this new law.

What Are the Changes to FEHB Program Dependent Eligibility Rules Under the ACA?

All changes are effective on January 1, 2011.

Children Effect of ACA

Between ages 22 and 26 Children between the ages of 22 and 26 are covered under their
parent’s Self and Family enrollment up to age 26.

Married Children Married children (but NOT their spouse or their own children) are covered
up to age 20. This is true even if the child is currently under age 22.

Children with or eligible for Children who are eligible for or have their own employer-provided
employer-provided health health insurance are eligible for coverage up to age 20.

insurance

Stepchildren Stepchildren do not need to live with the enrollee in a parent—child

relationship to be eligible for coverage up to age 26.

Children Incapable of Children who are incapable of self-support because of a mental or
Self-Support physical disability that began before age 26 are eligible to continue
coverage. Contact your human resources office or retirement system for
additional information.

Foster Children Foster children are eligible for coverage up to age 26.

Children do not have to live with their parent, be financially dependent upon their parent or be students to be
covered up to age 26. There is also no requirement that the child have prior or current insurance coverage. FEHB
Program plans will send notice to all their enrollees of the coverage eligibility changes as a part of that plan’s Open
Season communications.

In cases where children have employer-provided health insurance and are covered under their parent’s Self and
Family enrollment, the children’s employer-provided health insurance will be the primary payer. FEHB will be the
secondary payer.



Health Reform Changes for Federal Benefit Programs

Effective January 1, 2011

How Do I Add a Newly Eligible Child To My Enrollment?

What you must do:

e If you currently have a Self and Family enrollment and you do not change to another health
plan or option during Open Season, contact vour FEHB plan and give them information on
your newly eligible child. Do not complete an SF 2809, Health Benefits Election Form, or enter
dependent information in your agency’s self-service enrollment system to add your child to an
existing Self and Family enrollment. Your child will be covered on January 1, 2011.

e If you currently have a Self Only enrollment and you have newly eligible children, you must
change your enrollment from Self Only to Self and Family if you want your children to be
covered. You must use an SF 2809 or an agency self-service enrollment system to make this
change.

e If you are not currently enrolled and you want FEHB coverage since your children are now
eligible, you must enroll for Self and Family coverage to provide coverage for your children.
You must use an SF 2809 or an agency self-service enrollment system to make this change.

Important: If you are enrolling or changing your enrollment, be sure to include all children up to age
26 when completing your SF 2809 or using your agency’s self-service enrollment system.

How can I enroll or change my enrollment so that my child is covered January 1st?

Be aware: The effective date of coverage for your newly eligible children depends upon the event
used to enroll or change enrollment.

If you are an employee who gets paid biweekly (this applies to most Federal employees) or you
are an Office of Workers” Compensation (OWCP) recipient, and you want you child covered on
January 1, 2011, then you must enroll or change your enrollment as a “change in family status” —
qualifying life event (QLE). The qualifying life event code to use on the SF 2809 is ‘1C’ for
employees and ‘2B’ for OWCP recipients.

You may change your enrollment from 31 days before to 60 days after January 1, 2011. Your
change to Self and Family will take effect on the first day of the pay period that includes January
1, 2011. Your child will be covered on January 1, 2011. If you make your QLE change after
January 1st, your child will be covered retroactively to January 1, 2011 and you will pay retroactive
premiums back to the effective date of the enrollment or change.

If you enroll or change your enrollment as an Open Season change, it will take effect on the first
day of the first pay period that begins in 2011. For most employees, this will be January 2, 2011.
For the Office of Workers’ Compensation, this will be January 16, 2011. For a few other agencies,
the date may be different.

The table below shows the different date of coverage for most employees and OWCP recipients

enrolling in FEHB or changing from a Self Only to a Self and Family enrollment as a “change in
family status” — QLE change or as an Open Season change.

Please visit www.opm.gov/insure for the most up-to-date information.



Health Reform Changes for Federal Benefit Programs

Effective January 1, 2011

Effective Date of Coverage for Newly Eligible Children
Enrollee Change in Family Status (QLE Change): Open Season Change:
Most Employees January 1, 2011 January 2, 2011
OWCP Recipients January 1, 2011 January 16, 2011

For United States Postal Service employees, CSRS/FERS annuitants, Temporary Continuation of Coverage
(TCO) enrollees and former spouses, an enrollment or change in enrollment made either as a “change in
family status” QLE or as an Open Season change will provide coverage of eligible children on January 1,
2011. This is also true for other agencies and other retirement systems with a pay period that begins on
January 1, 2011.

If you have a Self Only enrollment and would like your newly eligible child to be covered, you must
change to a Self and Family enrollment. If you do not change to a Self and Family enrollment as a
“change in family status” QLE or an Open Season change then your child will not be covered.

How Does This Affect Eligibility For Temporary Continuation of Coverage (TCC)?
Children who lose coverage due to reaching age 26 are eligible for TCC for up to 36 months even if
they previously had TCC.

If you are a child of an FEHB enrollee and you are now enrolled under Temporary Continuation of
Coverage (TCC), you may no longer need your TCC enrollment since you will be covered under your
parent’s Self and Family enrollment. Once you are assured of coverage under your parent’s Self and
Family enrollment, you may want to cancel your TCC enrollment. To cancel your TCC, contact the
National Finance Center at:

USDA, National Finance Center
DPRS Billing Unit

PO Box 61760

New Orleans, LA 70161-1760

If you have additional questions, please contact the National Finance Center at 800-242-9630 or

nfc.dprs@usda.gov,

What is a Grandfathered Health Plan Under ACA?

The Affordable Care Act requires that health plans include certain consumer protections and benefits
coverage that affect some FEHB plan benefits for 2011. All plans in the FEHB Program have complied
with all required provisions. However, certain protections and coverage terms depend upon whether
the plan is considered a “grandfathered health plan” under the Act.

A grandfathered health plan may preserve basic health coverage that was in effect when the law was
enacted. If an FEHB plan indicates that it is a grandfathered plan that means certain benefit features
including cost sharing, premium payments and covered services have not significantly changed from last
year.

Please visit www.opm.gov/insure for the most up-to-date information.



Health Reform Changes for Federal Benefit Programs

Effective January 1, 2011

While grandfathered health plans must comply with certain benefit requirements under the ACA, being a
grandfathered plan also means that plan may not have included all benefit protections and coverage terms that
apply to other plans. Information on a plan’s specific benefit changes under the ACA will be available in the plan’s
brochure.

How Does the ACA Affect Benefits for High Deductible Health Plans?

Beginning January 1, 2011, currently eligible over-the-counter (OTC) products that are medicines or drugs will not
be eligible for reimbursement from your Health Savings Account (HSA) or your Health Reimbursement Arrangement
(HRA) — unless — you have a prescription for that item written by your physician. The only exception is insulin - you
will not need a prescription from January 1, 2011 forward. Other currently eligible OTC items that are not medicines
or drugs will not require a prescription.

