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CHAPTER 4: PLAN BENEFIT
PACKAGE SECTION B

PURPOSE OF SECTION B

Section B collects information at the Service Category level about the specific Medicare
Part A and Part B and supplemental benefits being offered by a plan. This information
includes benefit description, maximum plan-benefit coverage, Maximum Out-of-Pocket
(MOQP) costs for enrollees, coinsurance, deductible, copayments, authorizations, and
referrals. A “Notes” field is also provided to enter additional information relevant to
benefit design not captured in the data entry fields. Use the “Notes” field only if the
benefits entered in the standard data entry field do not fully reflect the benefit being
offered.

Note: Section B is not applicable for Fallback, National Programs of All-Inclusive Care
for the Elderly, Prescription Drug Plan (PDP), and Medical Savings Account (MSA) plan
types. Any enhanced benefits offered by MSA plans must be designated as Optional
Supplemental Benefits and described in “Section D—Optional Supplemental Benefit
Packages.”

NEW FOR 2021

The following is a summary of changes to the Contract Year (CY) 2021 Plan Benefit
Package (PBP) that impact Section B.

B-4: Emergency/Urgently Needed Services:

Service Category B4 has been renamed to “Emergency/Urgently Needed Services”
and the Benefit B4a has been renamed to “Emergency/Post-Stabilization Services.”
The "Indicate Maximum per visit amount" question has had the cost sharing
validation implemented.

B-7: Health Care Professional Services:

B-7j: Additional Telehealth:

The B7j Additional Telehealth Benefits question has been revised to read “Select
the Medicare-covered benefits that may have Additional Telehealth Benefits
available.”

B-7k: Opioid Treatment Program Services:

Service Category B7k has been renamed to “Opioid Treatment Program
Services.”
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B-13: Other Supplemental Services

The notes for B13d, B13e, B13f and B13g (when they are applicable) will now be
required when the benefits in these sections are offered.

B-14: Preventive and Other Defined Supplemental Services
B-14c: Other Defined Supplemental Benefits:

1. A mandatory question has been added to indicate type of Fitness Benefit
offered for the B14c4 Fitness Benefit category.

2. The B14c8 benefit category name has been changed to "Home and
Bathroom Safety Devices and Modifications."
B-15: Medicare Part B Rx Drugs

1. "Medicare Part B Chemotherapy Drugs" has been changed to "Medicare Part B
Chemotherapy/Radiation Drugs.”

B-19: VBID/MA Uniformity Flexibility/SSBCI

1. An option for VBID plans to offer a VBID Hospice benefit has been added.
Screens to capture these benefits have been added in B19c.

2. A screen for VBID plans to outline the components of their Wellness and Health
Care Planning programs offered to enrollees has been added.

3. On the B19a and B19b Package Information screens, the prerequisite question
option has been changed “participation in a wellness or care management
program” to “participation in a care management program.”

4. New VBID Rewards and Incentives screens have been added.

5. An on-screen label has been added instructing users to go to Section Rx to enter
VBID Part D Rewards and Incentives.

6. The list of other VBID interventions (in addition to wellness and health care
planning) for selection in B19a and B19b has been revised to “Value-Based
Design Flexibilities by Condition or Socioeconomic Status” and “Medicare
Advantage Rewards and Incentives Programs.” “Telehealth Networks™ has been
removed from the list of interventions.

7. The notes fields required for VBID packages offering Medicare Advantage
Rewards and Incentives Programs or Telehealth Networks have been removed.

8. The 19a and 19b VBID Disease State screens have been renamed to be VBID
Target Population screens. The questions on these screens have been updated to
separate chronic condition(s) from socioeconomic status in specifying targeting
methodology and to gather additional information on disease state requirements as
well as estimated enrollees to be targeted and engaged to receive model benefits.
The questions “Does the enrollee need to have all diseases selected to qualify?
Y/N” and “Does the enrollee need to have a combination of diseases selected to
qualify? Y/N” have been added to these screens for all VBID packages.
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9. In Section B19b, 131 the benefit “Transitional/Temporary Supports” has been
renamed “General Supports for Living.”

10. In Section 19b, PPO plans are required to select "Yes" to the question "Do the
benefits in this package apply to OON/POS?"
B-20: Prescription Drugs

1. "Medicare Part B Chemotherapy Drugs" has been changed to "Medicare Part B
Chemotherapy/Radiation Drugs.”

OTHER DEFINED SUPPLEMENTAL BENEFITS

PLAN BENEFIT PACKAGE SERVICE CATEGORIES AND BENEFITS

There are 20 Service Categories, which are further disaggregated into 57 subcategories,
which enables users to describe plan benefits in greater detail.

Note: Users are encouraged to read the Service Category descriptions that are provided
on the first screen of each Service Category. While entering data for a particular service
category, the user can click the Help tab at the top of the PBP screen and select “Category
Description” to view the description.

There is also an additional 20th category that is available only to cost plans not offering
the Medicare Part D benefit. This 20th Service Category enables users to describe the
cost plan’s enhanced drug benefits. This data entry is listed in category B-20.

For reference, below is a detailed list of the PBP Service Categories, with the respective
Medicare-covered and enhanced benefit options.

PLAN BENEFIT PACKAGE 2021 SERVICE CATEGORIES AND
BENEFITS
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Service Category Title

Service Categories

Benefits

01 | Inpatient Hospital Services

#1a

Inpatient Hospital-Acute

Medicare-covered stay

Additional Days

Non-Medicare-covered Stay

Upgrades

#1b

Inpatient Hospital-
Psychiatric

Medicare-covered stay

Additional Days

Non-Medicare-covered Stay

02 | Skilled Nursing Facility (SNF)

#2

SNF

Medicare-covered stay

Additional days beyond Medicare-
covered

Non-Medicare-covered stay (MMP
Only)

03 | Cardiac and Pulmonary
Rehabilitation Services

#3

Cardiac and Pulmonary
Rehabilitation Services

Medicare-covered Cardiac
Rehabilitation Services

Medicare-covered Intensive Cardiac
Rehabilitation Services

Medicare-covered Pulmonary
Rehabilitation Services

Medicare-covered Supervised
Exercise Therapy (SET) for
Symptomatic Peripheral Artery
Disease (PAD) Services

Additional Cardiac Rehabilitation
Services

Additional Intensive Cardiac
Rehabilitation Services

Additional Pulmonary
Rehabilitation Services

Additional Supervised Exercise

Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD)
Services

04 | Emergency/Urgently Needed
Services

#4a

Emergency/Post-
Stabilization Services

Medicare-covered Benefits

#4b

Urgently Needed
Services

Medicare-covered Benefits
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Professional

#4c | Worldwide Worldwide Emergency Coverage
Emergency/Urgent
Coverage Worldwide Urgent Coverage
Worldwide Emergency
Transportation
05 | Partial Hospitalization #5 Partial Hospitalization Medicare-covered Benefits
06 | Home Health Services #6 Home Health Services Medicare-covered Benefits
Home Health Services — | Additional Hours of Care
MMP
Personal Care Services
Other 1
Other 2
07 | Health Care Professional Services #7a | Primary Care Physician Medicare-covered Benefits
Services
#7b | Chiropractic Services Medicare-covered Benefits
Routine Care
Other
#7c | Occupational Therapy Medicare-covered Benefits
Services
Occupational Therapy Non-Medicare Occupational
Services — MMP Therapy Service
#7d | Physician Specialist Medicare-covered Benefits
Services
#7e | Mental Health Specialty | Medicare-covered Individual
Services Sessions
Medicare-covered Group Sessions
#7f | Podiatry Services Medicare-covered Podiatry Services
Routine Foot Care
#7g | Other Health Care Medicare-covered Benefits
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#7h

Psychiatric Services

Medicare-covered Individual
Sessions

Medicare-covered Group Sessions

Services

#7i | PT and SP Services Medicare-covered Benefits
PT and ST - MMP Other 1
Other 2
#7j | Additional Telehealth Medicare-covered Visits
Services
#7k | Opioid Treatment Medicare-covered Benefits
Program Services
08 | Outpatient Procedures, Tests, #8a | Outpatient Diagnostic Medicare-covered Diagnostic
Labs & Radiology Services Procs/Tests/Lab Services | Procedures/Tests
Medicare-covered Lab Services
#8b | Outpatient Medicare-covered Diagnostic
Diag/Therapeutic Rad Radiological Services
Services
Medicare-covered Therapeutic
Radiological Services
Medicare-covered X-Ray Services
09 | Outpatient Services #9a | Outpatient Hospital Medicare-covered Outpatient
Services Hospital Services
Medicare-covered Observation
Services
#9b | ASC Services Medicare-covered Benefits
#9c | Outpatient Substance Medicare-covered Individual
Abuse Sessions
Medicare-covered Group Sessions
#9d | Outpatient Blood Medicare-covered Benefits
Services
Three (3) Pint Deductible Waived
10 | Ambulance/Transportation #10a | Ambulance Services Medicare-covered Ground

Ambulance Services
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Medicare-covered Air Ambulance
Services

#10b | Transportation Services Plan-approved Location
Any Health-related Location
11 | DME, Prosthetics and Medical & #1la | DME Medicare-covered Benefits
Diabetic Supplies
DME — MMP Durable Medical Equipment for use
outside the home
Other 1
Other 2
#11b | Prosthetics/Medical Medicare-covered Prosthetic
Supplies Devices
Medicare-covered Medical Supplies
Prosthetics/Medical Non-Medicare covered
Supplies — MMP Prosthetics/Medical Supplies
#11c | Diabetic Supplies and Medicare-covered Diabetic Supplies
Services
Medicare-covered Diabetic
Therapeutic Shoes or Inserts
12 | Dialysis Services #12 | Dialysis Services Medicare-covered Benefits
13 | Other Supplemental Services #13a | Acupuncture Number of Treatments
#13b | OTC Items OTC ltems
#13c | Meal Benefit Meal Benefit
#13d | Other1 “Name of Service (Optional)”
#13e | Other 2 “Name of Service (Optional)”
#13f | Other 3 “Name of Service (Optional)”
#13g | Dual Eligible SNPs with “Name of Service (Optional)”
Highly Integrated
Services?!
#13h | Additional Services? Early and Periodic Screening,

Diagnostic, and Treatment (EPSDT)
Services
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Tobacco Cessation Counseling for
Pregnant Women

Freestanding Birth Center Services

Respiratory Care Services

Family Planning Services

Nursing Home Services

Home and Community Based
Services

Personal Care Services

Self-Directed Personal Assistance
Services

Private Duty Nursing Services

Case Management (Long Term
Care)

Institution for Mental Disease
Services for Individuals 65 or Older

Services in an Intermediate Care
Facility for Individuals with
Intellectual Disabilities

Case Management

Other 1 through 38

#13i

Non-Primarily Health
Related Benefits (for
SSBCl and VBID 19b
packages only)

Food and Produce

Meals (beyond limited basis)

Pest Control

Transportation for Non-Medical
Needs

Indoor Air Quality Equipment and
Services

Social Needs Benefit

Complimentary Therapies
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Services Supporting Self-Direction

Structural Home Modifications

General Supports for Living

Other 1 through 5

14 | Preventive and Other Defined
Supplemental Services

#14a | Medicare-covered Zero Medicare-covered Benefits
Dollar Preventive
Services
#14b | Annual Physical Exam Annual Physical Exam
#14c | Other Defined Health Education

Supplemental Benefits

Nutritional/Dietary Benefit

Additional Sessions of Smoking and
Tobacco Cessation Counseling

Fitness Benefit

Enhanced Disease Management?*

Telemonitoring Services

Remote Access Technologies
(including Web/Phone based
technologies and Nursing Hotline)

Home and Bathroom Safety Devices
and Modifications

Counseling Services

In-Home Safety Assessment

Personal Emergency Response
System (PERS)

Medical Nutrition Therapy (MNT)

Post discharge In-home Medication
Reconciliation

Re-admission Prevention

Wigs for Hair Loss Related to
Chemotherapy
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Weight Management Programs

Alternative Therapies

Therapeutic Massage

Adult Day Health Services

Home-Based Palliative Care

In-Home Support Services

Support for Caregivers of Enrollees

#14d | Kidney Disease Medicare-covered Benefits
Education Services
#14e | Other Medicare-covered | Medicare-covered Glaucoma
Preventive Services screening
Medicare-covered Diabetes Self-
Management Training
Medicare-covered Barium Enemas
Medicare-covered Digital Rectal
Exams
Medicare-covered EKG following
Welcome Visit
Other Medicare-covered Preventive
Services (Optional)
15 | Medicare Part B Prescription (Rx) #15 | Medicare Part B Rx Medicare Part B
Drugs Drugs Chemotherapy/Radiation Drugs
Other Medicare Part B Drugs
Home Infusion Bundled Home Infusion Bundled Services
Services
16 | Dental #16a | Preventive Dental Oral Exams

Prophylaxis (Cleaning)

Fluoride Treatment

Dental X-Rays

CY 2021 Bid Submission User Manual




#16b

Comprehensive Dental

Medicare-covered Benefits

Non-routine Services

Diagnostic Services

Restorative Services

Endodontics

Periodontics

Extractions

Prosthodontics, Other
Oral/Maxillofacial Surgery, Other
Services

17

Eye Exams/Eyewear

#17a

Eye Exams

Medicare-covered Benefits

Routine Eye Exams

Other

#17b

Eyewear

Medicare-covered Benefits

Contact lenses

Eyeglasses (lenses and frames)

Eyeglass lenses

Eyeglass frames

Upgrades

18

Hearing Exams/Hearing Aids

#18a

Hearing Exams

Medicare-covered Benefits

Routine Hearing Exams

Fitting/Evaluation for Hearing Aid

#18b

Hearing Aids

Hearing Aids (all types)

Hearing Aids - Inner Ear

Hearing Aids - Outer Ear

Hearing Aids - Over the Ear
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19 | VBID/MA Uniformity #19a | Reduced Cost Sharing Reduced Cost Sharing for

Flexibility/Special Supplemental for VBID/UF/SSBCI VBID/UF/SSBCI
Benefits for the Chronically Il
(SSBCI) #19b | Additional Benefits for Additional Benefits for
VBID/UF/SSBCI VBID/UF/SSBCI
#19c | VBID Hospice VBID Hospice
20 | Prescription Drugs? #20 | Outpatient Drugs Medicare Part B

Chemotherapy/Radiation Drugs

Other Medicare Part B Drugs

Drug Groups 1-5

Home Infusion Bundled Services

D-SNPs only

MMPs only

Cost plans only

Not available for C-SNPs

STATUTORY BENEFIT CATEGORIES

el

Within the above Service Categories, three types of statutory benefit categories exist:
Medicare-covered, Mandatory Supplemental, and Optional Supplemental.
e Medicare-covered

- Health services required by statute or covered under the legal authority of the
Secretary of the Department of Health and Human Services.

e Mandatory Supplemental

- Non-Medicare-covered benefits offered by the plan that must be purchased by
all enrollees at the same cost and are purchased by the enrollee with the
selection of plan.

e Optional Supplemental

- Non-Medicare-covered benefits the plan may choose to offer enrollees for an
additional premium.

If a plan’s optional supplemental benefits package includes a step-up benefit for which
there are no special step-up screens in Section D, the user must describe these step-up
benefits in the corresponding “Notes” field of the Section B category for this optional
supplemental benefit. Step-up benefits are discussed in Chapter 6.
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IMPORTANT POINTS TO REMEMBER BEFORE
ENTERING DATA

There are several important points to keep in mind when entering data in Section B.

1. The sections of the PBP are highly interdependent, especially Section B. Data
entered in one section can impact the data entry variables for another section.
For example, specifying a benefit as “Optional” in Section B will force the user to
include that benefit in an Optional Supplemental Benefit Package when
completing Section D.

What may potentially confuse a user is the impact on the status of Section D when
the user makes changes to Section B after completing data entry for Section D.

To clarify, if the user previously completed data entry for Section D, but then
made changes to Section B, the status for Section D will automatically change to
“Incomplete.” The PBP tool has been designed to require the user to make the
necessary changes to Section D in such an instance.

If a user makes a change to Section B in error, reopening Section B and correcting
the error will not automatically change the Section D status back to “Complete.”
In this case, the user should reopen Section D and exit with validation in order to
change the status back to “Complete.” The checks for data-entry completion are
only performed on exiting a certain section.

2. Ifaplan’s optional supplemental benefits package includes a step-up benefit for
which there are no special step-up screens in Section D, the user must describe
these step-up benefits in the corresponding “Notes” field of the Section B
category for this optional supplemental benefit.

3. Regional LPPO and RPPO plans are not permitted to enter any Service Category-
level deductibles.

4. If a plan offers tiering for a benefit, that benefit must include a range of cost
sharing.

5. Ifaplan enters a cost-sharing range for any service, a description of this cost-
sharing range must be included in the “Notes” field for that specific Service
Category. As appropriate, provide a brief description of the different cost sharing
levels included in ranges in the data field. For example, minimum, maximum and
cost sharing amounts that fall in between for some highly utilized services (if
applicable).

6. The cost sharing validations will be enforced against the In-Network MOOP
selection for Preferred Provider Organization (PPO) and Health Maintenance
Organization-Point of Service (HMO-POS) plans.

7. The cost sharing validations will be enforced against the Combined MOOP
selection for Network Private Fee-for-Service (PFFS) plans.
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8. If a plan offers a $0 MOOP, the user must select "No" for the deductible questions
for all Section B categories.

9. If an MMP offers a supplemental benefit, it must be offered as a Mandatory
Supplemental benefit.

10. MMPs may not include service-specific MOOPs, coinsurances, deductibles, or
copayments for Medicare-covered services.

ENTER SECTION B

STEP 1

To begin data entry, Select a Contract, and double-click or press the spacebar on a plan
on the PBP Management Screen (Table 4-1).

STEP 2

Complete Section A and exit with validation. It is strongly recommended (but not
required) that users complete Section B of the PBP before completing Sections C and/or
D.

STEP 3

Double-click or press the space bar on a service category under Section B: Select a
Service Category.
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Table 4-1
¥ pep Management Screen A:IEI

Fie Actions Preferences Help

1S ¥ i= € .

Exit PBP Copy Plan Data Reports Plan Maintenance User Maintenance

Select a Contract Number

|20001 - EXAMPLE CONTRACT 1 -]
Section A: Selecta Plan (Double-click of press Space ct)

Plan ID Pian Name

Service Category

01: Inpatient Hosptal Services

02: Skiled Nursing Faciity (SNF)

03: Cardiac and Pulmonary Rehabdtation Sereces
04 Emergency /Uigently Nesded Services

05 Partial Hospitalization

Section B: Select a Service Category (Double-click Al bar to select)

f'iff‘fg

QON, POS, VIT Plan-level costs and Optional Packages Medicare Rx Drugs
mg C - New | lﬂﬂ-ﬂew | ‘ﬂ Rx - N/A |

a# Upload |
Ready

SERVICE CATEGORY #1: INPATIENT HOSPITAL
SERVICES

Includes the following subcategories:

e Bla: Inpatient Hospital-Acute (Bla)

e Blb: Inpatient Psychiatric Hospital (Blb)

There are 12 data entry screens associated with each of the above subcategories.

Notes:

e Plans offering both Part A and Part B can have up to three hospital cost-share tiers
for In-Network Medicare-covered benefits and/or Additional Days. If a plan is
offering hospital cost-share tiers, it must follow the guidelines below:

- The Medicare-covered benefit and Additional Days can be tiered
independently of each other (i.e., the user can tier one without tiering the
other).
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- If both Medicare-covered benefit and Additional Days are tiered, the plan
must offer the same number of tiers for the Medicare-covered benefit and
Additional Days.

- A plan cannot offer more than one tier with Medicare-defined standard cost
sharing. Tiers must be entered in ascending or descending order of cost.

e Medicare covers the Inpatient Substance Abuse benefit under both the Bla:
Inpatient Hospital-Acute and B1b: Inpatient Hospital Psychiatric benefit
categories. Use either subcategory to describe this benefit in the PBP, and include
a note that it is covered under both.

e The following Cost-Share Limitations must be followed in Bla: Inpatient
Hospital-Acute.

If offering the MOOP at the Voluntary amount, cost shares for Bla: Inpatient
Hospital-Acute will be limited as follows:

- Voluntary MOOP:
» Bla: Inpatient Hospital-Acute—10 Days — $ 2,783
* Bla: Inpatient Hospital-Acute—6 Days — § 2,524

If offering the MOOP at the Mandatory amount, cost shares for Bla: Inpatient
Hospital-Acute will be limited as follows:

- Mandatory MOOP:
» Bla: Inpatient Hospital-Acute—60 Days — $ 4,816
» Bla: Inpatient Hospital-Acute—10 Days — $ 2,226
* Bla: Inpatient Hospital-Acute—6 Days — $ 2,019

The following Cost-Share Limitations must be followed in B1b: Inpatient Hospital
Psychiatric.

If offering the MOOP at the Voluntary amount, cost shares for B1b: Inpatient
Hospital Psychiatric will be limited as follows:

- Voluntary MOOP:
* BI1b: Inpatient Hospital Psychiatric—60 Days — § 3,408
= B1b: Inpatient Hospital Psychiatric—15 Days — $ 2,339

If offering the MOOP at the Mandatory amount, cost shares for Inpatient Hospital
Psychiatric will be limited as follows.

- Mandatory MOOP:
= B1b: Inpatient Hospital Psychiatric—60 Days — $ 2,726
* BI1b: Inpatient Hospital Psychiatric—15 Days — $ 1,871

e The following description of the Inpatient Hospital screens does not apply to Part
B-only plans. The Part B-only plans will enter data on different data entry
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screens associated with each subcategory. However, the instructions below for
“How to enter cost sharing per day and per stay” do apply to Part B-only plans.

BASE 1 THROUGH 3 SCREENS

On the Base 1 screen, the plan will indicate whether it will provide Bla: Inpatient
Hospital-Acute (or B1b: Inpatient Hospital Psychiatric) items as a supplemental benefit
under Part C (Table 4-2), and if these benefits are offered as a Mandatory or Optional
supplemental benefit.

On the Base 2 screen, the plan will indicate whether its Medicare-covered cost sharing
varies by the hospital in which the enrollee receives care. If the response to this question
is “Yes,” the plan then specifies the number of tiers offered by the plan (up to three). The
remainder of the Base 2 and 3 screens include cost-sharing questions for up to three
Medicare-covered hospital cost-share tiers. Tables 4-2 and 4-3 show screens for the Bla:
Inpatient Hospital-Acute subcategory; the B1b: Inpatient Hospital Psychiatric screens are
similar.

