CHAPTER 4: DETAILED PBP DATA ENTRY

PBP FEATURES & CLARIFICATIONS

PBP Variables Used in the Summary of Benefits

NEW FOR 2007
Given the need to comply with the 508 regulations within the PBP screens, users are now

provided with the ability to choose whether or not to utilize the question variable colors
(red and blue - variables used in the Summary of Benefits are red, while all other
variables are blue).

By default, users get the all-black setup (i.e., the red/blue is OFF by default). Tool-tips
are provided on all of the SB variables indicating they are used in the SB. This
information is also included in the variable help.

There is an option to enable the red/blue colors by going to the Options, Preferences
menu. The setting is saved in the PBP INI file, so it will be "remembered"” the next time
PBP is started. The variables will then be displayed on the PBP screens in either red or
blue.

Part D Payment Demonstration Plans

NEW FOR 2007
In CY 2006, certain organizations were able to designate Part D Payment demonstration

plans under their contract in HPMS during Bid upload. In CY 2007, this data will be
collected in the PBP.

Organizations wanting to participate in the Part D Payment demo program must apply to
CMS by submitting specific information in a cover letter that accompanies their
application. Organizations approved to participate in the Part D Payment demo program
will indicate which plans are in this program and which option the plan has selected in
the PBP.

An organization offering an Enhanced Alternative Part D drug benefit that is approved to
participate in the Part D Payment Demo may select one of three options, based on
organization type:
= Flexible Capitated option - Can be selected by any non-employer plan offering
Part D under the following org types: Local CCP, PFFS, Demo, 1876 Cost, PDP,
and Regional CCP.
= Fixed Capitated option - Can be selected by any non-employer plan offering Part
D under the following org types: Local CCP, PFFS, Demo, 1876 Cost, PDP, and
Regional CCP.
= Flexible MA rebate option - Can be selected by any non-employer plan offering
Part D under the following org types: Local CCP, PFFS, 1876 Cost, Demo, and
Regional CCP.



Out-of-Network Benefits, Point-of-Service Option, Visitor/Travel Program

NEW FOR 2007
In CY 2006, section C was utilized by certain plans to enter detailed data entry to
describe Out-of-Network (OON) benefits. For CY 2007, section C will also allow certain
plans to enter detailed data entry to describe cost sharing reduction (CSR) for OON
benefits, Point-of-Service (POS) benefits, and Visitor/Travel (V/T) benefits (U.S. and/or
Foreign). The rules dictating which plan types have access to the OON, CSR, POS, and
V/T subsections are detailed in Table 4-1 below.

Table 4-1: CY 2007 HPMS Plan PBP Data Entry Matrix

SECTION|SECTION B SEcTION C|SECTION C|SECTION C SecCTION C - VIT SECTION
PLAN TYPE SECTION RX
A B B-15 - OON | —=POS | -CSR us. FOREIGN D
HMO Yes Yes Yes No No No Yes Yes Yes Part D = Yes
No Part D = No
HMOPOS Yes Yes Yes No Yes No Yes Yes Yes Part D = Yes
No Part D = No
CCOTH N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Local PPO Yes Yes Yes Yes No Yes Yes Yes Yes Part D = Yes
No Part D = No
PSO (State Yes Yes Yes No Yes No Yes Yes Yes Part D = Yes
License) No Part D = No
PSO (Fed. Waiv. |Yes Yes Yes No Yes No Yes Yes Yes Part D = Yes
State Lns) No Part D = No
MSA Yes Yes Yes No No No NoO Yes Yes No
RFB N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
PFFS Yes Yes Yes No No No Yes Yes Yes Part D = Yes
(Network: (Network: No) No Part D = No
Yes)
SHMO Yes Yes Yes No Yes? No Yes Yes es Part D = Yes
No Part D = No
Other N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
MN Disability Yes Yes Yes No No No Yes Yes Yes Part D = Yes
Health Options No Part D = No
MN Senior Health|Yes Yes Yes No No No Yes Yes Yes Part D = Yes
Options No Part D = No
WI Partnership  |Yes Yes Yes No No No Yes Yes Yes Part D = Yes
Program No Part D = No
MA Health Senior|Yes Yes Yes No No No Yes Yes Yes Part D = Yes
Care Options No Part D = No
CCRC Yes Yes Yes No Yes No Yes Yes Yes Part D = Yes
No Part D = No
ESRD | Yes Yes Yes Yes No No No Yes Yes Part D = Yes
No Part D = No
ESRD Il Yes Yes Yes No Yes No Yes Yes es Part D = Yes
No Part D = No
MSA Demo Yes Yes Yes No No No No Yes Yes No
1876 Cost Yes Yes' Part D = No No No Yes Yes Yes® Part D = Yes
B15' No Part D = No
No Part D =
B20
HCPP - 1833 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Cost
National PACE |Yes No No No No No No No No No
Chronic Care N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Medicare Yes No No No No No No No No Yes

Prescription Drug




SECTION|SECTION B SECTION C|SEcTION C|SECTION C SECTION C —V/T SECTION
PLAN TYPE SECTION RX
A B B-15 — OON - POS -CSR U.S. FOREIGN D

Plan

Regional PPO  |Yes Yes Yes Yes No Yes Yes Yes Yes Part D = Yes
No Part D = No

Fallback Yes No No No No No No No No Yes

Employer Yes No No No No No No No No Yes

Sponsored PDP

Employer Direct [Yes Yes Yes No No No Yes Yes Yes Part D = Yes

PFFS (Network: (Network: No) No Part D = No

Yes)

1) 1876 Cost employer-only plans may only offer Part D benefits; therefore, the PBP shall disable
Sections B and D for an 1876 Cost employer-only plan.

2) Only SHMO Il plan types are allowed to describe POS benefits.

MSA plan data entry

NEW FOR 2007
MSA and MSA Demo plans may now enter an Annual MSA Deductible amount and also

indicate the Annual amount CMS will deposit into the enrollee MSA in Section D of the
PBP.

Part A/B Plans versus Part B Only Plans

In PBP Section A, the MA plan indicates the plan’s Medicare beneficiary coverage
criteria as either Part A/B or Part B Only. Beneficiaries who elect Medicare Part A/B
coverage are entitled to Medicare-covered benefits that include Inpatient hospital, SNF,
HHA, and Outpatient services. Medicare does not cover inpatient hospital and SNF
services for beneficiaries who elect Part B Only coverage. Therefore, the data collected
in the PBP Section B benefit categories for the Part B Only plans differs from the data
collected for the Part A/B plans.

Minimum and Maximum Cost Share Values

Throughout the PBP, minimum and maximum (min/max) cost sharing amounts are
collected. Min/Max cost sharing questions exist in certain categories because the cost
sharing for an item or service could vary based on certain plan-specific criteria. These
criteria should be further explained in the applicable notes section of the PBP. When a
min/max cost share is required, the SB sentence that is generated will display either the
range of cost sharing values or the single cost share amount entered. For example, if the
min/max fields are completed as $0 and $5, respectively, the SB sentence generated will
read, “You pay $0 to $5 for....”. If the min/max fields both contain $5, the SB sentence

generated will read, “You pay $5 for....”.

Zero Cost Share Values

If there is no cost sharing for benefits in a category, i.e., no coinsurance and no
copayment, the questions “Is there an enrollee Coinsurance?” and “Is there an enrollee
Copayment?” should both be answered "No". By answering “No” to both of these




questions, or entering a “0” for the coinsurance and/or copayment amount, the PBP will
generate the SB sentence, “There is no copayment for [particular service]”.

Periodicity

Periodicity within the PBP is generally presented as five or six options, including every
six months, every year, every two years, etc. Although this set of options accommodates
many plan benefit structures, it may not accommodate all structures. Therefore, CMS has
provided for an “Other, describe” periodicity to be entered. If the benefit plan periodicity
is not specifically listed, i.e., every 18 months, the option “Other, describe” should be
selected and explained in the Notes. CMS has made changes in the SB sentences when
the option “Other, describe” is selected so that appropriate language is provided. Please
refer to the PBP-SB Crosswalk for this language.

Referral versus Authorization

The question, “Is a referral required for ...?” is in most service categories, and the SB
sentences concerning referrals are generated from these questions. Generally, a referral is
defined as an actual document obtained from a provider in order for the beneficiary to
receive additional services, whereas authorization is defined as approval from the
organization (can be verbal or written) to receive a service. These definitions vary
between organizations, so no hard and fast definition exists.

Drug Tiers

Drug tiers are definable by the plan. The option “tier” was introduced in the PBP to
allow plans the ability to group different drug types together (i.e., Generic, Brand,
Preferred Brand). In this regard, tiers could be used to describe drug groups that are
based on classes of drugs.

Optional Supplemental Step-up Benefits

If a plan offers multiple levels of a benefit, i.e., a basic benefit and an enhanced version
(a.k.a. “step-up”), then information on Optional Supplemental Step-up Benefits may be
entered in Section D for nine selected service categories. These nine categories contain
the same data entry screens and questions as those provided in Section B.

Specifically, if an enhanced benefit is offered as a Mandatory Supplemental benefit and
also as an Optional Supplemental benefit, the Mandatory Supplemental benefit should be
described in the data fields within the PBP service category in Section B. For nine
selected categories, the Optional Supplemental Step-up benefit should be described
entirely in Section D. For other categories, the Step-up benefit should be described in the
Notes field for that service category in Section B.

NoTe: The MA plan should NOT describe or enter Step-up benefits in PBP Service
Categories B-13c, B-13d, or B-13e.



Example: Preventive dental services are offered as a Mandatory Supplemental benefit
with a maximum limit of $100 per year. The MA also offers Preventive dental services
as an Optional Supplemental benefit with a limit of $500 per year. To describe these two
benefits, the MA should complete the Section B Preventive dental screens describing the
$100 limit. The Optional Supplemental dental benefit with a $500 limit should be
entered in Section D. Section D also collects information on packaging and pricing the
Optional Supplemental benefits.

The nine Optional step-up benefit categories are:

Chiropractic Services (7b)

Podiatrist Services (7f)

Transportation Services (10b)

Dental - Preventative Services (16a)
Dental - Comprehensive Services (16b)
Vision - Eye Exams (17a)

Vision - Eye Wear (17b)

Hearing - Hearing Exams (18a)
Hearing - Hearing Aids (18b)

MANAGEMENT SCREEN

From the PBP 2007 Management Screen, the user can select a Contract Number from the
Select a Contract Number Section. This will display the corresponding plans under the
Section A area. The Contract Numbers and plans associated with each CMS User ID are
included in the download of the PBP plan-specific information from HPMS.
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Once data entry has been completed and validated for Section A, the Status displays, “A
Completed”. Sections B, C, D, and Rx will then be enabled and displayed for data entry
as applicable. As these sections are completed, the status will also change to indicate they
are completed.
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HELPFUL HINT:

Please refer to Table 4-1 CY 2007 Plan PBP Data Entry Matrix for guidance on what
sections of the PBP are required for your plan to compete. Additionally, the PBP
software is programmed to only allow users to access those sections that are required, so
the software will guide users through the process.



SECTION A

Section A is where an organization views plan-specific information which has been
downloaded from HPMS plan creation. Section A also defines certain plan-specific data
characteristics in the PBP. Information contained in Section A consists primarily of high
level Plan information, including the Contract number, Plan ID, plan type, name of the
plan, and geographic service area of the plan. For some plans, this section requires that
the user enter a variety of plan characteristics that will uniquely identify the benefit
packages offered by an organization. Once a plan is defined in Section A, its
characteristics will correspond with subsequent data entry in Sections B, C, D, and Rx.

For Local MA plans, Section A will display information in the Segment ID and Segment
Name fields. For Regional MA plans, the segment will be displayed as ‘0’ and the
Segment Name will be blank.

For all MA plan types, a Special Needs Plan indicator will be displayed, as well as the
Special Needs Plan Type, if applicable. These data are entered in HPMS as part of the
plan creation process.

There are four status types available for Section A. These represent data entry progress
and include:

New -- Section A has not been opened for data entry.

Incomplete -- Data entry has begun and has not been completed.

A Completed -- Data entry has been completed for Section A.

Plan Completed -- Data entry has been completed for Sections A, B, C, and D.

To begin data entry, click on <Enter Data> located to the right of Section A.

Many data elements in Section A are downloaded from HPMS after the organization has
“created” a plan. These data elements are disabled ("grayed out") in the PBP. If changes
need to be made to these data, please refer to “Editing Plan Specific Information” in the
Downloading section (Chapter 1) of these instructions.

For MA Regional plans and PDPs, the service area will display the region covered. For
Local MA plans, a Service Area can represent a county in several ways. These include:

An asterisk (*) indicates that the Service Area is for a partial county.

[Pending] indicates that the county is pending approval.

An asterisk (*) with [pending] indicates that a partial county is pending approval.
[Emp-Only] indicates an Employer-Only county.

There are two questions that an MA plan must enter in Section A: Enrollee Type [Part
A/B; Part B Only] and Continuation area [Yes/No; describe].



NoTe: PDPs are not required to perform any data entry in Section A. Fallback Plans
only have to enter the estimated monthly enrollment.

NoTe: Based on whether the beneficiaries to be enrolled in the plan have Part A/B
coverage or Part B Only coverage, different data entry screens are enabled in Section B
for Inpatient hospital and SNF benefits.

HELPFUL HINT:
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== pEBP Yariable Help
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In Section A-2, users indicate the CY 2007 total estimated monthly Medicare
membership for the plan. Please note that this field is ONLY required for those plans not
submitting a BPT with the PBP submission.
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In addition, Section A-2 is where the MA plan indicates and is asked to describe if the
plan has an approved Continuation area in which the costs for plan benefits are the same
or different. Section A-3 is an optional Notes field for the plan to enter any additional

information not captured in the data entry fields pertaining to Section A.

File Help

i, PBP 2007 Data Entry System - Section A, Contract H7666, Plan 001, Segment 1

Y -= 3 7 B Sectionaz

|5 this & Special Needs
Flan?

Special Meeds Plan Type:
£ Institutional

Indicate T 2007 total estimated monthly
Medicare membership for this plan:

[111-2226688 |

) Yes £ DualElighle

& o £ Chronic or Dissbling Condition ;l

Custamer Service Contact | | Custamer Service Contact Does tis Plan h CH5- d Continuation Area?
Phone Number for Current | | TT/TDD for Current Medicare (;Ef( s rlan have 8 SRprovEL-omnLaton Aea
Medicare Beneficiaries Beneficiaries [Optional): ~ =

[Dptionall: No

Custarner Service Contact
Phone Murmber for
Prospective Medicare
Beneficiaries [Optional):

Customer Service Contact
TTY/TDD for Prospective
Medicare Beneficiaries (0 ptional)

[ioes this Plan have the same cost sharing in the Continuation Area for the services
included?

Mates [Describe Conlinuation Area Cost Sharing Differences]:

111-2221234 |

Customer Service Contact
Phane Number for Curent
Part D Medicare
Beneficiaries [Optional):

Customer Service Contact
TTv/T0D far Current Part D
edicare Beneficiaries (0 ptional

Custarner Service Contact
Phane Number for
Prospective Part D
Medicare Eeneficiaries
[Dptianal]

Customer Service Contact
TTY/TDD for Prospective Part O
Medicare Beneficiares (0 ptional)

|

E
Import Text

=]

If answered “No, describe”,
then MA must explain benefit
in Notes field.

There are two exit options available when leaving data entry:

1. Return Without Validation - - If user exits by selecting Return Without
Validation (the yellow door), the system will not validate any of the rules that
pertain to that section or category, and the user does not encounter warning
messages alerting of invalid or missing data. This feature allows the user to exit a
section quickly in the middle of data entry. If data entry has not been completed
entirely for a service category, the user may wish to postpone validation until
completion. The status of plans exited using Return Without Validation will be
Incomplete.

2. Return to Management Screen - - To mark a section or service category as
Completed, the user must use the Return to Management Screen option (the red
arrow).



HELPFUL HINT:
When the user selects the Return to Management Screen option and the PBP Tool detects

an unanswered question or data entry error, the Validation Message Screen will appear
(as shown below). The user has the option to
- Print the message,
- Continue with the exit, ignoring the message at this time; the user will
have to correct the error prior to upload,
- Return to Data Entry in order to fix the issue.

Yalidation Messages

Section B-1, Contract HYGBEE, Plan 007, Seament 1 -

ERROR: Rezponze required.
GUESTION: Do you offer arw Mandatory or Dptional Supplemental B enefits?
SCREEM: #1alnpatient Hozpital-Acute - Base 1

ERROR: Responze required.
QUESTION: |2 there a service-specific Maximum Enralles Out-of-Pocket Cost?
SCREEM: #1alnpatient Hospital-Acute - Base 2

ERROR: Rezponze required.
CGUESTION: |z there an enmollee Coinsurance?
SCREEM: #1alnpatient Hozpital-Acute - Base 2

ERROR: Responze required.

AUESTION: Indizate the number of day intervals for the Medicare-covered Lifetime
Resemve Days:

SCREEM: #1alnpatient Hozpitalteute - Baze 3

ERFROR: Responze requined. ;I

Frint bMeszage(s] LContinue Exit Beturn to Data Entry |

Once data entry has been completed and validated for Section A, the Status displays “A
Completed”. Sections B, C, D, and Rx will then be enabled and displayed for data entry
as applicable. As these sections are completed, the status of the sections will also change
to indicate they are completed.



SECTION B

Section B collects information at the service category level on the specific benefits being
offered by a plan. This information includes: benefit description; maximum plan benefit
coverage; maximum enrollee out-of-pocket costs; coinsurance; deductible; copayment;
authorization; and referral. An optional Notes field is also provided for the plan to enter
any additional information not captured in the data entry fields.

The 18 service categories are further disaggregated into 50 subcategories that enable an
MA to describe plan benefits in greater detail.

NoTe: There is a category that is only available for Cost plans that are not offering the
Medicare Part D benefit to describe their enhanced drug benefits. This data entry is listed
in category B-20.

Table 4-2 displays a list of the PBP service categories with their respective Medicare and
enhanced benefits.