Effective January 1, 2011, the 10% penalty for non-eligible medical expenses paid from an HSA will increase to 20%.



Eligibility Requirements

These individuals are eligible to enroll in the FEHB Program but do not receive a Government contribution

toward the cost of their enrollment.

Individuals eligible for temporary continuation of
coverage (TCC), including:

e former employees whose FEHB coverage ended
because they separated from service, unless they were
separated for gross misconduct, including employees
who are not eligible to continue FEHB into retirement;

or annuitant and lose FEHB coverage because of
divorce, you may elect FEHB coverage — under certain
circumstances. Contact the employee’s human resources
office or the annuitant’s retirement system for the
requirements for electing coverage.

Former spouses enrolled under the Spouse Equity
Provisions of FEHB Law or similar statute

e children who lose FEHB coverage
under a family enrollment; and

e former (divorced) spouses who are not
eligible for FEHB coverage under the
Spouse Equity provisions of FEHB law
because they have remarried before
age 55 or are not entitled to a portion
of the Federal employee’s annuity or a
former spouse survivor annuity.

You may voluntarily cancel your

Do not cancel
your enroliment
before reading

this section.

who cancel their enrollment cannot
reenroll as a former spouse unless they
cancel because they acquire other
coverage under the FEHB Program and
that coverage ends.

You may suspend your FEHB enrollment
because you are enrolling in one of the
following programs:

e A Medicare Advantage health plan;

enrollment at any time. However, once

your cancellation takes effect, you cannot reenroll. You
will net be entitled to a 31-day extension of coverage for
conversion to a non-group (private) policy. Family
members who lose coverage upon your cancellation
may enroll only if they are eligible in their own right as
Federal employees or annuitants.

If your TCC enrollment terminates because you acquire
other FEHB coverage, and that coverage ends before
your original TCC eligibility period ends, you may
reenroll for the time remaining until your original TCC
ending date.

Note: The office that maintained the other FEHB
enrollment can advise you on your eligibility for a new
TCC enrollment period.

Strict time limits for electing T&Ceabply

as possible before (or after) the qualifying event for TCC
occurs, contact the employee’s human resources office
or the annuitant’s retirement system to get more facts
about the requirements for electing coverage.

Former (divorced) spouses eligible to enroll under
the Spouse Equity Provisions of FEHB Law or similar
statutes. If you are the spouse of a Federal employee

e Medicaid or similar State-sponsored program of
medical assistance for the needy;

e TRICARE (including Uniformed Services Family
Health Plan or TRICARE for Life);

e CHAMPVA; or
e Coverage as a Peace Corps volunteer.

For more information on how to suspend your FEHB
enrollment, contact the human resources office or
retirement system that handles your account.

Time limitations and other restrictions apply. For
instance, you must submit documentation that you are
suspending FEHB for one of the reasons stated above
in case you wish to reenroll in the FEHB Program at a
later time.

If you had suspended FEHB coverage for one of these
reasons (and had submitted the required documentation)
but now want to enroll in the FEHB Program again, you
may enroll during Open Season. You may reenroll
outside of Open Season only if you involuntarily lose
coverage under one of these programs. For more
information on enrolling in the FEHB Program, contact
your human resources office or retirement system.



Federal Employees Health Benefits (FEHB) Program

What does this Program offer?

The FEHB Program offers a wide variety of plans and coverage to help you meet your health care
needs. It is group coverage available to eligible employees, retirees and their eligible family members.
Temporary Continuation of Coverage (TCC) is available to eligible former employees and former
dependents of employees or retirees for a limited period. Spouse Equity coverage is available to
certain former spouses of employees or retirees as long as they remain eligible. You can choose from
among Fee-for-Service, Health Maintenance Organizations, Point-of-Service products, High Deductible,
and Consumer Driven health plans.

Key FEHB Program facts
e The FEHB Program is part of the annual Federal Benefits Open Season.

e FEHB coverage continues each year. You do not need to re-enroll each year. If you are happy
with your current coverage, do nothing. Please note that your premiums and benefits may change.

® You can choose from Consumer-Driven and High Deductible plans that offer catastrophic risk
protection with higher deductibles, health savings/reimbursable accounts, and lower premiums; or
Health Maintenance Organizations or Fee-for-Service plans with comprehensive coverage and
higher premiums.

e There are no waiting periods and no pre-existing condition limitations, even if you change plans.

¢ Enrollment changes can only be made during Open Season or if you experience a qualifying
life event.

e All nationwide FEHB plans offer international coverage.
e There are separate and/or different provider networks for each plan.

e Utilizing an in-network provider will reduce your out-of-pocket costs.

What enrollment types are available?
e Self Only, which covers only the enrollee;

e Self and Family, which covers the enrollee and all eligible family members.
Note: A former spouse’s eligible family members are limited to children of both the employee or
annuitant and the former spouse.

How much does it cost?

Under Spouse Equity coverage, you pay the total monthly premium, that is, both the enrollee and
Government shares. Under TCC, you pay the total monthly premium plus a 2 percent administrative charge.
The charts in Appendix E provide cost information for all plans in the FEHB Program.

Am | eligible to enroll?
Individuals eligible for TCC include:

e former employees whose FEHB coverage ended because they separated from service, unless they
were separated for gross misconduct. This includes employees who are not eligible to continue
FEHB into retirement;

e children who lose FEHB coverage under a self and family enrollment because they are no longer
considered eligible family members; and



Federal Employees Health Benefits (FEHB) Program

e former (divorced) spouses who are not eligible for FEHB coverage under the Spouse Equity
provisions of FEHB law because they have remarried before age 55 or are not entitled to a
portion of the Federal employee’s annuity or a former spouse survivor annuity.

Former (divorced) spouses eligible to enroll under the Spouse Equity provisions of FEHB law
or similar statutes. If you are the spouse of a Federal employee or annuitant and lose FEHB
coverage because of divorce, you may elect FEHB coverage — under certain circumstances. Contact
the employee’s human resources office or the annuitant’s retirement system for the requirements

for electing coverage.

When can | enroll?

Individuals eligible for TCC generally must enroll within 60 days after the qualifying event permitting
enrollment, or after receiving notice of eligibility, whichever is later. However, the opportunity to elect
TCC ends 60 days after the qualifying event if: (1) you do not notify your human resources office or
retirement system within 60 days of your child’s loss of coverage, or (2) you or your former spouse do
not notify your human resources office or retirement system within 60 days of your divorce.

Former spouses under the Spouse Equity provisions can enroll at any time after the employing
office establishes that the former spouse has met both the eligibility and application time limitation
requirements. To determine eligibility, the former spouse must apply to the employing office or
retirement system within 60 days after:
e The date of dissolution of the marriage, or
e The date of the retirement system’s notice of eligibility to enroll based on entitlement to a former
spouse annuity benefit, whichever is later.