The response to each question on the base screens determines which remaining questions
will be enabled or disabled in the remainder of the PBP subsection. For example, on the
Base 2 screen, if a user indicates that the plan charges Medicare-defined cost shares for
Tier 1, the cost-share questions on the Base 2 and subsequent base screens for the
Medicare-covered stay, Medicare-covered day intervals, and Lifetime Reserve Day
intervals for Tier 1 will be disabled.

If a user indicates that the plan charges the Medicare-defined cost shares for any
particular tier, the user cannot enter a separate deductible amount for that tier. The
Medicare deductible is included in the Medicare-defined cost-share indication. Also, if a
user selects Medicare-defined cost shares for coinsurance and/or copayment for all tiers,
the user must select “No” for Deductible in the Service Category.
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Table 4-2
EE] PBP Data Entry System - Section B-1, Contract Z0001, Plan 001, Segment 0 | _'

File Help
‘ ’ o ¥ Go To: | #1a Inpatient Hospital-Acute - Base 1 j
d -
" Exit Exit (No
Previous Next (Validate) validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Select type of benefit for Non-Medicare-covered stay:
[ Mandatary
Does the plan provide Inpatient Hospital-Acute Services as a c an. i
supplemental benefit under Part G? Optional
:i res Select type of benefit for Upgrades:
Na
Select enhanced benefits: i: [:an.l:lalor-,-
¥ additional Days Optional
[T Non-Medicare-coversd Stay
[ Upgrades

Select type of benefit for Additional Days:

@ Mandatory
O Optional

|s this benefitunlimited for Additional Days?

 Yes
% No, indicate number

Indicate number of Additional Days per benefitperiod:
14

How TO ENTER COST SHARING PER STAY AND PER DAY

Coinsurance and copayment amounts may be entered on a stay and/or a per day basis. To
enter amounts for both a stay and a per day basis, simply enter cost-sharing amounts in

both the coinsurance/copayment per stay variable and in the coinsurance/copayment per
day variable (Table 4-3).

A warning message will appear whenever a stay amount and a per day amount are the
same value. For example, if a Medicare Advantage (MA) plan charges $500 per stay and
$100 per day for days 1-5, the beneficiary is charged $500 for each entry to the hospital
and $100 for each day during the 1- to 5-day period. Thus, if a beneficiary goes to the
hospital for 5 days, the beneficiary will pay $1,000, or $500 + ($100 x 5). An MA plan is
permitted to charge a per stay amount and a per day amount. However, the Centers for
Medicare & Medicaid Services (CMS) has observed that this is a common data entry
error, so the PBP includes a warning message as an alert when a user enters per stay and

per day data (Table 4-4). Users will still be able to exit with validation if they receive
this warning message.

Note: The validations are similar for the service category B2: Skilled Nursing Facility
(SNF) for per stay and per day cost sharing.
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Table 4-3

PBP Data Entry System

Section B-1, Contract 20001, Plan 029, Segment 0

File Help
’ o v Go To: | #ta inpatient Hospitak-Acute - Base 2 R
Exit Exit (N
Previous Next [Validate) Vg.ﬁd'a‘[:]

Maximum Pian Benefit Coverage is not applicable for this Service Category.,  Is there an enrolles Coinsurance?

(:' Yes
|s there a service-specific Maximum Enrollee Out-of-Pocket Cost? C No
C Yes :

* No

Medicare-coverad Coinsurance Cost Sharing for Tier 1;
Indicate the Maximum Enrolles Out-of-Pocket Cost amount

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services providedto the enrolleein the inpatient facility )

C ves
Sefect the Maximum Enrollee Out-of-Pocket Cost periodicity & No
€ Every three years
€ Every two years |ndicate Coinsurance percentagefor the Medicare-covered stay
€ Every year 50
@ Every six months Indicate the number of day intervals for the Medicare-covered stay:
« Every three months
] Every Benefit Period € Zero (No Coinsurance per Day)
@ Every Stay  one
€ Other, Describe & Two

 Three
Does this plan's Medicare-covered benefit costsharing vary by hospital(s) in
which an enrollee obtains care? Indicate the coinsurance percentage and day intervai(s) for the
Medicare-covered stay (e.g., 1 to 30; 31 to 90):
@ ves
' No Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:
How many costsharing tiers do you offer? |Zﬂ I'J |zn
2 Coinsurance % Interval 2 Begin Day Interval 2 End Day Interval 2:
What is your lowestcost fier? 10 I21 IQ‘D
@ Tier1 Coinsurance % Interval 3 Begin Day Interval 3 End Day Interval 3;
C Tier2

C Tier3 [ | |

V|

Table 4-4
oo

Section B-1, Contract 20001, Plan 801

amourt and a pe urtt for thi

Selected Error

WARNING: You entered both a per stay amount and a per day amount for this benefit. Please review your plan’s cost =
sharing. If there is one amount payable by the beneficiary, then enter it as a cost per stay or as a cost per day for a
specified number of days. f you emeramowisfurbdhperslayandperday.ﬂﬂenﬁﬂshﬁcat&ahaﬂhebﬁﬂdm}rpm;l

Go To Screen With Print Errors i e Retumn to

Emor Data Entry
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BASE 4 THROUGH 12 SCREENS

On the Base 4 through 12 screens, many questions will be enabled based on how
questions were answered on prior base screens. Always review the screen carefully to
ensure all enabled questions are answered. If the user fails to respond to an enabled
question (unless the enabled question is optional), data entry errors will display when
exiting with validation.

How TO ENTER MEDICARE-COVERED LIFE TIME RESERVE
DAYS

Users must explicitly price the 60 Life Time Reserve Days covered by Medicare. The
PBP requires users to enter a start day equal to “1” in the first interval, and an end day
equal to “60” in the last interval. Note that the end day can be entered in the first, second,
or third interval, depending upon the plan's cost-share structure. If the plan selects
“Zero” for “Indicate the number of day intervals for the Medicare-covered Life Time
Reserve Days,” the plan is choosing to cover the 60 Medicare-covered Life Time Reserve
Days at $0 cost sharing. See Table 4-5 for an example of how to enter data for Medicare-
covered Life Time Reserve Days.

Table 4-5

PBP Data Entry System - Section B-1, Contract Z0007, Plan 001, Segment 0

File Help

’ o ¥ Go To: | #1a Inpatient HospitabAcute - Base 4 j
o -
. Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Life Time Reserve Days Tier 1 Medicare-covered Life Time Reserve Days Tier 2 Medicare-covered Life Time Reserve Days Tier 3
Indicate the number of day intervals for the Indicate the number of day intervals for the Indicate the number of day intervals for the
Medicare-covered Lifetime Reserve Days: Medicare-covered Lifetime Reserve Days: Medicare-covered Lifetime Reserve Days:

' Zero (Mo Coinsurance per Day) € Zero (No Coinsurance perDay} € Zero (No Coinsurance per Day)

i one  one  one

* Two © Two © Two

i Three  Three  Three

Indicatethe coinsurance percentage and day Indicatethe coinsurance percentage and day Indicate the coinsurance percentage and day
interval(s} for the 80 Medicare-covered Lifetime interval(s} for the 60 Medicare-covered Lifetime interval(s} for the 80 Medicare-covered Lifetime
Reserve Days (i.e, 1-80) Reserve Days (i.e, 1-80) Reserve Days (i.e., 1-80)

Interval Days Interval Days Interval Days
Coinsurance %  Begin Day End Day Coinsurance % Begin Day End Day Coinsurance % Begin Day End Day

Interval 1: Izu |1 I1g Interval 1: I I I Interval 1: I I I
Interval 2: 15 |11 ! Isg Interval 2: I I I Interval 2: I I I
Interval 3: I I \/I Interval 3: I I I Interval 3: I I I

How TO ENTER COST SHARING PER DAY

If a plan has a per day cost structure for Medicare-covered stays, users must explicitly
price the 90 days covered by Medicare during a benefit period. To ensure this pricing
structure, the PBP requires users to enter a start day equal to “1” in the first interval, and
an end day equal to “90” in the last interval.
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Note: Enter the end day in the first, second, or third interval, depending upon the plan's
cost-sharing structure (Table 4-6).

Table 4-6
-1gl x|
Fie Help
’ 4 ¥ Go To: | #1a Inpatient Hospital-Acute - Base 2 j
Ex Exit (No
Previous Next (Validate) Validate)

Maximum Pian Benefit Coverage is not applicable for this Service Category Is there an anrollee Coinsurance?
@ ves
Is there a service-specific Maximum Enrolles Out-of-Pocket Cost? C No
 Yes
= Mo Medicare-covered Coinsurance Cost Sharing for Tier 1

Indicate the Maximum Enrolles Out-of-Pocket Cost amount
Do youcharge the Medicare-defined cost shares? (These arethe total

charges for all services providedto the enrollee in the inpatientfacility.)

© es
cket Cost periodicity & No

efect the Maximum Enrollee Out-of-Po

Indicate Coinsurance percentage for the Medicare.covered stay
50

Indicate the number of day intervals for the Medicare-covered stay:
(" Zero (No Coinsurance per Day)

 one

* Two

 Three

-R-R-R-RK-B-R-F)

Does this plan's Medicare-covered benefit costsharing vary by hospital(s)in

which an enrolles obtains care? Indicate the coinsurance percentage and day intervaiis) forthe
Medicare-covered stay (e.g., 1 to 30; 31 to 90):

@ ves

" No Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:
How many cost sharing tiers do you offer? IZﬂ |1
2

:

Coinsurance % Intery, Begin Day Interval 2: End Day Interval 2:

What is your lowest cost fier? 10 IQD

ﬁ IIH; Coinsuranced Interval 3 BgowrDay Interval 3 End Day Interval 3:
ier

C Tier3 |

V|

How TO ENTER COST SHARING FOR NON-MEDICARE-
COVERED ADDITIONAL DAYS

Additional Days are defined as days covered by the plan after the Medicare-covered 90-
days-per-benefit period. Additional Days always begin at day 91. The number of
Additional Days offered on the Base 1 screen determines the end day. If a plan offers
three tiers for Additional Days, then the tiers must go in ascending or descending order of
cost.

Example: If 14 Additional Days per benefit period are offered at 20% coinsurance, the

cost-share structure should specify Additional Days 91 through 104 (Tables 4-7A and 4-
7B).

On the Base 5 screen, the plan will indicate whether its Additional Days cost sharing
varies among hospitals in which the enrollee receives care. If the response to this
question is “Yes,” the plan specifies the number of tiers offered by the plan (up to three).
If the plan has tiering for Medicare-covered benefit and Additional Days, the plan must
offer the same number of tiers for the Medicare-covered benefit and Additional Days, and
the lowest cost tier must be the same for both. The remainder of the Base 5 and 6 screens
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include cost-sharing questions for Additional Days for up to three cost-sharing tiers
(similar to the Medicare-covered hospital cost-sharing screens).

Go To: | #1a Inpatient Hospital-Acute - Base 1

Table 4-7A
EE] PBP Data Entry System - Section B-1, Contract Z0001, Plan 001, Segment 0
Fil=  Help
4« p £ 2
x Exit Exit (No
Previous Next {Validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Does the plan provide Inpatient Hospital-Acute Services as a
supplemental benefit under Part C7

[& Yes
' No

Select enhanced benefits:

¥ Additional Days

[T Non-Medicare-covered Stay
O Uparades

Select type ofbenefit for Additional Days:

& Mandatory
" Optional

Is this benefitunlimited for Additional Days?

" Yes
& No, indicate number

Indicate number of Additional Days per benefit period:
14

Select type of benefit for Non-Medicare-covered stay:

,(" Mandatory
i(" Optional

Select type of benefit for Upgrades:

!f" Mandatory
| Optional
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Table 4-7B

EE] PBP Data Entry System - Section B-1, Contract Z0001, Plan 001, Segment 0

File Halp
} o ¥ Go To: I #1a Inpatient Hospial-Acute - Base 5 ZI
: =
s Exit Exit (No
Previous Next (validate) validate)

Does this plan‘s Additional Days cost sharing vary by hospital{s) inwhichan

Additional Days Coinsurance Cost Sharing for Tier2:
enrolies obtains care?
C Yes Indicate the number of day intervals for Additional Days
@ No € Zero (No Coinsurance per Day)
How many costsharing tiers do you offer? € one
@ Two
€ Three
What is your lowsstcost tier?
@G Tier 1 Indicate the coinsurance percentage and day interval(s) for Additional
c _ ) Days (enter “299" if unlimited days are offered; e.q., 91 to 999).
Tier
€ Tier3

o Coinsurance % Interval 1 Begin Day Interval 1 End Day Interval 1
Additional Days Coinsurance Cost Sharing for Tier 1

7
I

Indicate the number of day intervals for Additional Days: Coinsurance % Interval 2 Begin Day Interval 2;
| € Zero (No Coinsurance per Day)

& One
C Two
' Three

End Day Interval 2

I
:

Coinsurance % Interval 3 Begin Day Interval 3. End Day Interval 3

.
]

Indicate the coinsurance percentage and dayinterval(s) for Additional
Days {enter "999" if unlimited days are offered; e.g., 91 to 999}

Coinsurance % Interval 1 Begin Day Interval 1: End Day Integy

[0 |s1 J104

Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2

Coinsurance % Interval 3 Begin Day Interval 3 End Day Interval 3:

If an unlimited number of Additional Days are offered, use “999” to notate the end day of
the pricing structure.

How TO ENTER COST SHARING FOR NON-MEDICARE-
COVERED STAYS

A Non-Medicare-covered stay is a stay that is not medically necessary and reasonable
according to Medicare-coverage guidelines, or one provided in a facility not certified by

Medicare. To indicate that the plan covers Non-Medicare-covered stays, select the
appropriate option on the Base 1 screen (Table 4-8).
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Table 4-8

@] PBP Data Entry System - Section B-1, Contract Z0001, Plan 001, Segment 0

File  Help

’ o ¥ Go To: I #1a Inpatient Hospial-Acute - Base 5 2[
s Exit Exit (No
Previous Next (validate) validate)

Does this plan‘s Additional Days cost sharing vary by hospital{s) inwhichan

Additional Days Coinsurance Cost Sharing for Tier2:
enrolies obtains care?
 Yes Indicate the number of day intervals for Additional Days
@ No € Zero (Mo Coinsurance per Day)
How many costsharing tiers do you offer? € one
€ Two
| @ Three
What is your lowsstcost tier?
€ Tier 1 Indicate the coinsurance percentage and day interval(s) for Additional
c '_:' 2 Days (enter "299" if unlimited days are offered; e.g., 91 to 999).
Tier
€ Tier3

d Coinsurance % Interval 1 Begin Day Interval 1 End Day Interval 1
Additional Days Coinsurance Cost Sharing for Tier 1

7
I

Indicate the number of day intervals for Additional Days: Coinsurance % Interval 2 Begin Day Interval 2;
| Zero (No Coinsurance per Day)

& One
C Two

C Tnree

End Day Interval 2

:
:

Coinsurance % Interval 3 Begin Day Interval 3. End Day Interval 3

_l
‘|.

Indicate the coinsurance percentage and dayinterval(s) for Additional
Days {enter "999" if unlimited days are offered; e.g., 91 to 999}

Coinsurance % Interval 1 Begin Day Interval 1: End Day Int

[2e |s1 J104

Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2

Coinsurance % Interval 3 Begin Day Interval 3 End Day Interval 3:

If the plan has a per day cost share for the Non-Medicare-covered stay, the first day of the
cost-share interval must be day 1, and the last day must be the maximum number of days
covered under the benefit. As in the case of the Medicare-covered stay, all days must be

explicitly priced for the Non-Medicare-covered stay if a per day cost-share structure
exists.

Example: If the plan charges $50 per day for an unlimited Non-Medicare-covered stay,
declare one interval, and enter $50 for days 1 through 999 (Table 4-9).
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Table 4-9

File  Help
o b o »
. Exit Exit (No
Previous Next (Validate) Validate)

Additional Days Copayment Cost Sharing for Tier 3:

Indicate the number of day intervals for Additional Days:

& Zero (Mo Copayment per Day)
© One
& Two
_("' Three

Indicate the copayment amount and day interval(s) for Additional Days
(enter "988" if unlimited days are offered; e.g., 91 to 998):

Copayment Amt Interval 1~ Begin Day Interval 1:

Copayment Amt Interval2  Begin Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3;

End Day Interval 3:

@ PBP Data Entry System - Section B-1, Contract Z0007, Plan 001, Segment 0 J .

End Day Interval 1:

End Day Interval 2:

Go To: | #1a Inpatient Hospital-Acute - Base 11

Is the Copayment structure for the Mon-Medicare-covered stay thesame as
the Copayment structure for the Medicare-covered stay?

C Yes
| Mo

Indicate Copayment amount for the Non-Medicare-covered stay:
100.00

Indicate the number of day intervals forthe Mon-Medicare-covered stay:
:.("' Zero (Mo Copayment per Day)

| & one

| € Two

| € Three

Indicate the copayment amount and day interval(s) for the Mon-Medicare-
covered stay (enter "999" if unlimited days are offered; e.g.; 1 to 999):

Copayment Amt Interval 1 Begin Day Interval 1:
|s0.00 J1

End Day Interval 1:
|99’9

Copayment Amt Interval 2 Begin Day Interval 2:

Copayment Amt Interval 3 Begin Day Interval 3:

End Day Interval 2:

End Day Interval 3:

|

‘\

If the Medicare-covered cost sharing and Non-Medicare-covered cost sharing are the
same, first indicate that Non-Medicare-covered stays are covered (Table 4-8), and then
indicate that there is an enrollee Coinsurance (Copayment) (Table 4-10A). This will
enable the Base 6 question “Is the Coinsurance (Copayment) structure for the Non-

Medicare-covered stay the same as the Coinsurance (Copayment) structure for the

Medicare-covered stay?” Answer “Yes” to this question (Table 4-10B).
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Table 4-10A

3 4 v Go To: | #ta inpatient Hospitak-Acute - Base 2 =
Exit Exit (N
Previous Next (Validate) v.ﬁdL‘h:]

Maximum Pian Benefit Coverage is not applicable for this Service Category,  |s there an enroliee Coinsurance?

@ Yes
|5 there a service-specific Maximum Enrollee Out-of-Pocket Cost? C No
 Yes
@ No

Medicare-coverad Coinsurance Cost Sharing for Tier 1;

Indicate the Maximum Enrolles Out-of-Pocket Cost amount

Do youcharge the Medicare-defined cost shares? (These arethe total
charges for all services providedto the enrolleein the inpatient facility )
i(‘ ‘Yes

Select the Maximum Enrollee Out-of-Pocket Cost periodicity & No

e Every three years

€ Every two years Indicate Coinsurance percentage for the Medicare-covered stay:
e Every year 50

:: TApY gk ot Indicate the number of day intervals for the Medicare-covered stay:

Every three months

€ Every Benefit Period  Zero (No Coinsurance per Day)

@ Every Stay  one

€ Other, Describe & Two
T  Three

Does this plan’s Medicare-covered benefit costsharing vary by hospital(s) in
which an enrolles obtains care? Indicate the coinsurance percentage and day intervalis) forthe

Medicare-covered stay (e.g., 1 to 30; 31 to 80):
& Yes

' No Coinsurance % Interval 1 Begin Day Interval 1: End Day Interval 1:
How many costsharing tiers do you offer? |20 Il |20
2

Coinsurance % Interval 2 Begin Day Interval 2: End Day Interval 2:
What is your lowestcost ier? |1ﬂ I21 |90

[@ Tiert T

C Tier2 Coinsurance % Interval 3 Begin Day Interval 3 End Day Interval 3:
ier | |

C Tier3

V|

Table 4-10B

e |

Fie telp
' ¥ Go To: | #1a npatient Hosptal-Acute - Base & |
Exit Exit [No
Previous  Next (Validate) Validate]
Adddional Days Coinsurance Cast Shanng for Tier 3: is the Coinsd Is the Coinsurance structure for Upgrades the same as the
same as tha Coin ce structure for the Medicare-covered stay?
Ind:nal.e Iﬂ.! n_umw.orda.y.lnlgrvn!.sm:mﬁlnnnal Days. [ Yes -] -
" Zero (Mo Coinsurance perDay)  No & Mo
€ one Indicate Colnsurance pascentage for Upgrades
© Two Indicate Coinsurance percentage for the Nan-Madicars-covared stay
T Three

] day intervalisfor Additional
Diays (enter 995 if unlimitad days re offered: e.g. 81 o 999 Indicate the number of day intervals for the Nom-Medicare-cavered stay
€ Zero (No Coinsurance per Day)

€ one

€ Two

& Thres

Coinsurance % Interval 1 Begin Day Inferval 1 End Day Interval 1

1
]

Cainsurance % Inferval 2

Begin Day Interval 2. End Day interval 2

.
.

0 day interval{s) far the Non-
Medicare-covered stay (enter “858" ifunlimited days are offered- e.g.C
1 1o 969):

Coinsurance % Inferval 3. Begin Day inlarval 3. End Day Intsrval 3

]
.

Coinsurance % interval 1 Begin Day Inferval 11 End Day Interval 1

Coinsurance % interval 2 Begin Day Interval End Day (mterval 2

.

Coinsurance % intervel 3 Begin Day Interval 3= End Day Interval 3:

.

HOW TO ENTER BENEFIT PERIOD

On Base screen 12 (Table 4-10C), plans must indicate whether their inpatient hospital
benefit period is the same as Original Medicare, Annual, Per Admission or Per Stay, or
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Other benefit period. If plans select anything other than Original Medicare, the question
"Do you charge cost sharing on the day of discharge?" will be enabled. If Other,
Describe is selected, the text box for a description of the benefit period will be enabled.