Table 4-2: PBP 2007 Service Categories and Benefits

SERVICE CATEGORY #1: Inpatient Hospital Services

#la: Inpatient Hospital Services including Acute
- Medicare covered stay
- Additional Days
- Non-Medicare Covered Stay
- Upgrades

#1b: Inpatient Psychiatric Hospital Services
- Medicare covered stay
- Additional Days
- Non-Medicare Covered Stay
- Upgrades

SERVICE CATEGORY #2: Skilled Nursing Facility (SNF)

#2: SNF
- Medicare covered stay
- Additional Days
- Non-Medicare Covered Stay
- Upgrades

SERVICE CATEGORY #3: Comprehensive Outpatient Rehabilitation Facility
(CORF)

#3: CORF
- Medicare covered benefits

SERVICE CATEGORY #4: Emergency Care/Post Stabilization/Urgent Care

#4a: Emergency Care
- Medicare covered benefits
- Worldwide care




#4b: Urgent Care
- Medicare covered benefits
- Worldwide care

SERVICE CATEGORY #5: Partial Hospitalization

#5: Partial Hospitalization
- Medicare covered benefits

SERVICE CATEGORY #6: Home Health

#6: Home Health Services
- Medicare covered benefits
- Custodial care
- Respite care

SERVICE CATEGORY #7: Health Care Professional Services

#7a: Primary Care Physician Services
- Medicare covered benefits

#7b: Chiropractic Services
- Medicare covered benefits
- Routine care

#7c: Occupational Therapy Services
- Medicare covered benefits

#7d: Physician Specialist Services
- Medicare covered benefits

#7e: Mental Health Specialty Services - Non-Physician
- Medicare covered benefits

#7f. Podiatrist Services
- Medicare covered benefits
- Routine care

#79: Other Health Care Professional Services
- Medicare covered benefits

#7h: Psychiatric Services
- Medicare covered benefits

#7i. Physical Therapy and Speech-Language Pathology Services
- Medicare covered benefits

SERVICE CATEGORY #8: Outpatient Clinical/Diagnostic/Therapeutic
Radiological Lab Services

#8a: Outpatient Clinical/Diagnostic/Therapeutic Radiological Lab Services
- Clinical/diagnostic Medicare covered benefits
- Therapeutic Medicare covered benefits

#8b: Outpatient X-Rays
- Medicare covered benefits

SERVICE CATEGORY #9: Outpatient Hospital Services

#9a: Outpatient Hospital Services
- Medicare covered benefits

#9b: Ambulatory Surgical Center (ASC) Services
- Medicare covered benefits

#9c: Outpatient Substance Abuse Services




- Medicare covered benefits

#9d: Cardiac Rehabilitation Services
- Medicare covered benefits

SERVICE CATEGORY #10: Ambulance/Transportation Services

#10a: Ambulance Services
- Medicare covered benefits

#10b: Transportation Services
- Plan-approved / Any location

SERVICE CATEGORY #11: Durable Medical Equipment-Prosthetics,
Orthotics, and Other Medical Supplies (DMEPQOS)

#1l1la: DME
- Medicare covered benefits

#11b: Medical Supplies
- Medicare covered Prosthetic devices
- Medicare covered Medical Supplies

#11c: Diabetes Monitoring Supplies
- Medicare covered benefits

SERVICE CATEGORY #12: Renal Dialysis

#12: Renal Dialysis
- Medicare covered benefits

SERVICE CATEGORY #13: Other

#13a: Outpatient Blood
- Medicare covered benefits

#13b: Acupuncture
- Treatments

#13c: Otherl
- Service

#13d: Other2
- Service

#13e: Other3
- Service

SERVICE CATEGORY #14: Preventive Services

#14a: Health Education/Wellness Programs
- Written health education materials, including newsletters
- Nutritional Training
- Nutritional Benefit
- Smoking Cessation
- Alternative Medicine Program
- Membership in Health Club, Fitness Classes
- Nursing Hotline
- Other, describe

#14b: Immunizations
- Medicare covered benefits - Hepatitis B
- Other Immunizations




#14c: Routine Physical Exams
- Medicare covered services
- Visit

#14d: Pap Smears and Pelvic Exams Screening
- Medicare covered Pap Smears
- Additional Pap Smears
- Medicare covered Pelvic Exams
- Additional Pelvic Exams

#14e: Prostate Cancer Screening
- Medicare covered benefits
- Additional Screenings

#14f: Colorectal Screening
- Medicare covered benefits
- Additional Screenings

#149: Bone Mass Measurement
- Medicare covered benefits

#14h: Mammography Screening
- Medicare covered benefits
- Additional Screenings

#14i: Diabetes Monitoring
- Medicare covered benefits

SERVICE CATEGORY #15: Medicare Part B Rx Drugs

#15: Medicare Part B Rx Drugs
- Medicare covered benefits

SERVICE CATEGORY #16: Dental

#16a: Preventive Dental
- Oral Exams
- Prophylaxis (Cleaning)
- Fluoride treatment
- Dental X-rays

#16b: Comprehensive Dental
- Medicare covered benefits
- Emergency services
- Diagnostic services
- Restorative services
- Endodontics/Periodontics/Extractions
Prosthodontics/Other Oral/Maxillofacial surgery/Other

SERVICE CATEGORY #17: Eye Exams/Wear

#17a: Eye Exams
- Medicare covered benefits
- Routine eye exams

#17b: Eye Wear
- Contact lenses
- Eye glasses
- Lenses
- Frames




- Upgrades

SERVICE CATEGORY #18: Hearing Exams/Aids

#18a: Hearing Exams
- Medicare covered benefits
- Routine Hearing Tests
- Fitting/Evaluation for Hearing Aid

#18b: Hearing Aids
- All Types
- Inner ear
- Outer ear
- Over the ear

NOTE: SERVICE CATEGORY #19: POS was moved to Section C

SERVICE CATEGORY #20: Outpatient Drugs and Biologicals/Prescription
Drugs

#20: Outpatient Drugs and Biologicals/Prescription Drugs
- Medicare covered benefits
- Drug Groups 1-5

Within these service categories, three types of statutory benefit categories exist:
Medicare-covered, Mandatory Supplemental, and Optional Supplemental. These are
described below in greater detail.

Statutory Benefit Categories:

<> Medicare-covered
- Health services required by law
<> Mandatory Supplemental
Non-Medicare Covered Benefits that:
- Plan can offer, but is not required to,
- Enrollee must buy if offered by plan
- Plan can charge premium and/or cost sharing
< Optional Supplemental
Non-Medicare Covered Benefits that:
- Plan can offer, but is not required to,
- Enrollee can buy or reject if offered by plan
- Plan can charge premium and/or cost sharing

All supplemental benefits that were designated Optional in Section B must be associated
with an Optional Benefits Package in Section D before completing a plan’s PBP. In
addition, Section D requests that the user define the services and premiums for both
individual and grouped optional supplemental benefits. A special set of screens is
provided in each Optional Supplemental Benefit package for data entry of step-up
benefits for nine selected subcategories:

- 7b-Chiropractic Services,
- 7f-Podiatry Services,




- 10b-Transportation,

- 16a-Preventive Dental,

- 16b-Comprehensive Dental,
- 17a-Eye Exames,

- 17b-Eye Wear,

- 18a-Hearing Exams, and

- 18b-Hearing Aids.

If a plan’s optional benefits package includes a step-up benefit for which there are no
special step-up screens in Section D (not one of the nine selected subcategories), these
step-up benefits must be described in the corresponding Notes field of the service
category in Section B.

PBP and SB

The data collected in the PBP is used to populate the sentences in the SB, which is
displayed on MPPF. Table 4-3 displays a crosswalk between the SB Categories that
display the sentences describing the benefits offered by the plan, and the PBP Service
Categories that collect and provide the data. A more detailed version of the PBP/SB
Crosswalk is provided in the PBP software (Help > SB Crosswalk).

Table 4-3: PBP-SB 2007 Category Crosswalk
(Ordered by SB Category)

PBP SUMMARY OF BENEFITS
Section/ : Category .
Category # Title # Title
A General Org & Plan Information Premium and Other
D Plan-level costs 1 Important Information
Rx Medicare Part D
C-OON Out-of-Network
A General Org & Plan Information Doctor and Hospital
B-1 (a-b) Inpatient Hospital Services Choice
B-7 (b-i) Health Care Prof. Services
B-8 (a-b) Outpatient Lab, Rad., & X-ray
B-13b Acupuncture Services
B-14 (b, d-i) | Preventive Services
B-16 (a-b) Dental Services 2
B-17 (a-b) Vision Services
B-18 (a-b) Hearing Services
C-POS POS
C-OON Out-of-Network
C-CSR Cost Share Reduction
C-VIT Visitor/Travel benefit
B-1a Inpatient Hospital — Acute Inpatient Hospital Care
C-OON Out-of-Network
B-1b Inpatient Psych Hospital 4 Inpatient Mental Health




C-OON PPO Out-of-Network Care

B-2 SNF 5 Skilled Nursing Facility
C-OON Out-of-Network

B-6 Home Health Services 6 Home Health Care
C-OON Out-of-Network

N/A 7 Hospice

B-7a Primary Care Physician Svcs Doctor Office Visits

B-7d Physician Specialist Svcs 8

B-14c Routine Care

C-OON Out-of-Network

B-7b Chiropractic Services 9 Chiropractic Services
C-OON Out-of-Network

B-7f Podiatry Services 10 Podiatry Services
C-OON Out-of-Network

B-7e Mental Health Services Outpatient Mental Health
B-7h Psychiatric Services 11 Care

C-OON Out-of-Network

B-9c Substance Abuse Services 12 Outpatient Substance
C-OON Out-of-Network Abuse Care

B-9a Outpatient Hospital Services Outpatient Services
B-9b ASC Services 13

C-OON Out-of-Network

B-10a Ambulance Services 14 Ambulance Services
C-OON Out-of-Network

B-4a ER Care 15 Emergency Care

B-4b Urgent Care 16 Urgently Needed Care
B-7c Occupational Therapy Outpatient Rehabilitation
B-7i PT/Speech Therapy 17 Services

C-OON Out-of-Network

B-11a DME 18 Durable Medical

C-OON Out-of-Network Equipment

B-11b Prosthetics/Orthotics 19 Prosthetic Devices
C-OON Out-of-Network

B-11c Diabetes Monitoring Supplies Diabetes Self-Monitoring
B-14i Diabetes Monitoring Training 20 Training and Supplies
C-OON Out-of-Network

B-8a Outpatient Rad. & Lab Svcs. Diagnostic Tests, X-Rays,
B-8b X-rays 21 and Lab Services
C-OON Out-of-Network

B-14b Bone Mass Measurement 22 Bone Mass Measurement
C-OON Out-of-Network

B-14f Colorectal Screening Exam 23 Colorectal Screening
C-OON Out-of-Network Exams

B-14b Immunizations o Immunizations

C-OON Out-of-Network

B-14h Mammography Screening 25 Mammograms (Annual




C-OON Out-of-Network Screening)
B-14d Pap Smears/Pelvic Exams 26 Pap Smears and Pelvic
C-OON Out-of-Network Exams
B-14e Prostate Cancer Screening 27 Prostate Cancer Screening
C-OON Out-of-Network Exams
B-15 Medicare Part B Rx Drugs 3 Outpatient Prescription
Rx Medicare Part D Rx drugs Drugs
B-16a Preventive Dental Dental Services
B-16b Comprehensive Dental 29
C-OON Out-of-Network
B-18a Hearing Exams Hearing Services
B-18b Hearing Aids 30
C-OON Out-of-Network
B-17a Eye Exams Vision Services
B-17b Eye Wear 31
C-OON Out-of-Network
B-14c Routine Physical Exams 32 Physical Exams
C-OON Out-of-Network
B-14a Health/Wellness Education 33 Health/Wellness Education
B-10b Transportation 34 Transportation
C-OON Out-of-Network
B-13b Acupuncture 35 Acupuncture
C-OON Out-of-Network
C-POS POS 36 Point of Service
D Optional Supplemental Benefit Optional | Package Premium
packages Benefits
B-7b Chiropractic Services (Opt.) Obtional Chiropractic Services
D-Step-up Chiropractic Services ptiona
Zb Benefits
B-7f Podiatry Services (Opt.) Optional Podiatry Services
D-Step-up Podiatry Services .
7f Benefits
(Cost Plans only) Optional | Outpatient Prescription
Rx Medicare Part D Rx drugs Benefits | Drugs
B-16a Preventive Dental (Opt.) Dental
B-16b Comprehensive Dental (Opt.)
D-Step-up Preventive Dental Optional
16a Benefits
D-Step-up Comprehensive Dental
16b
B-18a Hearing Exams (Opt.) Hearing
B-18b Hearing Aids (Opt.)
D-Step-up Hearing Exams Optional
18a Benefits
D-Step-up Hearing Aids

18b




B-17a Eye Exams (Opt.) Vision

B-17b Eye Wear (Opt.)

D-Step-up Eye Exams Optional

17a Benefits

D-Step-up Eye Wear

17b

B-10b Transportation (Opt.) Optional Transportation
D-Step-up Transportation .

10b Benefits

NoTe: Sub-network rules -- If the rules provided in given answers to Section B do not
cover ALL Plan (network) providers, but only a portion of network providers, then
provide clarification of these rules in the Notes field for the applicable service category.
For example, if self-referral for a screening mammography is limited to a specific
provider or a specific set of providers (provider networks), then provide this information
in the Notes field for Mammography (14h).

The sections of the PBP are highly interdependent; data entered into one section can
impact the data entry requirements for another section. This is particularly true of Section
B. For example, specifying a benefit as Optional in Section B forces the user to include
that benefit in an Optional Supplemental Benefit package when filling out Section D.

What may potentially be confusing to some users is the impact to the status of Section D
when changes are made to Section B after data entry has been completed for Section D.
In the above example, if data entry for Section D had previously been completed but
changes are made to Section B, then the status for Section D would have automatically
changed to “Incomplete”. The PBP tool is designed this way in order to require the user
to reopen Section D and make the necessary changes.

However, if the change to Section B had been made 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 would have to reopen Section D and should exit with
validation in order to change the status back to “Complete”. The reason for this is that the
checks for data entry completion are only performed on the exit of a certain section or
service category.

There are three status types available for each Service Category in Section B. These
represent data entry progress and include:

e New -- Service Category has not been opened for data entry.
e Incomplete -- Data entry has begun and has not been completed.
e Completed -- Data entry has been completed and validated.

Once data entry has been completed and validated for all service categories in Section B,
the Status for each will display Completed.




HELPFUL HINT:

BP 2007 Data Entry System - Se
Fil= Help
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| RIGHT CLICK HERE FOR DESCRIPTION OF BENEFIT

lan 001, Segment 1

P T

Select type of benefit for Mon-Medicare Covered stay
£ Mandaton

Do you affer any b andatory or Optional SupplementaMsgnsfits? £ Optianal

> Ves
" No

Select tppe of benefit for Upgrades:
£ tandatany
£ Optional

Select enhanced benefits

¥ Additional Days

™ Monedicare Covered Stay
I” Upgrades

Select tupe of benefit for Additional D ays:
£ Mandatory
" Optional

Iz this benefit unlimited for Additional Daps?
0 VYes
o

Indicate number of Additional Days per benefit periad: If yOU Want tO see a description Of the

— Medicare-covered benefit, right click with your
mouse where indicated. The PBP Variable
Help box will pop up on your screen.

These PBP Variable Help boxes are available
for all benefit categories in Section B.

= PBP ¥ariable Help x|

Question: -

RIGHT CLICK HERE FOR DESCRIPTION OF BENEFIT: 1a:Inpatient Hospital - Acute
Benefit Description:

tedicare can cover 90 daps of medically necessary hospitalization for each benefit period” and as many as B0 lifetime reserve dapz to a
maximumn of 150 dape. The B0 reserve days can be used only once during the beneficiany's lifetime. Medicare does not pay for extra charges for
a private hospital room (unless medically necessary], private nuree, personal convenience items (e.0., telsphone and television), nor-emergency
care in a hon-participating hospital, and most care received outside of LS. [Mote - U5, includes Puerto Rico, the LS. Virgin lslands, Guam,
American 5 amoa and the Marthern b ariana lslands). Coverage is generally limited to services provided by Medicare certified hospitals. Further,
Heart, Lung, Heart-Lung, Liver, and Intestinal Transplants must be done at & Medicare Approved Transplant Facilite.

=& benefit period is a way of measuring use of services under Medicare Part A, A benefit period beging with the first day of a Medicare covered
inpatient hospital stay and ends with the close of a period of B0 congecutive days during which the beneficiary wagz neither an inpatient of a
hogpital nor of a skilled nursing facility (SMF). & beneficiary is an inpatient of a SNF anly if the beneficiare requires and receives skilled services
on a daily basiz, which could as a practical matter only have been provided in a SMF on an inpatient basis.

CMS Publication 13-3, Medicare Intermediary Manual, Section 3035-Benefit Period, Section 3107f-Inpatient Hospital Services, Section 3154
Services provided outside the U5

SUBSTANCE ABUSE

tdedically necessary inpatient substance sbuse treatment services can be covered in Medicare cedified hospitals. Services provided in facilities
that are not Medicare certified are not covered by Medicare,

ChS Publication &, Coverage |ssues Manual, Section 3522,

Frint Cloze




SERVICE CATEGORY SPECIFIC INSTRUCTIONS

PBP B-1a: Inpatient Hospital—Acute
SB 3: Inpatient Hospital Services

This category collects information on Medicare-covered and non-Medicare-covered
inpatient hospital — acute services.

NEW FOR 2007

Medicare-covered Lifetime Reserve Days Cost share fields (Coinsurance and Copayment
intervals) have been added for the 60 Medicare-covered lifetime reserve days. The plan
must explicitly price the 60 lifetime reserve days covered by Medicare. The software
requires the user 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.

Coinsurance and copayment amounts may be entered on a per stay and/or a per day basis.

A warning message will appear whenever a per stay amount and a per day amount are the
same value. For example, MAs charge $500 per stay and $100 per day for days 1-5.
This means the beneficiary is charged $500 for each entry to the hospital and $100 for
each day 1-5. Therefore, if a beneficiary goes to the hospital for 5 days they end up
paying $1,000, or $500 + ($100*5). If an MA plan intends to charge a per stay amount
and a per day amount, this is fine; however, CMS has seen that this is commonly a data
entry error so we have implemented the warning message as an alert. See the illustration
below for this example.



. PBP 2007 Data Entry System - Section B-1, Contract H7666, Plan 001, Segment 1
File Help

!ﬂ ﬂj @ ﬂ I_E[ #1a Inpatient Hospitak&cute - Baze B j

|5 there an enrallee Copayment?
% es
= No

Indic-ate Copayment amount for the Medicare Covered stay:

Indicate the number of day intervals for the Medicare Covered stay:
" Zero [No Copayment per Day)

 One

* Two

= Thies

Indicate the copayment amount and day intervals] for the Medicars
Covered stap [e.g., 1 to 30; 31 ta 90)

Copayment Amt Interval 1: | | Begin Day Interval 1 End D ay Interval 1
Copayment Amt [nterval 2. | | Begin Day Interval 2: End Day Interval 2
Copayment Amt [ntereal 3: | | Begin Day Interval 3 End Day Interval 3

=100

¥alidation Messages

Section B-1, Contract HFPEEE, Plan 001, Segment 1 ;I

WARMIMG: You entered bath a per ztay amount and a per day amaount for this benefit,
Pleaze review your plan'z cost zhanng. [F there iz one amount payable by the benefician,
then enter it az a cost per stay or az a cost per day for a specified number of days. [f you
enter amounts for both per stay and per day, then this indicates that the beneficiary pays
both amountz, and theze are added together to create a total cost share amount Far the
bereficiany.

GUESTION: Indicate Copayment amount for the Medicare Covered stay:

SCREEM: #1alnpatient Hozpital-Acute - Baze 6

[

Frint bMeszage(s] : LContinue Exit Beturm to Drata Entry |




Below are the instructions for entering data if a plan has cost sharing on a per day basis.

Medicare Covered Stay Cost Shares: If a plan has a per day cost structure for Medicare-
covered stays, the plan must explicitly price the 90 days covered by Medicare during a
benefit period. To ensure this pricing structure, the software requires the user to enter, at
a minimum, a start day equal to ‘1" in the first interval, and an end day equal to '90" 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 sharing structure.

Additional Days Cost Shares: Additional days are defined as days covered by the plan
after the 90 Medicare-covered days per benefit period. Additional days for Inpatient
Hospital Acute should always start at day 91. The number of additional days offered will
determine the end day.

Example: If 10 additional days per benefit period are offered at 20% coinsurance, then
the cost share structure should specify additional days 91 through 100. See below.

P =
File Help
!ﬂ ﬂj @ ﬂ I—El 12 Inpatient Hospitakfcute - Basze 1 j
| RIGHT CLICK HERE FOR DESCRIPTION OF BENEFIT | Select type of benefit for Mon-bfedicare Covered stay
! Mandaton
Do you affer any Mandatory or Optional Supplemental Benefits? £ Optional
o Yes
 No .
Select type of benefit for Upgrades:
Select enhanced benefits ; E‘T::;T"y
¥ Addtional Daps 2
I MonMedicare Covered Stap
™ Upgrades
Select type of benefit for Additional D ays: H = .
£ Mot User indicates:
9 e 1) enhanced benefit is
13 1+ ”
|5 this benefit unlimited for Additional Days? Addltlonal Days '
G 2) the type of benefit,
. 0, Indicate number - - -
3) that the benefit period is not
Indicate number of Additional Days per benefit periad: P
unlimited, and
4) the number of Additional
Days is 10.
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File Help

. ‘n 4= | -y @ ? I_E[ #1a Inpatient Hospitak&cute - Bage 4 j
Indicate the number of day intervals for Additional Daps: Select the Coinsurance Coverage Basis for Additional Days.
" Zero [Mo Coinsurance per Day) Fublished Fee Schedule

i
& One M Organization Developed Fee Scheduls
 Two " Wid Oiganjzation D eveloped Cost Shuchure

i

-

i

© Three tedicare Fee-for-Service Charge Stucture
Medicare Fee-for-Service Prospective Payment Spstem
Other, describe

Indicate the coinsurance percentage and day interval(s] for Additional
Days [enter 999" if unlimited days are offered: e.q.. 91 to 533):

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

O

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

1] E ] E 1 Then the user indicates:
Coinsuiance % Interval 5 | | Begin Dag Interva 3: | | End Day Interval 3 5) the number of intervals is
] E ] ] One,
6) the coinsurance is 20% for
days 91 - 100.

However, if an unlimited number of additional days are offered at 10% coinsurance,
“999” should be used to notate the end day of the pricing structure. By using “999”, the
SB will generate a sentence that states “You pay $x (or x% of the cost) for additional
days 91 and beyond.”

