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Premiums vs Cost-Sharing Charges
3

Premiums

The monthly cost a person 
pays  for a health plan

Cost-Sharing Charges

The charges a person pays as he or she 
uses benefits covered by a health plan

VS



Basic Elements of Marketplace Plans 

• Covered Benefits

→ Essential Health Benefits, including preventive services

→ Additional benefits possible

• Provider Network

→ Insurers contract with physicians, hospitals, and other 

professionals to provide services to plan enrollees

→ May be broad (with a greater number of providers) or narrow

→ Plan may or may not provide coverage outside its network

4



Essential Health Benefits (EHBs) 
5



Deductible

• Enrollee must pay the 

deductible before the 

plan begins to pay for 

most benefits

• Set on a yearly basis

Types of Cost-Sharing Charges
6

Copayments

• Dollar amount for an 

item or service that 

enrollees must pay 

• Many copayments are 

applicable before the 

deductible is met

Coinsurance

• Percentage of the cost 

of an item or service 

that enrollees must 

pay 



Maximum Out-of-Pocket Limit (OOP)

• Puts a cap on what the enrollee pays in cost-sharing charges each year

– Set on a yearly basis

– Applies to in-network services, not out-of-network care

• OOP limit is not the amount that an enrollee must spend each year 

7

Maximum OOP Limit for 2018 Coverage

Individual OOP Limit 
(NOTE: applies to each individual in a family plan as well)

$7,350

Family OOP Limit $14,700 

Lower Maximum OOP Limits for Cost-Sharing Reduction Plans (2018 Coverage)

Household Income Up to 150% FPL 151 –200% FPL 201–250% FPL

Individual OOP Limit $1,250 $2,450 $5,850

Family OOP Limit $2,500 $4,900 $11,700 



More to Know about Cost-Sharing Charges

• Some services may be exempt from the deductible (sometimes 

referred to as “first dollar coverage”)

→ Examples: Coverage of 2 physician visits for a copayment, or 

coverage of generic drugs with a copayment – even when enrollee 

has not reached the deductible

• Some benefits may have a separate deductible

→ Example: Prescription drugs

8



Cost Sharing and the Metal Tiers
9

METAL LEVEL PLAN TIERS
QHPs must provide plan designs consistent with actuarial values

Platinum 90% actuarial value 

Gold 80% actuarial value 

Silver 70% actuarial value 

Bronze 60% actuarial value 

Catastrophic coverage
High deductible health plan available for individuals up to age 30 or 
some individuals exempted from the individual responsibility 
requirement

Actuarial value is a measure of the percentage of expected health care costs a health plan will cover and is 
considered a general summary measure of health plan generosity. It represents an average for a population and 
does not necessarily reflect the actual cost-sharing experience of an individual. 
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What is Actuarial Value?

• A way to estimate and compare the overall generosity of plans 

10

Typical population

Calculating Actuarial Value: 

• Assume entire typical population enrolls

• Estimate the percentage of costs the plan pays 

for their covered services 

• Plan pays 70% of the costs of covered benefits 

→ Silver plan 

NOTE: AV does not represent what the plan would pay for a particular individual 

enrolled in the plan
→ Enrollee OOP costs depend on the medical care a person uses

→ AV does not determine what benefits or prescription drugs are covered nor does it impact 

the provider network



Actuarial Value Guides Cost-Sharing Charges
11

Source: Healthcare.gov 2015 plans, Richmond City County, VA 23235

Metal tier Bronze Bronze Silver Silver Gold

Actuarial value 60% AV 60% AV 70% AV 70% AV 80% AV

Deductible $6,300 $5,500 $2,600 $3,500 $1,250

OOP limit $6,300 $6,350 $5,950 $6,450 $4,200

Inpatient hospital
No charge

(after deductible)

25%
(after deductible)

20%
(after deductible)

20%
(after deductible)

20%
(after deductible)

Primary care visit
No charge

(after deductible)

$40 (2 visits) 

+ 25%
(after deductible)

$35 (3 visits) 

+ 20%
(after deductible)

$25 (4 visits) 

+ 20%
(after deductible)

