Revised

BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Introduction

On January 21, 2016, CMS released the final methodology on the Actuarial Value and the final
Actuarial Value Calculator (AVC) for 2017. CMS made few changes in the 2017 AVC. Most notably,
they trended the underlying claims to calendar year.

Limitations of the Federal Actuarial Calculator

The AVC is known to have some limitations with respect to certain benefit designs. The most
important limitations in the Final Actuarial Value Calculator for the Blue Rewards (Non-Standard)
plans are:

e The AVC does not support the Rx OOPM Limit as dictated by Act 171.

e The AVC does not support Wellness (Safe Harbor) pharmacy drugs outside the deductible on HSA
compliant plans.

e The AVC does not support certain MH/SA visits at no cost share before the deductible.

e The AVC does not support a copayment on Outpatient Surgery, Urgent Care, Emergency Medical
Transportation, DME services nor Home Health Care.

e The AVC does not support Class | Pediatric Dental covered at no cost share.

Method Used to Calculate Adjustments

The objective of the adjustment process is to produce an estimate of the result the AVC would have
produced with respect to the specific plan in question had it been able to measure all cost sharing
elements for that plan. We created a model to calculate the ratio of expected benefits to allowed
charges. See the description of the BCBSVT AV Model (BAVM) below. We used the BAVM to calculate
both the complete benefit design and the benefit design for items supported by the AVC. We then
applied the ratio of the two values to the AVC output for items supported by the AVC.

BCBSVT AV Model Methodology

BCBSVT uses a re-adjudication model to assess the impact of various deductible types, Rx limits, and
out-of-pocket maximums to calculate the paid-to-allowed ratio for different benefit designs. The re-
adjudication is performed using the same set of claims for all benefit plans. Claims data was taken
from BCBSVT’s data warehouse. The starting point of the analysis is allowed charges as determined
by the BCBSVT claims adjudication system. The claims data includes benefit codes that enable us to
identify the services and benefit structures (copays, deductibles, and coinsurance). The in-network
claims from BCBSVT Insured Groups and Individuals expected to be in the Qualified Health Plans in
2017, representing 771,212 member months, are included in the analysis. Claims have been adjusted
to reflect the network used for BCBSVT QHPs. Calendar year 2013 claims, trended to 2017 using 6.5%
trend', were used in the model. The claims were categorized based on the cost sharing applied for
each service, and one record was generated for each unique combination of member and service

1 BCBSVT used the same trend that CMS used in the 2017 Final AV Calculator (see page 6 of
https://www.cms.gov/CClIO/Resources/Regulations-and-Guidance/Downloads/Final-2017-AVC-Methodology-012016.pdf )
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date. For all products, claims for preventive mandated benefits were kept separate. The model
assumes these are paid in a manner consistent with the mandates.

The tables following the Actuarial Opinion show the relationship between the BAVM and the AVC.

A complete description of plan provisions is attached at the end of this document. The tables
following the Actuarial Opinion contain information regarding the specific benefits that were
calculated as adjustments to the AVC model.

Actuarial Opinion

The purpose of this calculation is to comply with the requirements of 45 CFR 156.135(b)(3). The
Actuarial Values were determined based on the plans’ benefits and coverage data, the standard
population, utilization and continuance tables published by HHS for purposes of valuation of
Actuarial Value. These calculations are not intended to be used for other purposes.

I am a Fellow of the Society of Actuaries, a Member of the American Academy of Actuaries, meet the
Qualification Standards for Actuaries Issuing Statements of Actuarial Opinion in the United Stated
promulgated by the American Academy of Actuaries, and have the education and experience
necessary to perform the work.

In my opinion, each of the plans described herein meets the AV requirements in the metal tiers for
calendar year 2017.

The adjustments for plan design features unable to be determined directly through application of the
AV calculator were developed in accordance with generally accepted actuarial principals and
methodologies, Actuarial Standards of Practice established by the Actuarial Standards Board, and
applicable laws and regulations, and are appropriate for the purpose intended.

Data used for the analysis were taken from the BCBSVT claims adjudication system, and normalized
to the data underlying the AV calculator. This data was reviewed for reasonableness and consistency,
but an audit was not performed.

et

Paul A. Schultz, F.S.A., M.A.A.A.
Chief Actuary
Blue Cross and Blue Shield of Vermont
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Blue Rewards CDHP Plans

Plan : Blue Rewards

(Non-Standard) CDHP Plan - Gold

Deductible

$2,500

Items supported by the
AV Calculator

Coinsurance

0%

OOPM $2,500

AVC Output for items supported by the AVC

(@)

78.2%

BCBSVT Model Output for items supported by the AVC

(b)

80.5%

BCBSVT Model Output for complete benefit design

(c)

81.2%

Adjustment to the AVC

Estimated AVC value

(d)=(c)/ (b)*(a)

78.8%

Items not supported by the AV Calculator for this plan are the Pharmacy MOOP of $1,300 and
Wellness (Safe Harbor) pharmaceuticals not subject to the deductible.

User Inputs for Plan Parameters

u] E F G H | K

Uze Integrated Medical and Drug Deductible?

HSAIHBA Dptions

Marrow Network Options

Apply Inpatient Copay per Day?
Apply Skilled Mursing Facility Copay per Day?

oooo®

Indicate if Plan Mests C5R Standard?
Desired Metal Tier

[ I
HSAHRBA Emplover Contribution? O Blended MetworklPOS Flan? O |

1
2
3
4
5 Separate OOF Maximum for Medical and Drug Spending?
[
T
g

[ Tier 1Plan Benefit Design

[ Tier 2 Plan Benefit Design

El

10 Deductible (3
1 Coinsurance [¥2, Insurer's Cost Share:
12 OOF axi rmum (3
13 O0P Maximum if Separate [§

Combined

Medical

Combined

$2,500.00

15 |Click Here for Irnportant Instructions

Tier 1

Tier 1

Tier 2

. TOTOTETT OO T
Type of Benefit Deductible Coinsuranc
2

17 Medical [ a1 & Al
18 |Ernergency Foorn Services =

er
TUOTCTT — JOOTEeT CONTSOIT ooe
F pay.

C L iF
Sl to to ce. |

separate

Coinsurance,
if different

separate

19 | All Inpatient Hospital Services [ine. MHSA)

Prirnary Care Yisit to Treat an Injury or [liness (exc
20 |Preventive, and ¥-ravs]

21 |Specialist Visit

MentallEehavioral Health and Substance Abuse Disorder
2z |Outpatient Services

24 /Irnaging [CTIPET Scans, MHIs]

27 | Fehabilitative Spesch | Aerapy

Rehabilitative Occupational and Fehabilitative Physical
28 | Therapy
31 | Preventive CarefScreeninglmrnunization
32 |Laboratory Dutpatient and Profes=ional Services

33 [ X-rays and Diagnoshic Imaging

34 [ Skilied Mursing Facility

= Outpatient Facility Fee (e.q.. Ambulatary Surgery Center]

36 | Outpatient Surgery PhysiciandSurgical Services

37 Drugs
38 | Gererics

339 |Preferred Brand Drugs

40 | Mon-Preferred Brand Drugs

EREEEHE B EEELE O BE @ E QO "
D REEEE @ EERLE @ EER & OE EOCRE

41 | Specialty Drugs [i.e. high-cost]

43 | Options For Additional Benefit Design Limits:

45 | Sel a Maximum on Specially Rx Coinsurance Payments? O

46 Specialty Bx Coinsurance Maxirmurm;

47 et a hMaximurn Mumnber of Days for Charging an IP Copay? [

45 # Davs (1H10)