Non-Medicare Covered Stay Cost Shares: A non-Medicare-covered stay is a stay that is
not medically necessary and reasonable according to Medicare coverage guidelines, or is
provided in a facility not certified by Medicare. 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,
then the MA plan should declare one interval and enter $50 for days 1 through 999.
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File Help
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|5 the Copayment structure for the Non-Medicare Covered stay the same as Indicate Copapment amount for Upgrades per stay:
the Copayment structure for the Medicare Covered stay?

 es l;l

* No
Indicate Copayment amount for Upgrades per day:
Indicate Copayment amaunt for the Non-Medicare Covered stay: I;l
Does cost shaiing wany based on the hospital network ?
Indicate the number of day intervals for the Mon-Medicare Covered stay: ((: ;ES
" Zero [No Copayment per Day) °
* One -
™ Two Enroliee muszt receive Authorization from ohe or mare of the following:
" Thies

I~ [Hong
[ Primary Care Physician [Intemist/Family Practice, General Practice
[~ Physician Specialist

[~ Organization Medical Directar/Utlization Management/tilization R eview
[~ Other, describe

Indicate the copayment amount and day interval(g] for the Mon-tMedicare
Covered stap [enter ""393" if unlimited days are offered; e.g.; 1 to 993

Copayment Amt [ntereal 1 Begin Day Interval 1 End Day Interval 1

|5U_007 ‘ |17 | |999 | PFFS Plans Only [Optional]: If the PFFS Plans Only (Dptional); 1F the

beneficiary does not notify the plan of | | beneficiary does nat notify the plan of
a planned inpatient admizsion. a planned inpatient admizsion,
End Day Interval 2 indic:ate the additional copayment indicate the maximum enrollee

‘ | | | | amount per day; out-of-pocket cost amount per
= — adrnission:

Copayment Amt [nterval 3: | | Begin Day Interval 3 End D ay Interval 3 lZl lZl

| \ ] ]

Copayment Amt [ntereal 2 | | Begin Day Interval 2.

HELPFUL HINT:

If the Medicare Covered cost-sharing and Non-Medicare Covered cost sharing are the
same amounts, answer "Yes" to the question, “Is the Copayment [Coinsurance] structure
for the Non-Medicare Covered stay the same as the Copayment [Coinsurance] structure
for the Medicare Covered stay?” By answering, “Yes”, the correct SB sentences will be

produced, eliminating unneeded duplication of sentences. In order to enable this
question, see the PBP screen shots below:




Step 1.

. PBP 2007 Data Entry System - Section B-1, Contract H7666, Plan 001, Segment 1

B - g 7

The “Non-Medicare Covered Stay”
must be checked.
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’_’_ ’E’E ’? ’_ ' #1a Inpatient Hospitak&cute - Bage 2

=
=il
=

The user must answer “Yes” to Is there an enrollee
Coinsurance? (or Copayment — in Base 6).




Step 3:

. PBP 2007 Data Entry System - Section B-1, Contract H7666, Plan 001, Segment 1

=
File Help

] !“ - - & 7 I_E[ Hla Inpatient Hospital&cute - Base & j

|5 the Coinsurance structure for the Mon-Medicare Covered stay the same Select the Coingurance Coverage Basis for the Mon-Medicare Covered stay:

a5 th

oinsurance structure for the Medicare Covered stap? FLblished Fee Schedule

r
) b Organization Developed Fee Schedls

T oNo W € W& Organization Developed Cost Stuctue
~
i

Medicare Fee-for-Semvice Charge Structure
Indicate EolnsulaWor the Mon-Medicare Coversd stap

edicare Fee-for-Semvice Frospective Payment Spstem
Indicate the number of day intervals for 1

[Her, describe:
7 Zero Mo Coirsurance per Day]
 One

)

Indicate Coinsurance percentage for Uparades:

on-hedicare Covered stay: |:|

0 Tiwg Select the Coinsurance Coverage Basis for Upgrades:
) Thies € PublishedFes Scheduls
=) bé Organization Developed Fee Schedils
Indicate the coinsurance percentags and day intervalls) for the € M Oraanization Developed Cost Stucture
Nnn-lr ediggaé? Covered stay (enter "999" if unlimited days are offered: " Medicare Fee-for-Semice Charge Stucturs
eg:lto - - -

Cainzurance % Interval 1: | | Begin Day Interval 1 End Day Intereal 1: NOW thls qUEStion iS enabled- =

L1 E 1

Coingurance % Interval 22 | | Begin Day Interval 20 | | End Day Interval 2: By anSWerlng, “_YES”’ no eXtra qUeSthnS

) I will be enabled in the PBP and the =
correct SB sentences will be produced,

Coinsurance % |nterval 3 |Eeg|n Da_l,llr’|vte|val3 |End DaylntTrval 3 ellminatlng unneeded dupllcatlon Of

— — sentences

|

|

|

HELPFUL HINT:
An Inpatient Substance Abuse benefit may be covered either under Inpatient Hospital

Acute or Inpatient Psychiatric Hospital. The MA Plan may use either subcategory to
describe this benefit in the PBP.



In Sections la — Inpatient Hospital Service and 1b — Inpatient Psychiatric Hospital
Services, a pair of optional questions is available for PFFS plan types ONLY. These
questions appear on the screen for all plan types, but only PFFS plans are permitted to
answer them and then perform a successful validation for the section. If a plan type other
than PFFS enters information in this section, the non-PFFS plan type would receive the
following validation message: Error — Must be blank for non-PFFS plan types. If a PFFS
plan enters data for these two questions, then a sentence will be generated for the SB.
See the PBP/SB Crosswalk for details.
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|5 the Copayment structure for the Non-Medicare Covered stay the same as Indicate Copapment amount for Upgrades per stay:
the Copayment structure for the Medicare Covered stay? l;l
 es
= No
Indicate Copayment amount for Upgrades per day:
Indicate Copayment amaunt for the Mon-Medicare Covered stap: I;l
Does cost shaiing wany based on the hospital network ?
Indicate the number of day intervals for the Mon-Medicare Covered stay: ((: ;ES
7 Zero o Copayment per D ay] °
) ne -
© Two Enroliee muszt receive Authorization from ohe or mare of the following:
= Thiee [~ Mone
[ Primary Care Physician [Intemist/Family Practice, General Practice
Indicate the copayment amount and day interval(g] for the Mon-tMedicare I~ Physician Specialist
Covered stap [enter ""393" if unlimited days are offered; e.g.; 1 to 993 [~ Organization Medical Directar/Utlization Management/tilization R eview
[~ Other, describe
Copayment Amt [ntereal 1 Begin Day Interval 1 End Day Interval 1 PFFS
| ‘ | | | | PFFS Plans Only [Optional]: If the PFFS Plans Only (Dptional); 1F the -
— — beneficiary does not notify the plan of | | beneficiary does nat notify the plan of Q u est | OnS
a planned inpatient admizsion. a planned inpatient admizsion,
Copayment &mt Inkereal 2 | | Begin Day Intereal 20 | | End Day Interval 2 indic:ate the additional copayment indicate the maximum enrollee
| ‘ | | | | amount per day; out-of-pocket cost amount per
= — adrnission:
Copayment Amt [nterval 3: | | Begin Day Interval 3 End D ay Interval 3 lZl lZl
| \ | | | | I

SB Out-of-Network sentences may be generated based on data entered in Section C for
Inpatient Hospital out-of-network benefits.



PBP B-1b: Inpatient Psychiatric Hospital
SB 4: Inpatient Mental Health Services

This category collects information on Medicare-covered and non-Medicare-covered
inpatient psychiatric hospital services.

NEW FOR 2007

Medicare-covered Lifetime Reserve Days Cost share fields (Coinsurance and Copayment
intervals) have been added for the 60 Medicare-covered lifetime reserve days. The plan
must explicitly price the 60 days covered by Medicare. To ensure this pricing structure,
the software requires the user to enter, at a minimum, 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 structure.

HELPFUL HINT:

See above Section “PBP B-la: Inpatient Hospital—Acute SB 3: Inpatient Hospital
Services” for more detailed information that also pertains to “PBP B-1b: Inpatient
Psychiatric Hospital SB 4: Inpatient Mental Health Services.”

SB Out-of-Network sentences may be generated based on data entered in Section C for
Inpatient Psychiatric Hospital out-of-network benefits.

PBP B-2: Skilled Nursing Facility (SNF)
SB 5: SNF Services

This category collects information on Medicare-covered and non-Medicare-covered SNF
services.

Coinsurance and copayment amounts may be entered on a per stay and/or a per day basis.
Below are the instructions for entering data if a plan has cost sharing on a per day basis.

Medicare Covered Stay Cost Shares: If a plan has a per day cost structure for Medicare-
covered stays, the plan must explicitly price the 100 days covered by Medicare during a
benefit period. To ensure this pricing structure, the software requires the user to 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.

Additional Days Cost Shares: Additional days are defined to be days covered after the
100 Medicare-covered days per benefit period. Additional days for SNF should always
start at day 101. The number of additional days offered will determine the end day.

Non-Medicare Covered Stay Cost Shares: A non-Medicare-covered stay is not medically
necessary and reasonable according to Medicare coverage guidelines, or is provided in a




facility not certified by Medicare. 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 pricing structure exists.

HELPFUL HINT:

See above Section “PBP B-la: Inpatient Hospital—Acute SB 3: Inpatient Hospital
Services” for more detailed information that also pertains to “PBP B-2: Skilled Nursing
Facility (SNF) SB 5: SNF Services”.

HELPFUL HINT:

Medicare requires a prior 3-day inpatient hospital stay and an admission to a SNF within
30 days of the inpatient discharge, to be a qualifying SNF stay. If the MA Plan admits a
beneficiary who does not meet these requirements to a SNF, it is considered a non-
Medicare covered SNF stay and must be described and priced accordingly in the PBP and
BPT as a Mandatory or Optional Supplemental benefit.

SB Out-of-Network sentences may be generated based on data entered in Section C for
SNF out-of-network benefits.

PBP B-3: Comprehensive Outpatient Rehabilitation Facility (CORF)

This category collects information on Medicare-covered services provided at a
comprehensive outpatient rehabilitation facility.

PBP B-4a: Emergency Care/Post Stabilization Care
SB 15: Emergency Care

This category collects information on Medicare-covered and non-Medicare-covered
emergency room services.

HELPFUL HINT:

There is an edit rule limiting the cost share for an ER visit to $50. Also, the SB sentence
for the ER cost share reflects this limit if a coinsurance is charged. If a value greater the
$50 is entered, the following validation screen will appear:
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ERROR: Per CMS policy, a plan cannot have a Medicare Covered Emergency Care

copay greater than $50.
GUESTION: Indicate Masimum Copayment amount for Medicare Covered Benefits:
SCREEM: #4aEmergency Care - Baze 2

[
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HELPFUL HINT:

MAs often waive the coinsurance and/or copayment for the emergency room visit if a
beneficiary is admitted to the hospital. If the cost share is waived, the question “Is the
Coinsurance [Copayment] for Medicare Covered Benefits waived if admitted to
hospital?”” should be answered “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, then “hours” should be
selected and the number “0” should be entered as the number of hours in which
admittance must occur for the cost sharing to be waived. This will produce the sentence,
“You do not pay this amount if you are immediately admitted to the hospital.” An
illustration of this example follows.
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& Mo admission must occur for waiver amount eXIStS, enter thIS
£ s amount in both the min and
Indic:ate Deductible Amount: .
max fields.
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There are no SB Out-of-Network sentences for this category. Under current statutory

regulations, an MA plan cannot charge more for out of network Emergency services than
in network.

PBP B-4b: Urgently Needed Care/Urgent Care Centers
SB 16: Urgently Needed Care

This category collects information on Medicare-covered and non-Medicare-covered
urgent care services.

HELPFUL HINT:

See “PBP B-4a: Emergency Care/Post Stabilization Care, SB 15: Emergency Care” for

more detailed information regarding the question “Is the Coinsurance [Copayment] for
Medicare Covered Benefits waived if admitted to hospital?”.



PBP B-5: Partial Hospitalization

This category collects information on Medicare-covered partial hospitalization services.
There are no SB sentences associated with this category.

PBP B-6: Home Health Services
SB 6: Home Health Care

This category collects information on Medicare-covered and non-Medicare-covered
home health services.

CHANGE FOR 2007:
Homemaker services have been removed as an enhanced benefit. See the CY 2007 Call

Letter for guidance on this topic.

HELPFUL HINT:

Currently if an MA plan wants to offer a $0 copay or 20% of the cost for a Medicare
covered service, the information must be entered as shown below. The SB will only print
copay Values greater than $0 for this service. However, by following the example below,
the SB will read, “You pay 0% - 20% of the cost for Medicare-covered Home Health
visits.”



Step 1.

i, PBP 2007 Data Entry System - Section B-6, Contract H7666, Plan D01, Segment 1

B == 5 7

For this example, enter “0”
=l T —| as the minimum

coinsurance and “20” as the
maximum coinsurance.
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|+ there an enrollze Deduchble? Indic:ate M asimum Copapment amaount per visit for Custodial Care:

e [—

 Ne

Indicate Minimum Copayment amaunt per visit for Respite Care:
Indicate Deductible Amount:

— [E—

Indicate Maximum Copapment amount per visit for A espite Care:
Iéth\e(l::m enrollee Copapment? l;l
© Nao
Indicate Minimum Copayment amount per wisit for Medicare Cavered Benefits: NOW enter “0” as the
«— minimum copayment and

Indicate Maximum Copayment amount per visit for Medicare Cov > “O” as the maXImum
/ﬂm copayment.

Indicate Minimurm Copayment amount per visit for Custodial Care:

[—

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7a: Primary Care Physician Services
SB 8: Doctor Office Visits

This category collects information on Medicare-covered primary care physician services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7b: Chiropractic Services
SB 9: Chiropractic Services

This category collects information on Medicare-covered and non-Medicare-covered
chiropractic services.

Medicare covered chiropractic services only include Manual Manipulation of the Spine to
Correct Subluxation. Any other chiropractic services that are offered, such as routine



care, would be classified as either Mandatory Supplemental or Optional Supplemental
benefits.

In the SB, Manual Manipulation of the Spine and Chiropractic Services (Routine care)
are merged into one category, “Chiropractic Services”. The SB sentences will continue
to distinguish between the Manual Manipulation of the Spine and Routine Care.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7c: Occupational Therapy Services
SB 17: Outpatient Rehabilitation Services

This category collects information on Medicare-covered occupational therapy services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7d: Physician Specialist Services
SB 8: Doctor Office Visits

This category collects information on Medicare-covered specialist services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7e: Mental Health Specialist Services
SB 11: Outpatient Mental Health Care

This category collects information on Medicare-covered mental health services,
excluding psychiatric services.

Cost sharing allows plans to enter self-designated intervals for costs per visit. Below are
the instructions for entering data if a plan has cost sharing on a per visit basis.

Individual/Group Visit Cost Shares: If a plan has a per visit cost structure for individual
and/or group visits, the plan should explicitly price these visits. Since the visits are
Medicare-covered, the plan should enter a start visit equal to '1' in the first interval, and
an end visit equal to '999" in the last interval. Note that the end visit can be entered in the
first, second, or third interval, depending upon the plan’s cost structure.




HELPFUL HINT:

If an MA plan charges $10 per visit for the first 10 visits, then $25 per visit for all visits
beyond 10, the MA plan should declare two intervals and enter the copayment as $10 for
Visits 1 through 10 and $25 for Visits 11 through 999. See an illustration of this example

below.
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|5 there an enrallee Copayment?
% es
= No

Indicate the number of session intervals for an Individual Session for
the Medicare Coverad Benefits:

Indicate the number of session intervals for a Group Session for the
Medicare Coversd Benefits:

 One

 Two

 Thiee

» @i Indicate the copayment amount and session interval(s) for a Group
& T Session for Medicare Covered Benefits [ahways enter "'333" az the
e last interval number; e.g., 1 ta 10,11 ta 20; 21 ta 333
' Thes
C bt B 5 End 5i
Indicate the copayment amount and session intervallz) for an |nnlep;a\f;T1Er| " \n?grl:a\ ?swnn MTE,V?fmn
Individual Session for Medicare Covered Benefits [always enter 933"
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Copayment Amt Begin Session End Session Copayment At Begin S ession End Session
Interval 1: Interval 1: Irterval 1: Interval 2: Interval 2: Interyal 2
[lnoo_ | [1— | [10 | — — ‘ — |
Copayment Amt Begin Session End Session Copayrnent Amt Bedin Session Bt Sasaten
Interval 2: Interval 2: Interval 2: el 2 Il 3 [
[z500_ ] [11- \ EE | | = ‘ = |
Copayment Amt Begin Session End Session
Interval 3: Interval 3: Irterval 3:

=100




HELPFUL HINT:

If an MA plan charges $10 per visits for the first 10 visits, then $25 per visits 11-25, then
50% coinsurance for all visits beyond 25, the MA plan should declare three intervals for
both copayment and coinsurance. The coinsurance intervals would be 0% for Visits 1
through 10, 0% for Visits 11 through 25, and 50% for Visits 25 through 999. The
copayment intervals would be $10 for Visits 1 through 10, $25 for Visits 11 through 25,
and $0 for Visits 26 through 999.  This structure will ensure proper sentences print out
in the SB. See an illustration of this example below.
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Is there an enrollee Coinsurance?

" e
" Mo

Covered Benefits:
 One
 Twa

* Thies

Indicate the number of session intervals for an Individual S ession for the Medicare

Select the Coinsurance Cowverage Basis for an Individual Session for
Medicare Covered Benefits:

" Published Fee Schedule

¢~ M& Drganization Developed Fee Scheduls

£ Ma Organization Developed Cost Stucture

" Medicare Fesfor-Service Charge Stucture

" Other, describe

Indicate the coinsurance percentage and session interval(s) for an Individual
Session for Medicare Covered Benefits (alwaps enter "393" as the last interval
rumber; e.g.. 1ta 10; 17 to 20: 21 ko 939):

Coinsurance % Interval 1: | | Begin Session Interval 1: End Session Interval 1
Coinsurance % Interval 2: | | Begin Session Interval 2: End Session Interval 2
Coinsurance % Interval 3: | | Begin Session Interval 3: End Session Interval 3
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If the cost sharing for both individual and group visits are the same, ensure that the cost
sharing structure is entered exactly the same for both the individual and group visits. By
doing so, one SB sentence will be produced for both types of visits, thereby eliminating
unnecessary duplication.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7f: Podiatry Services
SB 10: Podiatry Services

This category collects information on Medicare-covered and non-Medicare-covered
podiatry services.

Medicare covered podiatry services only include medically necessary and reasonable foot
care. Any other podiatry services that are offered, such as routine care, would be
classified as either Mandatory Supplemental or Optional Supplemental benefits.

In the SB, Medically Necessary Foot Care and Podiatry Services (Routine care) were
merged into one category, “Podiatry Services”. The SB sentences will continue to
distinguish between the Medically Necessary Foot Care and Routine Care.



SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-7q: Other Health Care Professional Services

This category collects information on Medicare-covered services provided by other
health care professionals.

PBP B-7h: Psychiatric Services
SB 11: Outpatient Mental Health Care

This category collects information on Medicare-covered psychiatric services.

See Section “PBP B-7e: Mental Health Specialist Services, SB 11: Outpatient Mental
Health Care” above for more detailed information.

PBP B-7i: Physical Therapy and Speech-Lanquage Pathology Services
SB 17: Outpatient Rehabilitation Services

This category collects information on Medicare-covered physical therapy and speech
language pathology services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-8a: Outpatient Clinical/Diagnostic/Therapeutic Radiological Lab Services
SB 21: Diagnostic Tests, X-rays, and Lab Services

This category collects information on Medicare-covered lab services and radiation
therapy.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-8b: Outpatient X-Rays
SB 21: Diagnostic Tests, X-rays, and Lab Services

This category collects information on Medicare-covered X-ray services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.



PBP B-9a: Outpatient Hospital Services
SB 13: Outpatient Services

This category collects information on Medicare-covered outpatient hospital services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-9b: Ambulatory Surgical Center (ASC) Services
SB 13: Outpatient Services

This category collects information on Medicare-covered ASC services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-9c: Outpatient Substance Abuse Services
SB 12: Qutpatient Substance Abuse Care

This category collects information on Medicare-covered outpatient substance abuse
services.