No charge

Specialist visit
No charge

(after deductible)

25%
(after deductible)

20%
(after deductible)

$25 + 20%
(after deductible)

$50

Generic drug
No charge

(after deductible)

25%
(after deductible)

$15
$15

(after deductible)
$10



Example: How Cost Sharing Works
12

Health Costs: $6,300 

Plan pays 

100%

Health Plan Y: 

Deductible $5,500 Primary care visit $40

OOP limit $6,350 Specialist visit 25%

Inpatient hospital 25% Generic drug 25%

JAN    FEB    MAR    APR    MAY    JUN    JUL    AUG    SEPT    OCT    NOV    DEC

Jane OOP cost: 

$5,500

+ $40 copay 

Jane pays 25% 

coinsurance

Jane OOP cost: 

$200 

(25% of $800)

Jane OOP cost:  

$570

(25% of $2,280)

+ $40 copay

Jane OOP cost: 

$0

Reach $5,500 

deductible

Reach $6,350 

OOP limit

Health Costs: $5,500 

Jane pays 

100%



Individual and Family Cost-Sharing Charges Differ
13

Plan X (individual) Plan X (family)

Deductible $4,000 $8,000

OOP limit $6,850 $13,700 

Inpatient hospital 30% 30%

Primary care visit $60 (first 2 visits) $60 (first 2 visits)

Generic drug cost $5 $5



Embedded vs. Aggregate Family Cost Sharing

• Embedded deductible: In addition to a family deductible, smaller individual 

deductibles apply to each family member 

• Embedded OOP limit: In addition to a family out-of-pocket limit, smaller 

individual out-of-pocket limits apply to each individual   

• Aggregate deductible: All family members’ expenses are pooled toward a 

combined deductible  

• Aggregate OOP limit: All family members’ expenses are pooled toward a 

combined out-of-pocket limit  

14

Embedded Family Cost Sharing: 

Aggregate Family Cost Sharing: 

However, each family member is also protected by the individual maximum 

OOP limit of $7,350 (in 2018) 
!



Example: In-Network vs. Out-of-Network Cost Sharing
15

Annual 

Deductible

Annual 

OOP Limit

Hospital

Admission

Primary 

Care Visit

Specialist

Visit

Pl
an 
A 

In-Network $5,000 $6,350
$1,500

(per admission)
$25 30%

Out-of-Network $10,000 None 50% 50% 50%

In-Network $4,000 $6,350 30% $60 30%

Out-of-Network N/A N/A N/A N/A N/A

Tier I $2,000 $5,000 30% $20 $40

Tier II $4,000 $6,350 50% $40 $60

Tier III $8,000 $12,700 50% 50% 50%



Annual 

Deductible

Annual 

OOP Limit

Hospital

Admission

Primary Care 

Visit

In-Network $5,000 $6,350
$1,500

(per admission)
$25

Out-of-Network $10,000 None 50% 50%

Example: In-Network vs. Out-of-Network Cost Sharing

Network Physician

Doctor’s bill: $200

Plan allowed amount: $100

Plan pays: $75

Patient pays: $25 
(copay)

Counts towards in-network OOP 

limit

16

Out-of-Network Physician

Doctor’s bill: $200

Plan allowed amount: $100

Plan pays: $50

Patient pays: $150
(50% + $100)

Does not count towards in-

network OOP limit



Cost-Sharing Reductions



What are Cost-Sharing Reductions?

• A federal benefit that reduces the out-of-pocket charges an enrollee pays 

for medical care covered by the plan

• People with income up to 250% FPL are eligible

• Must enroll in a silver plan through the Marketplace

18

3 Levels of Cost-Sharing Reduction Plans Based on Income: 

Standard Silver
No CSR

CSR Plan 
Level 1

CSR Plan
Level 2

CSR Plan
Level 3

Income Range Above 250% FPL 201–250% FPL 151–200% FPL Up to 150% FPL 

Actuarial Value 70% AV 73% AV 87% AV 94% AV

Max OOP Limit
Individual in 2018

$7,350 $5,850 $2,450 $1,250

Max OOP Limit
Family in 2018

$14,700 $11,700 $4,900 $2,500



CSR Level No CSR 201–250% FPL 151–200% FPL <150% FPL

Actuarial value 70% AV 73% AV 87% AV 94% AV

Deductible $4,500 $3,000 $750 $250

OOP limit $6,300 $5,200 $2,250 $2,250

Inpatient hospital
No charge 

(after ded.)