43 n Primary Care Cost-Sharing After a Set Mumber of Visits? O

1] # Visits (1-10)
Begin Primary Care DeductiblelCoinsurance After a Set [

51 Murnber of Copays?

52 # Copays (1-10]

53 |Output

54 Calculate
55 |StatusError Messages:

56 | Achuarial Yalue:
57 | Metal Tier

Calculation Successful.
78.19%
Gold

53 |2017 AV Calculator

Plan Description:

Name: Blue Fewards COHP - Gold

Plan HIOS 1D: 13627V T0390001 and 13627 TO370007
Issuer HIOS IT 13627

Copay applies only after
deductlible?
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Plan : Blue Rewards (Non-Standard) CDHP Plan - Silver
Deductible $4,500
Coinsurance 0%

OOPM $4,500
AVC Output for items supported by the AVC (a) 67.6%
BCBSVT Model Output for items supported by the AVC (b) 72.3%
BCBSVT Model Output for complete benefit design (c) 73.7%

Adjustment to the AVC Estimated AVC value (d)=(c)/(b)*(a) 69.0%

Items supported by the
AV Calculator

Items not supported by the AV Calculator for this plan are the Pharmacy MOOP of $1,300 and
Wellness (Safe Harbor) pharmaceuticals not subject to the deductible.

B = o E F G H K L M
User Inputs for Plan Parameters
Uze Integrated Medical and Drug Deductible? HSAIHRA Dptions | Marrow Metwork Dphions |

1

2 = |

3 Apply Inpatient Copay per Day? [ HS&HRA Ermplayer Contribution? [ Elended MetworklPOS Plan? O
4 Apply Skilled Mursing Facility Copay per Dav? [

5 [m]

7

8

Indicate if Plan Meets CSR Standard?

Desired Metal Tier [siher (=]

Tier 1Plan Benefit Design [_Tier 2 Plan Benefit Design
Drug Combined Medical Di Combined

10 Deductible (4]
il Coinsurance [ 7%, Insurer's Cost Share|
12 OOP Maxirnurn ($] $4.500.00
13 OOF haxirnum if Separate (3]

15 |Click Here for lonportant [nstructions Tier 1 Tier 2 Tier 1 Tier 2
) —FOEIPEER X SEETEL Y Phinsurance.  Copay. if | D ooio oy oooee TEEEEET Fonay if | Copay applies only after
Type of Benefit Dedufhhle Emnuram: if different  separate ln i _ln oo | separate deductible?
17 Medical o A
18 Emergency Roorn Services
13 | Al Inpatient Hospital Services [ine. MHSA]
Prirmary Care Yizitto Treat an Injury or liness (exc.
20 | Preventive, and X-rays]
21 | Specialist Visit
MertallBehavioral Health and Substance Abuse Disorder
2z | Outpatient Services
24 Imaging [CTIPET Scans, MRls)
27 | Rehabilitative Speech Therapy
Rehabilitative Occupational and Rehabilitative Physical
28 | Therapy
31 | Preventive CaredScreeningl rnmunization
32 |Laboratory Outpatient and Professional Services
33 | X-rays and Diagnostic Imaging
34 [ Skilled Nursing Faciliby

Outpatient Facility Fee [e.g., Ambulatory Surgery Certer]

[«]
al

i)
13

DDDDDDDDH

L el e Bl P e
L e Pie ko e PR | a  a

36 |Dutpatient Surgery PhysiciandSurgical Services

3T Drugs

35 Gererics

33 |Preferred Brand Drugs

40 |MNon-Preferred Brand Drugs

41 Specialty Drugs [i.e. high-cost]

43 Ophions For Additional Beneht Design Limits: Plan Description:

45 | Set a Maxirum on Specialty Bx Coinsurance Paprents? Mame: Blue Rewards COHP - Silver

46 Specialty Fx Coinsurance Maxirnun: Plan HIOS ID: 13627 T0330002 and 13627 TO370002

47 et a Maxirnurn Mumber of Days For Charging an IP Copay? Issuer HIOS IL 13627

48 # Days (1-10):

43 n Primary Care Cost-Sharing &fter a Set Nurnber of Yisits?

S0 # Wisits (1-10):
Begin Prirnary Care DeductiblelCoinsurance After a Set

51 MNurnber of Copays?

52 # Copavs (1-10):

53 [Output

54 Calculate . L )
55 | StatugError Messages: Error: Resull is outside of +- 2 percent de minimis variation,

5B Actuarial Value: B7.B4%
57 Metal Tier:

E

NEEEEHE @ @EEE O IE 0 € & 8
EREHEEE 0 @EEL © 0 0 E  H BE

ol o ol o

53 2017 AV Calculator

4|Page



Revised
BLUE CROSS AND BLUE SHIELD OF VERMONT

2017 VERMONT QUALIFIED HEALTH PLANS
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Plan : Blue Rewards (Non-Standard) CDHP Plan - Silver 73% CSR
Deductible $3,500
Coinsurance 0%

OOPM $3,500
AVC Output for items supported by the AVC (a) 72.3%
BCBSVT Model Output for items supported by the AVC (b) 76.0%
BCBSVT Model Output for complete benefit design (c) 77.0%

Adjustment to the AVC Estimated AVC value (d)=(c)/(b)*(a) 73.2%

Items supported by the
AV Calculator

Items not supported by the AV Calculator for this plan are the Pharmacy MOOP of $1,300 and
Wellness (Safe Harbor) pharmaceuticals not subject to the deductible.

B =] o E F G H K L r
User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible? HSAIHBA Options Marrow Network Options |

1

2 & | I

3 Apply Inpatient Copay per Day? [ HSAHRA Ermplayer Contribution” [ Elended MetworklPOS Plan? O
4 Apply Skilled Mursing Facility Copay per Day? [

5 =

¥

8

Indicate if Plan Meets CSH Standard? )
Desired Metal Tier [siver (=]
[

Tier 1Plan Benefit Design
Medical Drug Combined

[ Tier 2 Plan Benefit Design
Medical Di Combined

10 Deductible ()
1 Coinsurance [ 22, Insurer's Cost Share)
12 OOP axirmunn ($1 $3.500.00
13 O0OP Maximum if Separate (3]

15 | Click Here for lrportant Instructions S — “'jl'ier 1 — L"‘“”m"ll'ielrJEIII AT Tier 1 Tier 2

N R " Coinsurance. Copay. if N Copay. if | Copay applies only after

Type of Benefit DEdu,f“hle Emnuram: if different separate ln . . .De ' separalte deductible?

w Medical [ Al

1& Emergency Roorn Services

13 | All Inpatient Hospital Services [inc. MHSA|
Prirary Care Wizitto Treat an [njury or llness [exc.