Cost sharing allows plans to enter self-designated intervals for costs per visit. Below are
the instructions for entering the cost share structure if a plan has cost sharing on a per
visit basis.

Individual/Group Visit Cost Shares: If a plan has a per visit cost structure for individual
and/or group visits, the plan should explicitly price these visits. Since the visits are
Medicare-covered, the plan should enter a start visit equal to '1' in the first interval, and
an end visit equal to '999' 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.

HELPFUL HINT:

If the cost sharing for both individual and group visits are the same, ensure that the cost
sharing structure is entered exactly the same for both the individual and group visits. By
doing so, one SB sentence will be produced for both types of visits, thereby eliminating
unnecessary duplication.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.



PBP B-9d: Cardiac Rehabilitation Services

This category collects information on Medicare-covered cardiac rehabilitation services.
There are no SB sentences associated with this category.

PBP B-10a: Ambulance Services
SB 14: Ambulance Services

This category collects information on Medicare-covered ambulance services.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-10b: Transportation Services
SB 34: Transportation

This category collects information on non-Medicare-covered transportation services. |If
transportation services are not offered, the category will not appear on the SB.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-11a: DME
SB 18: Durable Medical Equipment

This category collects information on Medicare-covered durable medical equipment.

In Sections 11a — DME and 11b — Medical Supplies, a pair of optional questions is
available for PFFS plan types ONLY. These questions appear on the screen for all plan
types, but only PFFS plans are permitted to answer them and then perform a successful
validation for the section. If a plan type other than PFFS enters information in this
section, the non-PFFS plan type would receive the following validation message: Error —
Must be blank for non-PFFS plan types. If a PFFS plan enters data for these two
questions, then a sentence will be generated for the SB. See the PBP/SB Crosswalk for
details. See an illustration of this example below.
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Enrollee must receive Authorization fram one or more of the following: Motes [Optional)
[~ Mone ;I
[~ Primary Care Physician (Intemist/Family Practice, General Practice]
[ Physician Specialist
Organization Medical Director/Utlization ManagementUtlization
Review
[~ Other, describe

PFFS Plans Only [Optional): Enter
the maximum amount of an
eguipment o device purchase
that the plan would allow before
charging the beneficiary a
penalty for not receiving prior
authorization fram the plan:

PFFS Plans Only [Optional): Enter
the percentage of billed chaiges
that a beneficiary must pay if prior
authorization iz not received from
the plan:

| Referral is ot applicable for this Servige Category.

PFFS -
Questions T

Benefits information contained in the DME Services category includes all DME not
related to Diabetes Monitoring Supplies.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-11b: Prosthetics and Medical Supplies
SB 19: Prosthetic Devices

This category collects information on Medicare-covered prosthetics, orthotics, and
medical and surgical supplies.

HELPFUL HINT:
Cost sharing data is collected separately for Medicare covered Prosthetic devices

compared to Medicare covered Medical Supplies. There is no corresponding sentence for
Medical Supplies in the SB.

See Section “PBP B-11a: DME SB 18: Durable Medical Equipment” for more detailed
information regarding the two optional PFFS plan questions.



SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-11c: Diabetes Monitoring Supplies
SB 20: Diabetes Self-Monitoring Training and Supplies

This category collects information on Medicare-covered supplies for diabetes monitoring.

This category distinguishes between Diabetes Monitoring Supplies and other DME, since
cost sharing often differs between these two categories. Benefit information for Diabetes
Training should continue to be entered in category 14i-Diabetes Monitoring. SB
sentences will distinguish between Diabetes Monitoring Training and Diabetes
Monitoring Supplies.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-12: Renal Dialysis

This category collects information on Medicare-covered renal dialysis services. There
are no SB sentences associated with this category.

PBP B-13a: Outpatient Blood

This category collects information on Medicare-covered blood benefits. There are no SB
sentences associated with this category.

PBP B-13b: Acupuncture
SB 35: Acupuncture

This category collects information on non-Medicare-covered acupuncture benefits. If
acupuncture services are not offered, the category will not appear on the SB.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-13c: Otherl

The category, “Otherl” should be used to describe benefits that are not provided for in
other areas of the PBP. This category should not be used to provide information on
benefits that are listed in other areas such as the Hepatitis B vaccine. In addition,
optional supplemental benefits and “step-ups” (see section on policy clarifications and
changes for step-ups) should not be described in this category. There are no SB
sentences associated with this category.



PBP B-13d: Other2

The category, “Other2” should be used to describe benefits that are not provided for in
other areas of the PBP. This category should not be used to provide information on
benefits that are listed in other areas such as the Hepatitis B vaccine. In addition,
optional supplemental benefits and “step-ups” (see section on policy clarifications and
changes for step-ups) should not be described in this category. There are no SB
sentences associated with this category.

PBP B-13e: Other3

The category, “Other3” should be used to describe benefits that are not provided for in
other areas of the PBP. This category should not be used to provide information on
benefits that are listed in other areas such as the Hepatitis B vaccine. In addition,
optional supplemental benefits and “step-ups” (see section on policy clarifications and
changes for step-ups) should not be described in this category. There are no SB
sentences associated with this category.

PBP B-14a: Health Education/Wellness
SB 33: Health/Wellness Education

This category collects information on non-Medicare-covered health education and
wellness benefits. If no Health Education/Wellness services are offered, the category will
not appear on the SB.

NEW FOR 2007:

The enhanced benefits have been revised as follows:

Written health education materials, including newsletters
Nutritional Training

Nutritional Benefit

Smoking Cessation

Alternative Medicine Program

Membership in Health Club, Fitness Classes

Nursing Hotline

Other, describe

SQ@ a0 oW

HELPFUL HINT:
If the plan indicates there is cost sharing for mandatory supplemental benefits, then the

SB sentence “Copayments may apply. Contact plan for details.” is generated.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.



PBP B-14b: Immunizations
SB 24: Immunizations

This category collects information on Medicare-covered and non-Medicare-covered
immunization benefits.  The Immunization category on the SB includes some
automatically generated sentences.

HELPFUL HINT:

If there is no cost sharing for immunizations but a doctor office copayment does or may
apply, the coinsurance/copayment questions for immunizations should be marked “No”
and the question, “Indicate whether a separate office visit cost share applies for services:”
should be marked either “Yes” or “Sometimes, describe”. Copay sentences will not be
generated in the SB as long as the cost sharing for the immunization is marked "No."

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-14c: Routine Physical Exam
SB 32: Physical Exams

This category collects information on both Medicare and non-Medicare covered
physicals. The one-time Medicare covered physical is included in this category, and a
plan may specify a Coinsurance and/or Copayment for the Medicare covered physical.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-14d: Pap and Pelvic Exams
SB 26: Pap Smears and Pelvic Exams

This category collects information about preventive services covered by Medicare and
offered by the plan. Diagnostic services that are covered by Medicare are not included in
this category. The enhanced benefits in this category reflect preventive services offered
by the plan in addition to those covered by Medicare.

HELPFUL HINT:
See Section “PBP B-14b: Immunizations, SB 24: Immunizations” above for more
detailed information for when a doctor’s office copay may apply.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.



PBP B-14e: Prostate Cancer Screening
SB 27: Prostate Cancer Screening Exams

This category collects information about preventive services covered by Medicare and
offered by the plan. Diagnostic services that are covered by Medicare are not included in
this category. The enhanced benefits in this category reflect preventive services offered
by the plan in addition to those covered by Medicare.

HELPFUL HINT:
See Section “PBP B-14b: Immunizations, SB 24: Immunizations” above for more
detailed information for when a doctor’s office copay may apply.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-14f: Colorectal Cancer Screening
SB 23: Colorectal Screening Exams

This category collects information about preventive services covered by Medicare and
offered by the plan. Diagnostic services that are covered by Medicare are not included in
this category.

The enhanced benefits in this category reflect preventive services offered by the plan in
addition to those covered by Medicare.

HELPFUL HINT:
See Section “PBP B-14b: Immunizations, SB 24: Immunizations” above for more
detailed information for when a doctor’s office copay may apply.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-14q: Bone Mass Measurement
SB 22: Bone Mass Measurement

This category collects information about preventive services covered by Medicare and
offered by the plan. Diagnostic services that are covered by Medicare are not included in
this category. The enhanced benefits in this category reflect preventive services offered
by the plan in addition to those covered by Medicare.

NEW FOR 2007
The Medicare-covered cost share fields (Coinsurance and Copayment) have been
changed to allow for a Minimum/Maximum range.



HELPFUL HINT:
See Section “PBP B-14b: Immunizations, SB 24: Immunizations” above for more
detailed information for when a doctor’s office copay may apply.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-14h: Mammography Screening
SB 25: Mammograms

This category collects information about preventive services covered by Medicare and
offered by the plan. Diagnostic services that are covered by Medicare are not included in
this category. The enhanced benefits in this category reflect preventive services offered
by the plan in addition to those covered by Medicare.

HELPFUL HINT:
See Section “PBP B-14b: Immunizations, SB 24: Immunizations” above for more
detailed information for when a doctor’s office copay may apply.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-14i: Diabetes Monitoring
SB 20: Diabetes Self-Monitoring Training and Supplies

This category collects information specifically for diabetes monitoring training. Diabetes
supplies should be entered in category B-11c, Diabetes Monitoring Supplies.

HELPFUL HINT:

Beginning with the PBP 2003, the plan is required to provide benefit information for
Nutrition Therapy in the Notes for this category. A reminder warning will display upon
entry into Section B-14, shown below.

PBP 2007 - Section B-141 - Mutrition Therapy Warning ﬂ

i

'j Flease remember to provide information pertaining to cost sharing For Mukrition Therapy in the notes section of 14i
u (Diabetes Monitoring).

' I= there a service specific Maximum Enrollee Out-of-Packet Cost? IF wes, then what is the Maximum Enrollee
Cuk-of-Pocket cost amount and periodicity?

* Is there an enrollee coinsurance? IF wes, what is the enrolles coinsurance?

' I= there an enrollee deductible? IF wes, what is the enrollee deduckible?

* Is there an enrollee copavment? IF ves, what is the enrollee copavment?

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.



PBP B-15: Medicare Part B Prescription Drugs
SB 28: Outpatient Prescription Drugs

This category collects information ONLY on Medicare Part B prescription drugs benefits
offered by the plan.

NEwW FOR 2007:
Sentences have been added to the SB to describe the cost sharing for Part B-covered
drugs as entered in the PBP.

PBP B-16a: Preventive Dental Services
SB 29: Dental Services

This category collects information on enhanced dental benefits offered by the plan.

The MA plan can have a single cost share for an Office Visit and designate the enhanced
benefits that are included in that Office Visit.

HELPFUL HINT:
If the plan offers Oral Exams, Fluoride Treatments, Cleanings, and X-rays, and an Office

Visit and charges $30 for a combination of services during an office visit (Oral Exam,
Fluoride Treatment, and Cleaning) with a separate $20 copayment for X-rays, then under
the Copayment, the MA plan should select "Yes" to the question, "Is there a combination
of services included in a single cost per office visit?". The MA plan should then select
the services covered under the $30 office visit and separately define the X-rays for $20
per visit up to 4 visits per year. See an illustration of this example below.
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!ﬂ ﬂj @ ﬂ I_E[ #16a Preventive Dental - Base &

=]

| there an enrollee Copayment?

Indicate Minimum Copayment amount for Prophylazis [Cleaning]:

o+ Yes
7 No

" No
Indicate Maximum Copayment amount for Prophylasiz [Cleaning]:
|5 there a combination of services included in a single cost per
Office Visit? ]

Select which combination of services are included in a single
cost per Office Visit:

¥ Oral Exams

¥ Prophylasis [Cleaning)

[V Fluoride Treatment

[~ DentalX-Rays

Indicate Minimum Copayment amaunt for Fluaride Treatment:

I

Indicate Masimum Copayment amount for Fluoride Treatment:

I

Indicate Minimum Copayment amaunt for Dental X-Fays:

=10 x|

Indicate Copayment amount for Office Yisit 20.00__
30.00_ - .
Indicate Maximum Copayment amount for Diental =-F ays:
Indicate Minimum Copayment amount for Oral Exams: 20.00__
Indicate M aximurn Copayment amount for Oral Exarns:

The SB includes bullets describing the benefits that are included in the Office Visit.

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

HELPFUL HINT:
See Section “PBP B-17a: Eye Exams, SB 31: Vision Services” below for further detailed

information.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-16b: Comprehensive Dental
SB 29: Dental Services

This category collects information on Medicare-covered and non-Medicare-covered
dental benefits offered by the plan.



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

HELPFUL HINT:
See Section “PBP B-17a: Eye Exams, SB 31: Vision Services” below for further detailed
information.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-17a: Eye Exams
SB 31: Vision Services

This category collects information on Medicare-covered and non-Medicare-covered
vision services offered by the plan.

Data elements in the Eye Exam and Eye Wear categories allow for a maximum plan
benefit coverage amount for either eye wear, eye exams, an individual maximum plan
benefit coverage amount for each category, or a combined maximum plan benefit
coverage amount for both categories.

HELPFUL HINT:

Example: A plan offers a $150 annual maximum plan benefit coverage amount for eye
care. This includes both 17a-Eye Exams and 17b-Eye Wear. In 17a-Eye Exams Base 1,
select “Yes” to “Is there a service-specific Maximum Plan Benefit Coverage amount?”,
enter $150 and select "Every year". In 17b-Eye Wear Base 3, select “Yes” to “Is there a
service-specific Maximum Plan Benefit Coverage amount?”, and for the next question,
“Select the Maximum Plan Benefit Coverage type”, select the option “Covered under Eye
Exams Category 17a”. See an illustration of this example below.
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!ﬂ ﬂj @ ﬂ I_E{ﬁ1?bEyeWear-BaseS

|

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

& Yes

= No

Select the Maximum Plan Benefit Coverage type:

& {overed under Eve Exams Cafeqony 173
i~ Plan-specified amount per period

Select the Maximum Plan Benefit Coverage
Basis:

Digcount [ %] of Published Betai Frice
| Published Retal Price

| Published whalesale Price

| Published Fee Schedule
r
r

M

[ Drganization Developed Fee Schedule
[ Drganization Developed Cost Structure
1 Wther, describe

|5 there a service-specific Maximum Enrallee
Out-of-Pocket Cost?

 Yes

Mo

Select the Maximum Enrolles Out-of-Pocket
Cost type:

= Covered under Epe Erams Categony 17a
= Planspecified amount per period

Indicate Maximum Plan Benefit Coverage amaunt:

— 1

Indicate percentage Discount of Published A etai
Frice for Maximum Plan Benefit Coverage;

Indicate Maximurn Enrollee Dut-of-Pocket Cost
amaunt:

=]

E1 [—

Select tl_’\e M aximum Plan Benefit Coverage

perindicity Select Maimum Eriollee Out-of-Pocket Cast
171 Every three years periodicity:
((: Every two years £ Every thies pears

Everp pear £ Every hun years
{7 Everysiv mofiths £ Everp year
= Everpithres months £ Every sy months
" [ther, describe £ Everp thies months

€ Other, describe

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-17b: Eye Wear
SB 31: Vision Services

This category collects information on Medicare-covered and non-Medicare-covered
eyewear benefits offered by the plan.

There are data entry elements in the Eye Exam and Eye Wear categories to define a
maximum plan benefit coverage amount for eye wear, eye exams, an individual
maximum plan benefit coverage amount for each category, or a combined maximum plan
benefit coverage amount for both categories.

HELPFUL HINT:
See Section “PBP B-17a: Eye Exams, SB 31: Vision Services” above for further detailed
information.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.



PBP B-18a: Hearing Exams
SB 30: Hearing Services

This category collects information on Medicare-covered and non-Medicare-covered
hearing services offered by the plan.

Data elements in the Hearing Exams and Hearing Aids categories allow for a maximum
plan benefit coverage amount for either preventive dental, comprehensive dental, an
individual maximum plan benefit coverage amount for each category, or a combined
maximum plan benefit coverage amount for both categories.

HELPFUL HINT:
See Section “PBP B-17a: Eye Exams, SB 31: Vision Services” above for further detailed
information.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-18b: Hearing Aids
SB 30: Hearing Services

This category collects information on Medicare-covered and non-Medicare-covered
hearing benefits offered by the plan.

HELPFUL HINT:

For enhanced benefits, the plan may select Hearing Aids (all types) OR one or more of
the individual types of aids (Inner Ear, Outer Ear, and/or Over the Ear). If Hearing Aids
(all types) is selected, then the MA plan may NOT select an individual type of aid. There
is @ min/max cost share available for the plan to price Hearing Aids (all types). See an
illustration of this example below.



PBP 2007 Data Entry System
Eile Help

!ﬂ ﬂj @ ﬂ I_k[ #18b Hearing Aids - Base 1 j

Contract H76686,

lan 001, Segment 1 P ] B4

RIGHT CLICK HERE FOR DESCRIFTION Select Hearing Aids [all tpes) Select Hearing Aids - Inner Ear periadicity:
OF BENEFIT petindicity: | Ever thies years
€1 Eveny thies pears . Every bwo years
Do you offer any Ma_ndalory or Dptianal € Eveny bwo years € Everyyear
Supplemental Benefits? € Everyyear | Every sismanths
= Yes € Ewvemy siv manths = Every thiee moriths
 No €1 Eveny thiee months = [ther, describe
€ Other, describe
Select enhanced benefits: Select type of benefit for Hearing Aids - Duter Ear:
Select type of benefit for Hearing Aids - D [l bl
Inner Ear el
[Hpt I
I Hearing &ids - Duter Ear €1 Mandaton e
™ Hearing Aids - Ower the Ear € Opticnal
AN
. . . I this benefit unlimited for Hearing Aids - Outer Ear?
Select type of benefit for Hearing Aids [al T Yes
types]: |5 this benefit unlimited for Hearing Aids - fad el
© Mandatory Inner Ear? b ipdizale mmber
" Dptional TEs Indicate quantity for Hearing &ids - Outer Ear
o, indicate number
\ ]
|5 this benefit unfimited for Hearing Aids i atNguaniity for Heanng fods - lnner
(all types]?

Select Hearing Aids - Outer Ear periadicity:
= Everpthiee years
| Every bwo years

 Yes
" Mo, indicate number

Indicate gquantity far Hearing Aids [all

wpesk Users should select “Hearing
= Aids (all types)” when
offering a benefit that covers
any type of Hearing Aid.

PBP 2007 Data Entry Systen n 001, Segment 1 = |
Eile Help

!ﬂ ﬂj @ ﬂ %2 #1806 Hearing Aids - Base 1 =

Contract H76686,

| FIGHT CLICK HERE FOR DESCRIPTION | Select Hearing Aids [all tppes) Select Hearing Aids - Inner Ear periadicity:
OF BENEFIT periodicity: . Everythies years
€ Even thiee pears . Every bwo years
Do you offer any Mandatary or Optional € Eveny bwo years € Everpyear
Supplemental Bensfits? € Evenyear ) Everp sis months
(G | Every siv mornths . Everythies manths
" No €1 Eveny thiee months = [ther, describe
£ Other. describe

Select enhanced benefits:

Select tppe of benefit for Hearing Aids - Outer Ear:

I™  Hearing Aids (all types] Select type of benefit for Hearing &ids - ) Mandstary
¥ Hearing Aids - Inner Ear Inner Ear: ) dptional
'm i © Mandatory

k " Dpional

|z thiz benefit unlimited far Hearing Aids - Outer Ear?

Select tupe of benefit for Hearing 2N [all

tpes): |5 this benefit unlimited for Hearing Aids - s -
1 Mandatory e I, indizate rumber

£ ptiona ez
" No, indicate numbsr

Indicate quantity for Hearing Aids - Outer Ear:

[

Select Hearing Aids - Outer E ar periodicity:
. Everythies years
€ Every bwo years

£ Everyyear
o
o
Lol

I this benefit unlimited for Hearing Aids ndic:ate quantity for Hearing Aids - Inner
[all types)?
€ Yes

£ N, indicate number

Indicate quanlity for Hearing Aids [l
tvpes]

|

Every sis months
Ewerwthres manths
Other. descrite

Users should select one or
more types of Hearing Aids
when offering benefits that
vary based on aid type.




HELPFUL HINT:
See Section “PBP B-17a: Eye Exams, SB 31: Vision Services” above for further detailed
information.

SB Out-of-Network sentences may be generated based on data entered in Section C for
out-of-network benefits.