No charge 
(after ded.)

No charge 
(after ded.)

No charge 
(after ded.)

Primary care visit $10 $8 $5 $3

Specialist visit $20 $18 $10 $5

Generic drugs
$5 

(after ded.)

$4 
(after ded.)

$3 
(after ded.)

$2 
(after ded.)

Specialty drugs
$285

(after ded.)

$250 
(after ded.)

$150 
(after ded.)

$150 
(after ded.)

Cost-Sharing Reductions: Example Plan A
19

Source: Healthcare.gov 2015 silver plan variations, Lancaster County, PA 17573



CSR Level No CSR 201–250% FPL 151–200% FPL <150% FPL

Actuarial value 70% AV 73% AV 87% AV 94% AV

Deductible $2,100 $1,750 $500 $100

OOP limit $6,350 $4,500 $1,500 $500

Inpatient hospital $950 + 30% $950 + 30% $500 + 20% $100 + 10%

Primary care visit $45 $45 $20 $5

Specialist visit $90 $90 $40 $10

Generic drugs $8 $8 $8 $8

Specialty drugs 25% 25% 25% 25%

Cost-Sharing Reductions: Example Plan B
20

Source: Healthcare.gov 2015 silver plan variations, Lancaster County, PA 17573



Comparing Two Insurers’ CSR Variations

Deductible OOP limit
Inpatient 

hospital

Primary 

care visit

Specialist 

visit

Generic 

drugs

Specialty 

drugs

AV: 94%

$250 $2,250 No 

charge 
(after ded.)

$3 $5 $2 
(after ded.)

$150 
(after ded.)

AV: 94%

$100 $500 $100 + 

10%

$5 $10 $8 25%

21

Source: Healthcare.gov 2015 silver plan variations, Lancaster County, PA 17573



Cost Sharing for American Indians and Alaska Natives

• Special assistance for members of federally recognized tribes and 

Alaska Native Claims Settlement Act (ANCSA) Corporation shareholders

• They can enroll in or change Marketplace plans each month

• For people between 100 % and 300% FPL who qualify for PTC, zero cost-

sharing plans are available

→ Enrollees pay no deductibles, co-payments, or other cost-sharing when using 

in-network medical care 

→ Some out-of-network care is also available with zero cost-sharing 

• For people with incomes below 100% FPL or above 300% FPL, there is 

a “limited” cost-sharing plan available 

→ Enrollee pays no cost-sharing charges to receive services from an Indian 

health care provider or from another provider if referred from an Indian 

health care provider 

22



Evaluating Qualified Health Plans



Considerations When Comparing Health Plans

• Monthly premium

• Plan design

• Visit limits on covered services & other included services

• Prescription drug formulary

• Provider network 

24



Summary of Benefits and Coverage (SBC)
25



Summary of Benefits and Coverage (SBC)
26



Visit Limits on Covered Services

Source: BlueCross BlueShield of Texas, 2015 bronze plan in Austin, TX

27



Other Covered Services & Excluded Services
28



Prescription drug deductible: N/A Prescription drug deductible: $500

Drug X Tier 1: $10 copay Tier 2: $40 copay (deductible waived)

Full cost: 

$50/month

($600/year)

annual cost: $120 annual cost: $480

Drug Y Not covered Tier 3: 40% coinsurance after 

deductible

Full cost: 

$400/month

($4800/year) annual cost: $4,800 annual cost: $500 +$2,150

Cost Sharing under Different Drug Formularies
29

Total Annual Cost: $4,920 Total Annual Cost: $3,130



Health Plan Network Types
30

Type Name
PCP

Required?

Referrals 

Required?

Out-of-Network 

Coverage?