(&
E

20 Preventive, and K-rays|
21 [Specialist Yisit

MentallEehavioral Health and Substance Abuse Disorder
2z | Dutpatient Services

] ]
o ]
] ]
24 Tmaging (CTIPET Scane, Mz o] o]
27 Rehabilitalive Speech Therapy ) ™
Rehabilitative Dccupational and Rehabilitative Physical = =
25 | Therapy
31 Prevenhive CaredScreeninglmmunization 1 1
32 [Laboratory Outpahent and Professional Services ™ =)
33 | #-rays and Diagnostic Imaging ] ]
34 Skilled Nursing Faciliby ) ]
a5 Outpatient Facility Fee [e.a.. &mbulatory Surgery Center] ] =
36 | Dutpatient Surgery Physician'Surgical Services =] =]
ar Drugs ] ]
38 Gererics [c] [c]
39 |Preferred Brand Drugs ™ ™
40 |MNon-Preferred Brand Drugs ] ]
41 | Specialty Drugs [i.e. high-cost] =] ]
43 Options For Additional Benefit Design Limits: Plan Description:
45 | Set a Maxirum on Specialty Bx Coinsurance Pavments? O Mame: Blue Rewards COHP - Silver CSR 7372
45 Speci alty Bx Coinsurance Maxirnun: Plan HIOS ID: 13627 T0330002 and 13627V TO370002
47 et a Maxirnurn Mumber of Daye For Charging anIF Copay? O lesuer HIOS IL 13627
45 # Days [1-10):
49 n Primary Care Cost-Sharing After a Set Mumber of Wisils? O
S0 # Misits (1-10):
Begin Primary Care DeductiblelCoinsurance After 3 Set O
=1 Murnber of Copays?
52 # Copays (1-10):
S3 | Dutput
54 Calculate
55 | StatusError Messages: CSR Level of 737 [200-2602 FPL). Calculation Successful
56 Actuarial Value: T229%
57 Metal Tier: Silver
58

53 2017 AV Calculator
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BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan : Blue Rewards (Non-Standard) CDHP Plan - Silver 77% CSR

Deductible $2,800

Items supported by the
AV Calculator

Coinsurance 0%

OOPM $2,800

AVC Output for items supported by the AVC (a) 76.1%

BCBSVT Model Output for items supported by the AVC

(b) 79.1%

BCBSVT Model Output for complete benefit design (c) 79.7%

Adjustment to the AVC

Estimated AVC value

(d)=(c)/ (b)*(a) 76.7%

Items not supported by the AV Calculator for this plan are the Pharmacy MOOP of $1,300 and
Wellness (Safe Harbor) pharmaceuticals not subject to the deductible.

28

32

34

User Inputs For Plan Parameters
Use Integrated Medical and Drug Deductible?
Apply Inpatient Copay per Day?
Apply Skilled Mursing Facility Copay per Day?
Separate DOP baximum for Medical and Drug Spending?
Indicate if Plan Meets CSR Standard?

u] E F G H | K L

HSAMHRA Options | Narrow Network Options |

@ [

O HSAHRA Employer Cortribution? O Elended NetworklPOS Flan?
m]

m]

]

Desired Metal Tier [siner[v]

Deductible [$]

Coinsurance [74, Insurer's Cost Share)
OOP Maxirnurm [$]

O0P kMaxirnum if Separate [$]

Llick Here For Important Instructions

Tier 1Plan Benefit Design [_Tier 2 Plan Benefit Design

Medical

Combined Di Combined

Tier 1 Tier 2 Tier 1 Tier 2

Type of Benefit

—omTeTT T

8 SRR Lo . L L 1F
Deductible Coinsuranc @ 1 morc EERS
Y

Medical

@A

Ernergency Foomn Services

HalG]
E

"""l'"m" """l"""‘ "'""'“'.‘;“" Copay, if [ Copay applies only after
" - _ u .BE ! separate deductible?

if different separate

All Inpatient Hospital Services [inc, MHSA]

Prirnary Care Yisit ta Treat anlnjury or llliness [exc.
Preventive, and X-rays)

Specialist Visit

iertaliBehayioral Health and Substance Abuse Disorder
Outpatient Services

Imaging [CTIFET Scans, MHAl=|

Rehabilitative Speech Therapy

Fiehabilitative Occupational and Rehabilitative Physical
Therapy

Preventive CarefScreening! mnmunization

Laboratory Outpatient and Professional Services

#-rays and Diagnostic Imaging

Skilled Mursing Facility

Outpatient Facility Fee [e.g.. Ambulatory Surgery Center)

Outpatient Surgery PhysiciantSuraical Services

Drugs

Gererics

Preferred Brand Drugs

hon-Preferred Brand Drugs

Specialty Drugs [i.e. high-cost]

®EEEEE B EERELE B EE &R & OE

EEEREDEE B BEEL] B BE E D D BE

Dptions For Additional Benefit Design Limits:

Set a Maximurn on Specialty Rx Coinsurance Pavments? O
Specialty Rx Coingurance haxi mum:

et a Maxirurn Murnber of Days For Charging an IP Copaw? O
# Days [1-10):

1 Primary Care Cost-Sharing After a Set Murmber of Yisits? O
# Visits (1-10):

Beagin Prirnary Care DeductiblelCainsurance After a Set O
Murnber of Copays?
it Copays [1-10):

Dutput

Calculate
StatusError Messages:

Actuarial Value:
hletal Tier:

2017 AV Calculator

Plan Description:

Hame: Blue Rewards COHP - Silver CSR 774
Plan HIOS ID: 13627 T0330002 and 13627Y/TO370002
Issuer HIOS IL 13627

Error: Result iz outside of +- 1percent de minirnis variation for CSRs.
FLRIEA
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2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan : Blue Rewards (Non-Standard) CDHP Plan - Silver 87% CSR
Deductible $1,300
Coinsurance 0%

OOPM $1,300
AVC Output for items supported by the AVC (a) 86.8%
BCBSVT Model Output for items supported by the AVC (b) 87.6%
BCBSVT Model Output for complete benefit design (c) 87.7%

Adjustment to the AVC Estimated AVC value (d)=(c)/(b)*(a) 86.9%

Items supported by the
AV Calculator

Items not supported by the AV Calculator for this plan are Wellness (Safe Harbor)
pharmaceuticals not subject to the deductible.

E =] u] E F G H | K L r
User Inputs fFor Plan Parameters
Use Integrated Medical and Drug Deductible? HSA/HRA Options Marrow Network DOptions |

1
z =] [ |

3 Apply Inpatient Copay per Dav? O HS&HRA Ermplover Contribution? O Blended MetworkiPOS Flan? O

4 Apply Skilled Mursing Facility Copay per Day? O

5 Separate OOP Maxirnurm for Medical and Drug Spending? 0O

E ]

B

il

Indicate if Plan Meets CSR Standard?
Desired Metal Tier | Gold

Tier 1Plan Benefit Design
Medical Drug Combined

[ Tier 2 Plan Beneft Design
Medical D Combined

10 Deductible [$)
1 Coinsurance (7, Insurer's Cost Share)
1z Q0P raxirurm [$1 $1.300.00
13 OOF hdaxirnum iF Separate [§]

15 |Click Here For Imporkant Instructions Tier 1 Tier 2 Tier 1 Tier 2
SODETT T OOoTECT T - = OOTETT —ODTETT CONTSOrarT - -
Type of Benefit Dedu'g:lihle Coinsuranc Ei‘;“::‘l?#::ﬁ?’ 5:2::’;:: to § _tn ce. if 222:?;;: Cupay;fglﬁfh?:‘;y &l
17 Medical [ &
18 |Ernergency Room Services
13 | All Inpatient Hospital Services [inc, MHSA]
Prirnary Care Yisit to Treat an lejury or lliness [exc.
20 |Preventive, and =-ravs]
21 | Specialist Visit
MentallBehavioral Hedlth and Substance Abuse Disorder
22 |Outpatient Services
24 |Imaging [CTIPET Scans, MAIs|
27 [Behabiliiative Speech Therapy
Fehabilitative Occupational and Rehabilitative Physical
28 | Therapy
1 Preventive CarefScreening| rrnunization
32 |Laboratory Outpatient and Professional Services
33 | #-ravs and Disgnostic Imaging
34 | Skilled Mursing Faciliby

Hala)
B

Outpatient Facility Fee [e.g.. Ambulatary Surgery Center)

36 | Outpatient Surgery PhusiclantSurgical Services

3T Drugs

38 |Generics

33 | Preferred Brand Drugs

40 | Mon-Preferred Brand Drugs

41 | Specialty Drugs [i.e._high-cost]

43 Dptions For Additional Benefit Design Limits: Plan Description:

45 | Set a Maximum on Specialty Fx Coinsurance Fayments?Y O Mame: Blue Rewards COHP - Silver TSR 873

46 Specialty Ax Coinsurance baxirmurn: Plan HIOS ID: 13627 T0330002 and 13627 T0370002

47 et a kaxirmurn Number of Days for Charging an IP Copav? O Issuer HIOS IL 13627

45 # Days (1-10):

43 n Primary Care Cost-Sharing After a Set Mumber of Visits?