How do | enroll?

You must contact the employee’s human resources office or the retiree’s retirement system to enroll.

What should 1 consider in making my decision to participate in this Program?

e In the case of a former employee, TCC ends on the date that is 18 months after the date of
separation.

¢ Children who lose coverage because they are no longer dependent, and former spouses not
eligible for coverage under the Spouse Equity provisions, may carry the enrollment for 36
months from the time they cease being an eligible family member for FEHB purposes.

e A TCC enrollee may cancel the enrollment at any time. However, once the cancellation takes
effect, the enrollee cannot reenroll — the cancellation is final.

e Former spouses enrolled under the Spouse Equity provisions may suspend their FEHB
enrollment because they are enrolling in one of these programs: A Medicare Advantage health
plan; Medicaid or similar State-sponsored program of medical assistance for the needy; TRICARE
(including Uniformed Services Family Health Plan or TRICARE for Life); CHAMPVA; or coverage
as a Peace Corps volunteer. For more information on how to suspend your FEHB enrollment,
contact the human resources office or retirement system that handles your account.

How do | get more information about this Program?

Visit FEHB online at www.opm.gov/insure/health for more information about Temporary
Continuation of Coverage and the Spouse Equity provisions.

10



Federal Employees Health Benefits (FEHB) Program

Did You Know... Health Information Technology can improve your health!

What is Health Information Technology? Health Information Technology (HIT) allows doctors and
hospitals to manage medical information and to securely exchange information among patients and
providers. In a variety of ways, HIT has a demonstrated benefit in improving health care quality,
preventing medical errors, reducing costs, and decreasing paperwork.

What are examples of HIT at work?
® You can go online to review your medical, pharmacy, and laboratory claims information;

e If you complete a Health Risk Assessment (HRA), your health plan can identify you as a candidate
for case management or disease management and offer suggestions on healthy lifestyle strategies
and how to reduce or eliminate health risks. Health plans can provide you with tips and
educational material about good health habits, information about routine care that is age and
gender appropriate.

e Physicians can have the very best clinical guidelines at their fingertips for managing and treating
diseases;

e While with a patient, a physician can enter a prescription on a computer where potential allergies
and adverse reactions are shown immediately;

e Computer alerts are sent to physicians to remind them of a patient’s preventive care needs and to
track referrals and test results.

One feature of HIT is the Personal Health Record (PHR). The electronic version of your medical
records allows you to maintain and manage health information for yourself and your family in a
private and secure electronic environment. Some health plans include your medical claims data in
your PHR, which gives a more complete picture of your health status and history.

You can also find a PHR on OPM’s website at www.opm.gov/insure/health/phr/tools.asp. This PHR is a
fillable and downloadable form that you complete yourself and save on your home computer. We
encourage you to take a look at this PHR option and, if you determine it will fulfill your record-
keeping needs, take advantage of this opportunity.

Price/cost transparency is another element of health information technology. For example, many
health plans allow you to use online tools that will show what the plan will pay on average for a
specific procedure or for a specific prescription drug. You can also review healthcare quality
indicators for physician and hospital services.

The health plans listed on our HIT website at www.opm.gov/insure/health/reference/hittransparency.asp

have taken steps to help you become a better consumer of health care and have met OPM’s HIT,
quality and price/cost transparency standards.

No one is more responsible for your health care than you — HIT tools can help.

11



Appendix A
FEHB Program Features

¢ No Waiting Periods. You can use your benefits as soon as your coverage becomes effective.
There are no pre-existing condition limitations even if you change plans.

¢ A Choice of Coverage. Choose between Self Only or Self and Family.

¢ Group Benefits. Under Spouse Equity coverage, you pay the total monthly premium. Under
TCC, you pay the total monthly premium plus a 2 percent administrative charge.

¢ A Choice of Plans and Options. Sclect from Fee-for-Service (with the option of a Preferred
Provider Organization), Health Maintenance Organization, Point-of-Service plans, Consumer-
Driven Plans, or High Deductible Health Plans.

¢ Annual Enrolilment Opportunity. Each year you can enroll or change your health plan
enrollment. The Open Season runs from the Monday of the second full work week in November
through the Monday of the second full work week in December.

¢ Continued Group Coverage. Eligibility for you or your family members may continue
following your retirement, divorce or death. See your human resources office or retirement
system for more information.

¢ Coverage after FEHB Ends. You or your family members may be eligible for conversion to
non-group (private) coverage when FEHB coverage ends. See your human resources office for
more information.

¢ Consumer Protections. Go to www.opm.gov/insure/health/consumers to: see your appeal
rights to OPM if you and your plan have a dispute over a claim; read the Patients’ Bill of Rights
and the FEHB Program; and learn about your privacy protections when it comes to your medical
information.

12



Appendix B
Choosing an FEHB Plan

What type of health plan is best for you?
You have some basic questions to answer about how you pay for and access medical care.
Here are the different types of plans from which to choose.

Choice of doctors,

hospitals, pharmacies,

and other providers

Specialty care

Out-of-pocket costs

Paperwork

Fee-for-Service
w/PPO (Preferred
Provider
Organization)

You must use the

plan’s network to reduce
your out-of-pocket costs.
Not using PPO providers
means only some or
none of your claims will
be paid.

Referral not required
to get benefits.

You pay fewer costs if
you use a PPO
provider than if you
don't.

Some, if you don’t use
network providers.

Health Maintenance
Organization

You generally must
use the plan’s network
to reduce your out-of-
pocket costs.

Referral generally
required from primary
care doctor to get
benefits.

Your out-of-pocket
costs are generally
limited to copayments.

Little, if any.

Point-of-Service

You must use the
plan’s network to
reduce your out-of-
pocket costs. You may
go outside the
network but you will
pay more.

Referral generally
required to get
maximum benefits.

You pay less if you use
a network provider
than if you don’t.

Little, if you use the
network. You have to
file your own claims if
you don’t use the
network.

Consumer-Driven
Plans

You may use network
and non-network
providers. You will pay
more by not using the
network.

Referral not required
to get maximum
benefits from PPOs.

You will pay an
annual deductible and
cost-sharing. You pay
less if you use the
network.

Some, if you don’t use
network providers.

High Deductible
Health Plans w/Health
Savings Account (HSA)
or Health
Reimbursement
Arrangement (HRA)

Some plans are
network only, others
pay something even if
you do not use a
network provider.

Referral not required
to get maximum
benefits from PPOs.

You will pay an
annual deductible and
cost-sharing. You pay
less if you use the
network.

If you have an HSA or
HRA account, you may
have to file a claim to

obtain reimbursement.

13




Appendix B
Choosing an FEHB Plan

What should you consider when choosing a plan?