PPO Preferred Provider Organization No No Yes

POS Point of Service Yes Maybe Yes

HMO Health Maintenance Organization Yes Yes No*

EPO Exclusive Provider Organization No No No*

*except for emergency care



Broader network

• More doctors

• Many hospitals

Integrated network

• All doctors in one office

• Several hospitals

Narrower network

• Fewer doctors

• Several hospitals

Provider Networks
31



Comparing Plan Options



Key Questions When Comparing Plan Options

• What are the person’s priorities for health coverage?

• What services and health care providers does the person expect 

to use? 

• Does the person want to continue seeing one or more specific 

doctors or specialists? 

• Are there medications the person takes regularly? 

33



Marketplace Plan Comparison Worksheet
34

• Resource for assisters to help people evaluate and select a health plan

• Available in both 

English and Spanish: 

Marketplace Plan 

Comparison Worksheet

http://www.healthreformbeyondthebasics.org/marketplace-plan-comparison-worksheet/


Scenario 1: General Plan Comparison

• Joe and Danielle live in Miami, FL

• Their income is $41,000 a year (252% FPL) 

and both are uninsured

• They are eligible for a PTC of $198 a month

Do they have specific health concerns? 

• Joe has asthma 

35



Tips for Helping Joe and Danielle Shop for a Plan

• What are some of Joe and Danielle’s priorities for insurance:  

→ Low monthly premium?

→ Manageable deductible?

→ Low- copay/coinsurance?

→ Access to primary care pre-deductible?

• Some specific plan areas Joe and Danielle want to look at: 

→ Current doctor in network

→ Coverage of asthma medication 

→ Access to pulmonologists

36



Comparing Plan Options
37

Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138

Ambetter

Essential Care 1 + Dental

Bronze

EPO

$258

$13,600

$13,600

---

---

$20

---

---

---

---

---

No charge

No charge

---

No charge

No charge

No charge

No charge

No charge

$20

$55

$10

$55

---

---

$300

---

---

---

---

---

30%

30%

---

30%

$10

$40

---

---

---

---

---

---

---

---

$3 / $10

$35

$65

40% / 50%

$250

20%

Molina 

Silver 250 Plan

Silver

HMO

$316

$4,000 / $400

$13,700

Coventry

$10 Copay Carelink

Gold

HMO

$474

$2,800 / $250

$10,000

https://api.centene.com/SBC/2016/21663FL0150004-01.pdf
http://www.molinahealthcare.com/members/fl/en-US/PDF/marketplace/summary-of-benefits-silver-250-2016.pdf
http://www.coventryone.com/web/groups/public/@cvty_individual_c1/documents/document/fl72692.pdf


Comparing Plan Options: Doctor in Network
38

Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138

Ambetter

Essential Care 1 + Dental

Bronze

EPO

$258

$13,600

$13,600

---

---

$20

---

---

---

---

---

No charge

No charge

---

No charge

No charge

No charge

No charge

No charge

$20

$55

$10

$55

---

---

$300

---

---

---

---

---

30%

30%

---

30%

$10

$40

---

---

---

---

---

---

---

---

$3 / $10

$35

$65

40% / 50%

$250

20%

Molina 

Silver 250 Plan

Silver

HMO

$316

$4,000 / $400

$13,700

Coventry

$10 Copay Carelink

Gold

HMO

$474

$2,800 / $250

$10,000

HEALTH CARE PROVIDERS IN NETWORK/COVERED? IN NETWORK/COVERED? IN NETWORK/COVERED?

Current doctor/provider:

Marien Vazquez Sanchez, MD

https://api.centene.com/SBC/2016/21663FL0150004-01.pdf
http://www.molinahealthcare.com/members/fl/en-US/PDF/marketplace/summary-of-benefits-silver-250-2016.pdf
http://www.coventryone.com/web/groups/public/@cvty_individual_c1/documents/document/fl72692.pdf


Comparing Plan Options: Doctor in Network
39

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138



Comparing Plan Options: Doctor in Network
40

Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138

Ambetter

Essential Care 1 + Dental

Bronze

EPO

$258

$13,600

$13,600

---

---

$20

---

---

---

---

---

No charge

No charge

---

No charge

No charge

No charge

No charge

No charge

$20

$55

$10

$55

---

---

$300

---

---

---

---

---

30%

30%

---

30%

$10

$40

---

---

---

---

---

---

---

---

$3 / $10

$35

$65

40% / 50%

$250

20%

Molina 

Silver 250 Plan

Silver

HMO

$316

$4,000 / $400

$13,700

Coventry

$10 Copay Carelink

Gold

HMO

$474

$2,800 / $250

$10,000

HEALTH CARE PROVIDERS IN NETWORK/COVERED? IN NETWORK/COVERED? IN NETWORK/COVERED?