S0 B Visits [1-10):
Begin Primary Care DeductibleiCoinsurance After aSet O

51 Murnber of Copays?

52 # Copavs [1-10):

55 [Dutput

54 Calculte |
55 |StatusError Messages: CSR Level of 872 (150-200% FPL), Calculation Successful.

56 | Actuarial Yalue 86,802
57 |Metal Tier Gold

HNEEEEE B HEEL E D E E @ EE

i
i
)
ci
-
i
i
[
]
]
¥
i
]
]
]
¥
]
]

53 | 2017 AV Calculator
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2017 VERMONT QUALIFIED HEALTH PLANS
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Plan : Blue Rewards (Non-Standard) CDHP Plan - Silver 94% CSR
Deductible $600
Coinsurance 0%

OOPM $600
AVC Output for items supported by the AVC (a) 93.3%
BCBSVT Model Output for items supported by the AVC (b) 93.3%
BCBSVT Model Output for complete benefit design (c) 93.3%

Adjustment to the AVC Estimated AVC value (d)=(c)/(b)*(a) 93.3%

Items supported by the
AV Calculator

Items not supported by the AV Calculator for this plan are Wellness (Safe Harbor)
pharmaceuticals not subject to the deductible.

E c o E F G H K L
User Inputs for Plan Paramelers
Use Integrated Medical and Drug Deductible? HSAMHRBA Options | Narrow Network Options |

1
H [} [

<) Apply Inpatient Copay per Day? O HSA&MHRA Emplover Contribution? Elended NetworlFOS Flan? O

4 Apply Skilled Mursing Facility Copay per Day? 0O

5 Separate OOP Maxirnurn For Medical and Drug Spending? O

[

5

il

Indicate if Plan Meets CSH Standard? @
Desired Metal Tier [ Platinum [
[ Tier 1Plan Benehit Design
3 Medical D Combined
10 Deductible [3:
il Coinaurance [#, Insurer's Cost Share
12 O0F kazirum [
13 O0P Maxirmurn if Separate [§

[ Tier 2 Plan Benefit Design
Combined

$600.00

15 | Click Here for Irnpartant Instruchions Tier 1 Tier 2 Tier 1 Tier 2
~JEpeTE Y S eOTECt T Coinsurance, Copay, if | T oAcTT  ooreet T EOSTIANT Poanay. if [ Copay applies only after
Dedu::llble Colnuranc if different separate _ lu - - Vce ' separate deductible?

1 Al

Type of Benefit

T Medical
18§ [Emergency Room Services
19 All Inpatient Hospital Services [inc., MHSA]
Primary Care Vizit to Treat an Injury or lliness [exc.
20 Preventive, and %-ravs]
21 | Specialist Visit
MentaliBehavioral Health and Substance abuse Dizorder
2z  Outpatient Services
24 Imaging [CTIPET Scans, MMl
27 | Rehabilitative Speech Therapy
Rehabilitative Dccupational and Rehabilitative Physical
28 | Therapy
31 Preventive CarefScreeninglrmmuni zation
32  Laboratory Outpahent and Professional Services
33 | x-ravs and Diagnostic Imaging
a4 Skilled Mirsing Facii i

(&
E

5 COutpatient Facility Fee [e.g., Ambulatory Surgery Center)

36  Outpatient Surgery PhysiciantSurgical Services

37 Drugs

38 Generics

35 Preferred Brand Drugs

40 | Nor-Preferred Brand Drugs

41 Specialty Drugs [i.e. high-cost]

43 | Ophons for Additional Benefit Design Limiks: Plan Description:

45 | Set a Maxirnum on Specialty Bx Coinsurance Payments? O Mame: Blue Rewards COHP - Silver CSH 9472

46 Specialty Ax Coinsurance Maximurn Plan HIOS ID: 13627V T0330002 and 13627V TO370002

47 et a kaxirurn Murnber of Davs for Charging an [P Copay? O lesuer HIOS IL 13627

48 # Days [1-10]

43 1 Prirnary Care Cost-Sharing After a Set Mumber of Yisits? O

50 # Visits [1-10)
Begin Primary Care DeductibletCainsurance After a Set O

=1 hlurmber of Copays?

52 # Copays [1-10]

53 Output

=4 Calculate
55  StatuslError Messages: CSR Level of 943 (100-1503 FPL), Calculation Successful

56 Actuarial Yalue: 93263
57 etal Tier: Pl atirm

HEEENEE @ DEEL) @ ME @ @ 5 &8

Ci
ci
)
i
-
Ci
]
[
]
]
]
i
-
]
C
]
C
]

53 2017 AV Calculator
RN
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BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan : Blue Rewards (Non-Standard) CDHP Plan - Bronze

Deductible

$7,150

Items supported by the

Coinsurance

0%

AV Calculator

OOPM

$7,150

AVC Output for items supported by the AVC

(@)

59.4%

BCBSVT Model Output for items supported by the AVC

(b)

64.6%

BCBSVT Model Output for complete benefit design

(c)

66.9%

Adjustment to the AVC

Estimated AVC value (d)=(c)/(b)*(a

) 61.6%

Items not supported by the AV Calculator for this plan are the Pharmacy MOOP of $1,300 and
Wellness (Safe Harbor) pharmaceuticals not subject to the deductible.

28

32
33
34

35
36
3T
38
39
40
4
43

46
47
48
43
50

51

52
53
54
55
56
57
56
53
BN

User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?

Apply Skilled Mursing Facility Copay per Day?
Separate OOP haxirmumn for Medical and Drug Spending?

Llick Here for lonpartant Instructions

Type of Benefit

E c o E F G H | K L
=] [ HSAHRA Options | Narrow Network Options |
Applu Inpatient Copaw per Day? O HS&HRA Employer Contribution? O Blended MetworklPOS Plan? [
m]
m]
Indicate if Plan Meets CSR Standard? O
Desired Metal Tier [Brons: (=]
[ Tier 1Plan Benefit Design [ Tier 2 Plan Benefit Design
Medical Combined Medical Combined
Deductible (£
Coinsurance (34, Insurer's Cost Share]
OOP Maxirnurn [$] $7.150.00
OO0F Mazirmum if Separate (§]
Tier 1 Tier 2 Tier 1 Tier 2
UL B OOTECT Y Coinsurance,  Copay, if | D oaco  ooreet LU P n ay, iF | Copay applies only after
DEdu.?“ble Coinsuranc if different separate lo - . _ce ' separate deductible?