Table 4-10C
i P8P Data Entry System - Section B-1, Contract 20001, Plan 029, Segment 0 _|ﬂ|ﬁ
File Help
’ 4 ¥ Go To: | #1a npatient Hospital-Acute - Base 12 3
. Exit Exit (No
Previous  Next [Validate) Validate)
e e = R = R B e R = — | |
|5 the Copayment structure for Upgrades the same as the Copayment Inpatient Hospital-Acute Notes
tructure for the Medicare-covered stay? : ; < i :
A arma s S Note may include addifional information to describe benefitin this service category. Do notrepeat
€ es information captured in data entry.
€ No
= G Motes:
Indicate Copaymentamount for Upgrades per stay ;I
Indicate Copaymentamount for Upgrades per day
Whatis your Inpatient Hospital-Acute benefit period?
" Original Medicare
© Annual
" Per Admission or Per Stay
' Other, Describe
If "Other, Describe” is selected enter description below
Do youcharge costsharing on the day of discharge?
€ VYes
€ No
|5 authorization required?
& Yes
€ No
|5 & referral required for inpatient Hospital-Acute Services?
@ Yes
€ No -
-—,,j:|

SERVICE CATEGORY #2: SKILLED NURSING
FACILITY

Includes the following category:
e B2:SNF

There are 10 data entry screens associated with this Service Category.

Notes:

e The following cost-sharing limitations must be followed in B2: SNF:

If offering the MOOP at the Voluntary amount, cost shares for SNF will be
limited as follows:

- Voluntary MOOP:
» B2: SNF—First 20 days — $20/day
= B2: SNF—Days 21-100 — $184/day
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If offering the MOOP at the Mandatory amount, cost shares for B2: SNF will be
limited as follows:

- Mandatory MOOP:
=  B2: SNF—First 20 days — $0/day
= B2: SNF—Days 21-100 — $184/day

If coinsurance is entered, the cost share will be calculated as a percentage of $518
per day.

For cost plans, cost sharing must be $0 for the first 20 days, and they may not
enter a deductible.

e [fa plan switches from both Part A and Part B coverage to Part B-only coverage,
it will lose data previously entered in the PBP for the SNF benefit (since the data
entry screens for Part B-only plans are different).

e Plans that offer both Part A and Part B can have up to three hospital cost-share
tiers for In-Network Medicare-covered benefits and/or Additional Days enhanced
benefit. If a plan is offering hospital cost-share tiers, then the plan:

— Cannot offer more than one tier with Medicare-covered standard cost
sharing.

- Enter tiers in ascending or descending order of cost.

- The Additional Days benefit for each tier must have the same maximum
number of days; however, the number of intervals and how days are
spread across an interval can vary from tier to tier.

e Ifthe Medicare-covered services are also tiered, the Medicare-covered benefit and
Additional Days must include the same number of tiers, and the lowest cost tier
must be the same for both. The following description of the SNF screens does not
apply to Part B-only plans. Part B-only plans will enter different data on four data
entry screens associated with this category.

BASE 1 THROUGH 3 SCREENS

On the Base 1 screen, the plan will indicate whether it will provide SNF Services as a
supplemental benefit under Part C (Table 4-11), and whether these benefits are offered as
a Mandatory or Optional supplemental benefit.

On the Base 2 screen, the plan will indicate whether its Medicare-covered cost sharing
varies by the SNF in which the enrollee receives care. If the response is “Yes,” the plan
then specifies the number of tiers offered (up to three). The remainder of the Base 2 and
3 screens include cost-sharing questions for up to three Medicare-covered SNF cost-share
tiers. Tables 4 —11 and 4—12 show the screens for the B2: SNF category.

The response to each question on the base screens determines which remaining questions
will be either enabled or disabled throughout the remainder of the PBP subsection. For
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example, on the Base 2 screen, if a user indicates that the plan charges Medicare-defined
cost shares for Tier 1, the cost-share questions on the Base 2 and subsequent base screens

for the Medicare-covered stay and Medicare-covered day intervals for Tier 1 will be
disabled.

If a user indicates that the plan charges the Medicare-defined cost shares for any
particular tier, the user cannot enter a separate deductible amount for that tier. The
Medicare deductible is included with the Medicare-defined cost-share indication. Also, if
a user selects Medicare-defined cost shares for coinsurance and/or copayment for all

tiers, the user must select “No” for Deductible in the Service Category.

Table 4-11
EE| PBP Data Entry System - Section B-2, Contract Z0001, Plan 001, Segment 0 | L
File Help
P oL A Go To: | #25NF-Base1 =]
. Exit Exit (No
Previous Next {Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Doyou allowless than 3 day inpatient hospital stay prior to SNF

admission?
Doesthe plan provide Skilled Mursing Facility Services as a supplemental "G'
benefit under Part C7 P Yes
_ Mo
¥ Ves ; -
¢ No Indicate the Mumber of Hospital Days Required Priorto SNF
z o Admission (0-2):
Select enhanced benefits: i
[~ Additional days beyond Medicare-coversd 1€ Zero
W Mon-Medicare-coversd stay | One
|15 Two
Se /PE O fit for Additional Days beyo edicare-ci . . . B .
WIEU [5{:_.[ Sl for Adciional Deys biyond Mad gare-oovere! : Maximum Plan Benefit Coverage is not applicable forthis Service
| €7 Mandatory | Category.
| € optional

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
" Yes
& No

s this benefit unlimited for Additional Days?
@& Yes
€ Mo, indicate number

Indicate Maximum Enrolles Out-of-Pocket Cost amount

Indicatethe number of Additional Days beyond Medicare-covered per
benefit period:

% Every three years
& Every two years

& Every year

{7 Every six months
{7 Every three months
% Every Stay

{7 Other, Describe

Select type of benefit for the Non-Medicare-covered stay:
| C Mandatary
| % Optional
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Table 4-12

=18
Fie Help
> E-:f Eﬂﬁﬂ Go To: | #25NF-Base2 R
o
Previous Next (Validate) Validate)
Does this plan's Madicare.covered benefit cost sharing vary by the Skilled |s there an enrofles Coinsurance?
Mursing Facility in which an enrolles obtains care?
= ves
& Yes Mo
Mo
How many costsharing tiers do you offer? Medicare-covered Coinsurance Cost Sharing for Tier 10
2
Do you charge the Medicare-defined costshares? (These arethe
What is your lowest cost tier? total charges for all services provided to the enrolieein the SNF.}
C Tier1 C Ves
€ Tier2 & No
C Tier3 ndicate Coinsurance percentage for the Medicare-covered stay
Indicate the number of day intervals for the Medicare-covered stay
C Zero (Mo Coinsurance per Day)
 One
& Two
" Three
Indicatethe coinsurance percentage and day interval(s) for Medicare-
covered stay (e.q.; 1to 20; 21 to 100):
Coinsurance % Interval 1:  Begin Day Interval 10 End Day Interval 1:
25 |1 |5U
Coinsurance % Interval 2: Begin Day Interval 2:  End Day Interval 2:
IIE- ISI |1D
Coinsurance % Interval 3: Begin Day Interval 3: End Day Interval 3.
|

BASE 4 THROUGH 10 SCREENS

On the Base 4 through 10 screens, many questions will be enabled based on how
questions were answered on the prior base screens. Always carefully review the screen
to ensure all enabled questions are answered. If the user fails to respond to an enabled
question (unless the enabled question is optional), data entry errors will appear when
exiting with validation.

If a user indicates that the plan charges the Medicare-defined cost shares, the user cannot
enter a separate deductible amount. The Medicare deductible is included with the
Medicare-defined cost-shares indication. Also, if a user selects Medicare-defined cost
shares for Coinsurance (Copayment), the user must select “No” for deductible in this
Service Category.

Note: Cost plans may not enter a deductible.

How TO ENTER COST SHARING FOR MEDICARE-COVERED
STAYS

Coinsurance (Copayment) amounts for Medicare-covered stays may be entered on a stay
and/or a per day basis.
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As shown in Table 4-13, if a plan has a per day cost structure for Medicare-covered stays,
the user must explicitly price the 100 days covered by Medicare during a benefit period.
To ensure this pricing structure, the PBP requires that the user enter, at a minimum, a
start day equal to “1” in the first interval, and an end day equal to “100” in the last
interval. Note that the end day can be entered in the first, second, or third interval,
depending upon the plan's cost structure.

Table 4-13
=10 %]
Fie Help
e > o w Go To: | #25NF-Base2 R
Exit Exit (No
Previous Next (Validate) Validate)
Does this plan's Medicare-covered benefit cost sharing vary by the Skilled |5 there an enrolles Coinsurance?
Mursing Facility in which an enrolles obtains care?
= ves
& Yes Mo
Mo
How many costsharing tiers do you offer? Medicare-covered Coinsurance Cost Sharing for Tier 10
2
Do you charge the Medicare-defined costshares? (These arethe
What is your lowest cost tier? total charges for all services provided to the enrollee in the SNF.)
C Tier1 C Yes
€ Tier2 & No
€ Tier3 ndicate Coinsurance percentage for the Medicare-covered stay
Indicate the number of day intervals for the Medicare-covered stay
C Zero (Mo Coinsurance per Day)
 One
& Two
" Three
Indicatethe coinsurance percentage and day Interval(s) for Medicars.-
covered stay (e.q.; 1to 20; 21 to 100}
Coinsurance % Interval 1:  Begin Day Interval 10 End Day Interval 1:
IZS |1 |5U
Coinsurance % Interval 2: Begin Day Interval 2:  End Day Interval 2:
IIS ISI |100
Coinsurance % Interval 3: Begin Day Interval 3: End Day Interval 3.
|

Note: It is allowable to charge a per stay amount and a per day amount. However, since a
combined per day and per stay data entry is a commonly observed data entry error in the
PBP, a warning message will display as an alert when entering per stay and per day data.
See Table 4-4 (while this table is for Inpatient Hospital-Acute Services, the error is
similar for SNF Services). The user will still be able to exit with validation if this
warning message is received.

How TO ENTER COST SHARING FOR NON-MEDICARE-
COVERED ADDITIONAL DAYS

Additional Days are defined as days covered after the Medicare-covered 100-days-per-

benefit period. Additional Days for SNF start at day 101. The number of Additional
Days offered on the Base 1 screen determines the end day.
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Example: If 10 Additional Days per benefit period are offered at 20% coinsurance, the

cost-share structure should specify Additional Days 101 through 110 (Tables 4-14A and
4-14B).

On the Base 4 screen, the plan will indicate whether its Additional Days cost sharing
varies by the SNF in which the enrollee receives care. If the response is “Yes,” the user
then specifies the number of tiers offered by the plan (up to three). If the plan has tiering
for Medicare-covered benefit and Additional Days, both must offer the same number of
tiers. The remainder of the Base 4 and 5 screens include cost-sharing questions for

Additional Days for up to three SNF cost-share tiers (similar to the Medicare-covered
SNF cost-share screens).

Table 4-14A
EE] PBP Data Entry System - Section B-2, Contract Z0001, Plan 001, Segment 0 1
File Help
> oL ¥ Go To: | #25NF-Base1 =]
‘_ Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Do you allow less than 3 day inpatient hospital stay priorto SMF

admission?
Does the plan provide Skilled Mursing Facility Services as asupplemental -(...
benefit under Part C7 (: es
[ilet iz . Mo
& ves

" No Indicate the Mumber of Hospital Days Required Priorto SNF
Select enhanced benefits: . :_ldmlsmon s

¥ Additional days beyond Medicare-covarsd | € Zera
[ Non-Medicare-covered stay  One

& Two

Selecttype of benefit for Additional Days beyond Medici
I .I'.u;Farid at.c:ry.I
ol Optional

Maximum Plan Benefit Coverage is not applicable forthis Service
Category.

|z there a service-specific Maximum Enrollee Out-of-Pocket Cost?

T
= No

Is this benefitunlimited for Additional Days?
 Yes

& No, indicate number
g Indicate Maximum Enrolles Out-of-Pocket Cost amount
Indicate the number of A
benefit periog:
10

al Days beyond Medicare-covered per

Select the Maximum Enrolles Out-of-Pocket Cost periodicity

Every three years
Select type of benefit for the Non-Medicare-covered stay: Every two years
' Mandatory Evoriiyeir
|2 optional

Every six months
Every three months
Every Stay

Other, Describe

anaaeeal
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Table 4-14B

PBP Data Entry System - Section B-2, Contract Z0001, Plan 001, Segment 0
File  Help
(3 L ¥ GoTo: | #25NF-Base3 =]
_ Exit Exit (No
Previous Next (Validate) Validate)

Medicare-covered Coinsurance CostSharing for Tier 2: Medicare-covered Coinsurance Cost Sharing for Tier3:

Do you charge the Medicare-defined costshares? (These arethe Do youcharge the Medicare-defined costshares? (These arethe
total charges for all services provided to the enrolleein the SMF.) total charges for all services provided to the enrolleginthe SNF.)
 Yes © ves

& No € No

Indicate Coinsurance percentagefor the Medicare-covered stay: Indicate Coinsurance percentagefor the Medicare-covered stay:

10

Indicate the number of day intervals for the Medicare-covered stay: Indicate the number of day intervals for the Medicare-covered stay

C Zero {Mo Coinsurance per Day) € Zero (Mo Coinsurance per Day)

& one € one

 Two € Two

 Three | Three

Indicatethe coinsurance percentage and day interval(s) for Medicare- Indicatethe coinsurance percentage and day interval s} for Medicare-
covered stay (e.a.; 1to 20; 21 to 100): covered stay (e.g.; 1to 20; 21 to 100):

Coinsurance % Interval 1; Begin Day Interval 1 End Day Interval 1: Coinsurance % Interval 1; Begin Day Interval 1:  End Day Interval 1:
IZD 1M 110 | I

Coinsurance % Interval 2: Begin Day Interval 2 End Day Interval 2: Coinsurance % Interval 2: Begin Day Interval 22  End Day Interval 2:
Coinsurance % Interval 3: Begin Day Interval 3 End Day Interval 3. Coinsurance % Interval 3: Begin Day Interval 3 End Day Interval 3:

If offering an unlimited number of Additional Days, use “999” to notate the end day of
the pricing structure.

HoOowW TO ENTER COST SHARING FOR NON-MEDICARE-
COVERED STAYS (MMPS ONLY).

A Non-Medicare-covered stay means Part A benefits have been exhausted, the care is not
medically necessary and reasonable according to Medicare coverage guidelines, or the
care is provided in a facility not certified by Medicare.

Only MMPs are able to offer cost sharing for Non-Medicare-covered stays. To indicate
that the plan covers Non-Medicare-covered stays, select the appropriate option on the
Base 1 screen. See Table 4-8 (while this table is for Bla: Inpatient Hospital-Acute
Services, data entry is similar for B2: SNF Services). If the plan has a per day cost share
for the Non-Medicare-covered stay, the first day of the cost-share interval must be day 1
and the last day must be the maximum number of days covered under the benefit. As in
the case of the Medicare-covered stay, all days must be explicitly priced for the Non-
Medicare-covered stay, if a per day cost-share structure exists.

Example: If the plan charges $50 per day for an unlimited Non-Medicare-covered stay,
the user should declare one interval on the Base 6 screen and enter $50 for days 1 through
999. See Table 4-9 (while this table is for Bla: Inpatient Hospital-Acute Services, data
entry is similar for B2: SNF Services).
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If the Medicare-covered cost sharing and Non-Medicare-covered cost sharing are the
same, first indicate that Non-Medicare-covered stays are covered. See Table 4-8 (while
this table is for Bla: Inpatient Hospital-Acute Services, data entry is similar for B2: SNF
Services). Next, on the Base 2 screen, indicate that there is an enrollee coinsurance. See
Table 4-10A (while this table is for Bla: Inpatient Hospital-Acute Services, data entry is
similar for B2: SNF Services). This will enable the Base 4 question “Is the Coinsurance
(Copayment) structure for the Non-Medicare-covered stay the same as the Coinsurance
(Copayment) structure for the Medicare-covered stay?” Answer “Yes” to this question.
See Table 4-10B (while this table is for Bla: Inpatient Hospital Acute Services, data
entry is similar for B2: SNF Services).

Note: It is allowable to charge a per stay amount and a per day amount. However, since a
combined per day and per stay data entry is a commonly observed data entry error on the
PBP, a warning message will display as an alert when entering per stay and per day data.
See Table 4-4 (while this table is for Bla: Inpatient Hospital Acute Services, the error is
similar for B2: SNF Services). The user will still be able to exit with validation if this
warning message is received.

HOW TO ENTER BENEFIT PERIOD

On the Base 10 screen (Table 4-14C), plans must indicate whether their inpatient hospital
benefit period is the same as Original Medicare, Annual, Per Admission or Per Stay, or
Other benefit period. If plans select anything other than Original Medicare, the question,
"Do you charge cost sharing on the day of discharge?" will be enabled. If Other,
Describe is selected, the text box for a description of the benefit period will be enabled.
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Table 4-14C

¥ pBP Data Entry System - Section B-2, Contract 20001, Plan 029, Segment 0 L | Dlﬁ

File Help

S 4 ¥ Go To: | #25NF-Base 10 |
Exit Exit (No
Previous Next (Validate) Validate)

e B e B B e P = e = e e |

What is your SNF benefit period? SNF Notes

Mote may include additional information to describe benefitin this service category. Do notrepeat

" Original Medicare
information captured in dats entry.

€ Annual
' Per Admission or Per Stay Notes:
3 Other, Describe . E‘

I *Other, Describe” |s selected enter description below

SERVICE CATEGORY #3: CARDIAC AND
PULMONARY REHABILITATION SERVICES

There are four data entry screens associated with this Service Category.

BASE 1 SCREEN

On the Base 1 screen, indicate whether the plan provides any B3: Cardiac and Pulmonary
Rehabilitation Services as a supplemental benefit under Part C (Table 4-15), and if these
benefits are offered as a Mandatory or Optional supplemental benefit.

Note:

If offering the MOOP at the Voluntary or Mandatory amount, cost shares for B3: Cardiac
and Pulmonary Rehabilitation Services will be limited as follows:

e Cardiac Rehabilitation: $50
e Intensive Cardiac Rehabilitation: $100
e Pulmonary Rehabilitation: $30

e Supervised Exercise Therapy (SET) for Symptomatic peripheral artery disease
(PAD): $30
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Table 4-15

85! PBP Data Entry System - Section B-3, Contract X0001, Plan 001, Segment 000

= m}
File Help
4 > (eI N I Bl i#3 Cardiac and Pulmonary Rehabiltation Services - Base 1 v
n Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Selecttype of benefit for Additional Pulmonary Rehabilitation Services
Does the glan provide Cardiac and Pulmonary Rehabilitation Services asa

¢ Mandatory
supplemental benefit under Part C? € Optional
C Yes ] )
€ No Is this benefit unlimited for Additional Pulmonary Rehabilitation Services?
Select enhanced benefit  ves
I~ Additional Cardiac Renabilitation Services € Mo, indicate number

[~ Additional Intensive Cardiac Rehabilitation Services
[~ Additional Pulmonary Rehabilitation Services

r Additional Supervised Exercise Therapy (SET) for Symptomatic
Peripheral Artery Disease (PAD) Services

Indicate number of visits for Additional Puimonary Rehabilitation Services:

Selectthe Additional Pulmonary Rehabilitation Services periodicity:

Selecttype of benefit for Additional Cardiac Rehabilitation Services: " Every three years
O

" Mandatory - Every two years

" Optional very year

" Every six months
" Every three months

" Yes " Other, Describe
" No, indicate number

Is this benefitunlimited for Additional Cardiac Rehabilitation Services?

Select type of benefit for Additional Supervised Exercise Therapy (SET) for

Indicate number of visits for Additional Cardiac Rehabilitation Services: Symptomatic Peripheral Artery Disease (PAD) Services:

" Mandatory

B o " Optional
Selectthe Additional Cardiac Rehabilitation Services periodicity
I Is this benefit unlimited for Additional Supervised Exercise Therapy (SET) for
Every three years Symptomatic Peripheral Artery Disease (PAD) Services?
" Every two years
" Every year C ves
€ Every six months " No, indicate number

" Every three months

Indicate number of visits for Additional Supervised Exercise Therapy
" Other, Describe

(SET} for Symptomatic Peripheral Artery Disease (PAD) Services:
Selecttype of benefitfor Additional Intensive Cardiac Rehabilitation Services:

" Mandatory Select the Additional Supervised Exercise Therapy (SET) for
" Optional Symptomatic Peripheral Artery Disease (PAD) Services periodicity
C
Is this benefitunlimited for Additional Intensive Cardiac Rehabilitation Services? Every three years
e " Every two years
Yes

" Every year

" Every sixmanths
" Every three months
" Other, Describe

" No, indicate number

Indicate number of visits for Additional Intensive Cardiac Rehabilitation Services:

BASE 2 THROUGH 4 SCREENS

On the Base 2 through 4 screens, many questions will be enabled based on how the user
answered the questions on prior base screens. Always carefully review the screen to
ensure all enabled questions are answered. If the user fails to respond to an enabled

question (unless the enabled question is optional), data entry errors will appear when
exiting with validation.

SERVICE CATEGORY #4: EMERGENCY/
URGENTLY NEEDED SERVICES

Includes the following subcategories:
e B4a: Emergency/Post-Stabilization Services

e B4b: Urgently Needed Services
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e B4c: Worldwide Emergency/Urgent Coverage
Depending on the subcategory, there are two to three data entry screens associated with
each subcategory.
Notes:
If offering the MOOP at the Voluntary amount or at the Mandatory amount, cost shares
for B4a: Emergency /Post-Stabilization Services will be limited as follows:
- Voluntary MOOP:
» B4a: Emergency /Post-Stabilization Services — $ 120
- Mandatory MOOP:
* Bd4a: Emergency /Post-Stabilization Services — $ 90

If offering the MOOP at the Voluntary or at the Mandatory amount, cost shares for B4b:
Urgently Needed Services will be limited as follows:

- B4b: Urgently Needed Services — $65
BASE SCREENS
On the Base 1 and 2 screens for B4a: Emergency/Post-Stabilization Services and the
Base 1 screen for B4b: Urgently Needed Services, answer the questions about whether
the plan has a service-specific MOOP cost, whether it charges a coinsurance, and what

the maximum per visit amount is. (Table 4-16 and 4-17).

Note: The maximum per visit amount is optional for cost plans.
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Table 4-16

’ Q‘ x’ Go To: I #4a Emergency/Post-Stabilization Services - Base 1
- Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT |

Enhanced Benefits are not applicable for this Service Category.

Maximum Plan Benefit Coverage is not applicable for this Service
Category.

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?

" ves
i No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

aEaReReRele]

Cost sharing cannot be greater than the amount established by CMS
for Medicare-covered Emergency/Post-Stabilization Services.

Is therean enrollee Coinsurance?