Having a variety of plans to choose from is a good thing, but it can make the process confusing. We have a tool
on our website that will help you narrow your plan choice based on the benefits that are important to you; go
to www.opm.gov/insure/health/search/plansearch.aspx. You can also find help in selecting a plan using tools
provided by PlanSmartChoice and Consumer’s Checkbook at www.opm.gov/insure/health/planinfo/index.asp.

Ask yourself these questions:
1. How much does the plan cost? This includes the premium you pay.

2. What benefits does the plan cover? Make sure the plan covers the services or supplies that are
important to you, and know its limitations and exclusions.

3. What are my out of pocket costs? Does the plan charge a deductible (the amount you must first pay
before the plan begins to pay benefits)? What is the copayment or coinsurance (the amount you share in
the cost of the service or supply)?

4. Who are the doctors, hospitals, and other care providers I can use? Your costs are lower when you
use providers who are part of the plan; these are “in-network” providers.

5. How well does my plan provide quality care? Quality care varies from plan to plan, and here are
three sources for reviewing quality.

* Member survey results — evaluations by current plan members are posted within the health plan
benefit charts in this Guide.

* Effectiveness of care — how a plan performs in preventing or treating common conditions is
measured by the Healthcare Effectiveness Data and Information Set and is found at
www.opm.gov/insure/health/planinfo/quality/hedis.aspx.

* Accreditation — evaluations of health plans by independent accrediting organizations. Check the
cover of your health plan’s brochure for its accreditation level or go to
http://reportcard.ncqa.org/plan/external/plansearch.aspx.

14



Appendix B
Choosing an FEHB Plan

Definitions

Brand name drug - A prescription drug that is protected by a patent, supplied by a single company,
and marketed under the manufacturer’s brand name.

Coinsurance - The amount you pay as your share for the medical services you receive, such as a
doctor’s visit. Coinsurance is a percentage of the plan’s allowance for the service (you pay 20%, for
example).

Copayment - The amount you pay as your share for the medical services you receive, such as a
doctor’s visit. A copayment is a fixed dollar amount (you pay $15, for example).

Deductible - The dollar amount of covered expenses an individual or family must pay before the
plan begins to pay benefits. There may be separate deductibles for different types of services. For
example, a plan can have a prescription drug benefit deductible separate from its calendar year
deductible.

Formulary or Prescription Drug List - A list of both generic and brand name drugs, often made
up of different cost-sharing levels or tiers, that are preferred by your health plan. Health plans choose
drugs that are medically safe and cost effective. A team including pharmacists and physicians
determines the drugs to include in the formulary.

Generic Drug - A generic medication is an equivalent of a brand name drug. A generic drug
provides the same effectiveness and safety as a brand name drug and usually costs less. A generic
drug may have a different color or shape than the brand name, but it must have the same active
ingredients, strength, and dosage form (pill, liquid, or injection).

In-Network - You receive treatment from the doctors, clinics, health centers, hospitals, medical
practices, and other providers with whom your plan has an agreement to care for its members.

Out-of-Network - You receive treatment from doctors, hospitals, and medical practitioners other than
those with whom the plan has an agreement at additional cost. Members who receive services
outside the network may pay all charges.

Premium Conversion - A program to allow Federal employees to use pre-tax dollars to pay health
insurance premiums to the Federal Employees Health Benefits (FEHB) Program. Based on Federal tax
rules, employees can deduct their share of health insurance premiums from their taxable income,
which reduces their taxes.

Provider - A doctor, hospital, health care practitioner, pharmacy, or health care facility.

Quualifying Life Fvents - An event that may allow participants in the FEHB Program to change their
health benefits enrollment outside of an Open Season. These events also apply to employees under

premium conversion and include such events as change in family status, loss of FEHB coverage due

to termination or cancellation, and change in employment status.

Additional definitions are located at the beginning of the sections introducing the different types of plans.

15



Appendix C
Qualifying Life Events (QLEs)
that May Permit a Change in Your FEHB Enroliment

(for Former Spouses under Spouse Equity provisions)

Qualifying Life Events are those events that permit individuals to change their health benefits
enrollment outside of the annual Open Season period. Below is a brief list of the more common
qualifying life events for Former Spouses under the Spouse Equity provisions. (Note: Former
spouses may change to Self and Family only if family members are also eligible family members of
the employee or annuitant.) Be aware that time limits apply for requesting changes. A complete
listing of qualifying life events can be found at www.opm.gov/forms/pdf fill/st2809.pdf. For more
details about these and other qualifying life events, contact the human resources office of your
employing agency or retirement system.

From Not Enrolled | From Self Only to | From One Plan or
to Enrolled Self and Family Option to Another

Change in family status based on No Yes Yes
addition of family members who
are also eligible family members
of the employee or annuitant.

Former spouse or eligible child Yes Yes Yes
loses FEHB coverage due to
termination, cancellation, or
change to Self Only of the
covering enrollment.

On becoming eligible for Not No Yes
Medicare. (This change may be Applicable
made only once in a lifetime.)

Enrolled former spouse or eligible Not Yes Yes
child loses coverage under Applicable
another group insurance plan, for
example:

e Loss of coverage under
another federally-sponsored
health benefits program;

e Loss of coverage under a
non-Federal health plan
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Appendix C
Qualifying Life Events (QLEs)
that May Permit a Change in Your FEHB Enroliment

(for Temporary Continuation of Coverage for Eligible Former Employees,
Former Spouses, and Children)

Below is a brief list of the more common qualifying life events for Temporary Continuation of
Coverage (TCC) for Eligible Former Employees, Former Spouses, and Children. Be aware
that time limits apply for requesting changes. A complete listing of qualifying life events can be
found at www.opm.gov/forms/pdf fill/sf2809.pdf. For more details about these and other
qualifying life events, contact the human resources office of your employing agency or retirement
system.

From Not Enrolled | From Self Only to | From One Plan or
to Enrolled Self and Family Option to Another
Change in family status (except No Yes Yes
former spouse): for example,
marriage, birth or death of family
member, adoption, legal
separation, or divorce
On becoming eligible for Not No Yes
Medicare Applicable
Change in family status of former No Yes Yes
spouse, based on addition of
family members who are eligible
family members of the employee
or annuitant.
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Appendix D
FEHB Member Survey Results

Each year Federal Employees Health Benefits plans with 500 or more subscribers mail the
Consumers Assessment of Healthcare Providers and Systems (CAHPS)' to a random sample of plan
members. For Health Maintenance Organizations (HMO)/Point-of-Service (POS) and High
Deductible Health Plans (HDHP) and Consumer-Driven Health Plans (CDHP), the sample includes
all commercial plan members, including non-Federal members. For Fee-for-Service (FFS)/Preferred
Provider Organization (PPO) plans, the sample includes Federal members only. The CAHPS survey
asks questions to evaluate members’ satisfaction with their health plans. Independent vendors
certified by the National Committee for Quality Assurance administer the surveys.