Medical

=

Ernergency Foorn Services

HalG|
E

All Inpatient Hospital Services [inc. MHSA]

Prirary Care Visit to Treat an Injury or lllness [exc.
Prevertive, and ¥-rays)

Specialist Visit

MertaliBehavioral Health and Substance Abuse Disorder
Outpatient Services

Irnaging [CTIFET Seans, MHEls)

Fehabiliative Speech Therapy

Rehabilitative Occupational and Rehabilitative Physical
Therapy

Preventive CarefScreeningl rmmunization

Laboratory Cutpatient and Professional Services

-rayz and Diagnostic Imaging

Skilled Mursing Facility

Outpatient Facility Fee [e.9., Ambulatory Surgery Center]

Dutpatient Surgery Physician'Suraical Services

Drugs

Generics

Preferred Brand Drugs

Mon-Freferred Erand Drugs

Specialty Drugs [i.e. high-cost]

EHEEEDEE 8 HEE) O BEE B E
EEREEDEE B HEEL) O BE E E B EE

Options For Additional Benefit Design Limits:

Flan Description:

Set a Maxirnurm on Specialty Fx Coinsurance Payrents?
Specially Ax Coinsurance Paximurm:

Mame: Blue Rewards COHF - Bronze
Plan HIOS ID: 13627 T0390003 and 13627 TO370003

iet a haximum Murmber of Days for Charging an IF Copay?
# Davs (1-10):

Issuer HIOS IL 13627

i Prirnary Care Cost-Sharing After 8 Set Murnber of Yisits?
# Wisits [1-10):

Beagin Prirnary Care DeductibleCoinsurance After 5 Set
hurnber of Copays?
# Copays [1-100:

ol o g O

Output
Calculate |
StatusError Messages:
Actuarial Yalue:
Metal Tier:

2017 AV Calculator

Calculation Successful
59433
Bronze

9|Page
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Revised

BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Blue Rewards Copayment Plans

Items not supported by the AV Calculator for these plans are

Pharmacy MOOP of $1,300

Three Mental Health office visits at no cost share before the deductible

Class | Pediatric Dental at no cost share

Copayment on Outpatient Surgery, Urgent Care, Emergency Medical Transportation,
DME services and Home Health Care

For Mental/Behavioral Health and Substance Abuse Disorder Qutpatient Services, we blended
the Office Visit copayment and the Outpatient Facility copayment based on the frequency of
services from the continuance tables in the AVC to calculate the input needed in the AVC.

10| Page



BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan: Blue Rewards (Non-Standard) Copayment Plan - Gold

Deductible

$1,250

Items supported

Coinsurance

0%

by the AV
Calculator

OOPM

$4,250

Copayments after the deductible

See print below

PCP visits at no cost share before the deductible

3

AVC Output for items supported by the AVC

(a) 79.4%

BCBSVT Model Output for items supported by the AVC

(b) 82.5%

BCBSVT Model Output for complete benefit design

(©) 84.2%

Estimated AVC value

(d)=(c

)/ (b)*(a) 81.0%

A

User Inputs for Plan Parameters

1

2 Uz= Integrated Medic al and Drug Deductible
3 ApplyInpatient Copay per Day?
4 Apply Skilled Nursing F aciity Copay per Day?
5 | Use Separate OOF Magimum for Medical and Drug Spending?
6 Indic:ste f Plan Meets CSR Standard?
7 Diesired Metal Tier
2

a
o Deductible [¥]
il Coinzurance (4. Insurer's Cost Share)
2 OO Maximum (4]
13 O0F Maximum f Separate ($]

& | Lligk Here forlmportant nanyctions

ooooE

Gol

[n) E

F ] H

HSAIHRA Options

MNarrow Metwork Dptions

HSAHRA Emplover Contribution? [

Blended NetworkiPOS Plan? [

Tier 1Plan Benefit Design

[ Tier 2 Plan Benefit Design

Medical

Combined
#1,.250.00
100,00

#4.250.00

Medical

Drug

Combined

Tier 1

Tier 2

Tier 1 Tier 2

Type of Benefit

Subject to
Deductible? Coinsuranc

Subject to

7 Medical

L

18 |Emergency Fioom Services

Coinsurance. if  Copay. if

different

$250.00

19 | il inpatient Hospital Services finc. MHSA]

$500.00

Primary Care Visit to Treat an Injury of liness (euc. Preventive,
20 | and X-rays]

$20.00

21 | Specialist Visit

$30.00

MentallBehavioral Health and Substance Abuse Disorder
22 | Outpatient Services

#13.00

24 (imaging (CTIEET Soans, MRS

$500.00

27 |Fiehabiliative Spesch Therapy

330,00

23 | Rehabiltative Docupational and Fieh abilitative Physioal Therapy

# | Preventive Care/Screeninglmmunization

32 | Laboratory Outpatient and Professional Semvices

$30.00

$30.00

335 |Hoiaps and Diagnostc imaging

$30.00

3¢ | Siiied lursing F aciiy

500,00

Dutpatiert Facility Fee [2.9., Ambulatory Surgery Center]

36 | Bitpatient Surgsr Physician Surgic 3l Serices

kil Drugs

3 |Genericz

39 |Pretered Brand Drugs

B

40 | Mon-Preferred Brand Diugs

A

41| Spacialy Drugs fi.e. high-castl

ENEEEE € ROOl) O 08 - K- €E

EEEDEE B O00LF O D000 00 00

B0

43 Options for Additional Benefit Design Limits:

45 Set a Maimum on Specialty R Coinsurance Payments? L]

48 Specialy Br Coinsurance Maximum:

47 St a Mavimum Number of Davs for Charging an P Copay? O

4 #Day= (1-100:

43 | Begin Primary Care Cost-Sharng After a Set Namber of Yisit=? @

Al # Wisits (1-10): 3
Begin Primary Care Deductble/Cainsurance After 2 Set Number [

51 of Copays?

52 # Copays [1-10):

53  DOutput

54 calculate |
55 | StatusEror Messages:

56 | Actuarial Yalue:
67 | Metal Tier

59 | 2017 AV Calculator

Calculation Successful.
7357
Gald

Plan Description:
Name:

Plan HIOS ID:
Issuer HIOS ID:

Blue Rewards Gold
1362TWTO380001 and 1362 TWTO360001
13627

Subject to Subject to Coinsuran
il i ce. if

Copay applie= only after
deductible?

Copay. if
separate

11| Page
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BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan: Blue Rewards (Non-Standard) Copayment Plan - Silver