‘(" Yes

 No

Indicate Minimum Coinsurance percentage for Medicare-
covered Benefits:

Indicate Maximum Coinsurance percentage for Medicare-
covered Benefits:

Indicate the maximum per visit amount:

Is the Coinsurance for Medicare-covered Benefits waived if
admitted to hospital?

 ves
 No

Select either Days or Hours within which admission must occur
for waiver:

 Days
 Hours

Enter number of Days or Hours:
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Table 4-17

| 3 of ¥
- Exit Exit (No
Previous  Next (Validate) Validate)

Is there an enrollee Copayment?

 ves
" No

Indicate Minimum Copayment amount for Medicare-covered
Eienefits:

Benefits:

Is the Copayment for Medicare-covered Benefits waived if
admitted to hospital?

© Yes
 No
for waiver:
 Days
" Hours

Enter number of Days or Hours:

towards any plan-level deductible?
 es
" No

Indicate Maximum Copayment amount for Medicare-covered

Select either Days or Hours within which admission must occur

Dioes the Emergency/Post-Stabilization Services costsharing count

Go To: I #4a Emergency/Post-Stabiization Services - Base 2

Authorization is not applicable for this Service Category.
Referral is not applicable for this Service Category.

Emergency/Post-Stabilization Services Motes

IMote may include additional information to describe benefitin this service
category. Do not repeat information captured in data enfry.

Motes:

On the Base 1 screen for B4c: Worldwide Emergency/Urgent Coverage, the plan will
indicate whether it provides Worldwide Emergency/Urgent Coverage as a supplemental
benefit under Part C (Table 4-18). Select which of three enhanced benefits it will offer,
and whether each of these benefits is offered as a Mandatory or Optional benefit. The

plan will also provide information about maximum plan benefit coverage.
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Table 4-18

[ PBP Data Entry System - Section B-4, Contract Z0001, Plan 029, Segment 0 5 - J CI|_>§_I
Fie Help
’ 4 ¥ Go To: | #4c Worldwide Emergency/Urgent Coverage - Base 1 j
:. Exit Exit (No
Previous Next [Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Yes © Yes
Does the plan provideWorldwide Emergency/Urgent @ No © Mo
Coverage as a supplemental benefit under Part C7 = ke

recific Maximum Plan Benefit indicate Maximum Enrolles Out-of-
nt unlimited? Pocket Cost amount

' Yes i
C Mo

Indicate Maximum Plan Benefit Coverage

aaonan Py

Norldwide Emergency

BASE 2 THROUGH 3 SCREENS

On the Base 2 through 3 screens, many questions will be enabled based on how the
questions were answered on prior base screens. Always carefully review the screen to
ensure all enabled questions are answered. If the user fails to respond to an enabled
question (unless the enabled question is optional), data entry errors will appear when
exiting with validation.

On the Base 2 screen for B4a: Emergency/Post-Stabilization Services and B4b: Urgently
Needed Services, answer the question on whether the cost sharing counts towards any
plan level deductible. If the plan selects “Yes”, the plan will be required to enter a plan-
level deductible in Section D on the Plan Deductible (In-Network), Plan Deductible
(Combined), or the Plan Deductible LPPO/RPPO screens.

Note: The PBP allows the plan to indicate whether the plan waives the Coinsurance
(Copayment) for emergency or urgently needed services if a beneficiary is admitted to
the hospital. As shown in Table 4-18, if the cost share is waived, the question “Is the
Coinsurance (Copayment) for Medicare-covered Benefits waived if admitted to
hospital?”” should be answered with “Yes,” and the appropriate days or hours in which the
admission must occur for the waiver should be entered. If the waiver is only applicable
when the beneficiary is immediately admitted to the hospital, select “hours” and enter the
number “0” for the number of hours in which admittance must occur for the cost sharing
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to be waived. See the “Inpatient Hospital Care” section of this booklet for other costs.
The urgently needed service sentence is similar.

Table 4-19
‘ . i ¥ Go Ta: | Ba EmergencyiPesl-Saabksaticn Services - Base 2
Emit Exit [N
FPreévious Mext [Walidate) Valideie]
Is there an envollee Copayment? Auronizen e 5 N0l applicabie for s Sersice Calegory
& Y Referral is ma1aoplabie tar it Servse Categary
" Ho

EmprgensyPoil-Slatilizabion Serviced Nalss
Indicate Meimum Copayment smount for Medicare.cov ered X .
Banedits Yeote may inchud e addtonal infarmation 1o describe benefil in this service

'T category. Do nef repeat information caphaed in dals eniry

Indicabe Maximum Copayment amound for Medicare-coversd iates
Banedis ]
020

15 e Copayment for Mesians-covered Benebts wabned o
sdmitied o Rhospeal?

&

-~

s
Ho

Setect mtroer Days or Hows winin which sdmission musl oo
far v

 Days

* Hours

Entar nursbecal [ F Hours
2

Dioes the Emergency/Past-Stablizatan Services costshaning count
towards ey plan-level deductible”

=
ey
.

Mo

SERVICE CATEGORY #5: PARTIAL
HOSPITALIZATION

Includes the following category:

e B5: Partial Hospitalization

There are two data entry screens associated with this Service Category.

Note: If Copayment is entered, it may not be greater than $55.
BASE 1 SCREEN

On the Base 1 screen, answer three questions (Table 4-20) about whether the plan has a
service-specific MOOP cost and whether it charges a coinsurance and/or a deductible.
The response to these questions will dictate which subsequent questions are enabled on
this screen.
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Table 4-20

PBP Data Entry System - Section B-5, Contract Z0001, Plan 001, Segment 0

File  Help
4 ’ o ¥ Go To: | #5 Partial Hospitalization - Base 1 j
. 4
z Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BEMEFIT | Is there an enrollee Coinsurance?
" . . [@ es
Enhanced Benefits are notapplicable forthis Service Category. C No
Maximum Plan Benefit Coverage is not applicable forthis Service Indicate Minimum Coinsurance percentage for Medicare-covered
Category. Benefits:

20
|s therea service-specific Maximum Enrolles Out-of-Pocket Cost?

& Ves Indicate Maximum Coinsurance percentage for Medicare-covered
i Benefits:

20
Indicate Maximum Enrollee Out-of-Pocket Cost amount:

1000.00 Is there an enrollee Deductible?
* es

Zelect Maximum Enrollee Out-of-Pocket Cost periodieity: " No

(g Every three years .

fol Every two years Indicate Deductible Amount:
o Every year 200

O Every six months

€ Every three months

& Other, Describe

BASE 2 SCREEN

On the Base 2 screen, answer three questions about whether the plan charges a
copayment, requires authorization, and requires a referral.

SERVICE CATEGORY #6: HOME HEALTH
SERVICES

Includes the following category:

e Bo6: Home Health Services

There are three data entry screens associated with this Service Category.

Notes:

e [f offering the MOQOP at the Voluntary amount, cost shares for B6: Home Health
Services will be limited to 20% or a $35 copayment.

e [f offering the MOOP at the Mandatory amount, cost shares for B6: Home Health
Services will be limited to $0.

BASE 1 SCREEN

On the Base 1 screen, the plan will answer two questions about whether there is a
service-specific MOOP cost and whether it charges a coinsurance (Table 4-21). The
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response to these questions will dictate which subsequent questions are enabled on this
screen.

Table 4-21
EE] PBP Data Entry System - Section B-6, Contract Z0001, Plan 001, Segment 0 | ]
File  Help
‘ ’ 4 ¥ Go To: | #6 Home Health Services - Base 1 j
. =
S Exit Exit [No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | I Hiere @ service specific Maximom

Enrallee Out-of-Pocket Cost? Is therean enrollee Coinsurance?
7 Yes [
Enhanced Benefits are not applicablefor this c c Yes
Service Category, except for MMPs. Mo No
. ) Indicate Maximum Enrollee Out-of-Pocket Indicate Minimum Coinsurance percentage for
Maximum Plan Benefit Coverage is not Cost amount Medicare-covered Benefits:

applicable forthis Service Category.

|o

Select Maximum Enrolles Out-of-Pocket

A Indicate Maximum Coinsurance percentage for
Cost periodicity:

Medicare-covered Benefits:
€ Every three years 20

« Every two years

€ Every year

€ Every six months

€ Ev ery three months

€ Other, Describe

BASE 2 AND 3 SCREENS

On the Base 2 and 3 screens, the plan will answer questions about whether it charges a
deductible and/or a copayment, requires authorization, and requires a referral.

ADDITIONAL MMP SCREENS

MMPs have three extra data entry screens. These screens have data entry for the plan to
enter up to two supplemental services (offered as either a Medicaid or plan benefit). On
these additional screens, MMPs will provide information about cost sharing and any
limits applied to the services, and indicate whether any service requires qualification for
and enrollment in a state-operated waiver program.

SERVICE CATEGORY #7: HEALTH CARE
PROFESSIONAL SERVICES

Includes the following subcategories:

e DB7a: Primary Care Physician Services

e B7b: Chiropractic Services

e B7c: Occupational Therapy Services

e B7d: Physician Specialist Services
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B7e: Mental Health Specialty Services

B7f: Podiatrv Services

B7¢: Other Health Care Professional

B7h: Psychiatric Services

B7i: Physical Therapy and Speech-LLanguage Pathology Services

B7j: Additional Telehealth Services (Optional)

B7k: Opioid Treatment Program Services

Depending on the subcategory, there are two to four data entry screens associated with
the subsection.

Notes:

Medicare-covered B7b: Chiropractic Services includes only Manual Manipulation
of the Spine to Correct Subluxation. Other chiropractic services offered, such as
routine care, will be classified as either Mandatory or Optional Supplemental
benefits.

The B7b: Chiropractic Services, B13a: Acupuncture, and Alternative Therapies
(located in 14c: Other defined supplemental benefits) benefits may be combined.
If they are combined, they must include matching maximum plan-benefit amounts
and periodicity, or limits. If enhanced benefits are offered, all benefits must be
either Mandatory or Optional. If the enhanced benefits are Optional, all sections
included in the combined benefit must be included in the same Optional
Supplemental Package.

MMPs have two extra data entry screens associated with B7c: Occupational
Therapy Services. The screens enable the plan to enter information about a
supplemental service (offered as either a Medicaid or plan benefit).

Medicare-covered B7f: Podiatry Services includes only medically necessary and
reasonable foot care. Other podiatry services offered, such as routine care, will be
classified as either Mandatory or Optional Supplemental benefits.

MMPs have two extra data entry screens associated with B7i: PT and SP Services.
These screens enable the plan to enter information about up to two supplemental
services (offered as either a Medicaid or plan benefit).

B7j Additional Telehealth Services is an optional Medicare-covered benefit.
These screens enable the plan to select the Medicare-covered Part B service
categories where Additional Telehealth may apply.

BASE 1 SCREEN

Depending on the subcategory, on the Base 1 screen, the plan will indicate whether it
provides services as a supplemental benefit under Part C, and cost sharing (see Table 4-
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22 (while this table is for Primary Care Physician Services, the screen is similar for other

subsections in this Service Category). Responses to the questions will dictate which
subsequent questions are enabled on this screen.

Table 4-22
PBP Data Entry System - Section B-7, Contract Z0001, Plan 001, Segment 0 I 1
File Help
_‘ ’ o ¥ Go To: | #7a Primary Care Physician Services - Base 1 j
; -
. Exit Exit (No
Previous Next (Validate) validate)
CLICK FOR DESCRIPTION OF BENEFIT | Is there an enrollee Coinsurance?
C Yes
Maximum Plan Benefit Coverage is not applicablefor this " No

Service Category.

Indicate Minimum Coinsurance percentage for Medicare-covered Benefits:
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
7 ves

" No Indicate Maximum Coinsurance percentage for Medicare-covered Benefits:

Indicate Maximum Enrollee Out-of-Pocket Cost amount;

Is there an enrollee Deductible?

Select the Maximum Enrollee Out-of-Pocket Cost periodicity {(: Yes
Mo
L] Every three years
« Every two years Indicate Deductible Amount:
o Every year
€ Every six months
 Every
Every three n.mnths Is there an enrollee Copayment?

{7 Other, Describe

 Yes

" No

Indicate Minimum Copayment amount per visit for Medicare-covered Benefits:

Indicate Maximum Copayment amount pervisit for Medicare-covered Benefits:

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and a “Notes” field. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

SERVICE CATEGORY #8: OUTPATIENT

PROCEDURES, TESTS, LABS AND RADIOLOGY
SERVICES

Includes the following subcategories:

e B8a: Outpatient Diagnostic Procedures, Tests, and Lab Services

e B8b: Outpatient Diagnostic and Therapeutic Radiological Services
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Depending on the subcategory, there are three to four data entry screens associated with
the subsection.

BASE 1 SCREEN

On the Base 1 screen, the plan will answer the question regarding whether it has a
service-specific MOOP cost (Table 4-23). In the case of B8b: Outpatient Diagnostic and
Therapeutic Radiological Services, the plan will also indicate whether it charges a

coinsurance. The responses to these questions will dictate which subsequent questions
are enabled on this screen.

Table 4-23
%l PBP Data Entry System - Section B-8, Contract Z0001, Plan 001, Segment 0 3 _
File  Help
‘ ’ o ¥ Go To: | #Za Outpatient Diag Procs/Tests/Lab Services - Baze 1 j
] -
i Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefits are notapplicable forthis Service CGategory.
Maximum Plan Benefit Coverage is not applicable for this Service Category.

Is there a service-specific Maximum Enrolles Out-of-Pocket Cost?
 Ves
& No

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost periodicity:
€ Every three years

& Every two years

€ Every year

& Every six months

€ Every three months

€ Other, Describe

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

SERVICE CATEGORY #9: OUTPATIENT
SERVICES

Includes the following subcategories:

e B9a: Outpatient Hospital Services
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e B9b: Ambulatory Surgical Center (ASC) Services

e B9c: Outpatient Substance Abuse

e B9d: Outpatient Blood Services

Depending on the subcategory, there are two to three data entry screens associated with
the subcategory. Note: If coinsurance is entered for Outpatient Blood Services, the
coinsurance may not be greater than 50%.

BASE 1 SCREEN

Depending on the subcategory, the plan will indicate whether it provides services as a
supplemental benefit under Part C and cost sharing on the Base 1 screen. See Table 4-24
(while this is a table for Outpatient Hospital Services, the screen is similar for other
subsections in this Service Category). Responses to the questions will dictate which
subsequent questions are enabled on this screen.

Table 4-24

[ PBP Data Entry System - Section B-9, Contract 20001, Plan 801, Segment 0 1 i _B_]_Q]_Z_(J
Fe Help
< ’ V4 ¥ Go To: | #9a Outpatient Hosptal Services - Base 1 |
2 Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT | Youmustinclude total cost sharing to the beneficiary, including any facility

costsharing. fyou have a variety of cost sharing, please utilize the
minimum and maximum fields to reflectthe lowestand highest cost
Enhanced Benefits are not applicable for this Service Category sharing that a beneficiary may pay

Is there an enrollee Coinsurance?
Maximum Plan Benefit Coverage is not applicable for this Service Category

C Yes
& No
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost?
C Yes Select which Services have a Coinsurance (Selec

i No T Me Dutpatient Hospit
o - [T Medicare-covered Observation Services

Select which Services havea Maximum Enrolles Out-of-Pocket Cost

(Select all that apply):

[T Medicare-covered Outpatient Hospital Services Indicate Minimum Coinsurance percentagefor Medicare-covered
[T Medicare-covered Observation Services Outpatient Hospital Services:

:

Indicate Maximum Enrollee Out-of-Pocket Costamount for Medicare

covered Outpatient Hospital Services .
Indicate Maximum Coinsurance percentage for Medicare-covered
Outpatient Hospital Services

:

cimum Enrollee Cut-of-Pocket Cost periodicity for
vered Quipatient Hospltal Services

Indicate Minimem Coinsurance percentage for Medicare-covered

Every three years Observafion Services

1

Every six months
Every three months Indicate Maximum Coinsurance percentage for Medicare-coverad

Observation Services
Other, Describe

:

Indicate Maximum Enrollee Oul-of-Pocket Costamount for Medicare-
covered Observation Services:

Select the Maximum Enrolle
Medicare

yut-of-Pocket Cost periodicity for
covered Observation Services

Every three years
0 years

year

Every six months
Every thrae months
Other, Describe

X X B X R

A
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ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

SERVICE CATEGORY #10: AMBULANCE /
TRANSPORTATION SERVICES

Includes the following subcategories:
e Bi10a: Ambulance Setrvices

e B10b: Transportation Services

Depending on the subcategory, there are two to three data entry screens associated with
the subcategory.

BASE 1 SCREEN

Depending on the subcategory, the user must indicate whether the plan provides any
services as a supplemental benefit under Part C and cost sharing on the Base 1 screen
(Table 4-25 and 4-26). Responses to the questions will dictate which subsequent
questions are enabled on this screen.
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Table 4-25

Previous Next {[validate) Validate]

CLICK FOR DESCRIPTION OF BENEFIT I

Benefits are forthis Service Catagory.

Maximum Plan Benefit Coverage is not applicabiefor this Service Categary

Is therea service-specific Maximum Enrollee Out-of-Pocket Cost?
[€ ves |
| & No

Select which Services have s Maximum Enroliee Cut-of-Pocket Cost

(Select sll ihat spoly)
7 Medicar red Ground Services

T Medicare-covered Air Ambulance Services

Indicate Maximum Enrolles Out-of-Pocket Cost amount for Medicare-
covered Ground Ambufance Services

Select Maximum Enrollee Out-of-Pocket Cost periodicity for
Medicare-covered Ground Ambulanca Services:

€ Every tnree years
€ Every two years

€ Every year

€ Every six manths
€ Every three months
€ Ofher Describe

Indicate Maximum Enrallee Out-of-Pocket Costamaount for Medicare.
ed Alr Ambulan

Salecttne Maximum Ensolies Ou-of-Pocket Cost perlodicity far
Medicars-covered Alr Ambulance Services

Every thres years

Every two years

Every year

Every six manths

Every three moning

Other, Describe |

DadDIDD

Is there an enroliee Cainsuranca?
 Wes | [ ves

| No | No

Select which Services have a Coinsurance (Select all that apply}
T medicare-cover ound Ambulance Serv

¥ Medicare-covered Air Ambulance Services

Indicate the Minimum Coinsurance percentage for Medicare-covered
Ground Ambulance Services.

1

Indicats the Maximum G P tage for Med
covered Ground Ambulance Sarvices.

.

Indicate Minimum Coinsurance percentage for Medicare-covered
Alr Ambulance Services:

I

Indicate Maximum C P gefor M ed
Alr Ambulance Services:

]

Is this Colnsurance walved (fadmitted to hospHal?
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Table 4-26

File Help
of
. Exit
Previous Next (Validate)

CLICK FOR DESCRIPTION OF BENEFIT I

supplemental benefit under Part C7
© Yes
 No

Select enhanced benefit:
€ Any Health-related Location

related Location:

" Mandatory
 Optional

Approved Health-related Location?

 Yes
 No

Health-related Location

Trips periodicity

" Every three years
" Every two years

" Every year

" Every sixmonths
" Every three months
" Other, Describe

 Plan Approved Health-related Location

Select type of benefit for Plan Approved Health-

Indicate number of trips for Plan Approved

Select Plan Approved Health-related Location

%
Exit (No
Validate)

Does the plan provide Transportation Services as a

Is this benefit unlimited for number of trips for Plan

@ PBP Data Entry System - Section B-10, Contract X0001, Plan 001, Segment 000

(c7:% [Tl #10b Transportation Services - Base 1 -

Health-related Location:

" One-way

' Round Trip
' Days

" Other, Describe

Indicate number of days for Plan Approved
Health-related Location:

e

Select Mode of Transportation for Plan
Approved Health-related Location

[T Taxi

[ Rideshare Services

™ Bus/Subway

[~ van

™ Medical Transport

[ Other, Describe

Select type of benefit for Any Health-related
Location:

" Mandatory

" Optional

Is this benefit unlimited for number of trips for
Any Health-related Location?

 Yes
T No

Select Type of Transportation for Plan Approved Indicate number of trips for Any Health-related

Location:

Select Aﬂy Health-related Location Trips
periodicity:

" Every three years
" Every two years

™ Every year

" Every sixmonths
" Every three months
" Other, Describe

Select Type of Transportation for Any Health-
related Location:

" One-way

" Round Trip
" Days

" Other, Describe

Indicate number of days for Any Health-
related Location:

Select Mode of Transportation for Any Health-

related Location:

[~ Taxi

I” Rideshare Services
" BusiSubway

[~ van

[~ Medical Transport
[” Other, Describe

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions

are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.
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SERVICE CATEGORY #11: DURABLE MEDICAL
EQUIPMENT (DME), PROSTHETICS, AND
MEDICAL & DIABETIC SUPPLIES

Includes the following subcategories:

e Billa: Durable Medical Equipment (DME)

e Bl1b: Prosthetics/Medical Supplies

e Bllc: Diabetic Supplies and Services

Depending on the subcategory, there are two to three data entry screens associated with

the subcategory.

Notes:

e Blla: DME collects information on Medicare-covered Durable Medical
Equipment not related to Diabetes Monitoring Supplies.

e MMPs have two extra data entry screens associated with Bl1a: DME. These

screens allow the plan to enter information for up to two supplemental services
(offered as either a Medicaid or plan benefit). MMPs have an extra data entry
screen associated with B11b: Prosthetics/Medical Supplies. This screen has data
entry for the plan to enter a supplemental service (offered as either a Medicaid or
plan benefit). B1l1c: The Diabetic Supplies and Services category distinguishes
between Diabetic Monitoring Supplies and other DME, since cost sharing may

differ between these two categories. Benefit information for Diabetes Self-

Management Training should continue to be entered in subcategory B14e: Other

Medicare-covered Preventive Services.