OPM reports each plan’s scores on the various survey measures by showing the percentage of
satisfied members on a scale of 0 to 100. Also, we list the national average for each measure. Since
we offer HMO plans, FFS/PPO plans, HDHP, and CDHP plans, we compute a separate national
average for each plan type.

Survey findings and member ratings are provided for the following key measures of
member satisfaction:

e Overall Plan Satisfaction — This measure is based on the question, “Using any number from 0 to
10, where 0 is the worst health plan possible and 10 is the best health plan possible, what
number would you use to rate your health plan?” We report the percentage of respondents
who rated their plan 8 or higher.

Getting Needed Care — How often was it easy to get an appointment, the care, tests, or
treatment you thought you needed through your health plan?

Getting Care Quickly — When you needed care right away, how often did you get care as soon
as you thought you needed? Not counting the times you needed care right away, how often did
you get an appointment at a doctor's office or clinic as soon as you wanted?

How Well Doctors Communicate — How often did your personal doctor explain things in a way
that was easy to understand? How often did your personal doctor listen carefully to you, show
respect for what you had to say, and spend enough time with you?

Customer Service —How often did your health plan’s customer service department give you
the information or help you needed? How often did your health plan’s customer service staff
treat you with courtesy and respect? How often were the forms from your health plan easy
to fill out?

Claims processing — How often did your health plan handle your claims quickly and correctly?
Plan Information on Costs — How often were you able to find out from your health plan how

much you would have to pay for a health care service or equipment, or for specific
prescription drug medicines?

In evaluating plan scores, you can compare individual plan scores against other plans and against
the national averages. Generally, new plans and those with fewer than 500 FEHB subscribers do not
conduct CAHPS. Therefore, some of the plans listed in the Guide will not have survey data.

' CAHPS is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
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Appendix E
FEHB Plan Comparison Charts

Nationwide Fee-for-Service Plans
(Pages 20 through 23)

Fee-for-Service (FFS) plans with a Preferred Provider Organization (PPO) — A Fee-for-Service
plan provides flexibility in using medical providers of your choice. You may choose medical providers who
have contracted with the health plan to offer discounted charges. You may also choose medical providers
who do not contract with the plan, but you will pay more of the cost.

Medical providers who have contracts with the health plan (Preferred Provider Organization or PPO) have
agreed to accept the health plan’s reimbursement. You usually pay a copayment or a coinsurance amount
and do not file claims or other paperwork. Going to a PPO hospital does not guarantee PPO benetfits for all
services received in the hospital, however. Lab work, radiology, and other services from independent practi-
tioners within the hospital are frequently not covered by the hospital’s PPO agreement. If you receive treat-
ment from medical providers who are not contracted with the health plan, you either pay them directly and
submit a claim for reimbursement to the health plan or the health plan pays the provider directly according
to plan coverage, and you pay a deductible, coinsurance or the balance of the billed charge. In any case,
you pay a greater amount in out-of-pocket costs.

PPO-only — A PPO-only plan provides medical services only through medical providers that have contracts
with the plan. With few exceptions, there is no medical coverage if you or your family members receive
care from providers not contracted with the plan.

Fee-for-Service plans open only to specific groups — Several Fee-for-Service plans that are spon-

sored or underwritten by an employee organization strictly limit enrollment to persons who are members of
that organization. If you are not certain if you are eligible, check with your human resources office first.

The Health Maintenance Organization (HMO) and Point-of-Service (POS) section begins on page 25.

The High Deductible Health Plan (HDHP) and Consumer-Driven Health Plan (CDHP) section begins
on page 50.
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Nationwide Fee-for-Service Plans

How to read this chart:

The table below highlights selected features that may help you narrow your choice of health plans. Always consult plan brochures before
making your final decision. The chart does not show all of your possible out-of-pocket costs.

The Deduetibles shown are the amount of covered expenses that you pay before your health plan begins to pay.
Calendar Year deductibles for families are two or more times the per person amount shown.

In some plans your combined Presecription Drug purchases from Mail Order and local pharmacies count toward the deductible. In other
plans, only purchases from local pharmacies count. Some plans require each family member to meet a per person deductible.

The Hospital Inpatient deductible is what you pay each time you are admitted to a hospital.
Doctors shows what you pay for inpatient surgical services and for office visits.

Your share of Hospital Inpatient Room and Board covered charges is shown.

102% of
Enroliment Total Total

Code Monthly Monthly

Premium Premium
Telephone Self Self & Self Self & Self Self &
Plan Name: Open to All Number Only family Only family Only | family
APWU Health Plan (APWU) -high 800-222-2798 471 472 477.08 1078.72 486.62 1100.29
Blue Cross and Blue Shield Service Benefit Plan (BCBS) -std Local phone # 104 105 578.61 1306.89 590.18 1333.03
Blue Cross and Blue Shield Service Benefit Plan (BCBS) -basic Local phone # 111 112 453 48 1061.97 462.55 1083.21
GEHA Benefit Plan (GEHA) -high 800-821-6136 311 312 567.62 129097 | 57897 | 131679
GEHA Benefit Plan (GEHA) -std 800-821-6136 314 315 346.62 788.28 353.55 804.05
Mail Handlers Benefit Plan (MH) -std 800-410-7778 454 455 611.20 1398.76 623.42 1426.74
Mail Handlers Benefit Plan Value (MHV) 800-410-7778 414 415 285.91 681.63 291.63 695.26
NALC -high 888-636-6252 321 322 552.07 1202.61 563.11 1226.66
SAMBA -high 800-638-6589 441 442 661.68 1558.25 67491 1589.42
SAMBA -std 800-638-6589 444 445 501.78 1145.95 511.82 1168.87

Plan Name: Open Only to Specific Groups

Compass Rose Health Plan (CRHP) -high 800-634-0069 421 422 510.49 1184.93 520.70 1208.63
Foreign Service Benefit Plan (FS) -high 202-833-4910 401 402 493.96 1181.46 503.84 1205.09
Panama Canal Area Benefit Plan (PCABP) -high* 800-424-8196 431 432 409.24 854.21 417.42 871.29
Rural Carrier Benefit Plan (Rural) -high 800-638-8432 381 382 565.83 1155.79 577.15 1178.91
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Prescription Drug Payment Levels Plans use a variety of terms to define what you pay for prescription drugs such as generic, brand
name, Tier I, Tier II, Level I, etc. The 2 to 3 payment levels that plans use follow: Level I includes most generic drugs, but may include some
preferred brands. Level II may include generics and preferred brands not included in Level I. Level III includes all other covered drugs, with
some exceptions for specialty drugs. Many plans are basing how much you pay for prescription drugs on what they are charged.

Mail Order Discounts If your plan has a Mail Order progrram and that program is superior to the purchase of medications at the pharmacy
(e.g., you get a greater quantity or pay less through Mail Order), your plan’s response is “yes.” If the plan does not have a Mail Order program
or it is not superior to its pharmacy benefit, the plan’s response is “no.”