PBP B-20: Outpatient Prescription Drugs (for Cost Plans only that are NOT
offering Part D)

SB 28: Outpatient Prescription Drugs

This category collects information on Medicare-covered and non-Medicare covered
prescription drugs benefits offered by Cost plans.

NoTe: This category is only enabled for Cost Plans not offering the Medicare Part D
benefit.

HELPFUL HINT:

To provide more flexibility for describing a plan’s drug benefit, a plan may describe its
drug benefit in terms of ‘tiers’, rather than having to specifically refer to Formulary/Non-
formulary and Generic/Brand/Preferred Brand drugs, as in previous years. However,
these drug types are also available as drug groups. (For further clarification on the term
‘tiers’, please see the section titled “PBP Features & Policy Clarifications” or “Glossary
of Terms”.)

Base 1 screen: The set of five Base screens contains benefit level questions regarding the
type of drug benefit offered by the plan (Mandatory or Optional Supplemental, or
Medicare covered only), maximum plan drug benefit coverage, maximum enrollee out of
pocket costs, deductibles, cost shares for Medicare covered drugs, and authorization. See
an illustration of this example below.
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In order to enable the drug grouping screens, the user must
answer, “Yes” to the first question, select the type of
benefit and indicate the number of drug groupings.

Depending on the number of groupings chosen, the
applicable screens will be generated.




Drug Groups: There are a set of screens for each of five potential drug groups that the
plan may designate to describe its drug benefit. For each drug group, the plan selects a
label from a pick list that consists of: Tiers 1-5, Generic, Brand, Formulary-Generic,
Formulary-Brand, Formulary-Preferred Brand, Non-formulary Generic, and Non-
formulary Brand. No selection may be used more than once. If the group is designated
as a tier, then the plan must indicate what drug types (Generic, Brand, Preferred Brand)
are included in that tier. The plan then indicates individual coverage limits for that drug
group, locations where those drugs can be acquired, cost shares, and the time limits
associated with those costs. See an illustration of this example below.

&i. PBP 2007 Data Entry System - Section B-20, Contract H1004, Plan 002, Seament 0 == 1[
File Help

B ln - - & 7 Fx 120 Outpatient Drugs - Group 1 - Base j

Select alabel for Group 1 Indic:ate Mavimumn Plan Benefit Coverage for Group 1 periodicity:

Fomulary Generic T Annually

Farmulary Prefered Brand ™ Semi-annually

Fomulary Brand ™ Qustery

Mon-formulary Generic ™ ot

Mon-formulary Brand iy

Generic I™ | FerFresciigtion

Pretered Brand = OHier, desoribe

Brand

per 12 Indicate Maximum Plan Benefit Coverage | | Indicate Maximum Plan Benefit Coverage

T:z: 5 annual amount for Group 1: monthly amount for Group 1:

Tier 5

Indicate Maximum Plan Benefit Coverage | | Indicate Masimum Plan Benefit Coverage
semi-antiual amaunt for Group 1 amourt per preseription for Group 1

Select the drug type(s] covered for Group 1: — l;l

" Generic

I” | Preferred Brand Indicate Maximum Plan Benefit Coverage | | Indicate Masimum Plan Benefit Coverage

Brang quarterly amaunt for Group 1: amount for Other for Group 1:

|5 there & Maximum Plan Benefit Coverage amount for Group 17

) e

) No




Drug Benefit Coverage Limits: A separate set of questions enables a plan to describe one
or more limits on the drug benefit. If the plan indicates that it has a maximum plan
benefit coverage amount, then the plan must designate if there is an overall limit, a limit
on a combination of drug groups, and/or limit(s) on individual drug groups.

Example 1: The plan offers Generic and Brand drug groups and has unlimited Generic
drugs and a $500 annual limit on Brand drugs. The plan would designate that it has a
maximum plan benefit coverage amount, and that this includes Individual drug types.
For the Generic group, the plan would indicate that there is NO maximum plan benefit
coverage amount. For the Brand group, the plan would indicate that there is a maximum

plan benefit coverage amount of $500 annually. See an illustration of this example
below.

. PBP 2007 Data Entry System - Section B-20, Contract H1004, Plan D02, Segment 0 — = x|
Eile Help
= !{-] -- 5 7 I_IE[ #20 Outpatient Drugs - Base 1 d
‘ RIGHT CLICK HERE FOR DESCRIPTION | |5 there a Maximum Plan Benefit Indicate b aximum Flan Benefit Coverage perodicity for diugs:
OF BENEFIT Coverage amount for drugs? I Arnuall
§ * es I~ Semi-annually
['a you offer any Mandatory or Optional = Mo I~ Quarterly
Supplemental Bengfits? ™ okl
g i Indicate: type of Maximum Plan Benefit I™ Oter, desoribe
Nao Coverage
[~ &l dwig groups covered by plan Indicate Max Plan Benefit Cov amount annualy for diugs:
el el [ Combinaion of diug groups
" Mandatoy ¥ {individusl drug aroups l;l
+ Dptional
|5 the Maximum Plan Benefit Coverage Indicate b ax Plan Benefit Cov amount semi-annually for diugs:
t of th Il 7
Indicate the number of drug groupings ;—? UY HLILELLE lZl
that are offered - Nes
o
((: 1 Indicate tax Plan Benefit Cov amount quarterly for drugs:
* 2
. [E—
4
5 Indicate tax Plan Benefit Cov amount monthly for drugs:
Indicate Max Plan Benefit Cov amount for Other for drugs:




wi. PBP 2007 Data Entry System - Section B-20, Contract H1004, Plan 002, Segment 0

Y | 8| 7
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Formulary Generic
Formulary Preferred Brand
Formulary Brand
Monformulary Generic
Mon-formulary Brand

LI




Example 2: The plan offers two drug groups - Brand and Generic, and has a $750 annual
limit on the combination of drugs, but unlimited Generic after the limit is reached. The
plan would designate that it has a maximum plan benefit coverage amount, and that this
includes Combination of drug groups. The plan would 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. Following this, the plan would 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 an illustration of this
example below.
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Eile Help

!ﬂ ﬂj @ ﬂ I_EIHZD Outpatient Drugs - Base 1 d

‘ RIGHT CLICK HERE FOR DESCRIPTION | |5 there a Maximum Plan Benefit Indicate b aximum Flan Benefit Coverage perodicity for diugs:
OF BENEFIT Coverage amount for drugs? I Arnuall
§ * es I~ Semi-annually

['a you offer any Mandatory or Optional = Mo I~ Quarterly

Supplemental Bengfits? ™ okl

& ves |ndicate type of Mawimum Flan Bensfit =/ Gifier, deseiine

~

Na Coverage
Indicate Max Plan Benefit Cov amount annualy for diugs:

Select type of benefit: l;l

= Mandatory

¥ Optional

I the Maximum Plan Benefit Coverage Indicate b ax Plan Benefit Cav amount semi-annually far diugs:
t of th Il 7
Indicate the number of drug groupings ;—? UY HLILELLE lZl
that are offered - Nes
o

((: 1 Indicate tax Plan Benefit Cov amount quarterly for drugs:

* 2

. [E—

4

5 Indicate tax Plan Benefit Cov amount monthly for drugs:

Indicate Max Plan Benefit Cov amount for Other for drugs:
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Example 3: The plan has a $3,000 annual limit on four drug groups, with a $1,000
annual limit on Groups 3 and 4 combined, and no individual limit on Groupsl and 2. In
this scenario, the plan would designate that it has a maximum plan benefit coverage
amount, and that this includes all drug groups covered by plan AND Combination of drug
groups. The plan would enter the overall limit of $3,000 annually, and a combination

limit of $1,000 annually that includes the Groups 3 and 4 in the combination.

Eile Help

. PBP 2007 Data Entry System - Section B-20, Contract H1004, Plan D02, Segment 0

!ﬂ ﬂj @ ﬂ I%[#EU Outpatient Dirugs - Baze 1

=

RIGHT CLICK HERE FOR DESCRIPTION
OF BENEFIT

Do you offer any Mandatory or Optional
Supplemental Benefits?

Ve

 No

Select tpe of benefit:
= Mandatony
= Dptional

Indicate the number of drug groupings
that are offered

1

2

~
o
~

[, ]

Is there a Maximum Plan Benefi
Coverage amount for drugs?

* “es

" Mo

Indicate type af Maximurn Plan Bensfit
Cowverage;

V¥ &l diug gioups covered by plan
¥ Combination of drug groups

™ Individual drug groups

Indicate Maximum Plan Benefit Coverage periodicity for drugs:
¥ Anrually

I Semi-annually

I~ Quartery

™ Monthly

I Other, describe

Indicate Max Plan Benefit Cov amount anhually for diugs:

3000.00__

|5 the Maximurn Plan Benefit Coverage
net of the enrolles copap?

0 Yes

Mo

Indicate Max Plan Benefit Cov amount semi-annualy for dugs:

[—

Indicate Max Plan Benefit Cov amount quarterly for drugs:

[——

Indicate Max Plan Benefit Cov amount monthly for drugs:

[——

Indicate tax Plan Benefit Cov amount for Other for drugs:

[——

=]
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Eile Help

= !rl -, & 7 I%[ #20 Dutpatient Drugs - Base 2 d
Can any unused amounts be carried forward to the next period within the Indicate Max Plan Benefit Cov amount annuslly for combination of diug
contract period? groups:
© es 1000.00__
© Na
Indicate M ax Flan Benefit Cov amount semi-annually for combination of diug
Select what combination of drug groups are included in the M aximum Plan groups:
r e L 1
[~ Group 1
[~ Group 2 - —
¥ Group 3 Indicate kax Plan Benefit Cov amaunt quartery for combination of drug
¥ Group 4 (eitEEs
" Gips C—
Indicate bMaximum Plan Benefit Caverage periodicity for combination of drug Indicate Max Plan Benefit Cov amaunt manthly for combination of diug
groups: groups:
[~ Semi-annually
I Quarterly Indicate hax Plan Benefit Cov amaunt for Other for combination of drug
I Monthly ey
" Other, describe l;l

Drug Maximum Enrollee Out-of-Pocket Costs: The plan should indicate if there is an
overall drug benefit maximum enrollee out-of-pocket cost on the Base 3 screen. On this
screen, the plan can also select the drug groups, including Medicare covered benefits, for
which the out-of-pocket maximum applies. There are no other enrollee out-of-pocket
cost questions for any of the individual drug groups.

Deductible: The plan should specify the drug benefit deductible amount on the Base 5
screen. On this screen, the plan can also select the drug groups, including Medicare
covered benefits, for which the deductible applies. There are no other deductible
questions for any of the individual drug groups.

Coinsurance/Copayment.  The coinsurance and copayment amounts for Medicare
covered drugs should be entered in the Base screens. The coinsurance and copayment
amounts for each of the individual drug groups should be entered in the appropriate
Group set of screens.

Authorization: There is one Authorization question in the Prescription Drug category on
Base 5. Written prescriptions from a physician are not considered to be an authorization
for this category.



SECTION C (OON BENEFITS; COST SHARE REDUCTIONS; POS OPTION;
VISITOR/TRAVEL PROGRAM)

To begin data entry, click on the command button located beneath Section C. This
command button will display three possible states of data entry. These include:

e <New> -- Section C has not been opened for data entry.
e <Incomplete> -- Data entry has begun and has not been completed.
e <Completed> -- Data entry has been completed and validated.

The status of Section C (e.g., New, Incomplete, and Completed) appears directly on the
command button. Once data entry has been completed and validated for Section C, the
Status on the command button will display Completed.

NoTe: Please refer to Table 4-1 for plans that have access to the various sub-sections in
Section C.

Out-of-Network Benefits

Generally, an out-of-network benefit provides a beneficiary with the option to access plan
services outside of the plan’s contracted network of providers. In some cases, a
beneficiary’s out-of-pocket costs may be higher for an out-of-network benefit.

NEW FOR 2007

Section C collects out-of-network benefit information for Local and Regional PPO plans,
Network PFFS plans, and ESRD | Demo plans only. This information includes
coinsurance, copayment, and deductible amounts. The Out-of-Network Maximum Plan
Benefit Coverage and Maximum Enrollee Out-of-Pocket Cost questions have been
removed from this section.

The OON section provides detailed questions for the plan to describe cost shares for out-
of-network inpatient hospital benefits and up to ten groups for other Out-of-Network
benefits. A pick list of PBP categories is provided for the plan to select services as part
of the Out-of-Network benefit groups to describe cost sharing.

NEW FOR 2007
A field has been added so the plan can enter a label for each SNF/Outpatient group.
Also, a Deductible field has been added for each group.

NoTe: Plan-level Out-of-Network and Combined (In-network and Out-of-network)
Deductible amounts and Combined Maximum Enrollee Out-of-Pocket Cost amounts are
now collected in Section D.

HELPFUL HINT:

= The plan can categorize one or more benefits into a “Group”.

= Up to a maximum of 10 Groups, the plan can form groups based on various
Copayment/Coinsurance structures.



0 CMS recommends developing the groups by attempting to arrange the

benefits together having like benefit structures, for example:

= Group 1: Provider Specialists - OON services for PCP, Specialist,

Podiatry, Chiropractic, Psychiatry, Mental Health Specialists and
Other Health Care Professionals

e 20% Coinsurance

and ASC:

e 30% Coinsurance
e $50 Deductible

The data entry screens would be completed as follows for these two (2) “Groups”:

Eile Help
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Group 2: Outpatient Hospital - OON services for Outpatient Hospital

!ﬂ ﬂﬂ @ ﬂ I%[Gmuu'l -00M - Groups - Base 1

=

Enter Label for thiz Group [0 ptional)

|Prnvider Specialists

|5 there an DON Coinsurance for this Group?

Select the service categories included in the OOM option for this Group:

20 SNF - Medicare
2 SMF - Non-Medicare =
2 CORF

5 Partial Hospitalization
E: Home Health Services
Ta

peech/Language Pathology Services
al/Diagnostic Lab Services
8a2: Radiation Therapy Services

8b: Dutpatient -Rays
9a: Dutpatient Hospital Services

Enter Minimum Cainsurance Percentage for this Group:

Enter Maximum Coinsurance Percentage for this Group:
20

Select the Coinsurance Coverage Basis:

™ Published Fee Schedule

= WA Hraanizaton Develoned Fee Soheduls
= M& Organization Developed Cost Stucture
" Other, describe

9b: Ambulatary Surgical Center [A5C) Services
9c: Outpatient Substance Abuse Services
9d: Cardiac Rehabilitation Services

10a: Ambulance Services

10b: Transportation 5ervices

11a: DME

11b: Prosthetics/Medical Supplies

11c: Diabetes Monitoring Supplies

12 Renal Dialysiz

13a: Outpatient Blood

13b: Acupuncture

13c: Othert

| there an OOM Copayment for this Group?
 Yes
&« Mo

Enter Minimum Copayment Amount for this Group:

E— |

Enter kM aximurn Copapment Amourt for this Group:

[

IS
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| there an 00N Deductible for this group?
0 Yes

Enter Deductible Amaunt for this group:

[E—

!ﬂ ﬂj @ ﬂ I—E[Gmup1 - 00N - Groups - Base 2

Motes [0 ptional)

-]
Import Text I
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PBP 2007 Data Entry Systemn
Eile Help

Section

ontract H7666, Plan 001, Segment 1

!ﬂ ﬂj @ ﬂ I_Efﬁraun2-DDN-Gloups-EaseW

S =TES

Enter Label for this Group [0ptional)

|Dutpat\ent Hospital

Select the service categornies included in the O0OM option for this Group;

| there an 00N Cainsurance far this Group?
o+ Ves
Mo

2 SNF - Medicare

2 SNF - Non-Medicare

3 CORF

& Partial Hospitalization

E: Home Health Services

Ta: Primary Care Physician Services

7b: Chiropractic Services

7 Decupational Therapy Services

7d: Physician 5pecialist Services

7e: Mental Health Specialty Services - Non-Pspchiatic
TF Podiatrist Services

7q Dther Health Care Professional Services

The Psychiatric Services

7i: Physical Therapy and Speech/Language Pathology Services
8al: Clinical/Diagnostic Lab Services

8a2: Radiation Therapyp Services

o Outpatient Substance Abuse Services
9d: Cardiac Rehabilitation Services
10a: Ambulance Services

10b: Transportation Services

11a: DME

11b: Prosthetics/Medical Supplies
11e: Diabetes Monitoring Supplies
12 Renal Dialysiz

13a: Outpatient Blood

13b: Acupuncture

13c: Otherl

|»

Enter Minimum Coinsurance Percentage for this Group:

Enter M aximurmn Coinsurance Percentage far this Group:

Select the Coinzurance Coverage Basis:
' Published Fee Schedule

= WM& Organization Developed Fee
AT tion Developed C
" Dther, desciibe

=

|5 there an DON Copayment for this Group?
0 Ves
& Mo

Enter Minimum Copayment Amount for thiz Group:

E— ]

Enter M aximur Copapment Amaunt for this Group:

—_1
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Eile Help
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| there an 00N Deductible for this group?
£ e
" No
Enter Deductible Amaunt for this group:
Motes [0ptional)
=
I
Irnpart Text I

NoTe: Since the same benefits covered in network must be covered out of network (with
a few exceptions) all service categories must be assigned to a group.

HELPFUL HINT:

Benefit category 4a: Emergency Care is purposely not included in the group pick list
since beneficiaries cannot be charged differently out of network than in network for
Emergency services.

NoTe: The benefit category 8a: Lab/Radiation Therapy has been split in the group pick
list into two elements -- 8al: Clinical/Diagnostic Lab Services; and 8a2: Radiation
Therapy Services.

Cost Sharing Reduction

NEW FOR 2007:

PPO plans may now indicate that they offer Out-of-Network (OON) services with
reduced cost sharing for members that voluntarily pre-notify or voluntarily obtain prior
authorization. There is a service category pick-list to indicate which services have
reduced cost sharing. Plans can enter reduced cost shares for Inpatient Hospital services
and SNF/Outpatient services (up to 10 groups).
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Eile Help

!ﬂ ﬂj @ ﬂ I_IE[ Cost Share Reduction - General - Base 1 d

‘ RIGHT CLICK HERE FOR DESCRIPTION OF BEMEFIT |

Do you offer reduced cost sharing far members that voluntarily pre-notify
or voluntarily obtain prior authorization for services out-of-network ?
[PPOs only)

& [Yes

" No

Select all of the service categones for which reduced cost-shaiing is
available when members voluntarily obtain pre-authonization:

1a: Inpatient Hospital Services Including Acute -
1b: Inpatient Hospital Fsychiatic Services

2: Skilled Mursing Facility [SMF)

3: Comprehensive Outpatient R ehabilitation Facility [CORF]

B: Partial Hogpitalization

E: Home Health Services

7a Primary Care Physician Services

7b: Chiropractic Services

7o Occupational Therapy Services

7d: Physician Specialist Services

7e: Mental Health S pecialy Services - Non-Psychiatric

7t Podiaty Services

7. Other Health Care Professional Services

7h: Paychiatric Services

7t Physical Therapy and Speech-Language Fathology Services

Ba; Outpatient Clinical/Diagnostic/ Therapeutic R adiological Lab Ser
8b: Outpatient X-Rays

Sa; Outpatient Hospital Services

9b: Ambulatory Surgical Center [45C) Services

9c Dutpatient Substance Abuse Services

9d: Cardiac Rehabilitation Services

10a: Ambulance Services ;I

Point of Service (POS) Option
SB 36: Point of Service

NEW FOR 2007

Section C now includes the Point of Service (POS) option (previously located in service
category B-19 of Section B). This new POS section includes pick-lists to allow the MA
plan to indicate which service categories describe the POS option and, in addition, which
of those categories require a referral and which require authorization. This section
collects information on non-Medicare-covered point-of-service options offered by the
plan. In addition, the POS section includes detailed questions for the plan to describe cost
shares for out-of-network inpatient hospital benefits and up to ten groups for other POS
options. A pick list of PBP categories is provided for the plan to select services as part of
the POS groups to describe cost sharing.

NoTe: Please refer to Table 4-1 for plans that have access to the POS section.
NoTe: See Section “PBP B-la: Inpatient Hospital—Acute SB 3: Inpatient Hospital

Services” for more detailed information regarding the warning message that also applies
to this section.