Current doctor/provider:

Marien Vazquez Sanchez, MD No Yes Yes

https://api.centene.com/SBC/2016/21663FL0150004-01.pdf
http://www.molinahealthcare.com/members/fl/en-US/PDF/marketplace/summary-of-benefits-silver-250-2016.pdf
http://www.coventryone.com/web/groups/public/@cvty_individual_c1/documents/document/fl72692.pdf


Comparing Plan Options: Asthma
41

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138



Comparing Plan Options: Asthma
42

Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138

Ambetter

Essential Care 1 + Dental

Bronze

EPO

$258

$13,600

$13,600

---

---

$20

---

---

---

---

---

No charge

No charge

---

No charge

No charge

No charge

No charge

No charge

$20

$55

$10

$55

---

---

$300

---

---

---

---

---

30%

30%

---

30%

$10

$40

---

---

---

---

---

---

---

---

$3 / $10

$35

$65

40% / 50%

$250

20%

Molina 

Silver 250 Plan

Silver

HMO

$316

$4,000 / $400

$13,700

Coventry

$10 Copay Carelink

Gold

HMO

$474

$2,800 / $250

$10,000

HEALTH CARE PROVIDERS IN NETWORK/COVERED? IN NETWORK/COVERED? IN NETWORK/COVERED?

Current prescription(s):
Flovent HFA (asthma inhaler) Yes (Tier 3) No No

OTHER CONSIDERATIONS

Other consideration:
Pulmonology (specialist) 

https://api.centene.com/SBC/2016/21663FL0150004-01.pdf
http://www.molinahealthcare.com/members/fl/en-US/PDF/marketplace/summary-of-benefits-silver-250-2016.pdf
http://www.coventryone.com/web/groups/public/@cvty_individual_c1/documents/document/fl72692.pdf


Comparing Plan Options: Asthma
43



Comparing Plan Options: Asthma
44

Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138

Ambetter

Essential Care 1 + Dental

Bronze

EPO

$258

$13,600

$13,600

---

---

$20

---

---

---

---

---

No charge

No charge

---

No charge

No charge

No charge

No charge

No charge

$20

$55

$10

$55

---

---

$300

---

---

---

---

---

30%

30%

---

30%

$10

$40

---

---

---

---

---

---

---

---

$3 / $10

$35

$65

40% / 50%

$250

20%

Molina 

Silver 250 Plan

Silver

HMO

$316

$4,000 / $400

$13,700

Coventry

$10 Copay Carelink

Gold

HMO

$474

$2,800 / $250

$10,000

HEALTH CARE PROVIDERS IN NETWORK/COVERED? IN NETWORK/COVERED? IN NETWORK/COVERED?

Current prescription(s):
Flovent HFA (asthma inhaler) Yes (Tier 3) No No

OTHER CONSIDERATIONS

Other consideration:
Pulmonology (specialist) 20 specialists in 10 miles 36 specialists in 10 miles 9 specialists in 10 miles

https://api.centene.com/SBC/2016/21663FL0150004-01.pdf
http://www.molinahealthcare.com/members/fl/en-US/PDF/marketplace/summary-of-benefits-silver-250-2016.pdf
http://www.coventryone.com/web/groups/public/@cvty_individual_c1/documents/document/fl72692.pdf


Comparing Plan Options: Asthma
45

Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Miami-Dade County, FL 33138

Ambetter

Essential Care 1 + Dental

Bronze

EPO

$258

$13,600

$13,600

---

---

$20

---

---

---

---

---

No charge

No charge

---

No charge

No charge

No charge

No charge

No charge

$20

$55

$10

$55

---

---

$300

---

---

---

---

---

30%

30%

---

30%

$10

$40

---

---

---

---

---

---

---

---

$3 / $10

$35

$65

40% / 50%

$250

20%

Molina 

Silver 250 Plan

Silver

HMO

$316

$4,000 / $400

$13,700

Coventry

$10 Copay Carelink

Gold

HMO

$474

$2,800 / $250

$10,000

HEALTH CARE PROVIDERS IN NETWORK/COVERED? IN NETWORK/COVERED? IN NETWORK/COVERED?