The prescription drug copayments or coinsurances described in this chart do not represent the complete range of cost-sharing under these
plans. Many plans have variations in their prescription drug benefits (e.g., you pay the greater of a dollar amount or a percentage, or you pay
one amount for your first prescription and then a different amount for refills). You must read the plan brochure for a complete
description of prescription drug and all other benefits.

Medical-Surgical — You Pay
Deductible Copay ($)/Coinsurance (%)
Doctors ) Prescription Drugs
B fit Per Person Hospital Hospital b °
enett Inpatient Inpatient | Inpatient
Type Office patl Mail Order
yp Calendar | Prescription Visits Surgical R&B Level I Level II / Level III Discounts
Plan Year Drug Services

APWU -high | PPO $275 None None $18 10% 10% $8 25%/25% Yes
Non-PPO $500 None $300 30%+diff. 30%+diff. 30% 50% 50%/50% Yes
BCBS -std PPO $350 None $250 $20 15% Nothing 20% 30%/30% Yes
Non-PPO $350 None $350 35% 35% 35% 45% + 45%+/45%+ Yes
BCBS -basic PPO None None $150/day x5 $25 $150 Nothing $10 $40/$50 or 50% No
GEHA -high PPO $350 None $100 $20 10% Nothing $5 25% Max $150/N/A Yes
Non-PPO $350 None $300 25% 25% Nothing $5 25% Max $150+/N/A Yes
GEHA -std PPO $350 None None $10 15% 15% $5 50% Max $200/N/A Yes
Non-PPO $350 None None 35% 35% 35% $5 50% Max $200+/N/A Yes
MH -std PPO $400 None $200 $20 10% Nothing $10 30%($200 max)/50%($200 max) Yes
Non-PPO $600 None $500 30% 30% 30% 50% 50%/50% Yes
MH Value PPO $600 None None $30 20% 20% $10 50%/50% No
Non-PPO $900 Not Covered None 40% 40% 40% Not Covered Not Covered No
NALC -high PPO $300 None $200 $20 15% Nothing 20% 30%/30% Yes
Non-PPO $300 None $350 30% 30% 30% 45% 45%+ 45%+/45%+ Yes
SAMBA -high | PPO $300 None $200 $20 10% Nothing $10 15%($55 max)/30%($90 max) Yes
Non-PPO $300 None $300 30% 30% 30% $10 15%(855 max)/30%($90 max) Yes
SAMBA -std PPO $350 None $200 $20 15% Nothing $10 25%($70 max)/35%($100 max) Yes
Non-PPO $350 None $300 30% 30% 30% $10 25%($70 max)/35%($100 max) Yes
CRHP PPO $300 None $150 $10 10% Nothing $5 $30/30% or $45 Yes
Non-PPO $300 None $350 30% 30% 30% $5 $30/30% or $45 Yes
FS PPO $300 None Nothing 10% 10% Nothing $10 25%/30%+$50 min Yes
Non-PPO $300 None $200 30% 30% 20% $10 25%/30%+$50 min Yes
PCABP POS None None $25 $5 Nothing Nothing 20% 20%/20% No
FFS None None $100 50% 50% 50% 20% 20%/20% No
Rural PPO $350 $200 $100 $20 10% Nothing 30% 30%/30% Yes
Non-PPO $400 $200 $300 25% 20% 20% 30% 30%/30% Yes

*The Panama Canal Area Plan provides a Point-of-Service product within the Republic of Panama.
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Nationwide Fee-for-Service Plans

Member Survey results are collected, scored, and reported by an independent organization — not by the health plans.
See Appendix D for a fuller explanation of each survey category.

Overall Plan Satisfaction

e How would you rate your overall experience with your health plan?

Getting Needed Care  How often was it easy to get an appointment, the care, tests, or treatment you thought you needed through your health plan?
Getting Care Quickly e When you needed care right away, how often did you get care as soon as you thought you needed?
e Not counting the times you needed care right away, how often did you get an appointment at a doctor’s office or clinic
as soon as you thought you needed?
How Well Doctors  How often did your personal doctor explain things in a way that was easy to understand?
Communicate  How often did your personal doctor listen carefully to you, show respect for what you had to say, and spend enough time with you?
Customer Service  How often did written materials or the Internet provide the information you needed about how your health plan works?

» How often did your health plan’s customer service give you the information or help you needed?
 How often were the forms from your health plan easy to fill out?

Claims Processing

 How often did your health plan handle your claims quickly and correctly?

Plan Information on Costs

* How often were you able to find out from your health plan how much you would have to pay for a health care service
or equipment, or for specific prescription drug medicines?

Member Survey Results
How well Plan Infor-
Plan | Overall plan Getting Getting doctors | Customer | Claims | mation on
Plan Name: Open to All Code | satisfaction | needed care | care quickly | communicate | service | processing Costs
FFS National Average 78.9 92.1 92.2 94.4 89.7 92.6 74.6

APWU Health Plan -high 47 784 91.8 93.6 94.6 86.4 80.7 76.9
47

Blue Cross and Blue Shield Service Benefit Plan -std 10 80.5 93.9 92.5 94.9 89.7 95.6 73.8
10

Blue Cross and Blue Shield Service Benefit Plan -basic 11 73.9 93.1 89.6 94.9 92 94.6 73

GEHA Benefit Plan -high 31 85.8 93.9 92.1 95.1 93.3 97 76.7
31

GEHA Benefit Plan -std 31 76.6 90.5 90 94.4 90.1 93.9 73.4
31

Mail Handlers Benefit Plan -std 45 78.8 92.4 91.8 94.6 90.4 94.1 69
45

Mail Handlers Benefit Plan Value 41 52.4 84.6 89 94.1 86.6 84.5 66.5
41

NALC -high 32 8438 94 92.8 93.4 89.7 94.5 77.8
32

SAMBA -high 44 85.9 94.7 94.1 95.7 90.9 94.9 79.2
44

SAMBA -std 44 82.6 93.6 93.9 95.2 93.1 93.8 717
44

Plan Name: Open Only to Specific Groups

FFS National Average 78.9 92.1 92.2 94.4 89.7 92.6 74.6

Compass Rose Health Plan 42 86.4 93.9 95.1 93.6 92.4 94.9 78.2
42

Foreign Service Benefit Plan 40 75.7 87.1 92.7 93 83.5 849 08.6
40

Panama Canal Area Benefit Plan 43
43

Rural Carrier Benefit Plan 38 83.9 95.2 94 95.7 91.1 94 774
38
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Fee-for-Service Plans - Blue Cross and Blue Shield Service Benefit Plan -
Member Survey Results for Select States

Again this year we are providing more detailed information regarding the quality of services provided by our health plans. We are including the
results of the Member Satisfaction survey at the state level for eight local Blue Cross Blue Shield (BCBS) Plans.