File Help
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ﬂﬂ ﬂj @ ﬂ [& Pos - General-Base 1

|

| RIGHT CLICK HERE FOR DESCRIPTION OF BEMEFIT

Do you offer a Point-of-Service [POS] option?
= ‘e
© Na

|z there a Maximum Flan Benefit Coverage amount for POS?

[

Select all of the Sub-service Categories that apply to the POS M aximum
Flan Benefit Coverage:

Select type of benefit for the POS aption:
" Mandatary
" Optional

Select all of the Sub-service Categories that describe the POS option:

1a: Inpatient Hospital Services Including Acute -
1b: Inpatient Hospital Pepchiatic Services

2: Skilled Mursing Facility [SMF]

3: Comprehensive Dutpatient Rehabilitation Faciite (CORF)

5. Partial Hospitalization

6: Home Health Services

Fa. Primary Care Physician Services

7 Chiropractic Services

7o Occupational Therapy Services

7d: Physician Specialist Services

Te: Mental Health Specialty Services - Non-Psychiatric

7F Padiatry Services

7. Other Health Care Professional Services

7h: Psychialric Services

7i: Physical Therapy and Speech-Language Pathology Services

8a: Outpatient Clinical/Diagnostic/Therapeutic Radiological Lab Ser
8b: Outpatient X-Raps

9a: Outpatient Hospital Services

Sb: Ambulatory Surgical Center [45C) Services

S Outpatient Substance Abuse Services

9d: Cardiac Rehabilitation 5ervices

10a: Ambulance Services LI

1b: Inpatient Hospital Psychiatic Services

2 Skilled Nursing Facility [SMF]

3 Comprehensive Outpatient Rehabilitation Faciliy [CORF]

B Partial Hogpitalization

E: Home Health Services

Ta: Primary Care Physician Services

7b: Chiropractic Services LI

Ta: Inpatient Hospital Services Including Acute i’

Indicate Maximum Plan Benefit Coverage amount:

H

Select the Maximum Plan Benefit Coverage periodicity:
£ Everp three years
£ Everp bwopears

1 Everp year

1 Every siv morniths
£ Every three months
1 Other, describe

Select the Coverage Basis for Masimum Plan Benefit Coverage:
| Published Fee Schedule

£ & [rganization Developed Fee Scheduls

£ & Organization Developed Cost Stucture

1 Other, describe

==(]

Visitor/Travel Program
NEW FOR 2007:

Section C now contains detailed questions for the Visitor/Travel Program, including the
type(s) of program(s): U.S.; Foreign; and, for each program: service categories that
describe the program; Maximum Plan Benefit Coverage amount; Deductible (Foreign
program only); Authorization; Referral; and Cost shares for Inpatient Hospital services
and Outpatient services (up to 10 groups).

NoTe: Please refer to Table 4-1 for plans that have access to the V/T — U.S. and V/T -

Foreign sections.
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1a: Inpatient Hospital Services Including Acute

1b: Inpatient Hospital Psychiatric Services

2 Skilled Mursing Facility [SMF]

3 Comprehensive Outpatient Rehabilitation Facility [CORF)
5. Partial Hogpitalization

& Home Health Services

7a: Primary Care Physician Services

7b: Chiropractic Services

7e: Occupational Therapy Services

7d: Physician Specialist Services

7e: Mental Health Specialty Services - Mon-Psychiatric

7. Padiaty Services

7g: Other Health Care Professional Services

7h: Pepchiatiic Services

Fi: Physical Therapy and Speech-Language Pathology Services
Ba: Outpatient Clinical/Diagnostic/Therapeutic Radiological Lab Servi
8b: Outpatient <-Fays

9a: Outpatient Hospital Services

9b: Ambulatory Surgical Center [ASC) Services

9c: Outpatient Substance Abuse Services

9d: Cardiac Fiehabilitation Services

10a Ambulance Services




SECTION D

Section D collects plan-level cost sharing and limits designated for each of the individual
plans. Cost sharing and limits include each plan’s premium, deductible, maximum plan
benefit coverage (i.e., plan expenditure limits), and maximum enrollee out-of-pocket
costs. It is important to distinguish that Section D identifies plan-level cost sharing
amounts, while Section B requests service-specific cost sharing amounts for each service
category. It is recommended that Section B be completed prior to entering Section D. As
certain items are entered in Section B, additional items are triggered in Section D for data
entry. (i.e. — Optional Supplemental Benefits)

All supplemental benefits that were designated Optional in Section B must be associated
with an Optional Premium in Section D before completing a plan’s PBP. In addition,
Section D requests that the user define the services and premiums for both individual and
grouped optional supplemental benefits. A special set of screens is provided in each
Optional Supplemental Benefit package for data entry of step-up benefits for nine
selected subcategories:

= 7b-Chiropractic Services,

= 7f-Podiatry Services,

= 10b-Transportation,

= 16a-Preventive Dental,

= 16b-Comprehensive Dental,
= 17a-Eye Exams,

= 17b-Eye Wear,

= 18a-Hearing Exams, and

= 18b-Hearing Aids.

If a plan’s optional benefits package includes a step-up benefit for which there are no
special step-up screens in Section D (not one of the nine selected subcategories), these
step-up benefits must be described in the corresponding Notes field of the service
category in Section B.

To begin data entry, click on the command button located beneath Section D. This
command button will display three possible states of data entry. These include:

e <New> -- Section D has not been opened for data entry.
e <Incomplete> -- Data entry has begun and has not been completed.
e <Completed> -- Data entry has been completed and validated.

Once data entry has been completed and validated for Section D, the Status on the
command button will display Completed.

NoTe: Refer to the Perform Data Entry section of this manual for further details about
Step-Ups (Optional Supplemental Benefits).



NEW FOR 2007
For Plans that submit a BPT as part of their Bid Submission, the Plan Premium and Part

B Premium Reduction have been removed from the PBP. This information will only be
collected in the BPT. After the Bid submission is complete, plans should refer to the
HPMS CY 2007 Summary of Benefits Report for the exact wording of the premium
sentences to manually insert into their hard copy SB.

The plan premium information will still be collected in the PBP for 1876 Cost plans.
Cost plans should enter the monthly plan premium amount, which will then be used to
populate the corresponding SB sentences.

Section D enables the plan to designate whether the plan-level Deductible and Maximum
Enrollee Out-of-Pocket Cost apply to All benefits (both Medicare and Enhanced),
Medicare benefits only, or Enhanced benefits only.

NoTe: Except for PPO, Network PFFS, and ESRD 1 plan types, all plans may enter only
plan-level In-Network Deductible and In-Network Maximum Enrollee Out-of-Pocket
cost amounts.

NEW FOR 2007

For plans that offer Out-of-Network benefits, Section D now collects plan-level Out-of-
Network and Combined (In-Network and Out-of-Network) Deductible amounts and
Combined Maximum Enrollee Out-of-Pocket Cost amounts.

Regional PPO plans must enter a combined deductible amount for Medicare benefits only
or for all Medicare and enhanced benefits. If a combined deductible amount is provided
for all Medicare and enhanced benefits, the Regional PPO plan must provide a
breakdown for the amount for Medicare benefits only.

Local PPO plans may enter an OON deductible amount. If an amount is provided for all
Medicare and enhanced benefits, the plan must provide a breakdown for the amount for
Medicare benefits only.

PPO plans may enter a Combined Maximum Enrollee Out-of-Pocket Cost amount. If an
amount is provided for all Medicare and enhanced benefits, the plan must provide a
breakdown for the amount for Medicare benefits only.
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#1a Inpatient Hospital Acute

#1b Inpatient Pswch Hogpital

#2 Skilled Mursing Facility (SNF)

#3 Comprehensive Outpatient Aehabilitation Facility ([CORF]
Hda Emergency Care

#4b Urgently Needed Care

H#5 Partial Hogpitalization

HE Home Health Services

#7a Primary Care Physician

#7b Chirapractic Services

H#7c Occupational Therapy

H#7d Physician Specialist excl Paychiatic
#7e Mental Health - Non-Physzician

H7f Podiaty Services

#7g Other Health Care Professional

#7h Pspchiatric




Section D also collects detailed information on the plan-level Maximum Plan Benefit
Coverage amount. This applies to non-Medicare covered benefits only. In addition to

indicating the amount and periodicity, then plan may select the service categories that are
included in this coverage amount.

File Help OptSup Packages

. PBP 2007 Data Entry System - Section D, Contract H7666, Plan 001, Segment 1

!ﬂ ﬂj @ ﬂ I_E[Max Plan Benefit Coverage

=] Akt | e

The Mazimum Plan Benefit Coverage refers to non-tedicare
covered benefits.

|z there a Maximum Plan Benefit Coverage Amaount?
* fes

Does the Maximum Plan Benefit Coverage apply to all Service Categaries?
1 es
= iNg

Mo

Select all of the Service Categories to which the Maximum Plan Benefit
Coverage Amount applies:

Indicate Maximum Plan Benefit Coverage Amaunt:

#1a Inpatient Hospital Acute
l;l #1b Inpatient Psych Hozpital
#2 Skilled Mursing Facility [SHF)
#3 Compiehensive Outpatient R ehabilitation Facility [CORF]

#5 Partial Hospitalization
#E5 Home Health Services
#7a Primary Care Physician

Select Maximum Plan Benefit Coverage Amount Periadicity ﬁig E";:Eﬁ;‘;yeg;’; .

= Every thee years

= Every bwa pears

" Every year

™ Every sit months #7b Chiropractic Services

= Every thiee months #7c Dccqn_ational The_rapy o
" Other, describe #7d Physician S pecialist excl Pspchiatic

#7e Mental Health - Mon-Physician
#71 Podiatry Services

#7g Dther Health Care Professional
#7h Paychiatric

#7iPT and SF Services

#8a Dutpatient Clin/Diag/Ther Rad Lab
#8b Dutpatient :-Rays

#9a Dutpatient Hospital

#3b ASC Services

#9c Dutpatient Substance dbuse
#3d Cardiac Fiehabilitation Services
#10a Ambulance

#10b Transportation

#11a DME

#11b Prosthetics/Medical Supplies
#11c Diabetes Monitoring Supplies

|»

=]

NEw FOR 2007:

MSA and MSA Demo plans may enter an Annual MSA Deductible amount and also
indicate the Annual amount CMS will deposit into the enrollee MSA.



Designation of Optional Supplemental Benefits Package

Section D is also used to describe Optional Supplemental Benefits packages offered by
the plan. Section D enables the user to create one or more Optional Supplemental Benefit
packages with an associated premium.

. PBP 2007 Data Entry System - Section D, Contract H7666, Plan 001, Segment 1 o =] |
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Motes [Optional): ‘r

L

=
Import Text I
|
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MNotes [Optional)

Press “Add” to begin describing the optional
Supplemental Benefit package(s) in greater
detail than Section B.

The user must enter the Package Label and Premium amount for the Optional
Supplemental Benefits package, and select from the pick list the set of service categories
that describe the optional supplemental benefits included in that package.

NoTe: The system will automatically number each Optional Supplemental Benefit
Package.
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B4 ﬂ j @ ﬂ [ T

= aw Delelel

Click the "4dd" button above to add an O ptional Supplemental Package and define the benefit structures in the Package:
Click the "'Dielete’" button above on the Section D - Opt Sup Package screen to delete the Optional Supplemental Package.

| Specify Optional Supplemental Benefits [if any)

Optional Supplemental Benefits 10:

Select the service categories included in this optional
supplemental package:

Optional Supplemental Package D escription:

Indicate Optional Supplemental Premium Amount:

— ]

Service categories with an asterisk (] in the list have
additional step-up data entry screens. After
highlighting the: category, click on either the:
dropdown box or the right amow button above to
havigate ta these screens.

Service categories can be remaved fram the O ptional
Supplemental Package by deselecting them from the
list. If service categones with an asterisk [¥] are
deselected, then the associated step-up data entiy
sereens will also be remaoved

#1a Inpatient Hospital Acute
#1b Inpatient Pswch Hospital
#2 Skilled Mursing Facility (SNF]

Hda Emergency Care

#4b Urgently Needed Care

#5 Partial Hospitalization

HE Home Health Services

#7a Primary Care Physician

#7b Chiropractic Services*

H#7c Dccupational Therapy

H#7d Physician Specialist excl Pepchiatic
#7e Mental Health - Non-Physician
H#7f Podiaty Services™

#7g Other Health Care Professional
#7h Pspchiatic

H7IPT and 5P Services

#8a Outpatient Clin/Diag/Ther Rad Lab
#8b Outpatient »-Rays

#9a Outpatient Hospital

H#3b ASC Services

H#9c Outpatient Substance Abuse
#3d Cardiac Rehabilitation Services
#10a Ambulance

#10b Transportation™

#11a DME

#11b Prosthetics/Medical Supplies

#11c Diabetes Monitoring Supplies

#3 Comprehensive Outpatient Fehabilitation Facility (CORF)

| v

=]

If one or more of the Optional supplemental benefit(s) denoted with an asterisk (*) are
selected, the user must then describe these benefit on the third screen. The data entry

screens for these nine step-up benefits are similar to the screens in Section B.

If the

package includes a step-up benefit that is not one of these nine, then the plan must
describe the step-up benefit in the category Notes in Section B.

The nine Optional step-up benefit categories are:

«  Chiropractic Services (7b)

« Podiatrist Services (7f)

« Transportation Services (10b)

« Dental - Preventive Services (16a)

« Dental - Comprehensive Services (16b)
« Vision - Eye Exams (17a)

« Vision - Eye Wear (17b)

« Hearing - Hearing Exams (18a)

« Hearing - Hearing Aids (18b)

Specify the step-up benefit by highlighting one subcategory at a time from the Category
column and then select either the <Enter Data> or <Copy> buttons. If the <Enter Data>
button is selected, the appropriate subcategory’s screens will automatically appear for



data entry. The step-up data entry screens are similar to and should be completed in the
same manner as the Section B screens.

As an alternative, if the <Copy> button is selected, data previously entered in Section B
for the subcategory will be copied to the step-up benefit subcategory screens. However,
the step-up data entry will have an “Incomplete” status until the step-up modifications are
entered in the step-up benefit subcategory screens.

. PBP 2007 Data Entry System - Section D, Contract H7666, Plan 001, Segment 1 —|= ﬂ

File Help Opt Sup Packages
!ﬂ ﬂj @ ﬂ I_m Section D - Opt Sup Package j Add Delelel

‘ Click the "4dd" button above to add an O ptional Supplemental Package and define the benefit structures in the Pack age.

Click the "Delete” button above on the Section D - Opt Sup Package screen to delete the Optional Supplemental Package.

| Specify Optional Supplemental Benefits [if any) | Select the service categories included in this optional
supplemental package:

#1a Inpatient Hospital Acute = If one or more Of the nine
Bt service categories denoted by
giatgmg:z::zj\\ggulpat\emtHahablhtatlom Facility [CORF] an aSterISk are Selected fOI’
Pl i step-ups, the status will

173 B, o P appear here much like it does

#17a Primary Care Ph swci
for Section B.

Optiohal Supplemental Benefits 10:

Optional Supplemental Pack age Description:

#7b Chirgg

H#7c Dccpationa\ Theray <
#7d Physician Specialist excl Pspchiatic

Indicate Optional Supplemental Premium Amount: #7e Mental Health - Non-Physician

#7f Podiatiy S A .
l;l #17g Other Health Care Professional = NOW the user can descrl be

H7h Pepchiatric .

4TIPT and 5P Sarvices the step up benefit. The user

: . 0 sl [+ ; #8a Outpatient Clin/Diag/Ther Rad Lab

Service categories with an asterisk [*] in the list have b O R -
additional step-up data entry screens. After it D"‘lpat‘E”t H- aysl haS two OpthﬂS, to (1) Select
highlighting the category, click on either the ﬂSE A;E:ghen_t ospital @ » z
dropdolwr; bﬁ: or the right arrow buttan above to 50 Dutpatﬁar:ltcsejbslamce Abuse Entel’ Data and beg In the
navigate to these screens. - = -

#3d Cardiac Rehabilitation Services
— el it data entry process from

ervice calegones can be removed from the Uphional #$10bT tation® - - -

Supplemental Package by deselecting them from the ﬂﬂaDﬁ?pmamn SCI‘atCh or (2) by fII’St C|ICkIng
ligt. If service categonies with an asterisk [*] are #11b Prosthetice/Medical 5 upl .
deselected, then the associated step-up data entry H11e DE;EEIZ;CP:OI’]:D[I;?Q Sdsgﬂ:i ﬂ on "COpy" tO dupl IC&te What
screens will also be remaoved

information entered in
Section B for this benefit
category and then simply
modifying that data entry by
secondly clicking on “Enter
Data”.




MEDICARE PART D RX SECTION

The Rx section contains data entry questions that a plan would use to describe its
Medicare Part D benefit coverage. The Medicare Prescription Drug Section is enabled if
a plan indicates in the Plan Creation portion of HPMS that a Part D benefit is offered. A
plan may offer only one Part D coverage benefit type. The indication that a Formulary is
offered is also downloaded from HPMS.

NEW FOR 2007
This section has been enhanced for CY 2007 to allow plans to describe their gap
coverage.

NEW FOR 2007
The actual dollar amounts for the Medicare-defined deductible, ICL, OOP cost threshold
and cost share amounts are no longer displayed on the PBP screens or in the SB
sentences. Once these data are released by CMS, a patch will be released to all plans to
update the SB sentences as necessary. The PBP will continue to not display the actual
dollar amounts.

The Medicare Prescription Drug Section begins by asking the plan to indicate the type of
Part D coverage offered — Defined Standard, Actuarially Equivalent Standard, Basic
Alternative, or Enhanced Alternative benefit.

NoTe: Fallback plans may only choose either the Defined Standard or Actuarially
Equivalent Standard coverage benefit types for their plans.

The Part D premium will not be entered by the plan into the PBP software. As part of the
bidding process, the Part D premium for each plan will be calculated by the CMS Office
of the Actuary (OACT). Plans will be able to access their calculated Part D premium via
HPMS. Further guidance will be provided on this matter separately from CMS.

The Medicare Rx General screen displays the fields that the plan offers a Part D benefit
and offers a drug Formulary. These fields are pre-populated using data downloaded from
HPMS. In addition, the plan must also enter the following information on this screen:

The type of drug benefit

The number of tiers in the Part D benefit

If there are maximum quantity amounts for certain drugs

If prior authorization is required for certain prescription drugs

If any drugs in the formulary require a step therapy plan

If the plan offers a free first fill for any drugs (enabled based on drug benefit type)
If the plan is a Part D payment Demo; if so, what type (enabled based on
organization type and drug benefit type)

= Describe the components of the plan’s pharmacy network



It is important that the locations where drugs can be obtained, and corresponding supply
amounts, be entered for the Part D benefit coverage. Therefore, a general location/supply
screen will appear as the second to last screen for each Part D benefit type, if the plan has
not previously indicated the locations and supply amounts. For example, the
location/supply screen will always appear for the Defined Standard benefit. For the other
three benefit types, if the plan indicates that it has Cost Share Tiers, then the locations
and supply amounts will be entered for the tiers, so the general location/supply screen
will NOT be enabled. That is, as long as the plan indicates at some point in the Rx
screens the locations and supply amounts for tiers, then the general location/supply
screen will not be enabled.

NEW FOR 2007-

In CY 2006, certain organizations were able to designate Part D Payment demonstration
plans under their contract in HPMS during Bid upload. In CY 2007, this data will be
collected in the PBP.

An organization offering an Enhanced Alternative Part D drug benefit and is approved to
participate in the Part D Payment Demo may select one of three options, based on
organization type:
= Flexible Capitated option - Can be selected by any non-employer plan offering
Part D under the following org types: Local CCP, PFFS, Demo, 1876 Cost, PDP,
and Regional CCP.
= Fixed Capitated option - Can be selected by any non-employer plan offering Part
D under the following org types: Local CCP, PFFS, Demo, 1876 Cost, PDP, and
Regional CCP.
= Flexible MA rebate option - Can be selected by any non-employer plan offering
Part D under the following org types: Local CCP, PFFS, 1876 Cost, Demo, and
Regional CCP.

NoTe: The plan must indicate that an Out-of-Network Pharmacy location is offered.
Also, if the plan enters Cost Share Tiers, every tier must include an Out-of-Network
Pharmacy location.

NoTe: If a plan offers greater than a 30 day supply through mail order, the plan must
also offer that same days supply at a retail location. The PBP will validate upon exit of
the Rx section that this policy is followed.