Current doctor/provider: 

Current prescription(s):

Other consideration: 

Flovent HFA (asthma inhaler) Yes (Tier 3) No No

Pulmonology (specialist) 20 specialists in 10 miles 36 specialists in 10 miles 9 specialists in 10 miles

Marien Vazquez Sanchez, MD No Yes Yes

https://api.centene.com/SBC/2016/21663FL0150004-01.pdf
http://www.molinahealthcare.com/members/fl/en-US/PDF/marketplace/summary-of-benefits-silver-250-2016.pdf
http://www.coventryone.com/web/groups/public/@cvty_individual_c1/documents/document/fl72692.pdf


Scenario 2: Managing Chronic Diseases

• Doug lives in Cheyenne, WY

• His income is around $22,000 a year (182% 

FPL) 

• He is eligible for a PTC of $463 a month and 

cost-sharing reductions (87% AV)

Does Doug have specific health concerns?

• Diabetes
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Tips for Helping Doug Shop for a Plan

• In Cheyenne, there is only one insurance carrier: BlueCross BlueShield

• To help manage his diabetes, Doug should look carefully at the cost and 

coverage of various benefits, prescriptions and services 

• Doug is eligible for cost-sharing reductions, so a silver plan will help reduce his 

out of pocket costs when he uses his coverage

• Some specific plan areas that Doug wants to look at: 

→ Coverage of diabetes medication

→ Access to diabetes services and supplies

→ Out-of-network coverage 
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Comparing Plan Options
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Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Laramie County, WY 82001

$25 (x6)

---

$5

---

---

20%

---

---

0%

0%

---

$25 

20%

---

No charge

No charge

$20 (x6)

---

$5

$25

---

---

---

---

20% 

20% 

---

---

20%

20%

20% 

20%

---

---

---

---

---

---

---

---

20%

20% 

20% 

20% 

20% 

20%

20% 

20%

BlueCross BlueShield

BlueSelect ValueTwo

Silver (CSR 87%)

PPO

$97

$1,250 / $150

$1,500

BlueCross BlueShield

BlueSelect ValueOne

Silver (CSR 87%)

PPO

$130

$750 / $250

$1,000

BlueCross BlueShield

BlueSelect Core

Silver (CSR 87%)

PPO

$141

$200

$2,250

http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueTwo87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueOne87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverHSA87forIndividuals.pdf


Comparing Plan Options: Diabetes Care
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Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Laramie County, WY 82001

$25 (x6)

---

$5

---

---

20%

---

---

0%

0%

---

$25 

20%

---

No charge

No charge

$20 (x6)

---

$5

$25

---

---

---

---

20% 

20% 

---

---

20%

20%

20% 

20%

---

---

---

---

---

---

---

---

20%

20% 

20% 

20% 

20% 

20%

20% 

20%

BlueCross BlueShield

BlueSelect ValueTwo

Silver (CSR 87%)

PPO

$97

$1,250 / $150

$1,500

BlueCross BlueShield

BlueSelect ValueOne

Silver (CSR 87%)

PPO

$130

$750 / $250

$1,000

BlueCross BlueShield

BlueSelect Core

Silver (CSR 87%)

PPO

$141

$200

$2,250

HEALTH CARE PROVIDERS IN NETWORK/COVERED?