BASE 1 SCREEN

On the Base 1 screen, the plan will indicate whether it has a service-specific MOOP cost
and cost sharing. See Table 4-27 (while this is a table for DME, the screen is similar for

other subsections in this Service Category). Responses to the questions will dictate
which subsequent questions are enabled on this screen.
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Table 4-27

ﬂ PBP Data Entry System - Section B-11, Contract Z0001, Plan 001, Segment 0 | 1
File Help
P > L ¥ Go To: | #11aDME-Base 1 =]
; 4
. Exit Exit (No
Previous Next (Validate) validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Enhanced Benefitz are not applicable for this Select Maximum Enrollee Qut-of-Pocket Cost periodicity:  |s there an enrollee Deductible?
Service Category, except for MMPs.
' Every three years ' Yes
Maximum Plan Benefit Coverage is not applicable & Every twa years & No
for this Service Category. 6] Every year
[ &) Every six manths Indicate Deductible Amount:

Is there a service-specific Maximum Enrollee Out- | Every three months
of-Pocket Cost? " Other, Describe

?: :Zs I?th&r.ean enrollee Goinsurance? |s there an enrollee Gopayment?
% Yes ' Yes

Indicate Maximum Enrollee Out-of-Pocket Cost T No & Mo

amount:

£000.00 Indicate Minimum Coinsurance percentage for Medicare-
covered Benefits: Indicate Minimum Copayment amount
10 per item for Medicare-covered Benefits:

Indicate Maximum Coinsurance percentage for Medicare-
covered Benefits: Indicate Maximum Copayment amount
25

per item for Medicare-covered Benefits:

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

SERVICE CATEGORY #12: DIALYSIS SERVICES

Includes the following category:

e B12: Dialysis Services

This Service Category collects information on Medicare-covered Dialysis Services for
patients with end-stage renal disease (ESRD) who receive maintenance dialysis services
from approved ESRD dialysis facilities or kidney transplant services. There are two data
entry screens associated with this category.

BASE 1 SCREEN

On the Base 1 screen, the plan will indicate whether it has a service-specific MOOP cost

and cost sharing (Table 4-28). Responses to the questions will dictate which subsequent
questions are enabled on this screen.
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Table 4-28

Fie Help
’ 4 ¥ Go To: | #12 Dialysis Services - Base 1 :J
: Exit Exit (No
Previous Next [Validate) Validate)
CLICK FOR DESCRIFTION OF BENEFIT I 5='_==::M=t;'"‘um Enrallee Out-of-Pocket Cost Is there an enrolles Deductible?
periodicity:
 Yes
C Ev
Enhanced Benefits are not applicable for this - Every three years & No
Service Category. Every two years
' Every year Indicate Deductible Amount
Maximum Plan Benefit Coverage is not c Every six months
applicable forthis Service Category " Every thres months
" Other, Describe
Is there a service-specific Maximum Enrollee Is there an enrollee Copayment?
Out-of-Pocket Cost? You must include total costsharing tothe e
@ Yes | beneficiary, including any facility cost sharing. If you fes
pa have avariety of cost sharing, pleaseutilize the & No
Ne minimum and maximum fields to reflect the lowest
Indicate Maximum Enrollee Out-of-Pocket ABUTkghestRastanEing ats-Spnpncary: may PRy m_":."ch.-l'.r..”:".‘:".l. L-'?L.J.’III_I,&_':I'“I_‘:'::I -
Cast amont session for Medicare-ce ed Benefits
Is there an enrolles Coinsurance?
J4000.00]
 es
& No
Indicate Minimum Coinsurance percentage for

Medicare-covered Benefits

Reminder: Dialysis received from an Out-of-
MNetwork providerwill be covered at the In-
Metwork cost.

Indicate Maximum Coinsurance percentage for
Medicare-covered Benefits

BASE SCREEN 2

The Base 2 screen contains questions about plan rules for referrals and authorization, and
a “Notes” field. Always carefully review the screen to ensure all enabled questions are
answered. If the user fails to respond to an enabled question (unless the enabled question
is optional), data entry errors will appear when exiting with validation.

Note: Dialysis received from an Out-of-Service area provider will be covered at the In-
Network cost.

SERVICE CATEGORY #13: OTHER
SUPPLEMENTAL SERVICES

Includes the following subcategories:
e Bl3a: Acupuncture
e BI13b: OTC Items
e Bl3c: Meal Benefit
e Bl13d: Other 1
e Bl3e: Other 2
e BI13f: Other 3
e Bl13g: Dual Eligible SNPs with Highly Integrated Services
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Note: Only available for D-SNPs

B13h: Additional Services

Note: Only available for MMPs.

B13i: Non-Primarily Health Related Benefits for the Chronically 11l
Note: Only available for SSBCI and VBID packages as part of 19b

There are three data entry screens associated with each subcategory, except for
Additional Services and Non-Primarily Health Related Benefits for the Chronically
I11, for which there are extra data entry screens.

Notes:

CY 2021 Bid Submission User Manual

The B7b: Chiropractic Services, Bl13a: Acupuncture, and Alternative Therapies
(located in 14c: Eligible Supplemental Benefits as Defined in Chapter) benefits
may be combined. If they are combined, they must include matching maximum
plan-benefit amounts and periodicity, or limits. If enhanced benefits are offered,
all benefits must either be Mandatory or Optional. If the enhanced benefits are
Optional, all sections included in the combined benefit must be included in the
same Optional Supplemental Package.

MMPs may not use B13b: OTC Items to provide benefit information about OTC
drugs or items that are submitted under the integrated formulary. Information
about those benefits will be entered in the Rx section of the PBP. This section
should be used only to provide benefit information about OTC drugs and items
that are covered as a supplemental benefit.

The B13d: Other 1, B13e: Other 2, and B13f: Other 3 categories are to
collect information that describes supplemental benefits that are not provided in
other areas of the PBP. Do not use the categories to provide information on
benefits that are listed in other areas, such as the Hepatitis B vaccine. In addition,
do not describe optional supplemental benefits and “step-ups” in these categories.
Medicare benefits should not be entered in these categories.

The B13g: Dual Eligible SNPs with Highly Integrated Services category is
enabled for D-SNPs only. Users should fill out this section only if the plan has
received notification from CMS that it qualifies for the new supplemental benefit
flexibility for certain high-quality SNPs.

B13h: Additional Services is enabled for MMPs only and is used to collect
information that describes supplemental benefits that are not provided in other
areas of the PBP. Do not use the categories to provide information on benefits
that are listed in other areas, such as the Hepatitis B vaccine. Medicare benefits
should not be entered in these categories.

B13i: Non-Primarily Health Related Benefits for the Chronically 11l is for
plans offering SSBCI and/or VBID 19b Additional benefits packages. This
section will only show up as a part of 19b for packages that are for SSBCI or
VBID beneficiaries.



BASE 1 SCREEN

Depending on the subcategory, indicate on the Base 1 screen whether the plan provides
any services as a supplemental benefit under Part C, and cost sharing. See Table 4-29
(while this is a table for Acupuncture, the screen is similar for other subsections in this
Service Category). Responses to the questions will dictate which subsequent questions
are enabled on this screen.

Notes:

e Provide a descriptive title on the Base 1 screen if offering a supplemental benefit
in Other 1, Other 2, Other 3, Dual Eligible SNPs with Highly Integrated Services,
and/or any “Other” services in the Additional Services Category. See Table 4-30
(while this is a table for Other 1, the screen is similar for other subsections in this
Service Category). The title must be longer than two characters. If a title is
entered by the user, additional questions will be enabled on the screen. For a few
supplemental benefits, plans are required to use specified titles in their PBP data
entry. Responses to the questions will dictate which subsequent questions are
enabled on this screen.

e Dual Eligible SNPs with Highly Integrated Services must attest that they have
received written notification from CMS that they qualify for the new
supplemental benefit flexibility for certain high-quality SNPs. After checking off
this attestation, other questions will be enabled on the screen (Table 4-31)

e An MMP plan may use the Additional Services subsection to indicate whether it
provides additional services beyond Medicare (Table 4-32). The plan must also
provide cost-sharing and referral/authorization information about the Additional
Services. If the user selects any of the “Other” services as an Additional Service
choice, the name of that additional service must also be entered.

CY 2021 Bid Submission User Manual 4-55



Table 4-29

ry System

Fie Help

>

Previous Next

CLICK FOR DESCRIPTION OF BENEFIT |

Does the plan provide Acupuncture as a Is there a service-specific Maximum Plan Is there a service-specific Maximum Enrolles Cut-
supplemental benefit under Part C? Benefit Coverage amount? of-Pocket Cost?

© Yes @ Yes | €8 Yes |
C No @ No @ No

Select enhanced benefit Indicate Maximum Plan Benefit Coverage Indicate Maximum Enrolles Out-of-Pocket Cost
[T Mumber of Treatments il il L

Select type of benefit for Number of Treatments

Selecit Maximum Plan Benefit Coverage Select Maximum Enrollee Out-of-Pocket Cost
€ Mandatory periodicity: periodicity:
.'_'.F?E 9.' @ Every three years (] Every three years
€ Every two years | & Every two years
: € Every year @ Every year
.|51I’|I5 benefit unlimited for Number of Treatments? & Every six months = Every six months
if" Yes € Every thres months € Every three months
| € Ne € Other, Describe € Other, Describe
Indicate limit for Number of Treatments
Indicate Number of Treatments periodicity s your Acupunciure bensfit combined with sither
- Every three years the Chiropractor Services benefit or Alternative
@ Every two years Therapies benefit, or both?
€ Every year [ ves
€ Every six months € No
€ Every three months '
_f"' Other, Describe

YA |

Table 4-30

[ peP Data Entry System - Section B-13, Contract Z0001, Plan 001, Segment 0

e Help

4 ¥ Go To: | #13d Other 1 - Base 1 j
Exit Exit (N

Previous Next (Validate) vﬂ!m:]

s |

CLICK FOR DESCRIPTION OF BENEFIT | I.r.':Iu:al! Maximum Pian Benefit Coverage amount

Note: After completing your data entry in this category, if you delete

All textin the 'Enter name of Service (Optional):” field youwill lose Indicate Maximum Plan Benefit Coverage periodicity:
all previously entered data.

© Every three years

“You may edit the name of the service text parfially without losing all C Every two years

previously entered data, 0 iy b

Do not put Medicare-covered benefits inthis service category (e.g., € Every six months

do notinclude nutritional support, tr 1, e &

medical devices sto). very three months
€ Other, Describe

Over-the-Counter (2.g., adult diapers, band-aids, eic) benefits
should only be entered in B-13B.

t jice. M I -0f- 1?7
(fpraviding a supplemental Banen. snter a descriptivatile. “Otfier |5 there a service-specific Maximum Enrollee Out-of-Pocket Cos
is not an acceptable fitle. © ves

€ No

Enter name of Service (Opfional):

indicate Maximum Enrolles Out-of-Pocket Cost amount

Select type of benefit for Other 1 Indicate Maximum Enrolles Out-of-Pocket Cost periodicity
| € Mandatory € Every three years
!r Optional I € Every two years
€ Every year

|s there & service-specific Maximum Pian Benefit Coverage amount? € Every six months
g — [ Every three months

Yes © Other, Describe
| € No

CY 2021 Bid Submission User Manual 4-56



Table 4-31

PBP Data Entry System - Section B-13, Contract Z0001, Plan 001, Segment 0

File Help
‘ ’ i * Go To: | #13g Dual Eligible SNPs with Highly Integrated Services - Base 1 j
g -
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT I Is there a service-specific Maximum Plan Benefit Coverage amount?
1 es |

Plans only fill outthis section ifthey have received written notification from CMS that
they qualify for the new supplemental benefit flexibility for certain Dual Eligible SNPs
with Highly Integrated Services.

© No

Indicate Maximum Plan Benefit Coverage amount;

Cual Eligible SNPs with Highly Integrated Services Benefit Attestation

| attestthat | have received written notification from CMS thatthis individual Syp ~ 'Mdicate Maximum Plan Bensfit Coverage periodicity

plan qualifies forthe new supplemental benefitflexibility for certain Dual Eligible [ o Every three years

SMPs with Highly Integrated Services for CY 2016. | further attest that the o E f
[ additional supplemental benefiti s) that the SNP describes inthis section of the . VETY B Yoot

PEP do notinappropriately duplicate an existing service(s) thatenrollees are Every year

eligible to receive under a waiver, the State Medicaid plan, Medicare Part & or B, [ Every six months

orthrough the local jurisdiction in which they reside. [l Every three months

7 Other, Describe
“Youmay editthe name ofthe servicetext partially withoutlosing all previously Is therea service-sp ecific Maximum Enrallee Out-o-Pocket Cost?
entered data.
Ifpraviding a supplemental benfit, enter a descriptive title. “Other” is notan I(" Yes
acceptable title. | € Na
Enter name of Service (Optional ) Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Indicate Maximum Enrolles Out-of-Pocket Cost periodicity:
Select type of benefit: L& Every three years

& Mandatory
| & optianal

Every two years
Every year

-]
-]
€ Every six months
-]
(&l

Every three months
Other, Describe
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Table 4-32

o =1}
File Help
’ 4 z Go To: | #13h Additional Services - Base 1 :_I
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Enter name of Other 1 Service

Does the planprovide Additional Services? |

C Yes Enter name of Other 2 Service
2 I

SOT) Services - Enter name of Other 3 Service

Enter name of Other 4 Service

Enter name of Other & Service

i Enter name of Other & Service
eliectual DEabiliti |

erl Enter name of Other 7 Service

Enter name of Other 8 Service

Enter name of Other 8 Service

Entar name of Other 10 Service

Enter name of Other 11 Service

Other 19 Enter name of Other 12 Service

E n of Other 13 Seryice
_I Enter name of Other 13 Service

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, service limits, plan rules for referrals and authorization, and “Notes” fields. For
the remaining base screens, many questions will be enabled based on how questions were
answered on prior base screens. Always carefully review the screen to ensure all enabled
questions are answered. If the user fails to respond to an enabled question (unless the
enabled question is optional), data entry errors will appear when exiting with validation.

Note: For B13h: Additional Services (which is available only for MMP plans), the
remaining base screens will require responses to questions regarding which services are
provided, the cost sharing, and other rules related to the services.
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SERVICE CATEGORY #14: PREVENTIVE AND
OTHER DEFINED SUPPLEMENTAL SERVICES

Includes the following subcategories:
e Bl4a: Medicare-covered Zero Dollar Preventive Services

e B14b: Annual Physical Fxam

e Bl4c: Other Defined Supplemental Benefits

e Bl14d: Kidney Disease Education Services

e Blde: Other Medicare-covered Preventive Services

Depending on the subcategory, there are one to fifteen data entry screens associated with
the subcategory.
Notes:

e Asnoted in the on-screen label, a plan should use the Annual Physical Exam
category only for supplemental Annual Physical Exams not covered by Original
Medicare. Medicare-covered Zero Dollar preventive services are always covered
when medically necessary, and consequently are not appropriate as a
supplemental benefit.

e SNPs are allowed to offer the Annual Physical Exam as a supplemental benefit in
B14b: Annual Physical Exam. C-SNPs are not allowed to choose Enhanced
Disease Management in B14c: Other Defined Supplemental Benefits.

¢ A maximum plan benefit amount now applies to every service category under
B14c: Other Defined Supplemental Benefits.

e The Bl4c: Other Defined Supplemental Benefits subcategory contains separate
“Notes” fields for each benefit offered.

e In Bl4c: Other Defined Supplemental Benefits, if any of the following benefits
are offered, a note is required:

- Fitness Benefit
- Telemonitoring Services

- Remote Access Technologies (including Web/Phone based technologies and
Nursing Hotline)*

- Home and Bathroom Safety Devices and Modifications
- Weight Management Programs

- Alternative Therapies

— Therapeutic Massage

- Adult Day Health Services
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- Home-Based Palliative Care
- In-Home Support Services
- Support for Caregivers of Enrollees
*A note is not required if the plan is only offering the Nursing Hotline benefit.

e The B7b: Chiropractic Services, B13a: Acupuncture, and Alternative Therapies
(located in 14c: Other Defined Supplemental Benefits) benefits may be combined.
If they are combined, they must include matching maximum plan-benefit amounts
and periodicity, or limits. If enhanced benefits are offered, all benefits offered
must be Mandatory or all benefits must be Optional. If the enhanced benefits
offered are Optional, all sections included in the combined benefit must be
included in the same Optional Supplemental Package.

¢ In Bl4e: Other Medicare-covered Preventive Services, if any additional
Medicare-covered Preventive Services are offered that are not part of the
Medicare-covered Zero Dollar preventive services, those benefits should be
included in this section.

e The Bl4e: Other Medicare-covered Preventive Services category collects
information specifically for Medicare-covered Glaucoma Screening, Diabetes
Self-Management Training, Barium Enemas, Digital Rectal Exams, EKG
following Welcome Visit, and any other Medicare-covered preventive services
that are not part of the zero dollar preventive services. Enter Diabetes supplies in
subcategory B11c: Diabetic Supplies and Services.

BASE 1 SCREEN
The Base 1 screen information varies depending on the subcategory.
e For Bl4a: Medicare-covered Zero Dollar Preventive Services, there is one screen

(Table 4-33), where the user will check off the attestation statement and respond
to the questions related to authorization and referrals.
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Table 4-33

_Ioj

Fiie Help
’ ..( E Go To: | #14a Medicare-covered Zero Dolar Preventive Services j
> Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT l Medicare-covered Zero Dollar Preventive Services Notes

Note may include additional infermation to describe benefitin this service
" - ategory. Do notrepeat information captured in data entry.
Medicare-covered Zero Dollar Preventive Services Aftestation calegory P ap ! ¥
| attestthat there is no coinsurance, copayment, or deductible for all Notes:
v Criginal Medicare preventive services that are offered at zero dollar cost ;I
sharing

Mote: Plan may not require an authorization or referral for ceriain S0 cost
sharing preventive services, for example. screening mammograms.

|s authorization required?
@ ves
@ No

Is a referral required?

& Yes
€ No

V|

e For the B14b: Annual Physical Exam and Bl4c: Other Defined Supplemental
Benefits, the plan will indicate whether it provides any services as a supplemental
benefit under Part C. See Table 4-34 (while this table is for Annual Physical
Exam, the screen is similar for Other Defined Supplemental Benefits). Responses
to the questions will dictate which subsequent questions are enabled on this
screen.
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Table 4-34

[® P8P Data Entry System - Section B-14, Contract 20001, Plan 801, Segment 0

File Help
o » Go To: | #14b Annual Physical Exam - Base 1 _:J
Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Is there a service-specific Maximum Plan Benefit Coverage amount?

C Yes
Youshould only usethese supplemental benefits for Annual Physical & No
Exams not covered by Original Medicare. You may charge copays for
these Annual Physical Exams. NOTE: Medicare-covered preventive
services are always plan covered, and consequently they arenot
appropriate as a supplemental benefit.

Indicate Maximum Plan Benefit Coverage amount

Does the plan providethe Annual Physical Exam as a supplemental benefit
under Part C?

& Is there a service-specific Maximum Enroliee Out-of-Pocket Cost?
* Yes
C No T Yes
—— & No
Select f benefit for the An | Physical Exam:
i yac Y taficitedimalio b end ol Indicate Maximum Enrolies Out-of-Pocket Cost amount
o Mandatory
" Optional

|

For B14d: Kidney Disease Education Services and B14e: Other Medicare-covered
Preventive Services, the plan will indicate whether there is a service-specific
enrollee MOOP (depending on the subcategory), and cost sharing. See Table 4-
35 (while this table is for Kidney Disease Education Services, the screen is similar
for Other Medicare-covered Preventive Services).

Table 4-35

@] PBP Data Entry System - Section B-14, Contract Z0001, Plan 001, Segment 0

File Help
’ o ¥ Go To: I #14d - Kidney Disease Education Services Base 1 j
: 4
2 Exit Exit (Mo
Previous Next (Validate) Validate)

CLICK FOR DESCRIFTION OF BENEFIT | You must include total costsharing to the beneficiary, including any facility

costsharing. Ifyou have a variety of cost sharing, please utilize the
minimum and maximum fields to reflectthe lowestand highestcost
Enhanced Benefits are notapplicable forthis Service Category. sharing that a beneficiary may pay.

Is therean enrollee Coinsurance?
Maximum Plan Benefit Coverage is not applicable for this Service Category.

[€ Yes
; : : | & No
|s there a service-sp ecific Maximum Enrollee Out-of-Pocket Cost? L
O Yes Indicate Minimum Coinsurance percentage for Medicare-covered
™ Mo Benefis:

Indicate Maximum Enrollee Out-of-Pocket Cost amount

Indicate Maximum Coinsurance percentage for Medicare-covered
Benefits:

Zelect the Maximum Enrollee Out-of-Pocket Cost periodicity

Every three years
Every two years
Every year

Every six months
Every three months
Sthet; Desciiie

YT

e For Bl4e: Other Medicare-covered Preventive Services, the plan will indicate

whether there is a service-specific enrollee MOOP, cost sharing, and will select to
which of three services the MOOP and cost sharing apply. See Table 4-36.
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Table 4-36

[ PEP Data Entry System - Section B-14, Contract 20001, Plan 801, Segment 0 - - = e (=] 1
Fle Help
w4 > Go T
Exit Exit (No
Previous MNext [Validate) Validate)
i

CUCKFOR DESCRIPTION OF BENEFIT i

Enhanced Senefits are notapplicable far this Service Categary.

Maximum Plan Benefil Coverage is not applicable for this Service Category.

craning, diabetes sel-managemantraining, barium
ital rectal exams, EKG following welcome visit, and Other
Ve e Medicare-cavers

ta eniry Mustbe complete
olion for more gudance

ore services forw
section. Sesihe Benefit Desce
15 there a sarvice-specilic Maximum Enrolles ut-of-Fackat Gostfor Othar
Medicare-covered Preventive Services?

© ves

' Ho

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

SERVICE CATEGORY #15: MEDICARE PART B RX
DRUGS

Includes the following category:

e B15: Medicare Part B Rx Drugs

This Service Category collects information on Medicare Part B Rx Drugs (including
Medicare Part B Chemotherapy/Radiation drugs) and Part C Home Infusion Bundled
Services that may be offered by the plan as a Mandatory Supplemental Benefit. There
are four data entry screens associated with this category.

BASE 1 SCREEN
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On the Base 1 screen, the plan will indicate whether it has a service-specific MOOP cost
and cost sharing (Table 4-37). Responses to the questions will dictate which subsequent
questions are enabled on this screen.