Deductible

$2,300

Items supported Coinsurance

0%

by the AV ooPM

$7,150

Calculator -
Copayments after the deductible

See print below

PCP visits at no cost share before the deductible

3

AVC Output for items supported by the AVC

(a) 69.5%

BCBSVT Model Output for items supported by the AVC

(b) 74.2%

BCBSVT Model Output for complete benefit design

©) 76.4%

Estimated AVC value

(d)=(c)/(b)*(a) 71.6%

A =] C o E F G H I K L
1| User Inputs for Plan Parameters
2 Use Intearated Medical and Oug Deductible? & HSAIHRA Dptions | Narrow Network Options |
3 ApplyInpatient Copayper Day? O HIAHEA Emplover Contribution? [ ElendedNetyorkiPOS Flan? O
4 fipply Skiled Mursing Facility Copay per Day? [
5 | lse Separate OOP Manimum for Medical and Drug Spending? O
6 Indicate if Plan Mests CSR Standard? [
7 Desired Metal Tier _[sier (=]
3 [ Tier 1Plan Benefit Design [ Tier 2 Plan Benefit Design
9 Medical Combined Medical Diug__ | Combined
10 Deductible (] $2,300.00
n Coinsurance (4, Insurer's Cost Share] 100,00
12 O0F Mavimum [$] 37.150.00
2 O0F Mavimum if Separate [$]
1t
16 | Click Here forlnportantInstnactions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefic Subjectto  Subjectto  Coinsurance, if Copay, if |Subjectto Subjectto Coinsuran Copay,if | Copay applies only after
1 Deductible? Coinsuranc different Deductibl _Coi ce. if deductible?
17 Medical [ =
15 |Emergency Foom Services ] [m] $400.00
1 Allinpatient Hospital Services (inc, MHSA] B [m] 100,00 P T
Primary Care Visit to Treat an Injury or llness (exc. Preventive,
20 | and ¥orays] @ o $30.00
21 | Specislict Visit i [m] il o m T
MentaliBehavioral Health and Substance Abuse Disorder
22 | Outpatient Services C] a0 #28.00
24 Imaging [CTIPET Soans, MAls] ] [m] #1.500.00
27 Behabilitative Speech Therspy = [m] N o ol
28 Rehabiliative Occupational and Rishabilitative Physicsl Therapy = o #50.00
3 Preventive CarelScreening/immunization [] []
3z Laboraton Diutpatient and Frolessional Serices c] [m| #50.00
32 | X-rays and Diagnostic Imaging cl [u] ¥50.00
3¢ Skiiled Mursing F aciity c] [m] F1500 00 e
. Outpatient Faciliyy Fee (2.g.. Ambulatery Surgery Cener) ] =
36 Outpatient Surgery PhysicianiSurgical Senvices o o
a7 Diugs [ck [#1
38 | Generics o] 0
38 Preferred Brand Dngs c] [t [
40 Mon-Preferred Brand Drugs Bl o] 40
41| Specialy Drugs (i.e. high-cost] [¥ ¥ Bl
43 | Options for Additional Benefit Design Limits: Plan Description:

45 St a Masimum on Speciay Fi Coinsirance Pagments? L] Name: Blug Fiew rds Siluer
46 Specialty Ax Coinsurance Marimurm: Plan HIOS ID: 13B2TWTO380002 and 13627V TO3E0002
47 St a Marimum Mumber of Days for Charging an P Copay? O] Issuer HIDS ID: 13527
48 #Days (1-10)
43 | Begin Primary Care Cost-Sharing Aher 2 Set Number of Yisis? @]
50 # Wisits (1-10): 3
Begin Primany Care DeductibleiCoinsurance Afer 2 Set Humber  []
2l of Copays?
52 # Copays [1-10k
53  Dutput
54 calculate |
55 | StatusiError Messages: Caloulation Successul.
56 | Actuarial Yalue: 63.45%
57 | Metal Tier. Silver
58
53 | 2017 A¥Y Calculator
&0
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BLUE CROSS AND BLUE SHIELD OF VERMONT

2017

VERMONT QUALIFIED HEALTH PLANS

METAL ACTUARIAL VALUES CERTIFICATION

Plan: Blue Rewards (Non-Standard) Copayment Plan - Silver CSR 73%

Deductible $2,100

Items supported

Coinsurance 0%

by the AV

OOPM $5,700

Calculator

Copayments after the deductible

See print below

PCP visits at no cost share before the deductible

3

AVC Output for items supported by the AVC

(a) 71.8%

BCBSVT Model Output for items supported by the AVC

(b) 75.7%

BCBSVT Model Output for complete benefit design

(©) 77.7%

Estimated AVC value

73.6%

(d)=(c)/(b)*(a)

&

1 | User Inputs for Plan Parameters

2 Uze Integrated Medizal and Drug Dedustible?
8 Apply Inpatient Copay per Day?
4 Apply Skilled Murzing Facility Copay per Day?
5 Use Separate OO Marimum for Medizal and Drug Spending?
] Indic-ate if Flan Meets CSF Standard?
T Dezired Metal Tier
&

a
10 Dieductible (3]
1 Coinsurance [*, Insurer's Cost Share]
12 O0F Maximum (]
13 QOF Magimum if Separate (]
14

5 _|Clik Here o imporn nauctions

E = o E F G H | K L
HSAIHRBA Dptions Narrow Network Options
O HESAMHFA Employer Contribution? [ Elended Metwork/POS Flan? 0O
m]
O
St w

Tier 1 Plan Benefit Design
Combined
$2,100.00

100,002
$5.700.00

Tier 2 Plan Benefit Design
Combined

Tier 1 Tier 2 Tier 1 Tier 2

Type of Benefit

Subject to  Subject to Coinsuranc
Deductible Coinsuranc e, if

Copay, if
Separate

Subject
to

Subject Coinsuran Copay, if

Copay applies only after
to ce, if {3 deductible?

1 Medical A=t Ot 0
& | Emergency Room Services | F400.00
13 | AllInpatient Hospital Services [ine, MHSA] O $1,500.00
Primary Care Wisit ta Treat an Injury or liness [,
20 | Preventive, and =-rays o $3000
21 | Specializt Wisit ] $60.00
Mental’Brehavioral Health and Substance Abuse Disorder o $28.00
u] 150000
(m] $60.00
Fiehabilitative Occupational and Fehabilitative Physical O $50.00
28 | Therapy
] L]
(]
O
(m]

Outpatient Facility Fee (2.9, Ambulatory Surgery Center)

Outpatient Surgery F"‘hgsicianiSulgical Services

Drugs

Generics

B0z
40
41 | Specialty Drugs [i.e. high-cost] B2
43 | Options For Additional Benefit Design Limits: Plan Description:
45 Set a Magimum on Specialty Bk Coinsurance Payments? 0O Name: [Input Plan Mame]
46 Specialty By Coinsurance Mazimum: Flan HIOS Nl [Input Flan HIOS 10]
47 | Setalagimum Mumber of Days for Charging an P Copay? O Issuer HIOS [Input lzzuer HIDS D]
I # Diays [1-0:
43 eqgin Primary Care Cost-Sharing After a Set Number of Visits?
50 # Vizits [1-10): 3
BEegin Primary Care Dedustible!Coinsurance Afer a Set O
51 Mumber of Copays?
52 # Copays [1-10):
53 [ Dutput
54 Calculate |
55 | StatusfError Messages: Error: Result is outside of +/- 1 percent de minimis wariation for CSRs.
56 | Actuarial Yalue: TN
57 | Metal Tier:
55
53 | 2017 A¥ Calculator

13| Page

Revised



BLUE

CROSS AND BLUE SHIELD OF VERMONT

2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan: Blue Rewards (Non-Standard) Copayment Plan - Silver CSR 77%

Items supported

Deductible $1,300

Coinsurance 0%

by the AV

OOPM $5,200

Calculator

Copayments after the deductible

See print below

PCP visits at no cost share before the deductible 3

AVC Output for items supported by the AVC

(a) 75.7%

BCBSVT Model Output for items supported by the AVC

(b) 79.5%

BCBSVT Model Output for complete benefit design

(©) 80.8%

Estimated AVC value

76.9%

(d)=(c)/(b)*(a)

A B (= [x] E F G H I K L
User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible? HSA/HRA Dptions | Harrow Network Options |
Apply Inpatient Copay per Day? [ HSAHAA Emplayer Contribution? [ Blended MetworklPOS Plan? [
Apply Skilled Mursing Faclity Copay per Day? [
Use Separate OOP Maimum for Medical and Drug Spending? O
Indicate it Plan Meets CSR Standad? B
Desired Metal Tier_| siter
Tier 1Plan Benefit Design [ Tier 2 Plan Benefit Design
Medical Combined Medical Diug | Combined
Deductible #) #1.300.00
Coinsurance (3, Insurer's Cost Share) 100,003
OOF Mayimum [$) $3,200.00
DOP Masimum i Separate ($]
| Click Here forlmportant Instructions Tier 1 Tier 2 Tier 1 Tier 2
Type of Benefit Subjectto  Subjectto  Coinsurance.if Copay,if |Subjectto Subjectto Coinsuran Copay. if | Copay applies only after
D ible? Coi i Deductibl Coinsuran___ ce,if ___ separate deductible?
Medical G
Emergency loom Services $400.00
Ailinpatient Hospital Serices (ine. MHSH] 31 56000
Primary Care Visitto Treat an Injury or liness (exe. Preventive,
$30.00
and ¥-rays)
Specialist Visit ¥50.00

