
Attachment 2: Health Plan Design Worksheet
RFP # V2021-02GHIPP Transit Management of Volusia County


Respondent:  

Plan 1
Schedule of Comparable Benefits for Current T 42 Plan                             

	
	Current
	Proposed

	Financial Features
	
	

	Medical Benefits Deductible (Person/Family)
	$0 / $0 
	

	
	
	

	Prescription Drug Benefits Deductible (Person/Family)
	$0 / $0 
	

	
	
	

	Coinsurance
	15% of Allowed 
	

	Out-of-Pocket Maximum (Person/Family)
	$2,500 / $5,000 
	

	
	
	

	Office Services
	
	

	Physician Office Services (per visit)
	
	

	Primary Care Office
	$20 Copay
	

	Specialist
	$35 Copay
	

	Allergy Injections (per visit)
	
	

	Primary Care Physician
	$0
	

	Specialist
	$0
	

	Medical Pharmacy
	
	

	Preferred Medications
	15% Coinsurance
	

	Non-Preferred Medications
	25% Coinsurance
	

	Emergency Medical Care
	
	

	Urgent Care Centers (per visit)
	$60 Copay
	

	Hospital Emergency Services (per visit)
	$100 Copay
	

	Ambulance Services
	$100 Copay
	

	Outpatient Diagnostic and Therapeutic Services - Charges are per visit/test.

	Independent Diagnostic Testing Facility/Provider’s Office
	
	

	X-rays and Ultrasounds
	$0
	

	Diagnostic Services 
	$0
	

	Advanced Imaging Services 
	$0
	

	Radiation Therapy
	$35 Copay
	

	Independent Clinical Lab
	$0
	

	Outpatient Hospital Facility Services (per visit)
	
	

	X-rays and Ultrasounds
	15% Coinsurance
	

	Diagnostic Services 
	15% Coinsurance
	

	Advanced Imaging Services (AIS) (MRI, MRA, PET, CT, Nuclear Med.)
	15% Coinsurance
	

	Radiation Therapy
	15% Coinsurance
	

	Delivery / Hospital / Surgical 
	
	

	  Ambulatory Surgical Center Facility (ASC)
	$0
	

	Birthing Center
	$0
	

	Outpatient Hospital Facility Services (surgical) (per visit)
	$0
	

	Inpatient Hospital Facility (per admit)
	$200 Copay
	

	
Mental Health / Substance Dependency – Other Services

	Outpatient Facility Service (per visit)
	$35 Copay
	

	Partial Hospitalization (per admit)
	$100 Copay
	

	Residential/Rehabilitation Facility (per day)
	$50 Copay
	

	Hospital Emergency Room or Stand-Alone Emergency Facility Services (per visit)
	$100 Copay
	






	
	Current
	Proposed

	Schedule of Benefits for Covered Services                                                                                  In-Other Special Services 
	
	
	
	

	Combined Limit for Outpatient Occupational, Physical and Speech Therapy 
(per visit)
	$15 Copay
	

	Combined Limit for Outpatient Cardiac and Pulmonary Rehabilitation Therapy (per visit)
	$15 Copay
	

	Chiropractic Care (per visit)
	$15 Copay
	

	Durable Medical Equipment
	15% Coinsurance
	

	Prosthetics and Medical Brace Device
	$0
	

	Home Health Care (per visit)
	$15 Copay
	

	Skilled Nursing Facility (per day)
	$50 Copay
	

	Hospice
	$0
	

	Hearing Exam (Audiologist/Specialist)
	$35 Copay
	

	Telehealth Services
	
	

	Medical Visit
	$10 Copay
	

	Mental Health/Behavioral Health Visit
	$30 Copay
	

	
	Diabetes Care Management
	
	
	
	
	

	Diabetes Outpatient Self-Management Education
	$0
	

	Glucometer (2 per year)
	$0
	

	Annual Complete Diabetic Eye Exam  (Optometrist/Ophthalmologist)
	$20/$35 Copay
	

	50 Test Strips (per box )
	$10 Copay
	

	Lancets (per box)
	$4 Copay
	


	Prescription Drug Program
	
	
	
	

	30 Day Supply (FHCP / Walgreens)
	
	