Current prescription(s): 

Other prescription(s):
Supplies: Glucose blood test strip; Glucose 
blood test disk; Blood glucose calibration 
liquid; Glucose chew tab; Glucose oral liquid

Yes (Tier 3)
Humalog (insulin)

Yes (Tier 2); Yes (Tier 2); Yes (Tier 3); Yes (Tier 3); Yes (Tier 1)

http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueTwo87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueOne87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverHSA87forIndividuals.pdf
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50

BlueCross BlueShield

BlueSelect ValueTwo

BlueCross BlueShield

BlueSelect ValueOne

BlueCross BlueShield

BlueSelect Core

http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueTwo87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueOne87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverHSA87forIndividuals.pdf


Comparing Plan Options: Diabetes Care
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Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Laramie County, WY 82001

$25 (x6)

---

$5

---

---

20%

---

---

0%

0%

---

$25 

20%

---

No charge

No charge

$20 (x6)

---

$5

$25

---

---

---

---

20% 

20% 

---

---

20%

20%

20% 

20%

---

---

---

---

---

---

---

---

20%

20% 

20% 

20% 

20% 

20%

20% 

20%

BlueCross BlueShield

BlueSelect ValueTwo

Silver (CSR 87%)

PPO

$97

$1,250 / $150

$1,500

BlueCross BlueShield

BlueSelect ValueOne

Silver (CSR 87%)

PPO

$130

$750 / $250

$1,000

BlueCross BlueShield

BlueSelect Core

Silver (CSR 87%)

PPO

$141

$200

$2,250

OTHER CONSIDERATIONS

Other consideration: 
0 specialists in 50 miles

Endocrinologist (specialist)
2 specialists in Wyoming

http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueTwo87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueOne87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverHSA87forIndividuals.pdf
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Option 1 Option 2 Option 3

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

OUT-OF-NETWORK DEDUCTIBLE / OOP MAX

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

OUT-OF-NETWORK

Specialist visit

OUT-OF-NETWORK

P
re

sc
ri

p
ti

o
n

s

Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

OUT-OF-NETWORK PRESCRIPTIONS

Source: Healthcare.gov 2016 plans, Laramie County, WY 82001

$25 (x6)

---

$5

---

---

20%

0%

0%

---

$25 

20%

---

$20 (x6)

---

$5

$25

---

---

20% 

20% 

---

---

20%

20%

---

---

---

---

---

---

20%

20%

20% 

20% 

20% 

20%

BlueCross BlueShield

BlueSelect ValueTwo

Silver (CSR 87%)

PPO

$97

$1,250 / $150

$1,500

BlueCross BlueShield

BlueSelect ValueOne

Silver (CSR 87%)

PPO

$130

$750 / $250

$1,000

BlueCross BlueShield

BlueSelect Core

Silver (CSR 87%)

PPO

$141

$200

$2,250

$6,000 / $13,200

--- 0%

--- 0%

Not covered

$6,500 / $10,000

--- 20%

--- 20%

Not covered

$4,500 / $9,700

--- 20%

--- 20%

--- 20%

http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueTwo87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverValueOne87forIndividuals.pdf
http://wyomingbluesbc.com/marketplace/BlueSelectSilverHSA87forIndividuals.pdf


Scenario 3: Comparing Out-of-Pocket Costs

• Jason, Michelle, Andre and Sasha live 

in Houston, TX

• They make $50,000 a year (203% 

FPL)

• Jason and Michelle are eligible 

marketplace coverage with a PTC of 

$233 a month and cost-sharing 

reductions (73% AV)

• Andre and Sasha are eligible for CHIP 

(Children’s Health Insurance Program)
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Tips for Helping Jason and Michelle Shop for a Plan

• Jason and Michelle are interested in comparing out-of-pocket costs for different 

plans in the marketplace

• Let’s use their general health care needs from last year as a starting point: 

→ Primary care physician visits: 3 visits for Jason, 4 for Michelle ($100/visit at 

full cost) 

→ Specialist visits: 4 orthopedic surgeon visits for Jason’s back ($300/visit at 

full cost) 

→ Prescriptions: Monthly prescription for Jason ($150/month at full cost)

→ Emergency room visit: 1 visit last year for Michelle ($2,000/visit at full cost)
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Comparing Plan Options: Out-of-Pocket Costs
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Option 1 Option 2