Table 4-37
‘ o »> Go To: | #15 Wedicare Part B Rx Drugs - Base 1
. Exit Exit (No
Previous (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Is there an enrolles Gainsurance?
™ es
™ Mo
Is there a Maximum Enrollee Out-of-Pocket Cost?
i Yes Select which Medicare Part B Rx Drugs have a
* Mo Coinsurance (Select all that apply)

™ Medicare Part B Chemotherapy/Radiation Drugs
[~ Other Medicare Part B Drugs

Indicate Maximum Enrollee Out-of-Pocket Cost Amount: Indicate the Minimum Coinsurance percentage
for Medicare Part B Chemotherapy/Radiation
Dirugs:
Indicate the Maximum Coinsurance percentage
Select the Maximum Enraollee Out-of-Pocket Cost periodicity: for Medicare Part B Chemotherapy/Radiation
" Every three years Drugs:
" Every two years
" Every year Indicate Minimum Coinsurance percentage for
{" Every six months other Medicare Part B Drugs:
" Every three months
" Every nmnth. Indicate Maximum Goinsurance percentage for
" Other, Describe other Medicare Part B Drugs:

BASE 2 AND 3 SCREENS

The Base 2 and 3 screens contain questions about cost sharing, plan rules for
authorization, step therapy, and a “Notes” field. Always carefully review the screen to
ensure all enabled questions are answered. If the user fails to respond to an enabled
question (unless the enabled question is optional), data entry errors will appear when
exiting with validation.

HOME INFUSION BUNDLED SERVICES SCREEN

The Home Infusion Bundled Services screen is only enabled for MAPD plans and
MMPs.

On this screen, the plan will indicate if it provides Medicare Part D home infusion drugs
and drug administration services as a bundled service as a mandatory supplemental
benefit under Medicare Part C (Table 4-38). If a plan offers the Part C bundled home
infusion drug benefit, the beneficiary cost sharing must be $0, and thus no data entry is
required.

If the plan provides this benefit, the user must indicate these specific medications in a flat
file that will be uploaded via the Formulary Submission Module on June 5, 2020.
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MMPs must offer Part D home infusion drugs, thus on this screen, they may indicate
whether the plan pays for Part D drug home infusion services and supplies as a Medicaid
benefit, or whether it pays for those services and supplies as a Mandatory Supplemental
benefit.

Table 4-38
=] 1}
Fie Hep
’ 4 ¥ Go To: | #15 Home Infusion Bundled Services j
Exit Exit (No
Previous Next (Validate) Validate)

Doesthe plan provide Part D homeinfusion drugs as part ofabundled service  Does the ol
as a mandatory supplemental benefit? Medicaid b

pay for Pant D drug homeinfusion services and suppliesasa

C Yes @ Yes
' No @ No

If youselect "Ves'to ‘Does the plan provide Part D home infusion drugs as part
of a bundied service as a supplemental benefit”, you must indicatethese
specific medications in aflat file which must be uploaded through the Formulary
Submission Module by Friday, June 08, 2017 at 11.6%am Eastern Time.

Youmust also ensure that your benefit includes not only the homeinfusion
drug, but any services and supplies associated with the home infusion drug's
administration.

Ifyour organization elects to provide Part D home infusion drugs as part ofa
supplemental bundled servicethen those services must be provided at 30 cost
sharing. As described in the C 2010 Call Letter this waiver is conditioned on
the application of zero cost sharing for the bundie of heme infusion services
provided under a supplemental benefit.

V|

SERVICE CATEGORY #16: DENTAL

Includes the following subcategories:

e Bl6a: Preventive Dental

e B16b: Comprehensive Dental

Depending on the subcategory, there are five to six data entry screens associated with the
subcategory.

BASE 1 SCREEN

On the Base 1 screen, the plan will indicate whether it provides Dental Services as a
supplemental benefit under Part C (Table 4-39), and if these benefits are offered as
Mandatory or Optional supplemental benefits. Responses to the questions will dictate
which subsequent questions are enabled on the screen.
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Table 4-39
PBF Data Entry System - Section B-16, Contract Z0001, Plan 001, Segment 0 -

File Help
‘ ’ o ¥ Go To: I #16a Preventive Dental - Base 1 j
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Select the Oral Exams periodicity Select type of benefit for Fluoride Treatment:
& Every three years @ Mandatory
Does the plan provide Preventive Dental ltems as a & Every two years @ Optional
supplemental benefit under Part C7 € Every year
@ v & Every six months Is this benefit unlimited for Fluoride Treatment?
i € Every three months € ves
€ Other, Describe 7 No, indicate number
Select enhanced benefits:
Selecttype of benefitfor Prophylaxis (Cleaning):
I” oral Exam.s o : i R } i Indicate number of visits for Fluoride Treatment:
[ Prophylaxis (Cleaning) € Mandatory
[T Fluoride Treatment € optional
[T Dental ¥-Rays
s this benefitunlimited for Prophylaxis (Cleaning)? ~ =elect the Fluoride Treatment periodicity
5 VPE C efit fo ‘ — :
Select type of benefit for Oral Exams e e {© Every three years
[ Mandatory € No.indicate number @ Ey ery two years
€ Optional ) € Every year
Indicate number of visits for Prophylaxis (Cleaning) @ Every six months
Is this benefitunlimited for Oral Exams? [ Every three months
& ves 7 Other, Describe
| €% No; indicate number Selectthe Prophylaxis (Cleaning) periodicity:

€ Every three years
C Every two years

("' Every year

& Every six months
€ Every three months
_f" Other, Describe

Indicate number of visits for Oral Exams:

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

HOW TO ENTER A SINGLE COST SHARE FOR AN OFFICE VISIT
(PREVENTIVE DENTAL)

Medicare Advantage plans can have a single cost share for an office visit and designate
the enhanced benefits that are included in that visit. See the example for how to enter
data to describe this benefit.

Example:

The plan offers oral exams, fluoride treatments, cleanings, and X-rays, with one single
cost of $30 for a combination of services during an office visit (oral exam, fluoride
treatment, and cleaning), and a separate $20 copayment for X-rays.

First, select the services offered as Mandatory supplemental benefits on the Base 1 and
Base 2 screens (Table 4-40 shows the Base 1 screen). On the Base 4 screen under the
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copayment, select “Yes” for the question, “Is there a combination of services included in
a single cost per office visit?” Then select the services covered under the $30 office visit,
and separately define the cost of X-rays as $20 per visit (Table 4-41).

Table 4-40

@] PBP Data Entry System - Section B-16, Contract Z0001, Plan 001, Segment 0

File Help
’ oL ¥ Go To: I #16a Preventive Dental - Base 1 d
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select the Oral Exams periodicity: Select type of benefit for Fluoride Treatment:
o Every three years [ Mandatory |
Does the plan provide Preventive Dental Items as a O Every two years _(" Optional
supplemental benefit under Part G7 € Every year
& ves | ¥ Every six months Is this benefit unlimited for Fluoride Treatment?
' No " Every three months  Yes |
— " Other, Describe % No, indicate number
Select enhanced benefits: T e B
[¥ Cral Exams Selecttype of benefitfor Prophylaxis (Cleaning):

P et o Indicate number of visits for Fluoride Treatment:
¥ Prophylaxis (Cleaning) % Mandatory | |1
¥ Fluoride Treatment (5 Optional |

¥ Dental ¥-Rays

s this benefitunlimited for Prophylaxis (Gleaning)? ~ SelecttheFluoride Treatment perindicity:
Select type of benefit for Oral Exams:

[€ Yes || Every three years
v Mandatory ‘ |(:' Mo. indicate number | @ Every two years
| € Optional : " Every year
Indicate number of visits for Prophylaxis (Cleaning): [ Every six months
|5 this benefitunlimited for Oral Exams? |1 & Every three months

 Yes | ,f Other, Describe
% Mo indicate number | Selectthe Prophylaxis (Cleaning) periodicity:

" Every three years
" Every two years

" Every year

& Every six months
" Every three months

Indicate number of visits for Oral Exams:
1
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Table 4-41

sl PEP Data Entry System - Section B-16, Contract X0001, Plan 001, Segment 000 — O
File Help
‘ b o » [eTo [vEll (#16a Preventive Dental - Base 4 A
- Exit Exit (No
Previous Next (Validate) Validate)
O O
Is there an enrollee Deductible? Indicate Minimum Copayment amount for Office Visit:
" Yes
" Mo

Indicate Maximum Copayment amount for Office Visit:
Indicate Deductible Amount:

Indicate Minimum Copayment amount for Oral Exams:

|5 there an enrolles Copayment?

i Yes Indicate Maximum Copayment amount for Oral Exams:
" No

Select which Preventive Dental Services have a Copayment
(Select all that apply):

™ ©Cral Exams

™ Prophylaxis (Cleaning)
I™ Fluoride Treatment
™ Dental ¥-Rays

Indicate Minimum Copaymentamount for Prophylaxis (Cleaning):

Indicate Maximum Copayment amount for Prophylaxis (Cleaning):

Is there a combination of services included ina single cost per Indicate Minimum Copayment amount for Fluoride Treatment:
Office Visit?

" es

i Mo Indicate Maximum Copaymentamount for Fluoride Treatment:

Selectwhich combination of services areincluded in a single
cost per Office Visit:

™ Oral Exams

[ Prophylaxis (Cleaning)
™ Fluoride Treatment
" Dental X-Rays

Indicate Minimum Copayment amount for Dental X-Rays:

Indicate Maximum Copayment amount for Dental X-Rays:

How TO ENTER A COMBINED MAXIMUM PLAN BENEFIT
COVERAGE AMOUNT (PREVENTIVE AND COMPREHENSIVE
DENTAL)

Data elements in the Preventive and Comprehensive Dental categories allow for a
maximum plan benefit coverage amount for either a preventive dental and/or
comprehensive dental maximum plan benefit coverage amount for each category, or a
combined maximum plan benefit coverage amount for both categories.

Note: This maximum plan benefit coverage amount applies only to Non-Medicare-
covered benefits. See the data-entry example below.

Example:

A plan offers a $150 annual maximum plan benefit coverage amount for dental care.
This includes both B16a: Preventive Dental and B16b: Comprehensive Dental.

First, select the services offered as Mandatory supplemental benefits on the Bl16a:
Preventive Dental Base 1 screen (Table 4-42).
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Table 4-42

PBP Data Entry System - Section B-16, Contract Z0001, Plan 001, Segment 0

File Help
’ oL Go To: | #16a Preventive Dental - Base 1 j
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Select the Oral Exams periodicity: Select type of benefit for Fluoride Treatment:
O Every three years [ Mandatory |
Does the plan provide Preventive Dental ltems as a O Every two years C Optional
supplemental benefit under Part G7 " Every year
@ ves ¥ Every six months Is this benefit unlimited for Fluoride Treatment?
| Mo ‘ € Every three months € Yes ‘
" Other, Describe ¥ Mo, indicate number
Select enhanced benefits: —

¥ Cral Exams Selecttype of benefitfor Prophylaxis (Cleaning):
V! Prophylaxis (Cleaning) % Mandatory

V¥ Fluoride Treatment | € optianal

¥ Dental ¥-Rays

Indicate number of visits for Fluoride Treatment:
1

s this benefitunlimited for Prophylaxis (Cleaning)? ~ SelecttheFluoride Treatment periodicity:

Select type of benefit for Oral Exams: & Ves | " Every three years

(o Mandatory ‘ ‘(:‘ Mo, indicate number & Every two years

| € Optional " Every year
Indicate number of visits for Prophylaxis (Cleaning}: [ Every six months

Is this benefitunlimited for Cral Exams? 1 & Every three months

C Yes ] !f'_ Other, Describe

% No, indicate number ‘ Selectthe Prophylaxis (Cleaning) periodicity:

" Every three years

" Every two years

" Every year

% Every six months

" Every three months
!_C_EJ_t_rlgr, Describe

Indicate number of visits for Oral Exams:
1

Next, on the Bl6a: Preventive Dental Base 2 screen, select “Yes” for “Is there a
service-specific Maximum Plan Benefit Coverage amount?” Then enter “$150” and
select “Every year” (Table 4-43).

Table 4-43

PBP Data Entry System - Section B-16, Contract Z0001, Plan 001, Segment 0

File Help
‘ ’ v 4 ! Go To: | #16a Preventive Dental - Base 2 j
q -
2 Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Dental X-Rays:
' Mandatory ‘

|s there a service-specific Maximum Plan Benefit Coverage amount?
1 es ‘

 Optional ' No

|5 this benefitunlimited for Dental X-Rays?

Does the Maximum Plan Benefit Coverage amount apply to In-
" Yes ‘ network services only OR does itapply to both In-network and Out-

A of-network services?
¥ No, indicate number

Indicate number of visits for Dental X-Rays:

€ In-network services only ‘
1

| T Both In-network and Out-of-network serv ices

Indicate Maximum Plan Benefit Coverage amount:

120.00
Select the Dental X-Rays periodicity:
C
O gzz Ir:‘l::::;rs Select the Maximum Plan Benefit Coverage periodicity:
% Every year ™ Every three years
' Every six months " Every two years
€ Every three months % Every year
" Other, Describe ™ Every six months

" Every three months
" Other, Describe

CY 2021 Bid Submission User Manual



Next, on the B16b: Comprehensive Dental Base 1 screen, indicate which services are
covered (Table 4-44A).

Table 4-44A

¥ PBP Data Entry System - Section B-16, Contract Z0001, Plan 029, Segment 0 N = ]ﬂ|ﬂ
Fle Help
4 ¥ Go To: | 2160 Comprenensie Dental - Base 1 =]
2 Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT 1 Select type of benefit for Non-routine Select type of benefit for Diagnostic Select type of benefit for Restorative
= Services: Services:
Even ifyou do not offer enhanced benefits, you must completethis Mandatory «© Mandatory & Mandatory
section for your Medicare-covered Benefits € Optional " Optional " Optional
Does the plan provide Comprehensive Dental ltems as a 15 this benefil unlimited for Non-routine Is this benefit unlimited for Diagnostic 15 this benefit unlimited for Restorative
supplemental benefit under Part C7? Services? Services? Services?
@ Yes & Yes & es
C No € Mo, indicate number " Mo, indicate number " No, indicate number
Select enhanced benefits Indicate number ofvisits for Non- Indjcate number of visits for Indicate numbar of visits for
™ Mon-routine Services routine Services: Diagnostic Services Restorative Services

W~ Diagnostic Services I I

¥ Restorative Services

™ Endodontis

™ Pericdontics

™ Extractions

™ Prosthodantics, Other OralMaxillofacial Surgery, Other Services

t the Non-routing Services Select the Diagnostic Services Select the Restorative Services
dicity periodicity

y three years o Every three years

€ Every six months
€ Every three months € Every three months
€ Other, Describe  Other. Describe

A

On the B16b: Comprehensive Dental Base 3 screen, select “Yes” for “Is there a service-
specific Maximum Plan Benefit Coverage amount?” For the next question, “Select the
Maximum Plan Benefit Coverage type,” select the option “Covered under Preventive
Dental Category 16a” (Table 4-44B).
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Table 4-44B

EE] PBP Data Entry System - Section B-16, Contract Z0001, Plan 001, Segment O ll
File Help

’ o ¥ Go To: I #16b Comprehensive Dental - Base 3 j
i 4

2 Exit Exit (No

Previous Next (Validate) Validate)

|s there a service-specific Maximum Plan Benefit Coverage amount? |s therea service-s pecific Maximum Enrollee Out-of-Pocket Cost?
| % ves | Yes

| No | No

Select the Maximum Plan Benefit Coverage type: Select the Maximum Enrollee Out-of-Pocket Cost type:
& Covered under Preventive Dental Category 16a ("' Covered under Preventive Dental Category 18a
| Plan-specified amount per period [#2 Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount
Does the Maximum Plan Benefit Coverageamount apply to In-netwark
services only OR does it apply to both In-network and Qut-of-network

Services? % = oz

_ Select Maximum Enrollee Out-of-Pocket Cost periodicity
| In-network services only ) € Every three years

| Both In-network and Out-of-network services

€ Every two years

€ Every year

€ Every six months
€ Every three manths
€ Other, Describe

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage periodicity:

[€ Every three years
¢ Every two years
& Every year

€ Every six months
€ Every three months
7 Other, Describe

SERVICE CATEGORY #17: EYE EXAMS/EYEWEAR

Includes the following subcategories:

e Bl7a: Fye Exams

e B17b: Evewear

Depending on the subcategory, there are three to six data entry screens associated with
the subcategory.

BASE 1 SCREEN

On the Base 1 screen, indicate whether the plan provides benefits as a supplemental
benefit under Part C (Table 4-45), and whether these benefits are offered as a Mandatory

or Optional supplemental benefit. Responses to the questions will dictate which
subsequent questions are enabled on the screen.
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Table 4-45

¥ POP Data Entry System - Section B-17, Contract 20001, Plan 029, Scgment 0 5 [=] iJ
Fe  Help

’ o » Go To: | #17a Eye Exame - Base 1 =l
, Exit Exit (Mo

Previous Next [Vabdate) Validate]
C___________________________________________________________________________________________________________|

CLICK FOR DESCRIPTION OF BENEFIT ] STREF NSME O LANEr Senice: Is fh ice-specific Maximum Pian Benefit Is there a senvice-specific Maximum Enrclles Out-
[ C vount? of-Focket Cost?
€ Yes  Yes
& Mo & No

Does the plan provide Eye Exams as a supplemental
benefit under Past C7

& ves

© No

Select anhanced benaft
ams

ponooD Sy

Yes
& Mo, indicate number

Indicate numbsas of exams for Routine Eye Exams.

ananan i

& Eye Exams pericdicity:

alelel Helall
ommmmmo &

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

How TO ENTER A COMBINED MAXIMUM PILAN BENEFIT
COVERAGE AMOUNT FOR EYE EXAMS AND EYEWEAR

Data elements in the Eye Exam and Eyewear categories allow for a maximum plan
benefit coverage amount for eyewear, eye exams, an individual maximum plan benefit
coverage amount for each item within the categories, or a combined maximum plan
benefit coverage amount for both categories.

Notes:

e This maximum plan benefit coverage amount applies only to Non-Medicare-
covered benefits. See the data entry example below.

e See Tables 4-43 through 4-44B in #16: Dental for an example of a combined
maximum-plan-benefit-coverage amount for both subcategories.

Example:

A plan offers a $150 annual maximum plan benefit coverage amount for contact lenses
and a $100 annual maximum plan benefit coverage amount for eyeglasses (lenses and
frames). This includes both In-Network and OON services.
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First, on the B17b: Eyewear Base 1 screen, indicate which services are covered (Table
4-46A).

Table 4-46A
PBF Data Entry System - Section B-17, Contract Z0001, Plan D01, Segment 0
File | Help
‘ ) o ¥ Go To: | #17b Eyewear - Base 1 j
g Exit Exit (No
Previous Next

(Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT I

Even ifyou do not offer enhanced benefits, youmust
completethis section for your Medicare-covered
Benefits.

Does the plan provide Eyewear as asupplemental
benefit under Part C7

* Yes

& No

Select enhanced benefits:

¥ Contactlenses

4 Eyeglasses (lenses and frames)
(| Eyealass lenses

[ Eyeglass frames

O Upgrades

Select type of benefit for Contact lenses:

O Mandatory
 Optional

Is this benefit unlimited for Contact lenses?

i es
._(" No, indicate number

Indicate quantity (number of pairs}for
Contact lenses:

Select Contact lenses periodicity;
€ Every three years

[} Every two years

o Every year

€ Every six months

[} Every three months

(% Other, Deseribe

Select type of benefitfor Eyeglasses (lenses and
frames):

" Mandatory
(@) Optional

|s this benefit unlimited for Eyeaglasses (lenses
and frames)?

 Ves

' No, indicate number

Indicate quantity for Eyeglasses (lenses and
frames}:

Select Eyeglasses (lenses and frames)
periodicity:

€ Every three years
€ Every two years

six months
€ Every three months
) Other, Describe

Then, on the B17b: Eyewear Base 3 screen (Table 4-46B):

1. For “Is there a service-specific Maximum Plan Benefit Coverage amount?” select

Yes.

2. For “Select the Maximum Plan Benefit Coverage type,” select Plan-specified

amount per period.

3. For “Does the Maximum Plan Benefit Coverage amount apply to In-network
services only or does it apply to both In-network and Out-of-network services?”
select Both In-network and Out-of-network services.

4. For “Do you offer a Combined Max Plan Benefit Coverage Amount for all

Eyewear?” select No.

5. For “Select the type of Eyewear with Individual Max Plan Benefit Coverage
amount,” select both Contact Lenses and Eyeglasses (L.enses and Frames).

6. For “Indicate Max Plan Benefit Coverage amount for Contact lenses,” enter

150.00.

7. For “Select the Individual Maximum Plan Benefit Coverage periodicity for
Contact lenses,” select Every year.

8. For “Indicate Max Plan Benefit Coverage amount for Eyeglasses (lenses and

frames),” enter 100.00.
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9. For “Select the Individual Maximum Plan Benefit Coverage periodicity for
Eyeglasses (lenses and frames),” select Every year.

Table 4-46B

PBP Data Entry System - Section B-17, Contract Z0001, Plan 001, Segment 0

Fil=  Help

> t

Previous Next (Validate)

|5 there a service-specific Maximum Plan
Benefit Coverage amount?

@ es

_("' No

Select the Maximum Plan Benefit Coverage ty

_(:'- Covered under Eye Exams Category 17a
€ Plan-specified amount per period

Does the Maximum Plan Benefit
Coverage amountapply to In-network
services only OR does itapply to both
In-network and Out-of-network services

| € In-network services only

Both In-network and Out-of-
network services

Do you offer a Combined Max Plan
Benefit Coverage Amount for all
Eyewear?

& VYes

_("' No

Indicate Combined Maximum Plan
Benefit Coverage amount:

¥ Go To: | #17b Eyewear - Base 3
4

Exit (No
Validate)

Select the Combined Maximum Plan
Benefit Coverage periodicity:

[ad Every three years

€ Every two years

€ Every year

€ Every six months

[ad Every three months

| _("' Other, Describe

Select the type of Eyewear with
Individual Max Plan Benefit
Coverage amount

[T Contact lenses

- Eyealasses (lenses and frames)
- Eyeqlass lenses

[l Eyeqlass frames

- Upagrades

Indicate Max Plan Benefit Coverage
amount for Contact lenses:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Contact lenses:

() Every three years

(- Every two years

€ Every year

(- Every six months

(- Every three months
| Other, Describe

P
| €2 Every year
| @
P

annnna

Indicate Max Plan Benefit Coverage
amount for Eyeglasses (lenses and
frames}:

e

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyealasses {lenses and frames):
| € Every three years

Every two years

Every six months
Every three months

| € Other, Describe

Indicate Max Plan Benefit Coverage
amount for Eyealass lenses

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyealass lenses:

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

=

Indicate Max Plan Benefit Coverage
amount for Eyeglass frames

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyeaglass frames:

| €8 Every three years

@ Every two years

€ Every year

€ Every six months
@ Every three months
& Other, Describe

Indicate Max Plan Benefit Coverage
amount for Upgrades:

Select the Individual Maximum
Plan Benefit Coverage periodicity
for Upgrades:

Every three years

Every two years

Every year

Every six months

Every three months

Other, Describe

2 2 2 88

SERVICE CATEGORY #18:

EXAMS/HEARING AIDS

Includes the following subcategories:

e B18b: Hearing Exams

e B18b: Hearing Aids

Depending on the subcategory, there are four to five associated data entry screens.