Member Survey Resuits

How well Plan Infor-
Plan | Overall plan |  Getting Getting doctors Customer |  Claims | mation on
Plan Name Location Code | satisfaction |needed care | care quickly | communicate | service | processing | Costs
FFS National Average 78.9 92.1 92.2 94.4 89.7 92.6 74.6
Blue Cross and Blue Shield Service - Standard Arizona 10 79.5 93 91 92.5 86.5 93.4 75.1
Benefit Plan - Basic 11 728 889 85 90.5 887 94.5 64.9
Blue Cross and Blue Shield Service - Standard California 10 79 91.9 875 94.4 86.4 93.9 68.9
Benefit Plan - Basic 11 66.9 883 814 912 86.6 86.1 65.7
Blue Cross and Blue Shield Service - Standard | District of Columbia 10 758 92.6 919 95 86.9 90.1 67.4
Benefit Plan - Basic 11 65.2 86.8 86.1 88.2 82.6 90.3 61.9
Blue Cross and Blue Shield Service - Standard Florida 10 85.1 935 90.1 94.5 89.2 92.5 775
Benefit Plan - Basic 11 747 90.6 89.4 91.5 875 91.2 69.2
Blue Cross and Blue Shield Service - Standard Illinois 10 79.8 93 92.9 95.1 88 94.2 72.7
Benefit Plan - Basic 11 72.9 89.7 87.1 92.9 86.5 94.5 69.7
Blue Cross and Blue Shield Service - Standard Maryland 10 80.2 93.6 92.2 93 93.1 97.3 72.8
Benefit Plan - Basic 11 74.1 913 89.6 93 90.1 96.2 69.7
Blue Cross and Blue Shield Service - Standard Texas 10 84.7 93.8 89.4 93.9 88.4 95.6 74.1
Benefit Plan - Basic 11 76.5 91.2 88.5 92.1 90.1 94.2 66.7
Blue Cross and Blue Shield Service - Standard Virginia 10 81.8 91.6 91 944 91.6 9.3 732
Benefit Plan - Basic 11 70.1 90.2 86.4 91.8 87.8 943 70.4
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Appendix E
FEHB Plan Comparison Charts

Health Maintenance Organization Plans and
Plans Offering a Point-of-Service Product
(Pages 26 through 49)

Health Maintenance Organization (HMO) — A Health Maintenance Organization provides care through a network of
physicians and hospitals in particular geographic or service areas. HMOs coordinate the health care service you receive and free
you from completing paperwork or being billed for covered services. Your eligibility to enroll in an HMO is determined by where
you live or, for some plans, where you work.

e The HMO provides a comprehensive set of services — as long as you use the doctors and hospitals affiliated with
the HMO. HMOs charge a copayment for primary physician and specialist visits and sometimes a copayment for
in-hospital care.

e Most HMOs ask you to choose a doctor or medical group as your primary care physician (PCP). Your PCP provides
your general medical care. In many HMOs, you must get authorization or a “referral” from your PCP to see other
providers. The referral is a recommendation by your physician for you to be evaluated and/or treated by a different
physician or medical professional. The referral ensures that you see the right provider for the care appropriate
to your condition.

e Medical care from a provider not in the plan’s network is not covered unless it’s emergency care or your plan has an
arrangement with another plan.

Plans Offering a Point-of-Service (POS) Product — A Point-of-Service plan is like having two plans in one — an

HMO and an FFS plan. A POS allows you and your family members to choose between using, (1) a network of providers in a
designated service area (like an HMO), or (2) Out-of-Network providers (like an FFS plan). When you use the POS network

of providers, you usually pay a copayment for services and do not have to file claims or other paperwork. If you use non-HMO
or non-POS providers, you pay a deductible, coinsurance, or the balance of the billed charge. In any case, your out-of-pocket
costs are higher and you file your own claims for reimbursement.

The tables on the following pages highlight what you are expected to pay for selected features under each plan. Always consuit
plan brochures before making your final decision.

Primary care/Specialist office visit copay — Shows what you pay for each office visit to your primary care doctor and
specialist. Contact your plan to find out what providers it considers specialists.

Hospital per stay deductible — Shows the amount you pay when you are admitted into a hospital.

Prescription drugs — Plans use a variety of terms to define what you pay for prescription drugs such as generic, brand, Level I,
Level II, Tier I, Tier II, etc. In capturing these differences we use the following: Level I includes most generic drugs, but may
include some preferred brands. Level II may include generics and preferred brands not included in Level 1. Level III includes all
other covered drugs with some exceptions for specialty drugs. The level in which a medication is placed and what you pay for
prescription drugs is often based on what the plan is charged.

Mail Order Discount — If your plan has a mail order program and that program is superior to the purchase of medications at
the pharmacy (e.g., you get a greater quantity or pay less through mail order), your plan’s response is “yes.” If the plan does not
have a mail order program or it is not superior to its pharmacy benefit, the plan’s response is “no.”

Member Survey Results — See Appendix D for a description.



Health Maintenance Organization (HMO) and Point-of-Service (POS) Plans

See page 25 for an explanation of the columns on these pages.

Plan Name - Location

Telephone
Number

102% of
Total Total
Enroliment Monthly Monthly
Code Premium Premium
Self Self & | Self Self & Self | Self &
only | family | only | family | only | family

Aetna Open Access -high- Phoenix and Tucson Areas
Health Net of Arizona, Inc. -high- Maricopa/Pima/Other AZ counties

Health Net of Arizona, Inc. -std- Maricopa/Pima/Other AZ counties

QualChoice - high - All of Arkansas

QualChoice - std - All of Arkansas

Aetna HMO - Los Angeles and San Diego Areas

Anthem Blue Cross - HMO -high- Most of California

Blue Shield of CA Access+HMO -high- Southern Region

Health Net of California -high- Northern Region

Health Net of California -std- Northern Region

Health Net of California -high- Southern Region

Health Net of California -std- Southern Region

Kaiser Foundation Health Plan of California -high- Northern California
Kaiser Foundation Health Plan of California -std- Northern California
Kaiser Foundation Health Plan of California -high- Southern California
Kaiser Foundation Health Plan of California -std- Southern California

PacifiCare of California -high- Most of California

Colorado
Kaiser Foundation Health Plan of Colorado -high- Denver/Boulder/Southern Colorado

Kaiser Foundation Health Plan of Colorado -std- Denver/Boulder/Southern Colorado

877-459-6604
800-289-2818

800-289-2818

800-235-7111

800-235-7111

877-459-6604
800-235-8631
800-880-8086
800-522-0088
800-522-0088
800-522-0088
800-522-0088
800-464-4000
800-464-4000
800-464-4000
800-464-4000
866-546-0510

800-632-9700
800-632-9700
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WQl WQ2
AT AT2
A4 ATS