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Harris County, TX 77011

---

---

---

---

---

---

---

---

$40

$65

$20

$75 

$100

35%

$400

$400/day

$20

$55

$10

$55

30%

30%

$300

---

---

---

---

---

---

---

---

30%

Community Health Choice

HMO Bronze 003

Bronze

HMO

$165

$8,000 / $400

$13,700

Molina

Choice Silver 200

Silver (CSR 73%)

HMO

$270

$4,000

$10,900

HEALTH NEEDS:

12 Tier 2 prescriptions ($150 each)

7 PCP visits ($100/visit)

4 specialist visits ($300/visit)

1 ER visit ($2,000/visit)

Annual Cost

$6,955

$1,980

$1,075

$700

$1,200

$2,000

$3,240

$660

$140

$220

$300

$4,560

Annual Cost

https://www.communitycares.com/Portals/0/Downloads/HIM/PlanDocuments2016/27248TX0010003-01_Bronze_Deductible_2016.pdf
http://www.molinahealthcare.com/members/tx/en-US/PDF/marketplace/summary-of-benefits-choice-silver-200-2016.pdf
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Option 1 Option 2

Insurance company

Health plan name

Metal tier (Bronze, Silver, Gold, Platinum)

Plan type (HMO, PPO, POS, EPO, or other)

Monthly premium (after tax credit)

Deductible (medical/drug or combined)

Out-of-Pocket Maximum (OOP Max)

COST-SHARING CHARGES (COPAYS/COINSURANCE) AMOUNT AMOUNT
PRE-DEDUCT. AFTER DEDUCT. PRE-DEDUCT. AFTER DEDUCT.

Primary Care Provider (PCP) visit

Specialist visit

P
re

sc
ri

p
ti

o
n

s Generic (Tier 1)

Preferred brand name (Tier 2)

Non-preferred brand name (Tier 3)

Specialty (Tier 4)

Emergency Room (ER) visit

Inpatient hospital stay

Source: Healthcare.gov 2016 plans, Harris County, TX 77011

---

---

---

---

---

---

---

---

$40

$65

$20

$75 

$100

35%

$400

$400/day

$20

$55

$10

$55

30%

30%

$300

---

---

---

---

---

---

---

---

30%

Community Health Choice

HMO Bronze 003

Bronze

HMO

$165

$8,000 / $400

$13,700

Molina

Choice Silver 200

Silver (CSR 73%)

HMO

$270

$4,000

$10,900

HEALTH NEEDS:

12 Tier 2 prescriptions ($150 each)

7 PCP visits ($100/visit)

4 specialist visits ($300/visit)

1 ER visit ($2,000/visit)

Annual Cost

$1,980

$1,075

$700

$1,200

$2,000

$3,240

$660

$140

$220

$300

Annual Cost

$3,755 $4,040

https://www.communitycares.com/Portals/0/Downloads/HIM/PlanDocuments2016/27248TX0010003-01_Bronze_Deductible_2016.pdf
http://www.molinahealthcare.com/members/tx/en-US/PDF/marketplace/summary-of-benefits-choice-silver-200-2016.pdf


Contact Info

• Sarah Lueck, lueck@cbpp.org

– Twitter: @sarahL202

• Halley Cloud, cloud@cbpp.org

• General inquiries: beyondthebasics@cbpp.org

For more information and resources, please visit: 

www.healthreformbeyondthebasics.org

This is a project of the Center on Budget and Policy Priorities, www.cbpp.org

57

mailto:lueck@cbpp.org
mailto:cloud@cbpp.org
mailto:beyondthebasics@cbpp.org
http://www.healthreformbeyondthebasics.org/
http://www.cbpp.org/


Upcoming Webinars

Part IV: Exemptions and Penalties

• Thursday, September 28, 2017 | 2:00 pm ET (11:00 am PT)

Immigrant Eligibility for Coverage Programs

• Wednesday, October 4, 2017 | 2:00 pm ET (11:00 am PT) 
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Register for all upcoming webinars at 

Health Reform: Beyond the Basics, Upcoming Webinars

http://www.healthreformbeyondthebasics.org/events/