BASE 1 SCREEN

HEARING

On the Base 1 screen, the plan will indicate whether it provides benefits as a
supplemental benefit under Part C (Table 4-47), and whether these benefits are offered as
Mandatory or Optional supplemental benefit. Responses to the questions will dictate
which subsequent questions are enabled on the screen.
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Table 4-47

PBP Data Entry System - Section B-18, Contract Z0001, Plan 001, Segment 0 BN

File  Help
‘ ’ o ¥ Go To: | #18a Hearing Exams - Base 1 j
d -
i} Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select Routine Hearing Exams periodicity:

| € Every three years
€ Every two years

& Every year

& Ewvery six months
€ Every three months
€7 Other, Describe

Even ifyou do not offer enhanced benefits, you must complete
this section for your Medicare-covered Benefits.

Does theplan provide Hearing Exams as a supplemental

benefit under Part G7 Select type of benefitfor Fitting/Evaluation for
Hearing Aid:
& ves ;
B € Mandatory
| € optional
Select enhanced benefits:
' Routine Hearing Exams Is this benefitunlimited for Fitting/Evaluation for
(= Fitting/Evaluation for Hearing Aid Hearing Aid?
© ves
Select type of benefit for Routine Hearing Exams: € Mo, indicate number
€ Mandatory
 Optional Indicate number for Fitting/Evaluation for
L P Hearing Aid:
Is this benefit unlimited for Routine Hearing Exams?
£s Select Fitting/Evaluation for Hearing Aid periodicity:
[l Select Fitting/Evaluation for H Aid dicit

' No, indicate number ® Everyfhreayears

€ Every two years

€ Every year

€ Every six months
[ Every three months
€ Other, Describe

Indicate number for Routine Hearing Exams:

ALL REMAINING BASE SCREENS

Depending on the subcategory, the remaining screens will contain questions about cost
sharing, plan rules for referrals and authorization, and “Notes” fields. For the remaining
base screens, many questions will be enabled based on how questions were answered on
prior base screens. Always carefully review the screen to ensure all enabled questions
are answered. If the user fails to respond to an enabled question (unless the enabled
question is optional), data entry errors will appear when exiting with validation.

How TO ENTER A COMBINED MAXIMUM PILAN BENEFIT
COVERAGE AMOUNT

Data elements in the Hearing Exams and Hearing Aids categories allow for a maximum
plan benefit coverage amount for hearing exams, hearing aids, or a combined maximum
plan benefit coverage amount for both subcategories.

Notes:
e The plan can also specify whether the Maximum Plan Benefit Coverage amount

applies to one single ear, per ear, or for both ears combined on the Base 2 screen
within B18b: Hearing Aids.
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e See Tables 4-42 through 4-44B in #16: Dental for an example of a combined
maximum plan benefit coverage amount for both subcategories.

SERVICE CATEGORY #19: VBID/MA
UNIFORMITY FLEXIBILITY/SPECIAL
SUPPLEMENTAL BENEFITS FOR THE
CHRONICALLY ILL (SSBCI)

Includes the following subcategories:

e Bl9a: Reduced Cost Sharing for VBID/UF/SSBCI

e B19b: Additional Benefits for VBID/UF/SSBCI

e B19c: VBID Hospice

Section B19 documents the benefits offered under authority of the Medicare-Advantage
VBID Model, MA Uniformity Flexibility (UF)), and/or SSBCI. Users will enter the
reduced cost sharing and/or additional benefits offered for VBID, MA Uniformity
Flexibility (UF), and/or Special Supplemental Benefits for the Chronically I11 (SSBCI in
B-19a and/or B-19b.

VBID plans are required to offer Wellness and Health Care Planning (WHP) to all
enrollees and will outline the components of its WHP program in this section. In addition,
VBID plans can offer up to three packages of Part C Rewards and Incentives. VBID
plans can offer a VBID Hospice benefit in B19c.

Table 4-48 shows screen B19: VBID/MA Uniformity Flexibility/SSBCI. Indicate
whether the plan provides Part C reductions in cost or additional benefits as part of their
VBID, UF, and/or SSBCI benefit (Table 4-48).

¢ MA Uniformity Flexibility — indicate whether, yes or no, the plan includes
reductions in cost or additional benefits.

e SSBCI - indicate whether the plan offers Special Supplemental Benefits for the
Chronically I11. If so, indicate the type of benefit (reduced cost sharing or
additional benefits).

e VBID Model — indicate whether the plan is offering a VBID Hospice Benefit and
whether the plan is offering Part C benefits under the VBID Model. If offering
Part C benefits, indicate which interventions the plan has been approved to offer
(Value-Based Design Flexibilities or Rewards and Incentives). Complete the
VBID attestation.

Responses to these questions will dictate which subsequent screens are enabled.
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Table 4-48

o ¥
. Exit Exit {No
Previous Next (Validate) Validate)

This section documents the benefits offered under authority ofthe
Medicare-Advantage Value-Based Insurance Design (VBID)
Model, M&Uniformity Flexisility (UF), andfor Special
Supplemental Benefits for the Chronically Il (SSBCI).

Under MAUniformity Flexibility plans may provide access to services (or specific
cost sharing for services or items) that is tied to health status or disease state in
a manner that ensures that similarly situated individuals are treated uniformly,
consistent with the uniformity requirement in the MAregulations at §422.100(d).

Does your plan include MAUniformity Flexibility with reductionsin costor
additional benefits?

@ Yes
T No

The Bipartisan Budget Act of 2015 (Public Law No. 115-123) amended section 1852(a) of
the Actto sxpand the supplemental benefits that may be offered by Medicars Advantage
organizations.

MA plans may offer “Special Supplemental Benefits for the Chronically lll (S3BC1).” such as
reduced castsharing and additional benefits (including non-primarily health reisted

benefits), to chronically ill enrcliees ifthe item or service has a reasonable expectation of
improving the chronic disease or maintaining the health ar overall function ofthe enrolles as.
it relates to the chronic disease. MAplans may vary, or target supplemental benefits offered
tothe chronically ill by using objective criteria as it relates to theindividual enrollee’s specific
medical condition and needs. When entering SSBCI benefits, plans should includeall
reduced cost sharing benefits far the chronically illin a single 5381 packagein section
‘19a. Plans should similarly include all additional benefits (including non-primarily heath
related benefits) in a single SSBCI package in section 19b.

Do you offer Special Supplemental Benefits for the Chronically 117

& Yes
" No

Select what type of benefit your SSECI includes
W' Reduced Cost Sharing
¥ Additional Benefits

Go To: |#1BVB\D#.|A Uniformity Flexibility/SSBCI j

TheVBID Model allows CMSto test health plan innovation through providing
targeted plan flexibilities to provide improved care and chaice for their Medicare
enrollees. Specifically, the VBID Model tests additional flexibilities for health care
planning, targeted supplemental benefits, plan networks, and prescription drugs.
TheModel is testing whether the additional flexibilities provided allow and
incentivize plans to develop and offer interventions thatimprove health outcomes
and lower expenditures for Medicare enrellees. The VBID Model is conducted by
the CMS Innovation Center. The questions below only apply to plans authorized to
participate in the VBID Medel by written notice from the CMS Innovation Center.

Are you offering a VEID Hospice Benefit?

* Yes
T No

Are you offering Part C benefits under the VBID Model? (VBID Part D
Rewards and Incentives programs should be entered in Section Rx)
& Yes
 No

In addition to wellness and health care planning, whatother interventions
have you been approved by CMMI to offer?

¥ Valus-Based Design Flexibilities by Condition or Socioeconomic Stats
¥ Medicare Advantage Rewards and Incentives Programs

Value-Based Insurance Design Aftestation
[¥ 1 attest that

1) the benefits entered comply with CMS requirements for benefits offered in the
VBID Model;

2) the benefits entered are consistent with the benefit proposals and the actuarial
orfinancial information provided to CMS when applying to participatein the VBID
Model, unless otherwise approved by CMS in writing, and

3) the benefit package, formulary or other features of this plan are not structured
to discriminate against any Medicare beneficiary.

Reduced Cost Sharing or Additional Benefits for VBID/MA Uniformity Flexibility

(UF)/SSBCI

In Section B19a and/or B19b, users will enter the reduced cost sharing and/or additional
benefits offered for VBIDs, MA Uniformity Flexibility (UF), and/or Special
Supplemental Benefits for the Chronically Il (SSBCI). They will define up to 15
packages which will represent the reduced cost sharing (or additional benefits) for certain
medical conditions, Low Income Subsidy (LIS) status eligibility status to address social
determinants of health, or disease states. These disease states may be listed separately or
combined in the various groups. If a disease state(s)/medical condition(s) is entered under
“other” a full description of the proposed disease state(s)/medical condition(s) must be
included in the notes field for this PBP item for CMS review. SSBCI packages do not
select certain medical conditions or disease states.

MA plans may offer “Special Supplemental Benefits for the Chronically I11 (SSBCI),”
such as reduced cost sharing and additional benefits (including non-primarily health
related benefits), to chronically ill enrollees if the item or service has a reasonable
expectation of improving or maintaining the health or overall function of the enrollee as it
relates to the chronic disease. MA plans may vary, or target, supplemental benefits
offered to the chronically ill by using objective criteria as it relates to the individual
enrollee’s specific medical condition and needs.

Notes:

e Ifabenefit is offered in B19a: Reduced Cost Sharing for VBID/UF/SSBCI, the
Maximum cost sharing amount entered must be equal to or less than the cost
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sharing entered for the regular Part C benefit, as identified in the regular PBP
Section B screen(s).

e Ifa benefit included in Bla: Inpatient Hospital-Acute, B1b: Inpatient Hospital
Psychiatric, or B2: SNF are offered at a lower cost in a package in B19a: Reduced
Cost Sharing for VBID/UF/SSBCI, the respective Section B screen(s) will
become enabled within the package.

e If abenefit is offered in B19b: Additional Benefits for VBID/UF/SSBCI, the
respective Section B screen(s) will become enabled within the package.

e Use the notes fields provided to enter additional information not captured in the
benefit entry, such as the required conditions for obtaining a VBID/UF/SSBCI
benefit, or other benefit parameters.

e There can only be one SSBCI package for 19a: Reduced Cost Sharing and one
SSBCI package for 19b: Additional Benefits.

BASE 1 SCREEN (FOR PACKAGES)

On the Base 1 screens, the user will indicate which disease states apply, if there is a
prerequisite and which benefits apply for the specific package (Table 4-49A, Table 49-B,
Table-49C). Table 4-49C shows the screen for B19a: Reduced Cost Sharing for
VBID/UF/SSBCI, the B19b: Additional Benefits for VBID/UF/SSBCI screen is similar
(only enhanced benefits will be included in B19b: Additional Benefits for
VBID/UF/SSBCI).

Notes:

e  When entering the VBID/MA Uniformity Flexibility/SSBCI maximum and
minimum cost sharing for a service category, list only the cost sharing that would
apply to enrollees qualifying for the benefit package. Cost sharing ranges should
reflect only the services within the service category or specialty selected that are
eligible for reduced cost sharing. If the reduced cost sharing is being offered
through reimbursement, the cost sharing range should represent what the enrollee
pays after reimbursement, and the note should describe the benefit and any
limitations. If there is a maximum aggregate amount of reduced cost sharing, the
cost sharing entered should reflect only the costs paid by the enrollee prior to
reaching the maximum aggregate amount of reduced cost sharing.

e When entering VBID/MA Uniformity Flexibility benefit packages, create a
separate package for each unique benefit offering, or combination of benefit
offerings. VBID/MA Uniformity Flexibility packages may be targeted to single or
multiple clinical condition groups. When entering an SSBCI benefit package,
include all reduced cost sharing SSBCI benefits in a single package in section
B19a and all additional SSBCI benefits in a single package in B19b.

e Ifthere is a limit to the number of services units that qualify for VBID/MA
Uniformity Flexibility/SSBCI cost sharing, after which the regular cost sharing
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amount applies, specify the limit in notes. After an enrollee reaches the limit,

CMS will look to the main PBP sections for the applicable cost sharing amount.

Table 4-49A

Targeting Methodology - Fleasschoose one or both
[ ChronicCondition(s)
™ Socioeconomic Status

Which disease states doss this benefit apply? (Selsctall thatapply)

Diabetes

Chronic Obstructive Pulmonary Disease (COPD)
Congestive Heart Failure (CHF)

i h Past Stroke

Hypertension

Coronary Artery Disease

Mood Disorders

Rheumatoid Arthritis

Dementia

Other CWS-Approved Disease State

If selecting 'Other CMS Approved Disease State or Mood Disorders, please
usethenotes field to describe the selected targeted clinical condition group
and the meth used toidentify within yourtargeted clinical
condition, such as a list of ICD-10 codes

Does the enrollee need to have all diseases selected to quality?

© ves
" No

Does the enrolles need to have a combination of diseases selscted
to qualify? Ifyes, describe in notes.

© es

© Mo

Select LIS reduction level
I~ LS Level 1
I~ USLevel2
I~ USLevel 3
[T USLevels
I~ Dual-Eligible Status (for territories)

File Help VBID/UF/SSBCI Packages
o ¥ Go To: | #19 Recuced Cost Sharing for VBIDIUF/SSBCI - Target Population: VEID (1)
. Exi Exit (No
Previous (Validate) Validate)

Estimated Enrallees to be Targeted and Engaged o Receive
Model Benefits

Expected Number of Enrollees to be Targeted.
10

Expected Numbsr of Enrollsss to be engaged and receive
Model benefits:

20

]
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Table 4-49B

Which disease states does this benefit apply? (Select all thatapply):

85! PBP Data Entry System - Section B-19, Contract X0001, Plan 001, Segment 000

#19a Reduced Cost Sharing for VBID/UF/:

File Help
4 ¥ Go To:
Exit Exit (No
Next (Validate) Validate)

Cl - Disease States: UF

Other 1Description:

Diabetes

Chronic Obstructive Pulmonary Disease (COPD)
Congestive Heart Failure (CHF)
Patient with Past Stroke
Hypertension

Coronary Artery Disease

Mood Disorders

Rheumatoid Arthritis

Dementia

Other 1

Other 2

Other 3

Other 4

Other 5

Does the enrollee need to have all diseases selected to qualify?

 Yes
" No

Does the enrollee need to have a combination of diseases selected to

Other 2 Description:

Other 3 Description:

Other 4 Description:

Other 5 Description:

If selecting Other 1-5, please use the notes field for this package
to briefly describethe targeted clinical condition group

qualify? Ifyes, describe in notes

 Yes
T No

Table 4-49C

e Help VBID/UF/S5BCI Packages

Exit
Next (Validate)

Go To: | #19a Reduced Cost Sharing for VBID/UFISSBCI - Base 1 (Package Info) (1)

o

Validate)

s there a prerequisite for reduction of cost sharing for
this package?

© ves
© No

Which prerequisites ars required forthis package?
™ High value provider

I™ Participation in a Care Management Program
I~ Other, Describe

Selsctthe benefits that apply to reduced costsharing
™ Medicare-covered benefits
I~ Non-Medicare-covered benefits

Select the Medicare-covered benefits that will receive reduced cost
sharing:

1a; Inpalient HospitakAcute ~
1t Inpatient Hospital Psychiatric

2. Skilled Nursing Facilty (SHF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4a; Emergency/Post-Stabilization Services

4p; Urgently Needed Services

S: Partial Hospitalization

6: Home Health Services

7a: Primary Care Physician Services.

7b: Chiropractic Services.

7c: Occupational Therapy Services

7d; Physician Specialist Services

7e1: Individual Sessions for Mental Health Specialty Services
7e2: Group Sessions for Mental Health Specialty Services.

7f: Podiatry Services

7g: Other Health Care Professional

7h1: Individual Sessions for Psychiatric Services

Th2: Group Sessions for Psychiatric Services

7i. Physical Therapy and Speech-Language Pathology Services
7k: Opioid Treatment Program Services

€a1: Diagnostic Procedures/Tests

8a2: Lab Services

8b1: Diagnostic Radiological Services

8b2: Therapeutic Radiological Services

8b3: Outpatient X-Ray Services

9a1: Outpatient Hospital Services

9a2: Observation Services

9b; Ambulatory Surgical Center (ASC) Services

8c1: Individual Sessions for Outpatient Substance Abuse

8c2: Group Sessions for Outpatient Substance Abuse v

Does your VBIDMA Uniformity Flexibility/SSBCI cost reduction cover all
or some Specialists under 7d: Physician Specialist Services?

© Allspecialists
" Some specialists

Selectthe Non-Medicare-covered benefits that will receive reduced costsharing:

1a: Inpatient Hospitak-Acute
1b: Inpatient Hospital Psychiatric

2: Skiled Nursing Facilty (SNF)

3-1: Addtional Cardiac Rehabiltation Services.

3-2: Additional Intensive Cardiac Rehabiltation Services

3-3: Additional Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4¢3 Worldwide Emergency Transportation

7b1: Routine Chiropractic Care

7b2: Other Chiropractic Services

7f. Podiatry Services - Routine Foot Care

10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location

13a: Acupuncture

13b: Over-the-Counter (OTC) kems

13c: Meal Baneft

13d: Other 1

12e: Other 2

131 Other 3

14b: Annual Physical Exam

14¢1: Health Education

14c2: NutriionalDistary Benefit

14c3: Additional Sessions of Smoking and Tobacco Cessation Counseling
14c4: Fitness Benefit

14c5: Enhanced Disease Management

14c8: Telemonitoring Services.

14c7: Remote Access
14c8: Home and Bathroom Safety Devices and Wodifications
14c8: Counseling Services

14c10: In-Home Safety Assessment

14c11: Personal Emergency Response System (PERS)
14c12: Medical Nutrition Therapy (MNT)

(including W based technologies and Nursing Hotline)
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BASE 2 SCREEN (FOR PACKAGES)

On the Base 2 screen, the plan will indicate if the benefits in the package apply to
OON/POS and if any of the benefits are exempt from the plan level deductible (Table 4-
50). Table 4-50 shows the screen for B19a: Reduced Cost Sharing for VBID/UF/SSBCI,
the B19b: Additional Benefits for VBID/UF/SSBCI screen is similar (only enhanced
benefits will be included in B19b: Additional Benefits for VBID/UF/SSBCI)

Note: Describe any necessary additional information about the selected targeted clinical
condition group, such as the specific code categories selected within Mood Disorders
(VBID), in a notes field.

Table 4-50

File Help VBID/UF/SSBCI Packages

of ¥ Go To: | #19a Reduced Cost Sharing for VBIDIUFISSBCI - Base 2 (DONPOS/Plan-level Deductible) (1) -]
. it Exit {No
Previous Next (Validate) Validate)

Do the benefits in this package apply to OON/POS?
 Yes

T No

Are any benefits sxemptfrom the plan-level deductibls?

 Yes
* No

Select the b
deductible:
™ Medicare-covered benefits

fits that apply to being sxempt from the plan-level

™ Non-Medicare-covered benefits

Selectthe Medicars-coversd benefits that are exempt from the plan  Select the Non-Medicare-covered benefits that are exempt from the plan-level deductible:
-level deductible onal Cardiac Rehabiltation Services ~
onal Intensive Cardiac Rehabillation Services

onal Pulmonary Renabiltation Services

or PAD Services

2 Emergency Coverage

2 Urgent Coverage

3-1: Cardiac Rehabilitation Services ~
3-2: Intensive Cardiac Rehabiltation Services
3-3. Pulmenary Rehabilitation Services

rvices 4 2 Emergency Transportation
5. Partial Hospilalization 7b1: Routine Chiropractic Care

& Home Health Services 7b2: Other Chiropractic Services

7a: Primary Care Physician Services 7f: Podiatry Services - Routing Foot Cars

7b: Chiropractic Services 10b1: Transportation Services - Plan Approved Health-related Location
7c: Occupational Therapy Services 10b2: Transportation Services - Any Health-related Location

13a: Acupuncture

dual Sessions for Wental Health Specialty Services 13b: Over-the-Counter (OTC) tems

p Sessions for Mental Health Speciaty Services teal Benefit

71: Fodiatry Services d: Other 1

7g: Other Health Cars Professional 3e: Other 2

7h1: Individual Sessions for Psychiatric Services 3f: Other 3

7h2: Group Sessions for Psychiatric Services 4b: Annual Physical Exam

4¢1: Health Education

NutritionalDietary Benefit

itional Sessions of Smoking and Tobaceo Cessation Counseling

sss Benefit

Enhanced Disease Management

Telemonitoring Services

Remote Access Technologies (including Web/Phone-based technologies and Nursing Hotine)
Home and Bathroom Safety Devices and Modifications

4c9: Counseling
4£10: In-Home Safety ment

4c11; Personal Emerg sponse System (PERS)

| Nutrition Therapy (MNT)

scharge In-Home Medication Reconciliation

mission Prevention

5: Wigs for Hair Loss Related to Chemotherapy v

7i | Therapy and Speech-Language Pathology Services
7k Opioid Treatment Program Services

8a': Diagnostic Procedures/Tests
8a2: Lab Services

8b1: Diagnostic Radiological Services
8b2: Therapeutic Radiological Services
8b3: Outpatiant X-Ray Services

9at: Outpatient Hospital Services

9a2: Observation Services
gb: Ambulatory Surgical Center (ASC) Services

9ct: Individual s for Outpatient Substance Abuse

9c2: Group Se or Outpatient Substance Abuse

94: Qutpatient Blood Services

10a: Ground Ambulance Services

10a2: Air Ambulance Services v

ALL REMAINING BASE SCREENS (FOR PACKAGES IN B19A)

The remaining base screens for B19a: Reduced Cost Sharing for VBID/UF/SSBCI will
contain questions about cost sharing (reduced coinsurance, copayment, and/or deductible)
and “Notes” fields. For the remaining base screens, many questions will be enabled
based on how questions were answered on prior base screens. Always carefully review
the screen to ensure all enabled questions are answered. If the user fails to respond to an
enabled question (unless the enabled question is optional), data entry errors will appear
when exiting with validation.
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Note: If a benefit is offered in B-19a: Reduced Cost Sharing for VBID/UF/SSBCI, the
maximum cost sharing amount entered must be equal to or less than the cost sharing
entered in the base bid, as identified in the regular PBP Section B screen(s).