MentallBehavioral Health and Substance Abuse Disorder
Outpatient Semices

$28.00

Imaging [CTIPET Scans, MAls)

$1.500.00

Fiehabilitative Spesch Therapy

$50.00

Fiehabilitative Occupational and Pehabilitative Phusical Therapul
Preventive CarelSoreeninglimmunization
Labaratory Outpatient and Prafessionsl Services

$50.00

#50.00

#-rays and Diagnostic Imaging

#50.00

Sidiied Nursing F aciity

31.500.00

Outpatient Facility Fee (2.9, Ambulatory Surgery Center]

i atint Surgery Fhysioianiourgios Serioes

Drugs

Generics

Breferred Erand Oiags

;04

MNon-Preferred Brand Drugs

40

Spesialty Drugs (i e. high-cost)

OIEECOEE @ BOE O 00 5 & O DR
EEROEE & OO0 O 000 00 00

60

Options for Additional Benelit Design Limits: Plan Description:
Set & Marimum on Speciaky Fis Coinswrance Payments? L1 Name: Blue Rew ards Siver CSA 774
Specialty B Coinsurance Maximum: PlanHIDS ID:  13627%T0380002 and 13627WTOIE0002
Set a Masimum Number of Days for Charging an P Copay? L] Issuer HIOS ID: 13627
#Days (1-10]
Begin Primary Care Cost-Sharing After a Set Number of Visits? 6]
# Wisits [1-10): 3
Begin Primary Care DeductibleiCainsurance After 2 Set Mumber [
of Copays?

#Copays [1-10)

Dutput

cakulate |
StatusErrar Messages:

Actuarial Walue:
Metal Tier:

2017 AV Calculator

Error: Resultis outside of +/- 1percent de minimis variation for C5Rs.
TRETH
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BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan: Blue Rewards (Non-Standard) Copayment Plan - Silver CSR 87%

Deductible $200

Items supported

Coinsurance 0%

by the AV

OOPM $2,250

Calculator

Copayments after the deductible

See print below

PCP visits at no cost share before the deductible

3

AVC Output for items supported by the AVC

(a) 87.1%

BCBSVT Model Output for items supported by the AVC

(b) 90.2%

BCBSVT Model Output for complete benefit design

(©) 90.3%

Estimated AVC value

87.2%

(d)=(c)/(b)*(a)

&
1 User Inputs for Plan Parameters

2 Use Integrated Medic.al and Orug Deductible?
3 applyInp atient Copay per Day?
4 Apply Skiled Nursing F acilty Copay per Day?
5 | Use Separate DOP Mavmum for Medieal and Drug Spending?
[ Indic ate if Plan Mests CSR Standard?
7 Desired Metal Tier
2

100 Deductible [#
fl Coinsurance [, Insurer's Cost Share!
12 OOP Mavimum (%
12 O0P Marimum I Separate (%)

5 Dlick e o mporant Insustions

B = D E F G H | K L
= [ HSA/HRA Options Nariow Network Options |
u] HEAHRA Employer Cantibation? 1 Eilended NetworkPOS Plar?
[m]
[m]
=
s =)
[ Tier 1 Plan Benefit Design [ Tier 2 Plan Benefit Design
Combined Medical Drug | Combined
$200.00
100.00%
$2,250.00
Tier 1 Tier 2 Tier 1 Tier 2

Type of Benefit

1]

Subject 1o
? Coi

Subject to Copay. if |Subjectto Subjectto Coinsuran Copay, if

Deductibl Coii ce, if

Coinsurance, if

Copay applies only after
d ible?

17 Medical

CE

12 | Emergency Room Services

$250.00

18 | Ailinpatient Hospital Services (o, MHoA]

$500.00

Primary Care Visit to Treat an Injury or liness [exe. Preventive,
and R-rays)

$30.00

21 | Specializt Visit

$50.00

MentallBehavioral Health and Substance Abuse Disorder

$28.00

31| Preventive CarelSoreeninglimmunization

Laboratory Outpatient and Professional Sevices

Outpatient Services

Imaging [CT!PET Scans, MRIs! +#500.00
Rehabilitative Speech Therapy #50.00
Rehabilitative Dooupational and Behabilitative Physical Therapy) #5000

$50.00

#-rays and Disgnastic Imaging

#50.00

Siiled Hurzing F aciivy

$500.00

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

Outpatient Surgery PhysicianiSurgical Services

Drugs

Generics

Preferred Brand Drugs

B0

Mon-Preterred Brand Orugs

4

4 Specialy Ougs (i.e. high-cost)

IEOENCOE O OO @ 00 @ @8 DE

EEEOEE @ 000 O0O00 00 00

B0

Dptions for Additional Benefit Design Limits:

Set 2 Marimum on Specialty Fis Coinsuiance Payments?
Speoialty R Coinsurance Masimum

Set a Manimum Number of Days far Charging an IP Copay?
# Days [1-100:

Begin Primary Care Cast-Sharing Aher 2 Set Number of Wisis?
#Vizits [1-10):

Begin Primary Care Deductble/Coinsurance After a Set Mumber
51 of Copays?
# Copays (1-100

DOutput

Calculate |
StatusiError Messages:

Actuarial Value:
Metal Tier

2017 AV Calculator

Plan Description:
Name:

Plan HIOS ID:
Issuer HIOS ID:

Blue Rewards Silver CSR 8724
136270350002 and 13627/ TO360002
13627

CSR Level of 873 (150-200% FPLI, Calculation Successful
&7.03%
Gold
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BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Plan: Blue Rewards (Non-Standard) Copayment Plan - Silver CSR 94%

The inclusion of Mental Health office visits in the three PCP or Mental Health Office visits at
no cost share before the deductible benefit and copays on Urgent Care, Emergency Medical
Transportation, DME services and Home Health Care are not supported by the AVC for this
plan. The difference between the AVC benefit of three PCP visits at no cost share before the
deductible and the BCBSVT benefit of three PCP or MHSA visits at no cost share is immaterial?
and the addition of copays on Urgent Care, Emergency Medical Transportation, DME services
and Home Health Care is also immaterial; therefore we are using the AVC directly for this
plan.

A B ® ] E F G H 1 K L
User Inputs for Plan Parameters
Use Integrated Medical and Drug Deductible?  E HSAIHRA Options | Narrow Netw ork Options |
Apply Inpatient Copay perDay? [ HSAHRA Employer Contibution? (1 Blended NetworkiPOS Plan? [
Apply Skilled Mursing Faciity Copay per Day? O
Use Separate DOF Maximum for Medical and Drug Spending? O
Indicate it Plan Meets CSA Standard? @
Desired Metal Tier i
[ Tier 1Plan Benefit Design [ Tier Z Plan Benefit Design
Combined Medical Drug__| Combined
Deductible ($] 30.00
Cainsurance [, Insurer's Cost Sharel 100,003
DOP Mavimum (£ $1,100.00
DOP Mavimum i Separate ($]
| Click Here for ImportantInstuctions Tier 1 Tier 2 Tier 1 Tier 2
Subjectto  Subjectto  Coinsurance, if Copay, if |Subjectto Subjectto Coinsuran Copay,if | Copay applies only after

Type of Benefit

1]

? _Coil

Medical

CED

Emergency Foom Serices

$250.00

Ailinp atient Hospital Services fine. MHSA]

00

#0.00

Primary Care Visit ta Treat an Injury or llness (g4, Preventive,
and X-rays)