If cost share tiers are used to describe cost sharing for the Part D benefit, the PBP
software will enumerate those tiers in sequential order. Plans should enter the tier data in
ascending order by cost share (e.g. Tier 1 should be lowest cost drugs, Tier 2 next lowest
cost, ...and last Tier should be highest cost drugs).

Tier labels may be copied from one tier type to another tier type. Tier label copying is
designed as a tier-by-tier copy function (i.e., Tier 1 Pre-ICL copies to Tier 1 Gap and/or
Tier 1 Post-OOP; Tier 2 Pre-ICL copies to Tier 2 Gap and/or Tier 2 Post-OOP, etc.) and
can only be done one tier at a time. Besides copying the tier label, the copy function also



copies the three subsequent fields: 1) Select drug type(s) in this Tier; 2) Tier Includes
(Enhanced Alternative only); and 3) Specialty Tier. The “Tier Labels/Copy from”
function is available on the menu bar.

Defined Standard Benefit

For the Defined Standard benefit, the Medicare-defined Part D coverage is specified for
the deductible and cost share amounts, the Initial Coverage Limit (ICL), and the out-of-
pocket cost threshold; no data entry is required for these fields. The plan must indicate
on the General Location/Supply screen the locations where drugs can be obtained and the
quantities (number of days) available for each location selected. These include:

In-Network Pharmacy

In-Network Preferred Pharmacy
In-Network Non-Preferred Pharmacy
Out-of-Network Pharmacy

Mail Order Pharmacy

Mail Order Preferred Pharmacy

Mail Order Non-Preferred Pharmacy

NoTe: The locations selected on the General Location/Supply Screen must agree with the
locations selected for the components of the pharmacy network on the Medicare Rx
General Screen.

Actuarially Equivalent Standard Benefit

For the Actuarially Equivalent Standard, the Medicare-defined Part D deductible amount
applies. The plan must also indicate if it charges the lesser of the copayment or the cost
of the drug. The plan must also indicate its Out-of-Network cost sharing structure.

The plan may choose to apply different cost sharing for drugs until the ICL is reached.
The plan may select the Medicare-defined Part D coinsurance amount or the plan may
indicate cost sharing for drug tiers. If the plan selects cost sharing, for each drug tier, the
plan must enter the following:

= The Tier number (1-10) will be generated by the system, in sequential order
= Tier label must be entered

= Select the drug type(s) covered in this tier (Generic, Preferred Generic, Non-
Preferred Generic, Brand, Preferred Brand, and/ or Non-Preferred Brand
Specialty tier

Select all the retail location/supply amount(s) that apply for this tier

Enter number of days for each location/supply selected

Do you have reference-based pricing for any drugs in this tier



Indicate the type of cost sharing structure for this tier

Select which location/supply amount(s) have a Coinsurance
Select which location/supply amount(s) have a Copayment
Indicate Coinsurance for the selected location/supply amount(s)
Indicate Copayment for the selected location/supply amount(s)

The Actuarially Equivalent ICL and Annual Out-of-pocket Cost Threshold are Medicare-
defined Part D amounts and may not be changed. However, a plan may choose to apply
different cost sharing for drugs beyond the threshold. The plan may select the Medicare-
defined Part D cost shares beyond the threshold, or the plan may indicate cost sharing for
tiers of drugs and enter the required fields for each tier.

NoTe: If the plan defines their Part D benefit with cost share tiers, then the basic
attributes for each tier must be the same across the benefit (i.e. pre-ICL, in the Gap, and
post-out of pocket). These tier attributes include: Tier Label, Tier drug types, and
Specialty tier.

NoTe: The locations selected on the Tier Locations Screen or the General
Location/Supply Screen must agree with the locations selected for the components of the
pharmacy network on the Medicare Rx General Screen.

Basic Alternative Benefit

For the Basic Alternative benefit, a plan may charge the Part D deductible or specify
another amount. If the plan has a deductible, then the plan must indicate if the deductible
applies to all drug types or excludes Generic drugs. If the deductible does not apply to
Generic drugs, then the plan must indicate the type of cost sharing structure it has for
Generic drugs until the deductible is reached. The plan must also indicate if it charges
the lesser of the copayment or the cost of the drug. The plan must also indicate its Out-
of-Network cost sharing structure.

A plan may choose to apply different cost sharing for drugs up until the ICL is reached.
The plan may select the Medicare-defined Part D coinsurance amount or the plan may
indicate cost sharing for drug tiers. If the plan selects cost sharing, for each drug tier, the
plan must enter the following:

= The Tier number (1-10) will be generated by the system, in sequential order
= Tier label must be entered

= Select the drug type(s) covered in this tier (Generic, Preferred Generic, Non-
Preferred Generic, Brand, Preferred Brand, and/ or Non-Preferred Brand
Specialty tier

Select all the retail location/supply amount(s) that apply for this tier

Enter number of days for each location/supply selected

Do you have reference-based pricing for any drugs in this tier

Indicate the type of cost sharing structure for this tier

Select which location/supply amount(s) have a Coinsurance

Select which location/supply amount(s) have a Copayment



= Indicate Coinsurance for the selected location/supply amount(s)
= Indicate Copayment for the selected location/supply amount(s)

Under the Basic Alternative, a plan may use the pre-defined ICL or specify a plan-
designated ICL amount. The annual out-of-pocket cost threshold amount is a Medicare-
defined Part D amount, so no data entry is required.

A plan may choose to apply different cost sharing for drugs beyond the threshold. The
plan may select the Medicare-defined Post Threshold cost shares, no cost sharing, or the
plan may indicate cost sharing for tiers and enter the required fields for each tier.

NoTE: Fixed Capitated Demo plans should indicate the cost sharing that applies after the
Medicare-defined total drug spending amount.

NoTe: If the plan defines their Part D benefit with cost share tiers, then the basic
attributes for each tier must be the same across the benefit (i.e. pre-ICL, in the Gap, and
post-out of pocket). These tier attributes include: Tier Label, Tier drug types, and
Specialty tier.

NoTe: The locations selected on the Tier Locations Screen or the General

Location/Supply Screen must agree with the locations selected for the components of the
pharmacy network on the Medicare Rx General Screen.

Enhanced Alternative Benefit

For the Enhanced Alternative benefit, a plan may charge the Medicare-defined Part D
deductible, no deductible, or specify a plan-designated deductible amount that is less than
the Medicare-defined Part D deductible. If the plan has a deductible, then the plan must
indicate if the deductible applies to all drug types or excludes Generic drugs. If the
deductible does not apply to Generic drugs, then the plan must indicate the type of cost
sharing structure it has for Generic drugs until the deductible is reached. The plan must
also indicate if it charges the lesser of the copayment or the cost of the drug. The plan
must also indicate its Out-of-Network cost sharing structure.

For the Enhanced Alternative benefit, the plan must indicate if any excluded drugs are
part of the supplemental coverage. If the plan covers excluded drugs, it must indicate if it
has a maximum plan benefit coverage amount for these drugs, and enter the amount.

The Plan must also indicate if it offers reduced cost sharing as part of the supplemental
coverage, and indicate the types of cost sharing reductions provided.

A plan may choose to apply different cost sharing for drugs up until the ICL is reached.
The plan may select the Medicare-defined Part D coinsurance amount, no cost sharing, or
the plan may indicate cost sharing for tiers. If the plan selects cost sharing, for each drug
tier, the plan must enter the following:



= The Tier number (1-10) will be generated by the system, in sequential order
= Tier label must be entered

Select the drug type(s) covered in this tier (Generic, Preferred Generic, Non-
Preferred Generic, Brand, Preferred Brand, and/ or Non-Preferred Brand
Specialty tier

Select all the retail location/supply amount(s) that apply for this tier

Enter number of days for each location/supply selected

Do you have reference-based pricing for any drugs in this tier

Indicate the type of cost sharing structure for this tier

Select which location/supply amount(s) have a Coinsurance

Select which location/supply amount(s) have a Copayment

Indicate Coinsurance for the selected location/supply amount(s)

Indicate Copayment for the selected location/supply amount(s)

If the plan selects cost sharing, then for each drug tier, the plan must select from a list or
enter text for a label to describe the tier, specify what type of drugs (Generic, Preferred
Brand, and/ or Brand) are included in the tier, the location(s) were these drugs can be
obtained, and the different supply amounts that may be obtained at each location. For
each location and supply amount indicated, the plan must then enter the cost share
amount (coinsurance and/or copayment).

NoTe: If the plan defines their Part D benefit with cost share tiers, then the basic
attributes for each tier must be the same across the benefit (i.e. pre-ICL, in the Gap, and
post-out of pocket). These tier attributes include: Tier Label, Tier drug types, and
Specialty tier. For the Enhanced benefit coverage type, the tier attributes also include the
drugs included in the tier (Part D drugs, Excluded drugs, Combination).

NoTe: The locations selected on the Tier Locations Screen or the General

Location/Supply Screen must agree with the locations selected for the components of the
pharmacy network on the Medicare Rx General Screen.

Example of PBP data entry for an Enhanced Alternative benefit

NoTe: This example was created for demonstration purposes ONLY;; this example is
NOT intended to suggest a CMS approved benefit package.

Plan’s drug benefit has 3 tiers

There are quantity limits on certain prescription drugs

Prior Authorization is required for certain prescription drugs

There is a Step Therapy plan

Drugs are available at In-Network, Out-of-Network, and Mail Order Pharmacies (this
plan does not distinguish between Preferred and Non-Preferred Pharmacies)

= Deductible = $100 (does not apply to Generic drugs; Generics have a $3 copay)

= The plan charges the lesser of the cost or the copay for the drug



As part of the plan’s supplemental coverage, it offers excluded drugs, up to $500 of
coverage
3 Tiers of cost sharing before ICL is reached:

0 Generic is available at In-Network, Out-of-Network, and Mail Order

Pharmacies
= In-Network Pharmacy has 34 day supply for $5 copay, and a 90 day
supply for $15 copay

= Qut-of-Network Pharmacy has 34 day supply for $7.50 copay
= Mail Order has 90 day supply for $10 copay
o Brand is available at In-Network, Out-of-Network, and Mail Order
Pharmacies
= In-Network Pharmacy has 34 day supply for $10 copay, a 90 day
supply for $20 copay, and a 60 day supply for $15 copay
= Qut-of-Network Pharmacy has 34 day supply for $20 copay
= Mail Order has 90 day supply for $12.50 copay
0 Specialty Generic & Brand drugs (this tier includes excluded drugs only) are
available at In-Network and Out-of-Network Pharmacies
= In-Network Pharmacy has a 10 day supply at a cost of the greater of
20% coinsurance or $30 copay
= Qut-of-Network Pharmacy has a 10 day supply at a cost of the greater
of 35% coinsurance or $50 copay
The plan uses the Medicare-defined ICL
The plan also covers some drugs in the gap
0 Generic drugs are covered in the gap at In-Network and Out-of-Network
Pharmacies
= In-Network Pharmacy has 34 day supply for $5 copay
= Qut-of-Network Pharmacy has 34 day supply for $7.50 copay
0 No other coverage in the gap
Above the OOP Threshold, the plan charges the Medicare-defined cost share amounts



MEDICARE Rx GENERAL SCREEN
1. The Part D benefit offered and Formulary Yes/No questions are downloaded from

HPMS

CoNoA~WN

and ‘Mail Order Pharmacy’

File Help

. PBP 2007 Data Entry System - Medicare Rx Drugs - Basic Alternative, Contract H7666, Plan 001, Segment 2

For type of drug benefit, select ‘Enhanced Alternative’
Enter ‘3’ for number of tiers in your Part D benefit
Select “Yes’ for quantity limits on prescription drugs
Select “Yes’ for prior authorization
Select “Yes’ for Step Therapy plan
Select ‘No’ for free first fill

Select ‘No’ for Part D Payment Demo

Select network components ‘In-Network Pharmacy’, ‘Out-of-Network Pharmacy’

B e &l 2] |

Medicare Rx General

| RIGHT CLICK HERE FOR DESCRIPTION OF BEMEFIT

Does pour plan affer a Medicare Prescription
drug [Part D] benefit?

& e

€ No

Avre there quantity limits on certain
prescription diugs?

* Yeg

" No

|2 thiz a Part D payment Demo?
 Yes
* Mo

Does your plan offer a dug Formulary?
i+ Yes
) Ho

|5 prior authorization required for certain
presciiption diugs?

i+ ‘es

 Na

Select the type of drug benefit:

' Defined Standard Benefit
 Actuarialy Equivalent Standard
" Basic Alemative

Select type of Part D Payment Deme:
£ Flexible capitated option

€ Fived capitated option

€ Flexible Mé rebate option

Do any drugs in vour formulary require a
step therapy plan?

. % ‘es
% Enhanced Altemative 'l
Indicate number of tiers in your Part D benefit:
Do you offer a free first fill [ie. $0
= copayment] for ang drugs?
0 Yes

' No

(=]

U

esciibe the components of pour network:

In-Metwark Pharmacy

In-Metwarl: Prefered/M on-Preferred Pharmacy
Out-of-Metworl Pharmacy

Mail Order Pharmacy

Mail Order Preferred/M on-Preferred Phamacy

=100




ENHANCED ALTERNATIVE - DEDUCTIBLE SCREEN

1. Since the plan does not use the Medicare-defined Deductible amount, select ‘No,

enter amount’ for Deductible, and enter 100 to indicate your plan charges a $100

deductible.

no

Select ‘No, deductible does not apply to Generic drugs’.

3. Select ‘Copayment’ cost share and enter ‘3’ (there is a $3 copayment on Generic
drugs until the deductible is reached).
4. Select “Yes’ to the plan charges the lesser of the copayment or the cost of the

drug.

5. The Out-of-Network cost share structure for this plan is a higher copay amount.

. PBP 2007 Data Entry System - Medicare Rz Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment
File Help

!ﬂ ﬂj @ ﬂ I_E{Altarnative-Deduct\b\e

| Basic/Enhanced Altemative Benefit Screens

Do you charge the Medicare-defined Part Enter
D Deductible amount? Deductibls
 Yes Amount:

' Mo, enter amount
Mo Deductible 100.00__

Do you charge the lesser of the copayment ar the cost of the drug?
= ‘e
 Na

[ioes the Deductible apply to all diug types?
i Yes
Mo i, deductible does not apply to Generic diugs)

Indicate the Dut-of-Metwork cost sharing structure for this plan:

" Coinsurance

- Copay plus a differential between the DON charge and the
Irnehwork allowable

= Higher Copay

Indicate the type of cost sharing structure for Generic diugs
urntil the Deductible is reached:

" Coinsurance

' Copapment

" Greater of Coinsurance and Copayment

" Lesser of Coinsurance and Copayment

Enter Coinsurance percentage; Enter Copayment amount:

e D |

=10 =]




ENHANCED ALTERNATIVE - EXCLUDED DRUGS AND PRE-ICL

SCREEN

1. Select “Yes’ this plan has excluded drugs as part of the supplemental coverage.

2. There is a $500 limit on the excluded drug coverage.

3. As part of the plan’s supplemental coverage, it is reducing the deductible and the
pre-ICL cost shares (from the Medicare-defined amount), and providing some
drug coverage in the gap.

4. Select Cost Share Tiers are applied before the ICL.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2 == 5[
File Help
. m 4= | -y é 7 I Alernative - Excluded Digs and Pre-ICL d

Are any excluded drugs part of pour supplemental coverage [e.q., How do vou apply your cost sharing befare the Initial Coverage Limit (ICL] is

benzadiszephines, barbiturates) ([Enhanced Alternative ONLY] reached?

* ‘ez " Mo cost sharing

 No " Medicare-defined Part D Coinsurance Amount

¥ Cost Share Tiers

|5 there a Marimum Plan Benefit Coverage amount for excluded drugs?
o+ Ves
Mo

Indicate Maximum Plan Benefit Coverage amount for excluded drugs:

500.00__

Do you affer reduced Part D cost sharing as part of your supplemental
coverage?

% ‘Yes

 No

Indicate the area(s] throughout the Part D benefit where the Part D cost sharing
iz reduced:

¥ Deductible

¥ PredCL Cost Shares

¥ Coverage Gap Cost Shares

™ Past-Thieshold Cost Shares




ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE PRE-ICL LABEL

SCREEN

1. Tier 1 includes Generic (Part D covered) drugs only, so enter ‘Generic’ as the
Tier label. Note: The Tier label will appear in the SB sentences.

2. Select Generic as the drug type(s) covered.

3. Select ‘No’ for specialty tier.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE PRE-ICL

LOCATIONS SCREEN

1. For Locations/supply amounts that apply for this tier, select ‘In-Network
Pharmacy — one month supply’, ‘In-Network Pharmacy — three month supply’,
‘Out-of-Network Pharmacy — one month supply’, and ‘Mail Order Pharmacy —
three month supply’.

2. The relevant location/supply fields will be enabled; enter the number of days in
the appropriate fields.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2 == 5[
File Help

!ﬂ ﬂj @ ﬂ I_E[ Tier 1 - Alternative - Pre-ICL Locations d

‘Genenc | | T-Mnnth‘ | 3'M0nlh‘ | Dther Day |

| IrvMetwork Pharmacy ‘ ‘ ‘ | ‘ | l:l |
| In-Metwark. Prefered Pharmacy | ‘ ‘ ‘ I | |
In-Metwark Preferred Pharmacy - one month supply l:l l:l |:|

In-Metwark Preferred Pharmacy - three month supply
IrMetwark Preferred Pharmacy - other day supply | In-Netwark Non-Frefered Phamacy | l:l | l:l |

In-Metwark Non-Preferred Pharmacy - one month supply

In-Metwark Nar-Preferred Pharmacy - three month supply |
Out-of-Network Pharmacy | | l:l l:l
_ ; ]

Qut-of-Network Pharmacﬁ - other day supply | e il o | | l;” ‘ l:l ‘
|

Mail Order Pharmacy - ane month supp
HMail Order Phan three ms pply | ‘ 1
ail Order Pharmacy - other day supply b ail Order Prefered Phaimacy | | | |
hail Order Preferred Pharmacy - one month supply El l:l |:|
Mail Qrder Preferred Pharmacy - three month supply

Mail Qrder Preferred Pharmacy - other day supply y

Mail Order Nan-Preferred Pharmacy - one month supply | il St et sl A iy ‘ l:l El —

Mail Order Non-Preferred Pharmacy - three month supply

tail Order Mon-Preferred Pharmacy - other day supply




ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE PRE-ICL COST

SHARE SCREEN

1. Select “No’ for referenced —based pricing for this tier.

2. Select ‘Copayment’ for the type of cost sharing for this tier.
3. Select all the location/supply amounts that have a Copayment.