DH1 DH2

DH4 DH5

2X1 2X2
M51 M52
SI1 SI2
LB1 LB2
LB4 LB5
LP1 LP2
LP4 LP5
591 592
594 595
621 622
624 625
CYl CY2

651 652
654 655

537.57 1299.94
508.45 1286.59
456.91 1156.20

537.94 1259.77

419.58 982.54

438.27 1079.61
588.23 1435.42
523.47 1183.04
814.04 1882.16
775.28 179253
552.00 1276.25
51831 1198.34
621.83 1484.38
520.52 1218.01
478.94 1106.89
306.87 709.26
474.02 1082.03

542.75 1226.64
320.73 724.90

54832 1325.94
518.62 1312.32

466.05 1179.32

548.70 1284.97

427.97 1002.19

44704 | 1101.20
599.99 | 1464.13
53394 | 1206.70
83032 | 1919.80
79079 | 182838
563.04 1301.78
5868 | 122231
63427 | 151407
530.93 1242.37
48852 | 1129.03
31301 | 72345
48350 | 1103.67

553.601 1251.17
327.14 739.40




Prescription Member Survey Results
Drugs

ko §

Primary ; z 3 B 2

care/ Hospital mMail [Sg|f |& |2 2. w | £
o he a9 | < S 3} =t ) g 0 g
Specialist per stay Level II/| order |= 7% & EE €y 2 Z € Z
_ : office copay | deductible | Levell | Level Il |discount| 5% | o |25 | 282 | 25 |E8| <O
Plan Name - Location :s|35 82825 |&5|88|2¢
HMO/POS National Average | 64.2 | 84.7 | 85.6 | 93.1 84 | 874|672

Aetna Open Access-High $20/$35 $250/day x 4 $10 $35/$65 Yes 613 | 866 | 8.1 | 8.9 869 | 879 | 66.7
Health Net of Arizona, Inc.-High $15/$30 $200/day X 3 $10 $30/850 Yes 66.8 | 90.7 84.1 93.1 823 | 873 03
Health Net of Arizona, Inc.-Std $15/$40 $250/day X 3 $10 $40/$70 Yes 66.8 | 90.7 84.1 93.1 823 | 873 03

|

QualChoice- In-Network | pdaotole | $100maxsso0 | S0 [ $40/$60 Yes
QualChoice- Out-Network | 40%/40% 40% N/A N/A N/A
QualChoice- tnNework | 20806, | sa00maxsioo0 | §5 | sdorsco Yes

Aetna Open Access-High $20/$35 $250/day x 4 $10 $35/$65 Yes 524 762 | 758 | 884 | 793 | 921 | 675
Anthem Blue Cross - HMO-High $25/$25 $200/day x 3 | $10/835/45% | $35 or 45%/45% Yes 608 | 81.9 | 775 | 885 66 | 854 | 57.6
Blue Shield of CA Access+HMO-High $20/$30 $150/ day x 3 $10 $35/$50 Yes 649 | 83.8 80.9 90.3 817 | 83 | 635
Health Net of California-High $15/$30 $100/dayx3 $10 $35/$50 Yes 649 | 82 80.4 92 777 | 8.6 | 57.1
Health Net of California-Std $30/$50 $300 $15 $35/$60 Yes 0649 | 82 80.4 92 777 | 836 | 571
Health Net of California-High $15/$30 $100/dayx3 $10 $35/$50 Yes 649 | 82 80.4 92 777 | 836 | 571
Health Net of California-Std $30/$50 $300 $15 $35/$60 Yes 649 | 82 80.4 92 777 | 836 | 571
Kaiser Foundation HP-High $15/$15 $250 $10 $30/$30 Yes 69 | 835 | 822 | 913 80.3 | 802 | 9938
Kaiser Foundation HP-Std $30/$30 $500 $15 $35/$35 Yes 69 | 835 | 822 | 913 80.3 | 802 | 5938
Kaiser Foundation HP-High $15/$15 $250 $10 $30/$30 Yes 72 | 80 794 | 919 784 | 78 | 634
Kaiser Foundation HP-Std $30/$30 $500 $15 $35/$35 Yes 721 80 794 | 919 784 | 78 | 634
PacifiCare of California-High $20/$30 $100/day x 5 $10 $35/$60 Yes 03.2 | 762 | 815 90.6 77 86.1 | 644

Colorado
Kaiser Foundation HP-High $20/$30 $250 $10 $25/$50 Yes 631 794 | 871 | 927 808 | 92 | 685
Kaiser Foundation HP-Std $25/$45 $250/dayx3 $15 $35/$70 Yes 631 794 | 871 | 927 808 | 92 | 685
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Health Maintenance Organization (HMO) and Point-of-Service (POS) Plans

See page 25 for an explanation of the columns on these pages.

Plan Name - Location

Telephone
Number

102% of
Total Total
Enrollment Monthly Monthly
Code Premium Premium
Self Self & Self Self & Self Self &
only | family | only | family | only | family

Delaware
Aetna Open Access -high- Kent/New Castle/Sussex areas

Aetna Open Access -basic- Kent/New Castle/Sussex areas

District of Columbia

877-459-6604
877-459-6604

P31
P34

P32
P35

832.11
623.72

2007.74
1440.27

848.75
636.19

2047.89
1469.08

Aetna Open Access -high- Washington, DC Area

Aetna Open Access -basic- Washington, DC Area

CareFirst BlueChoice -high- Washington, D.C. Metro Area

Kaiser Foundation Health Plan Mid-Atlantic States -high- Washington, DC area
Kaiser Foundation Health Plan Mid-Atlantic States -std- Washington, DC area

M.D. IPA -high- Washington, DC area

877-459-6604
877-459-6604
866-296-7363
877-574-3337
877-574-3337
877-835-9861

NI

261
E31
E34
JP1

N2
N5
262
E32
E35
P2

739.59
472.94
542.45
526.52
330.55
523.64

1656.61
1106.84
1220.31
1211.02
760.20
1207.48

754.38
482.40
553.30
537.05
337.16
534.11

1689.74
1128.98
1244.72
1235.24
775.40
1231.63

Av-Med Health Plan -high- Broward, Dade and Palm Beach
Av-Med Health Plan -std- Broward, Dade and Palm Beach
Capital Health Plan -high- Tallahassee area

Coventry Health Care of Florida -high- Southern Florida
Coventry Health Care of Florida -std- Southern Florida
Humana, Inc. -high- South Florida

Humana, Inc. -std- South Florida

Humana, Inc. -high- Tampa

Humana, Inc. -std- Tampa

800-882-8633
800-882-8633
850-383-3311
800-441-5501
800-441-5501
888-393-6765
888-393-6765
888-393-6765
888-393-6765

ML1
ML4

5E1
SE4
EEL
EE4

LL4

ML2
ML5
EA2
5E2
5E5
EE2
EE5
LL2
LL5

51541
477.34
409.07
47938
413.60