$15.00

Specialist Visit

$35.00

MentallBehavioral Health and Substance Abuse Disorder
Dutpatient Services

$14.00

Imaging [CTIPET Scans, MAls]

#0.00

Fichabiliative Speech Therapy

$35.00

Rehabilitative Decupational and Fehabilitative Phusical Therapyl

Preventive Care!Screening/Immunization

Labaratory Outpatient and Professional Services

$35.00

Woravs and Diagnoste imaging

Skilled Mursing F acility

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

Gitp atien: Surgery PhysicianSurgio sl Serices

Drugs

Generics

Breferred Erand rugs

GO

Mon-Preferred Brand Drugs

EIEIEEIEEH%IEIE 0 EEELE O OEEH &5 =BE

EEEDEE @ 000 O 000 00

40

Specialty Drugs li.e. high-cost]

B0

DOptions for Additional Benefit Design Limits:

Set aMaximum on Specialty B Coinsurance Payments? 0
Sipecislty R Coinsurance Mayimum:

Set a Marimum Number of Days for Charging an IP Copay? [0
#Day= (1101

Begin Primary Late Cost-Shating Alter a Set Mumber of Visitz? &

#Wizits [1-100 3

Begin Primary Care Deductible/Coinsurance After a Set Mumber [

of Copays?

# Copays (1-10}

Durput

calculate
StatusiEror Meszages

Actuarial Value:

Metal Tier:

2017 AV Calculator

Plan Description:

Deductibl Coinsuran ce, if separate

Name: Bilue Rewards Silver C3R 342
Plan HIOS ID: 13627WTO330002 and 1362 TUTO360002

Issuer HIOS ID: 13627

CSR Level of 343 (100-150% FPLL, Caleulstion Successful.
94.092

Platinum

deductible?

2 The AV calculator produces an AV of 94.13% for a plan with identical inputs other than MHSA cost sharing which
is set to no cost sharing, therefore the waiving of cost sharing on up to three MHSA visits for those not having 3 or
more PCP visits is not expected to have any material impact.
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Revised

BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Appendix — Complete Benefit Designs

Gold Silver 73% AV 77% AV 87% AV 94% AV
Deductible/OOP Max Deductible Deductible Deductible Deductible Deductible Deductible
Medical Ded $1,250 $2,300 $2,100 $1,300 $200 S0
Rx Ded Combined Combined Combined Combined Combined Combined
Integrated Ded Yes Yes Yes Yes Yes Yes
Medical OOPM $4,250 $7,150 $5,700 $5,200 $2,250 $1,100
Rx OOPM $1,300 $1,300 $1,300 $1,300 $1,300 $1,100
Integrated OOPM Yes Yes Yes Yes Yes Yes
Aggregate, 2x Family, | Aggregate, 2x Family, | Aggregate, 2x Family, | Aggregate, 2x Family,
Family Deductible / OOP Embedded Individual | Embedded Individual | Embedded Individual | Embedded Individual | Aggregate, 2x Family | Aggregate, 2x Family
OOPM of $7,150 OOPM of $7,150 OOPM of $7,150 OOPM of $7,150
Preventive Care, 3 Preventive Care, 3 Preventive Care, 3 Preventive Care, 3 Preventive Care, 3 Preventive Care, 3
Medical Deductible waived for: PCP/MH Office Visits, PCP/MH Office Visits, PCP/MH Office Visits, PCP/MH Office Visits, PCP/MH Office Visits, PCP/MH Office Visits,
Pediatric Dental Class | Pediatric Dental Class | Pediatric Dental Class | Pediatric Dental Class | Pediatric Dental Class | Pediatric Dental Class |
Drug Deductible waived for: N/A N/A N/A N/A N/A N/A
Service Category \ ‘ ‘ ‘ ‘ ‘
Preventive SO SO SO SO SO SO
) o 3 visits per member 3 visits per member 3 visits per member 3 visits per member 3 visits per member 3 visits per member
PCP Office Visit

combined PCP/MH at | combined PCP/MH at | combined PCP/MH at | combined PCP/MH at | combined PCP/MH at | combined PCP/MH at
no cost share before no cost share before no cost share before no cost share before no cost share before no cost share before

MH/SA Office Visit deductible then $20 deductible then $30 deductible then $30 deductible then $30 deductible then $30 deductible then $15
copay copay copay copay copay copay
Specialist Office Visit $30 S50 S50 S50 $50 $35
Urgent Care $30 S50 S50 S50 S50 S35
Ambulance $30 S50 S50 S50 S50 S35
DME $30 S50 S50 S50 S50 $35
ER $250 $400 $400 $400 $250 $250
Radiology (MRI, CT, PET) $500 $1,500 $1,500 $1,500 $500 50
Outpatient $500 $1,500 $1,500 $1,500 $500 SO
Inpatient $500 $1,500 $1,500 $1,500 $500 SO
Rx Generic S5 S5 S5 S5 S5 S5
Rx Preferred Brand 40% 40% 40% 40% 40% 40%
Rx Non-Preferred Brand 60% 60% 60% 60% 60% 60%
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BLUE CROSS AND BLUE SHIELD OF VERMONT
2017 VERMONT QUALIFIED HEALTH PLANS
METAL ACTUARIAL VALUES CERTIFICATION

Gold Silver 73% AV 77% AV 87% AV 94% AV
Deductible/OOP Max CDHP - Not HSAQ CDHP - Not HSAQ
Medical Ded $2,500 $4,500 $3,500 $2,800 $1,300 $600 $7,150
Rx Ded Combined Combined Combined Combined Combined Combined Combined
Integrated Ded Yes Yes Yes Yes Yes Yes Yes
Medical OOPM $2,500 $4,500 $3,500 $2,800 $1,300 $600 $7,150
Rx OOPM $1,300 $1,300 $1,300 $1,300 $1,300 $1,300 $1,300
Integrated OOPM Yes Yes Yes Yes Yes Yes Yes

Family Deductible / OOP

Aggregate, 2x
Family

Aggregate, 2x
Family, Embedded
Individual OOPM
of $7,150

Aggregate, 2x
Family

Aggregate, 2x
Family

Aggregate, 2x
Family

Aggregate, 2x
Family

Aggregate, 2x
Family, Embedded
Individual OOPM
of $7,150

Medical Deductible waived for:

Preventive Care

Preventive Care

Preventive Care

Preventive Care

Preventive Care

Preventive Care

Preventive Care

Drug Deductible waived for:
Service Category

Preventive

Wellness Scripts

$0

Wellness Scripts

$0

Wellness Scripts

$0

Wellness Scripts

$0

Wellness Scripts

$0

Wellness Scripts

$0

Wellness Scripts

$0

PCP Office Visit

0%

0%

0%

0%

0%

0%

0%

MH/SA Office Visit

0%

0%

0%

0%

0%

0%

0%

Specialist Office Visit

0%

0%

0%

0%

0%

0%

0%

Urgent Care

0%

0%

0%

0%

0%

0%

0%

Ambulance

0%

0%

0%

0%

0%

0%

0%

DME

0%

0%

0%

0%

0%

0%

0%

ER

0%

0%

0%

0%

0%

0%

0%

Radiology (MRI, CT, PET)

0%

0%

0%

0%

0%

0%

0%

Outpatient

0%

0%

0%

0%

0%

0%

0%

Inpatient

0%

0%

0%

0%

0%

0%

0%

Rx Generic

S5

$15

$15

$15

$15

$15

$25

Rx Preferred Brand

40%

40%

40%

40%

40%

40%

40%

Rx Non-Preferred Brand

60%

60%

60%

60%

60%

60%

60%
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