Fil= Help

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contrack H7666, Plan 001, Segment 2

W |~ a2

Iﬁ Tier 1 - Alternative - Pre-ICL Cost Share

Tier Label

|Generic

Indicate the type of cast sharing structure for this Tier

Coinsurance

Do you have eference-based pricing for any diugs in this Tier?
 Yes
' Mo

' Copayment
" Greater of Coinsurance and Copayment
€ Lesser of Coinsurance and Copayment

Select all Location/supply amount(z] that have a Coinsurance:

In-Metwork, Phamacy - one month supply

In-Metwork, Phamacy - thiee month supply

In-Metwark. Pharmacy - other day supply

In-Metwark. Preferred Pharmacy - ohe month supply
In-Metwark. Prefered Pharmacy - three manth supply
In-Metwark. Preferred Pharmacy - other day supply
In-Metwork, Mon-Freferred Phammacy - one month supply
In-Metwork, Mon-Freferred Phammacy - three month supply
In-Metwark. Mon-Preferred Pharmacy - other day supply
Out-of-Network, Pharmacy - one manth supply
Out-of-Network, Pharmacy - thiee manth supply
Out-of-Metwork Pharmacy - other day supply

hdail Order Phamacy - one month supply

hdail Order Phamacy - thiee month supply

il Order Pharmacy - other day supply

il Order Prefered Pharmacy - one month supply

Mail Order Prefened Pharmacy - three manth supply

M ail Order Prefered Pharmacy - other day supply

hdail Order Mon-Freferred Phammacy - one month supply
hd il Order Mon-Freferred Pharmacy - thiee manth supply
il Order Mon-Freferred Pharmacy - other day supply

Select all Location/supply amount{z] that have a Copayment:

I
In-Metwark Pharmacy - other day supply

In-Metwark Preferred Pharmacy - one month supply
In-Metwark Preferred Pharmacy - three month supply
In-Metwark Preferred Pharmacy - other day supply
In-Metwark Nar-Preferred Pharmacy - one month supply
In-Metwark Nar-Preferred Pharmacy - three month supply
|n-Metwork Non-Preferred Pharmacy - other day suppl

ik ohe rihith supply
-of-Metwork Pharmacy - three month supply
Out-of-Hetwork Pharmacy - other day supply
Mail Order Pharmacy - one manth suppl
Mail lrder Pharmacy - th anth s
ail Order Pharmacy - ather day supply
Mail Qrder Preferred Pharmacy - one manth supply
Mail Qrder Preferred Pharmacy - three manth supply
Mail Qrder Preferred Pharmacy - other day supply
Mail Order Non-Preferred Pharmacy - one month supply
ail Order Mon-Preferred Pharmacy - three month supply
ail Order Mon-Preferred Pharmacy - other day supply
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE PRE-ICL
COINSURANCE SCREEN

1. Since this tier does not have any coinsurance cost shares, this screen will not have
any fields enabled.

. PBP 2007 Data Entry System - Medicare Rx Dru, e, Contract H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE PRE-ICL
COPAYMENT SCREEN

1. The copayment fields for the selected location/supply amounts will be enabled.
2. Enter the appropriate copayment amount into these fields.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contrack H7666, Plan 001, Segment 2

’_’_ ’E’E F ,_ ‘ Tier 1 - Alternative - Pre-ICL Copayment

mnnomnny

| Covamer ot Frameor |
[CpamniairNobak PoeredPramay |
[Copamen erintiowo NenPtorodPhemsey |
[Crornmerherey ]
[Copamen oot o Pramaey |
[k ]
[Copagmentfor e Ok HonPrseredPhamecy ]

TGN
LGN




ENHANCED ALTERNATIVE - TIER 2 - ALTERNATIVE PRE-ICL LABEL
SCREEN

1. Enter ‘Brand’ for the Tier Label.

2. Select Brand as the drug type.

3. Select “No’ for specialty tier.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contrack H7666, Plan 001, Segment 2

L]
I
L]
I
L]




ENHANCED ALTERNATIVE - TIER 2 - ALTERNATIVE PRE-ICL

LOCATIONS SCREEN

1. For Locations/supply amounts that apply for this tier, select ‘In-Network
Pharmacy — one month supply’, ‘In-Network Pharmacy — three month supply’,
‘In-Network Pharmacy — other day supply’, ‘Out-of-Network Pharmacy — one
month supply’, and ‘Mail Order Pharmacy — three month supply’.

2. The relevant location/supply fields will be enabled; enter the number of days in
the appropriate fields.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2 == 5[
File Help

!ﬂ ﬂj @ ﬂ I_E{Tier2-AItemalive-Ple-ICL Locations d

[Brand | [ 1:Month | | 3—Monlh‘ [oherDsy, |

Select all Location/supply amount{z] that apply for this Tier: | In-Network Phamacy ‘ ‘ ‘ | ‘ | |
" | Ir-Metwork Prefered Phamacy | ‘l:l‘ ‘l:li ||:| |

‘referred Pharmacy - one month supply

n-MHetwor
In-Metwark Preferred Pharmacy - three month supply
IrMetwark Preferred Pharmacy - other day supply | In-Netwark Non-Frefered Phamacy | l:l | l:l |

In-Metwark Non-Preferred Pharmacy - one month supply

Ir-Metwork Nor-Prefered Pharmacy - three month suppl
. d ) ‘ppy | Out-af-Netwark Pharmacy | | l:l l:l
W

| Mail Order Phamacy | | l;” ‘ l:l ‘
hail Order Preferred F'harmacjjf ;ne manth supply | PE e el At ‘ | El | El | IZl |

Mail Qrder Preferred Pharmacy - three month supply

Mail Qrder Preferred Pharmacy - other day supply y

Mail Order Nan-Preferred Pharmacy - one month supply | il St et sl A iy ‘ l:l El —

Mail Order Non-Preferred Pharmacy - three month supply

tail Order Mon-Preferred Pharmacy - other day supply




ENHANCED ALTERNATIVE - TIER 2 - ALTERNATIVE PRE-ICL COST

SHARE SCREEN

1. Select “Yes’ for referenced —based pricing for this tier.

2. Select ‘Copayment’ for the type of cost sharing for this tier.
3. Select all the location/supply amounts that have a Copayment.

Fil= Help

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contrack H7666, Plan 001, Segment 2

W |~ a2

Iﬁ Tier 2 - Alternative - Pre-ICL Cost Share

Tier Label

|Bram:|

Indicate the type of cast sharing structure for this Tier

Coinsurance

Do you have eference-based pricing for any diugs in this Tier?
o+ Yes
Mo

' Copayment
" Greater of Coinsurance and Copayment
€ Lesser of Coinsurance and Copayment

Select all Location/supply amount(z] that have a Coinsurance:

In-Metwork, Phamacy - one month supply

In-Metwork, Phamacy - thiee month supply

In-Metwark. Pharmacy - other day supply

In-Metwark. Preferred Pharmacy - ohe month supply
In-Metwark. Prefered Pharmacy - three manth supply
In-Metwark. Preferred Pharmacy - other day supply
In-Metwork, Mon-Freferred Phammacy - one month supply
In-Metwork, Mon-Freferred Phammacy - three month supply
In-Metwark. Mon-Preferred Pharmacy - other day supply
Out-of-Network, Pharmacy - one manth supply
Out-of-Network, Pharmacy - thiee manth supply
Out-of-Metwork Pharmacy - other day supply

hdail Order Phamacy - one month supply

hdail Order Phamacy - thiee month supply

il Order Pharmacy - other day supply

il Order Prefered Pharmacy - one month supply

Mail Order Prefened Pharmacy - three manth supply

M ail Order Prefered Pharmacy - other day supply

hdail Order Mon-Freferred Phammacy - one month supply
hd il Order Mon-Freferred Pharmacy - thiee manth supply
il Order Mon-Freferred Pharmacy - other day supply

Select all Location/supply amount{z] that have a Copayment:

In-Metwark Preferred Pharmacy - one month supply

In-Metwark Preferred Pharmacy - three month supply

In-Metwark Preferred Pharmacy - other day supply

In-Metwark Nar-Preferred Pharmacy - one month supply

In-Metwark Nar-Preferred Pharmacy - three month supply
|

|n-Hetwork Non-Preferred Pharmacy - other day supp
ik one moith supply
-of-Metwork Pharmacy - three month supply

Out-of-Hetwork Pharmacy - other day supply
- ane manth suppl

acy - anth s
ail Order Pharmacy - ather day supply
Mail Qrder Preferred Pharmacy - one manth supply

Mail Qrder Preferred Pharmacy - three manth supply

Mail Qrder Preferred Pharmacy - other day supply

Mail Order Non-Preferred Pharmacy - one month supply
ail Order Mon-Preferred Pharmacy - three month supply
ail Order Mon-Preferred Pharmacy - other day supply
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ENHANCED ALTERNATIVE - TIER 2 - ALTERNATIVE PRE-ICL
COPAYMENT SCREEN

1. The copayment fields for the selected location/supply amounts will be enabled.
2. Enter the appropriate copayment amount into these fields.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2

’7,7 ’EE ’? ’_ ' Tier 2 - Alernative - Pre-ICL Copayment
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ENHANCED ALTERNATIVE - TIER 3- ALTERNATIVE PRE-ICL LABEL
SCREEN

1. Enter ‘Specialty Brand/Generic’ for the Tier Label.

2. Select Generic and Brand as the drug types (this tier includes excluded drugs

only).
3. Select “Yes’ for specialty tier.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE - TIER 3 - ALTERNATIVE PRE-ICL
LOCATIONS SCREEN
1. For Locations/supply amounts that apply for this tier, select ‘In-Network
Pharmacy — other day supply’ and ‘Out-of-Network Pharmacy — other day
supply’.
2. The relevant location/supply fields will be enabled; enter the number of days in
the appropriate fields.
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!ﬂ ﬂj @ ﬂ IﬁTlerS-Altemalwe-F‘le-lEL Locations

Tier Label:

‘ Specialty Brand/Generic,

Enter number of days for

[ 1-Month | | 3-Munlh‘ | Dther Day |

Select all Location/supply amount(s) that apply for this Tier:

| In-Network, Phamacy

= = =]

In-Metwark Pharmacy - one manth supply
|r-Metwark Pharmacy - three month supp)
I

|reMetwark Pharmacy - ather day y

In-Metwark Preferred Pharmacy - one manth supply
In-Metwark Preferred Pharmacy - three month supply
In-Metwark Preferred Pharmacy - other day supply
In-Metwark Non-Preferred Pharmacy - one month supply
In-Metwark Mon-Preferred Pharmacy - three month supply
In-Metwark Non-Preferred Pharmacy - other day supply
Out-of-Metwork Pharmacy - one manth supply
Out-of-Metwark Pharmacy - three month suppl

(ut-ol ok Phaimacy - other day :
tail Order Pharmacy - one manth supply
Mail Qrder Pharmacy - three month supply
Mail Qrder Pharmacy - ather day supply

Mail Qrder Preferred Pharmacy - one manth supply

Mail Order Preferred Pharmacy - three month supply

hail Order Preferred Pharmacy - other day supply

hail Order Non-Preferred Pharmacy - one month supply
Mail Qrder Mon-Preferred Pharmacy - three month supply
Mail Qrder Non-Preferred Pharmacy - other day supply

| In-Metwark. Preterred Pharmacy

= = =

| In-Metwark. Mon-Prefered Pharmacy

= = e

| Out-of-Network Pharmacy

= ===

| tdail Order Phamacy

= = =]

| Mail Order Preferred Pharmacy

= = =]

| Mail Drder Mon-Prefered Pharmacy

(= = =]
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ENHANCED ALTERNATIVE - TIER 3 - ALTERNATIVE PRE-ICL COST

SHARE SCREEN

1. Select “Yes’ for referenced —based pricing for this tier.

2. Select *Greater of Coinsurance and Copayment’ for the type of cost sharing for
this tier.

3. Select all the location/supply amounts that have a Coinsurance and a Copayment.

PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment == 5[
File Help
L] m - - 5 7 I_E[ Tier 3 - Alternative - Pre-ICL Cost Share d
Tier Label

| Specialy Brand/Generic

| Indicate the type of cost sharing structure for this Tier.

)

Coinsurance

Do you have reference-based pricing far any drugs in thiz Tier?
" ez
 No

" Copayment
¥ Greater of Coinsurance and Copayment
€ Lesser of Coinswrance and Copayment

Select all Location/supply amount[s] that have a Coinsurance:

Select all Location/supply amount(s) that have a Copayment:

In-Metwark, Pharmacy - ane month supply
Iri-Network Phamacy - thiee month suppl

Preferne: month supply

W

I
In-Metwork, Prefered Phaimacy - three month supply
In-Metwark, Prefened Pharmacy - other day supply
In-Metwark. Mon-Preferred Pharmacy - one month supply
In-Metwark. Mon-Preferred Phamacy - three month supply
In-Netwark. Mon-Preferred Phamacy - other day supply
Out-of-Network, Phammacy - one month supply

I

Ph
Mail Order Pharmacy - one month supply
Mail Order Pharmacy - three maonth supply
Mail Order Pharmacy - other day supply
td ail Order Preferred Phaimacy - one month supply
b ail Order Preferred Phaimacy - three month supply
Mail Order Prefened Pharmacy - other day supply
Mail Order Mon-Preferred Pharmacy - one month supply
Mail Order Mon-Preferred Pharmacy - thiee manth supply
Mail Order Mon-Preferred Pharmacy - other day supply

In-Metwark Pharmacy - one manth supply

In-Metwark Preferred Pharmacy - three month supply
In-Metwark Preferred Pharmacy - other day supply
In-Metwark Non-Preferred Pharmacy - one month supply
In-Metwark MNan-Preferred Pharmacy - three month supply
In-Metwark Non-Preferred Pharmacy - other day supply

Out-of-Metwork Pharmac; I

one manth su
h h

) .

Mail Order Pharmacy - one manth supply
Mail Qrder Pharmacy - three month supply

Mail Qrder Pharmacy - other day supply

Mail Order Preferred Pharmacy - one manth supply

Mail Order Preferred Pharmacy - three month supply

hail Order Prefered Pharmacy - other dap supply

Mail Qrder Man-Preferred Pharmacy - one month supply
Mail Qrder Non-Preferred Pharmacy - three month supply
Mail Qrder Non-Preferred Pharmacy - other day supply




ENHANCED ALTERNATIVE - TIER 3 - ALTERNATIVE PRE-ICL
COINSURANCE SCREEN

1. The coinsurance fields for the selected location/supply amounts will be enabled.
Enter the appropriate coinsurance amount into these fields.

i, PBP 2007 Data Entry System - Medicars ive, Contract H7666, Plan D01, Segment 2

| -/~ &l 1)

= FlTe 2

[ Cosuance orlmhetwork Pramacy |
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[ComaancstormaiOnorpramaey |
| Constance for Mol O Prened Phamacy
[ Clpaanos for Wl e Non Prfened Pramacy |

uauuoome
mooppooy




ENHANCED ALTERNATIVE - TIER 3 - ALTERNATIVE PRE-ICL
COPAYMENT SCREEN

1. The copayment fields for the selected location/supply amounts will be enabled.
Enter the appropriate copayment amount into these fields.

i, PBP 2007 Data Entry System - Medicars ive, Contract H7666, Plan D01, Segment 2
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[Commento ok Prameey ]
[Cpamentin Motk reredPhomocy |
[Copameno it NonPrferdPhamaey |
[ttt ]
[CopamentfelOePromery ]
[CommeniakaiosPeeretPranay |
[Copamen oMo O on Prfredhamey |
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ENHANCED ALTERNATIVE -ICL SCREEN
1. Select “Yes’ that the plan applies the Medicare-defined ICL.
2. Select “Yes’ to indicate the plan offers Gap coverage.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contrack H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE GAP TIER
LABEL SCREEN

1.

2
3.
4

The Tier Label is Generic (must be consistent with pre-ICL).

. The drug type is Generic (must be consistent with pre-ICL).

Tier includes Part D drugs only (must be consistent with pre-ICL).

. The specialty tier indicator is *“No’ (must be consistent with pre-1CL).

i, PBP 2007 Data Entry System - Medicare Rz Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE GAP TIER

COVERAGE SCREEN
1. Indicate that these drugs are covered: select “Yes’ to indicate that the cost share
for this tier is less than 100% in the gap.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE GAP TIER

LOCATIONS SCREEN

1. Select the locations/supply amounts for these drugs covered in the Gap, and enter
the corresponding number of days.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2 == 5[
File Help

!ﬂ ﬂj @ ﬂ I_E[ Tier 1 - Alternative - Gap Tier Locations d

‘Genenc | | T-Mnnth‘ | 3'M0nlh‘ | Dther Day |
Select all Location/supply amount(s) that apply for this Tier: | In-Network Phamacy ‘ ‘ ‘ | l:l‘ | l:l |

|n-Metwork Pharmacy - one month supply
In-Metwark Pharmacy - three manth supply

In-Metwark Pharmacy - other day supply | (o tRari el AitTiEE) | ‘ I:l‘ ‘ l:” | l:l |

In-Metwark Preferred Pharmacy - one month supply

In-Metwark Preferred Pharmacy - three month supply
IrMetwark Preferred Pharmacy - other day supply | In-Netwark Non-Frefered Phamacy | l:l | l:l |
In-Metwark Non-Preferred Pharmacy - one month supply
In-Metwark Nar-Preferred Pharmacy - three month supply
n-Hetwork Mon-Preferred Pharmacy - other day suppl | Out-at-hletwork Pharmacy | | l:l l:l
0 i Iy
Out-of-Metwork Pharmacy - other day supply | Mall Dider Pharmacy | | l;l | I;l ‘ l:l ‘
Mail Qrder Pharmacy - one manth supply

Mail Order Pharmacy - three month supply | ‘ 7
hail Order Pharmacy - other day supply b ail Order Prefered Phaimacy | | | |
hail Order Preferred Pharmacy - one month supply El l:l |:|
Mail Qrder Preferred Pharmacy - three month supply
Mail Qrder Preferred Pharmacy - other day supply

Mail Order Nan-Preferred Pharmacy - one month supply | e st el P ey ‘ | l:l ‘ El =

Mail Order Non-Preferred Pharmacy - three month supply
tail Order Mon-Preferred Pharmacy - other day supply




ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE GAP TIER COST

SHARE SCREEN

1. Select *No for reference-based pricing for drugs in this tier.
2. Select *Copayment’ for the cost sharing structure.
3. Select the location/supply amounts that have a Copayment.

Fil= Help

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contrack H7666, Plan 001, Segment 2

W |~ a2

Iﬁ Tier 1 - Alternative - Gap Tier Cost Share

Tier Label

|Generic

Indicate the type of cast sharing structure for this Tier

Coinsurance

Do you have eference-based pricing for any diugs in this Tier?
 Yes
' Mo

' Copayment
" Greater of Coinsurance and Copayment
€ Lesser of Coinsurance and Copayment

Select all Location/supply amount(z] that have a Coinsurance:

In-Metwork, Phamacy - one month supply

In-Metwork, Phamacy - thiee month supply

In-Metwark. Pharmacy - other day supply

In-Metwark. Preferred Pharmacy - ohe month supply
In-Metwark. Prefered Pharmacy - three manth supply
In-Metwark. Preferred Pharmacy - other day supply
In-Metwork, Mon-Freferred Phammacy - one month supply
In-Metwork, Mon-Freferred Phammacy - three month supply
In-Metwark. Mon-Preferred Pharmacy - other day supply
Out-of-Network, Pharmacy - one manth supply
Out-of-Network, Pharmacy - thiee manth supply
Out-of-Metwork Pharmacy - other day supply

hdail Order Phamacy - one month supply

hdail Order Phamacy - thiee month supply

il Order Pharmacy - other day supply

il Order Prefered Pharmacy - one month supply

Mail Order Prefened Pharmacy - three manth supply

M ail Order Prefered Pharmacy - other day supply

hdail Order Mon-Freferred Phammacy - one month supply
hd il Order Mon-Freferred Pharmacy - thiee manth supply
il Order Mon-Freferred Pharmacy - other day supply

Select all Location/supply amount{z] that have a Copayment:

In-Metwark Pharmacy - three month supply

In-Metwark Pharmacy - other day supply

In-Metwark Preferred Pharmacy - one month supply

In-Metwark Preferred Pharmacy - three month supply

In-Metwark Preferred Pharmacy - other day supply

In-Metwark Nar-Preferred Pharmacy - one month supply

In-Metwark Nar-Preferred Pharmacy - three month supply
|

wark N

eferred Pharmacy - other day supp

Out-of-Metwork Pharmacy - three month supply
Out-of-Hetwork Pharmacy - other day supply

Mail Order Pharmacy - one manth supply

Mail Order Pharmacy - three month supply

hail Order Pharmacy - ather day supply

Mail Qrder Preferred Pharmacy - one manth supply

Mail Qrder Preferred Pharmacy - three manth supply
Mail Qrder Preferred Pharmacy - other day supply

Mail Order Non-Preferred Pharmacy - one month supply
ail Order Mon-Preferred Pharmacy - three month supply
ail Order Mon-Preferred Pharmacy - other day supply
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ENHANCED ALTERNATIVE - TIER 1 - ALTERNATIVE GAP TIER
COPAYMENT SCREEN

1. The copayment fields for the selected location/supply amounts will be enabled.
Enter the appropriate copayment amount into these fields.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2

’7,7 ’EE ’? ’_ ' Tier 1 - Alternative - Gap Tier Copayment
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ENHANCED ALTERNATIVE - TIER 2, 3- ALTERNATIVE GAP TIER

COVERAGE SCREEN

1. Indicate that these drugs are NOT covered in the gap: select ‘No’ to indicate that
the cost share for drugs in this tier is 100% in the gap.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2
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ENHANCED ALTERNATIVE ~ALTERNATIVE OOP THRESHOLD
SCREEN

1. The Out-of-Pocket Cost Threshold is a Medicare-defined amount.

2. Indicate that the plan uses Medicare-defined cost shares above the Threshold.

. PBP 2007 Data Entry System - Medicare Rx Drugs - Enhanced Alternative, Contract H7666, Plan 001, Segment 2
| - - =1 Alternative - DOP Thieshold |