ALL REMAINING DATA ENTRY SCREENS (FOR PACKAGES IN
B19B)

The remaining screens for entering data for B19b: Additional Benefits for
VBID/UF/SSBCI will populate based on the selections entered on the previous screens.
If a user selects a benefit, data entry screens similar to the respective Section B screens
will generate and should be completed in the same manner as the Section B screens.

Note: If a plan offers an additional Non-Medicare-covered benefit that shares data entry
screens with Medicare-covered benefits, then the plan will not be allowed to select the
Medicare-covered benefits on the screens.

VBID HOSPICE

If a VBID plan indicates it is offering a VBID Hospice benefit, four screens in B19¢
(VBID Hospice) will be enabled.

On the Base 1 screen, the plan will indicate cost sharing for in-network hospice benefits.
In the first column, indicate the coinsurance and/or copayment amounts for prescription
drugs and biologicals in hospice. In the second column, indicate the coinsurance and/or
copayment amounts for a respite care day.

On the Base 2 screen, the plan will indicate cost sharing for out-of-network hospice
benefits. In the first column, indicate the coinsurance and/or copayment amounts for
prescription drugs and biologicals in hospice. In the second column, indicate the
coinsurance and/or copayment amounts for a respite care day.

On the Base 3 screen, the plan will describe hospice supplemental benefits.

The Base 4 screen is for entering notes related to VBID Hospice.

SERVICE CATEGORY #20: PRESCRIPTION DRUGS
(COST PLANS ONLY)

Includes the following category:

e B20b: Outpatient Drugs

This Service Category is only enabled for cost plans that do not offer a Medicare Part D
benefit. It collects information on Medicare-covered and Non-Medicare-covered
prescription drugs offered by cost plans.

Rules for cost plans:
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If a cost plan organization states it offers Part D in the Health Plan Management System
(HPMS), the cost plan may only create plans that offer prescription drugs using Section
Rx in the PBP. That is, cost plans with Part D designation in the HPMS may offer only
MAPD or MA-Only plans. The B20: Prescription Drugs Service Category in the PBP
should be disabled for all plans in this scenario.

Or

If a cost plan organization states it does not offer Part D in the HPMS, the cost plan may
only define drug benefits using the B20: Prescription Drug Service Category in the PBP.
Section Rx in the PBP should be disabled for all plans in this case.

Note: Cost plan organizations without Part D are not required to complete B20:
Prescription Drugs Service Category in the PBP if they choose to offer Part C benefits
only for all plans.

There are five main data entry screens associated with this category, as well as data entry
screens for up to five drug groups (which are specified by the plan from a picklist), and
one screen on Home Infusion Bundled Services. To provide more flexibility for
describing a plan’s drug benefit, users may describe the drug benefit in terms of “tiers,”
rather than having to specifically refer to formulary/non-formulary and
Generic/Brand/Preferred Brand drugs. However, these drug types are also available as
drug groups.

BASE SCREENS 1 THROUGH 5

On the Base 1 screen, the plan will indicate whether it provides Prescription Drugs as a
supplemental benefit under Part C (Table 4-51), and whether these drugs are offered as
Mandatory or Optional supplemental benefits. Responses to the questions will dictate
which subsequent questions are enabled on the screen. This screen and the remaining
base screens will then include questions about maximum plan drug-benefit coverage,
enrollee MOOP costs, deductibles, cost shares for Medicare-covered drugs, and
authorization.

e Maximum Plan Drug Benefit Coverage: Refer to the section entitled “How to
Enter Drug Benefit Coverage Limits” later in this chapter for details about how to
enter this information.

e Enrollee MOOP Costs: The plan indicates whether there is an overall drug benefit
enrollee MOOP cost on the Base 3 screen. On this screen, also select the drug
groups, including Medicare-covered benefits, for which the MOOP applies.

There are no other enrollee MOOP cost questions for any of the individual drug
groups.

e Deductible: Specify the drug benefit deductible amount on the Base 4 screen.
Also select the drug groups, including Medicare-covered benefits, for which the
deductible applies. There are no other deductible questions for the individual
drug groups.
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e Coinsurance (Copayment): The plan indicates the coinsurance and/or copayment
amounts for Medicare-covered drugs on the base screens. Indicate the
coinsurance and/or copayment amounts for the drug groups in the appropriate
groups’ set of screens.

e Authorization: There is one authorization question within this Service Category
on the Base 4 screen. Written prescriptions from a physician are not considered
authorizations within this category.

HOME INFUSION BUNDLED SERVICES SCREEN

The Home Infusion Bundled Services screen is enabled only for cost plans that do not
offer Medicare Part D coverage.

On this screen, the plan will indicate whether it provides Medicare Part D home infusion
drugs and drug administration services as part of a bundled service as a Mandatory
Supplemental Benefit under Medicare Part C (Table 4-38). If a plan offers the Part C
bundled home infusion drug benefit, the beneficiary cost sharing must be $0, thus no data
entry is required. If the plan provides this benefit, the user must indicate these specific
medications in a flat file that will be uploaded via the Formulary Submission Module on
June 5, 2020.

How TO ENABLE DRUG GROUPING SCREENS

In order to enable the drug-grouping screens on the Base 1 screen, for the question “Does
the plan provide Outpatient Drugs as a supplemental benefit under Part C?” select “Yes.”
Next, for “Select the type of benefit,” select “Mandatory” or “Optional.” Finally, for
“Indicate the number of drug groupings that are offered,” select the number of groups the
plan offers (up to five). Depending on the number of groupings chosen, the applicable
screens will generate (Table 4-51).
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Table 4-51

File Help
< > x
Previous Next (validate)

CLICK FOR DESCRIPTION OF BENEFIT I

Does the plan provide Outpatient Drugs as a
supplemental benefit under Part C7

& Yes
C No

[ PBP Data Entry System - Section B-20, Contract Z0001, Plan 001, Segment 0

o

%
Exit (No
Validate)

Is there a Maximum Plan Benefit
Coverage amount for drugs?

C Yes
C No

ndicate type of Maximum Plan Benefit
Coverage

r- All drug groups covered by plan

Go To: | #20 Outpatient Drugs - Base 1

Indicate Max Plan Benefit Co
for drugs:

! Indicate Max Plan Benefit Cav

annually for drugs

2

verage amount annually

erage amount semi-

Select type of benefit T Combination of drug groups _I"'”:hgf:= Max Plan Benefit Coverage amount quarterly for
" Mandatory I Individual drug groups
& Optional
s the Maximum Plan Benefit Coverage  Indicate Max Plan Benefit Coverage amount monthily for
Indicate the number of drug groupings that are net ofthe enrollee copay? drugs
offered:
2 & Yes
€1 € No
ol Indicate Max Plan Bengfit Coverage amount for Other for
[ _ drugs
c 3 Indicate Maximum Plan Benefit
4 Coverage periodicityfor drugs
r 5 l- Annual
T sem ually
IT Quarterly
IT Monthi

I Other, Describe

DRUG-GROUP BASE SCREENS

There are a set of screens for each of five potential drug groups that users may designate
to describe the plan’s drug benefit. For each drug group, select a label from the picklist
that best fits the drug group (Table 4-52A). No selection may be used more than once.

If the group is designated as a tier, indicate what drug types (Generic, Brand, Preferred
Brand) are included in that tier (Table 4-52B).

After selecting a label for the group, go through each of the group’s base screens to

indicate individual coverage limits for that drug group, locations where those drugs can
be acquired, cost sharing, and the time limits associated with those costs.
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Table 4-52A

‘ ’ 4 ¥ Go To: | #20 Outpatient Drugs - Group 1 - Base 1 :_l
Exit Exit (No
Previous Next (Validate) Validate)
Select a label for Group 1: Indicate Maximum Plan Benefit Coverage annual amount for
I - Group 1:
FormionyGenere 1
Formulary Preferred Brand
Formulary Brand . ;
Non-farmulary Generic Indicate r..ﬂﬁ.lmb.'ﬂ Ly Erage semi-annual
Non-formulary Brand = amount for Group 1
Generic
|Preferred Brand
Brand -
Indicate Maximum Plan Benefit Coverage quarterly amount

for Group 1
Is there & Maximum Plan Benefit Coverage amount for Group 17

@ Yes
€ No
Indicate Maximum Plan Benefit Coverage monthly amountfor
Group 1
Indicate Maximum Plan Benefit Coverage for Group 1 periodicity:
1] Annually
[ | Semi-annually
ic M. T fi v L ul T
=} Quarterly Ind_..!le ,’l)ﬂl“u:l Plan Benefit Coverage amount pe
prescription for Group 1:
IF Manthly

I Per Prescription

I Other, Describe
Indicate Maximum Plan Benefit Coverage amount for Other

for Group 1

Table 4-52B

P Data Entry System - Section B-20, Contract Z0001, Plan 001, Segment O -IEI-XJ
Fie Help
‘ ’ [ 4 ¥ Go To: | #20 Outpatient Drugs - Group 1 - Base 1 :J
3 Exit Exit (No
Previous Next [Validate) Validate)
Select a label for Group 1 Indicate Maximum Plan Benefit Coverage annual amount for
|Tier 1 = Gt

Indicate Maximum Pian Benefit Coverage semi-annual

Slect e drg typ efs) covels amount for Group 1

¥ Generic
™ Preferred Brand
[ 8rand
Indicate Maximum Plan Benefit Coverage quarterly amount
for Group 1
Is there a Maximum Plan Benefit Coverage amount for Group 17
@ Yes
€ No
Indicate Maximum Plan Benefit Coverage monthiy amountfor
Group 1
Indicate Maximum Plan Benefit Coverage for Group 1 perlodicity
] Annually
IF Semi-annually
cate Maximu: enefit Coverage 3l 4
IF Quartery Indicate L._aalmuiﬂ PIanIE-an..t Coverages amount pes
prascription for Group 1
© mMonthly

IF Per Prescription

T Other, Describe
Indicate Maximum Plan Benefit Coverage amount for Other
for Group 1

How TO ENTER DRUG BENEFIT COVERAGE LIMITS

A separate set of questions enables a plan to describe one or more limits on the drug
benefit. If the user indicates that the plan has a maximum plan-benefit-coverage amount,
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the user must designate if there is an overall limit, a limit on a combination of drug

groups, and/or limit(s) on individual drug groups. See the following examples for how to
enter this data.

Example 1:

The plan offers generic- and brand-drug groups, and has unlimited generic drugs and a
$500 annual limit on brand drugs.

o First, indicate that the plan has a maximum plan-benefit-coverage amount, and
that this includes individual (brand) drug types.

e For the generic group, indicate that there is no maximum plan-benefit-coverage
amount.

[ ]

For the brand group, indicate that there is a maximum plan-benefit-coverage
amount of $500 annually.

See Tables 4-53A, 4-53B, and 4-53C.
Table 4-53A

_Ioj

Fie Help
‘ ’ 7 o Go To: | #20 Outpatient Drugs - Base 1 _'__|
- Exit Exit (No
Previous Next (Validate] Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Is there & Maximum Plan Benefit

Indicate Max Plan Benefit Coverage amount annually
Coverage amountfor drugs?

for drugs.

Does the plan provide Outpatient Drugs asa g Yes
supplemental benefit under Part C7 Ho Indicate Max Plan Benefit Coverage amount semi-
annually for drugs
ﬁ Yes Indicate type of Maximum Pian Benefit ! 2
Mo

Coverage:

[ Al drug groups covered by plan
Select type of benefit:

C Mand atory
& Optional

Indicate the number of drug groupings that are
offered:

ol |

% Ew e 1)

2
3
4
5

[T Combination of drug grou|
¥ individual drug groups

Is the Maximum Plan Benefit Coverage
net ofthe enrolies copay?

© es

" No

Indicate Maximum Plan Benefit
Coverage periodicityfor drugs

| IT Annually

I semi-annually
T Quarterty
7 monthly

[T Other, Describe

drugs

I —

Indicate Max Plan Benefit Cov
drugs

fr————

Indicate Max Plan Benefit Cov

drugs

fs————

Indicate Max Plan Benefit Coverage amount quarterly for

erage amount monthly for

erage amount for Other for
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Table 4-53B

Fie Hep
> o ¥

Exit Exit (N
Previous Next [Validate) vjﬂL‘l:]

Select a label for Group 1

ry System “tion B-20, Contract Z0001, Plan 001, Segment O

Go To: |  #20 Outpatient Drugs - Group 1 - Base 1

Indicate Maximum Plan Benefit Coverage annual amount for

IGE«en’c

Selzct the drug fype(s) covered for Group 1
Generic

[T Preferred Brand

¥ Brand

Is there a Maximum

C Yes
& No

Indicate Maximum Plan Benefit Coveragefor Group 1 periodic
T Annually

= Semi-annually

] CQuarterly

T mMonthiy

I Per Prescription

I Other, Describe

3 Group 1

Indicate Maximum Plan Benefit Coverage semi-annual
amount for Group 1

Indicate Maximum Plan Benefit Coverage quarterly amount
for Group 1

Benefit Coverage amount for Group 17

Indicate Maximum Plan Benefit Coverage maonthly amount for
Group 1:
ity

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 1

Indicate Maximum Plan Benefit Coverage amount for Other
for Group 1

Table 4-53C

Fie Help

'S + x
Previous Next [Validate) Validate)

Select a label for Group 2

|Brand :]

Select the drug type(s) covered for Group 2
IT Generic

I Preferred Brand

IT Brand

Is there a Maximum Plan Benefit Coverage amount for
Group 2?7

@ Yes

C No

Indicate Maximum Plan Benefit Coverage for Group 2
periodicity:

W Annually

| Semi-annually

™ Quarterly

™ Monthly

I~ Per Prescription

[~ Other, Describe

Go To: |  #20 Outpatient Drugs - Group 2 - Base 1

Indicate Maximum Plan Benefit Coverage annual amount for
Group 2:

|50=0 oﬂ

Indicate Maximum Plan Benefit Coverage semi-annual amount
for Group 2

Indicate Maximum Plan Benefit Coverage quarterly amount for
Group 2

Indicate Maximum Plan Benefit Coverage monthly amount for
Group 2:

Indicate Maximum Plan Benefit Coverage amount per
prescription for Group 2

Indicate Maximum Plan Benefit Coverage amount for Otherfor
Group 2
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Example 2:

The plan offers two drug groups — brand and generic — and has a $750 annual limit on
the combination of drugs but offers unlimited generic drugs after the limit is reached.

e First, indicate that the plan has a maximum plan-benefit-coverage amount, and
that this includes combination of drug groups.

e Select Group 1 and Group 2 as the combination of drug groups included in the
maximum plan-benefit-coverage amount, and enter an overall limit of $750
annually.

[ ]

Indicate that there is a selected group that is unlimited after the combination max

limit has been reached, and select the group (1 or 2) that will be labeled as
generic.

See Tables 4-54A, 4-54B, 4-54C, 4-54D, and 4-54E.
Table 4-54A

Fie Help
< > o ¥ Go To: | #20 Outpatient Drugs - Base 1 Ra|
iy Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT i Is there a Maximum Pian Benefit Indicate Max Plan Benefit Coverage amount annually
Coverage amountfor drugs? for drugs

Does the plan provide Outpatient Drugs as a
supplemental benefit under Part C7

& ves

 No

Select type of benefit:

" Mandatory
* Optional

Indicate the number of drug groupings that are
offered

iy

@ 2

C3

Ca

Cs

® ves
€ No

dicate Max Plan Benefit Co
for drugs

Indicate type of Maximum Plan Benefit

Coverage:

[T All drug groups covered by pla

¥ Combination ofdrug groups

[T individual drug groups

Indicate Max Plan Benefit Con
drugs

|s the Maximum Plan Benefit Coverage |ndicate Max Plan Benefit Cov
net ofthe enrollee copay? drugs
© es I
T No
Indicate Max Plan Benefit Cov
drugs
Ind num Plan Benefit {—
Coverage pe cityfor drugs
[ ¥
[T semi-annusily
T Quarterty
IF monthly

|— Other, Describe

VErage amount semi-

verage amount quarterly far

erageamount monthly for

erage amount for Other for
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Table 4-54B

segment 0 ;Eglil

Fie Help

> 4 b4 Go To: | #20 Outpatient Drugs - Base 2 -]
Exit Exit (N
Previous  Next (Validate) v,ﬁ,.',,,:,

Can any unused amounts be carried forward to the next period withinthe Indicate Max Plan Benefit Coverage amount annually for combination of
contract period? drug groups:

C Yes

€ No

Indicate Max Plan Benefit Coverage amount semi-annually for

Select what combination of drug groups are included in the Maximum Plan combination of drug groups:

Benefit
2 Group 1
¥ Group 2

r Group 3 indicate Max Plan Benefit Coverage amount quarterly for combination of
drug groups

™ Group 4 I—;

r Group 5

Indicate Maximum Plan Benefit Coverage p icity for bination of Indicate Max Plan Benefit Coverage amount monthly for combination of

drug groups: drug groups
2 Annually I

™ semi-annually

r Quarterly Indicate Max Plan Benefit Coverage amount for Other for combination of
[~ Monthly drug groups
[T Other, Describe

Table 4-54C

’ w » Go To: I #20 Outpatient Drugs - Base 3
. Exit Exit (No
Previous Next (validate) Validate)
|z & selected group unlimited after the combination Maximum Plan Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Benefit Coverage amount has been reached?
& Ves ‘
elect the Maximum Enrollee Out-of-Poc ostperiodicity:
© No Select the Maxi Enrollee Out-of-Pocket Cost periodici
Indicate the selected group(s) for which the Maximum Plan Benefit [ Every year
Coverage is waived:  Every six months
v Group 1 " Every three months
r Group 2
™ Group 3 Is there an enrollee Coinsurance for Medicare-covered Benefits?
r Group 4  Yes
r Group &  No

Does the enrollegincur a costin addition to the Coinsurance or Gopay Select which Medicare-covered Outpatient Drugs have a Geinsurance

forselecting a higher priced drug when a less expensive drugis (Select all that apply):
available? I~ Medicare Part B Chemotherapy/Radiation Drugs

C ves [T Other Medicare Part B Drugs
‘(- Ne ‘ Indicate Minimum Coinsurance percentage for Medicare Part B
Chemotherapy/Radiation Drugs:
Is there a Maximum Enrolles QOut-of-Pocket Cost? I—
‘(" Yes ‘
" No Indicate Maximum Coinsurance percentage for Medicare Part B
Chemotherapy/Radiation Drugs:
Select what combination of drug groups applies for Maximum Enrollee I
Out-of-Pocket Cost:
r Group 1
I™ Group2 Indicate Minimum Coinsurance percentage for other Medicare Part B
I Group3 Drugs:
™ Group 4 |
Group 5
r P Indicate Maximum Coinsurance percentage for other Medicare Part B
™ Medicare Covered Benefits Drugs:

s
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Table 4-54D

seomento e

ry System - S B-20, Contract Z0001, Plan 00

Fie Help

’ 4 v Go To: |  #20 Outpatient Drugs - Group 1 - Base 1 =]

Exit Exit (N
Previous Next [Validate) vjﬂg‘:’
== -—

Select a label for Group 1: Indicate Maximum Plan Benefit Coverage annual amount for
|Geqeric j Group 1

Indicate Maximum Plan Benefit Coverage semi-annual

Select the drug type(s) covered for Group 1
- R =~ i amount for Group 1

Generic
[T Preferred Brand
= Brand
Indicate Maximum Plan Benefit Coverage guarierly amount
for Group 1
Is there a Maximum Plan Benefit Coverage amount for Group 17
€ Yes [
€ No
=== Indicate \ Plan Benefit Coverage monthly amountfor
Group 1
Indicate Maximum Plan Benefit Coveragefor Group 1 pericdicity: [FE
] Annually
IF semi-annually
5 Indicate Maximum Plan Benefit Coverage amount per
Quarterly
I= Quarterly prescription for Group 1:
= monthiy r—————

[T Per Prescription
[T other, Describe

Indicate Maximum Plan Benefit Coverage amount for Other
for Group 1

Table 4-54E

ry System - Section B-20, Contract Z0001, Plan 001, Segment 0 - EI:IIE'
Fie Help
’ ¥ Go To: | #20 Outpatient Drugs - Group 2 - Base 1 ﬂ
3 Exit Exit (No
Previous Next [Validate) Validate)
Select a label for Group 2: Indicate Maximum Plan Benefit Coverage annual amount for
Group 2:
Brand >
I o
Select the drug type(s) covered far Group 2
[T Generic Indicate Maximum Plan Benefit Coverage semi-annual amount
G 2
I Preferred Brand SCERYe2
T Brand
Is there a Maximum Plan Benefit Coverage amount for Indicate Maximum Plan Benefit Coverage quarterly amount far
Group 27 Group 2:
| @ ves
 No
Indicate Maximum Pian Benefit Coverage for Group 2 Indicate Maximum Plan Benefit Coverage monthly amountfor
periodicity: Group 2:
2 Annually
I Semi-annually
O Quarterly
I~ Monthly Indicate Maximum Plan Benefit Coverage amount per

r Per Prescrifition prescription for Group 2

[T Other, Describe

Indicate Maximum Plan Benefit Coverage amount for Otherfar
Group 2
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EXITING SECTION B

When ready to exit an individual Service Category in Section B, exit with or without
validation. Refer to Chapter 2 for information about how to exit with or without
validation.

Upon exiting, one of the following status types will show up for each Service Category in
Section B on the PBP Management Screen:
e New — Service Category has not been opened for data entry.
e Incomplete — Data entry has begun and has not been completed and/or validated.
e Completed — Data entry has been completed and validated.

Once all data is entered and validated for all the Service Categories in Section B, the
status for each will display as Completed.
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