	Generic Drugs
	
	

	Preventive (e.g., oral contraceptives)
	$0 / Not Covered 
	

	Preferred Generic
	$3  / $15 
	

	Non-Preferred Generic
	$10 / $15
	

	Preferred Brand Drugs
	$30 / $35 
	

	Non-Preferred Brand Drugs
	$55 /$60
	

	Specialty Drugs 
	
	

	Preferred Specialty
	15% Coinsurance / Not Covered 
	

	Non-Preferred Specialty
	25% Coinsurance / Not Covered 
	

	3 Month Supply Mail Order (FHCP Only) 
	
	

	Generic Drugs
	
	

	Preventive (e.g., oral contraceptives)
	$0
	

	Preferred Generic
	$6 Copay
	

	Non-Preferred Generic
	$27 Copay
	

	Preferred Brand Drugs
	$87 Copay
	

	Non-Preferred Brand Drugs
	$162 Copay
	

	Benefit Annual Maximums
	
	

	Home Health Care
	60 Visits 
	

	OT, PT, ST Outpatient Rehabilitation Therapy
	20 Visits 
	

	Cardiac and Pulmonary Therapy
	20 Visits 
	

	Chiropractic Care
	20 Visits 
	

	Skilled Nursing/Rehabilitation Facility
	20 Days 
	

	Behavioral Health Residential Facility
	20 Days 
	




Plan 2
Schedule of Comparable Benefits for Current T 66 Plan                             

	
	Current
	Proposed

	Financial Features
	
	

	Medical Benefits Deductible (Person/Family)
	$250 / $750 
	

	
	
	

	Prescription Drug Benefits Deductible (Person/Family)
	$0 / $0 
	

	
	
	

	Coinsurance
	10% of Allowed Amount
	

	Out-of-Pocket Maximum (Person/Family)
	$3,000 / $6,000 
	

	
	
	

	Office Services
	
	

	Physician Office Services (per visit)
	
	

	Primary Care Office
	$20 Copay
	

	Specialist
	$35 Copay
	

	Allergy Injections (per visit)
	
	

	Primary Care Physician
	10% Coinsurance
	

	Specialist
	10% Coinsurance 
	

	Medical Pharmacy
	
	

	Preferred Medications
	15% Coinsurance
	

	Non-Preferred Medications
	25% Coinsurance
	

	Emergency Medical Care
	
	

	Urgent Care Centers (per visit)
	$50 Copay
	

	Hospital Emergency Services (per visit)
	$100 Copay
	

	Ambulance Services
	DED + 10% Coinsurance  
	

	Outpatient Diagnostic and Therapeutic Services - Charges are per visit/test.

	Independent Diagnostic Testing Facility/Provider’s Office
	
	

	X-rays and Ultrasounds
	$35
	

	Diagnostic Services 
	$35
	

	Advanced Imaging Services 
	$150
	

	Radiation Therapy
	$35 Copay
	

	Independent Clinical Lab
	$0
	

	Outpatient Hospital Facility Services (per visit)
	
	

	X-rays and Ultrasounds
	DED +10% Coinsurance
	

	Diagnostic Services 
	DED +10% Coinsurance
	

	Advanced Imaging Services (AIS) (MRI, MRA, PET, CT, Nuclear Med.)
	DED +10% Coinsurance
	

	Radiation Therapy
	DED +10% Coinsurance
	

	Delivery / Hospital / Surgical 
	
	

	  Ambulatory Surgical Center Facility (ASC)
	DED +10% Coinsurance
	

	Birthing Center
	DED +10% Coinsurance
	

	Outpatient Hospital Facility Services (surgical) (per visit)
	DED +10% Coinsurance
	

	Inpatient Hospital Facility (per admit)
	DED +10% Coinsurance
	

	
Mental Health / Substance Dependency – Other Services

	Outpatient Facility Service (per visit)
	$35 Copay
	

	Partial Hospitalization (per admit)
	DED +10% Coinsurance
	

	Residential/Rehabilitation Facility (per day)
	DED +10% Coinsurance
	

	Hospital Emergency Room or Stand-Alone Emergency Facility Services (per visit)
	$100 Copay
	









	
	Current
	Proposed

	Schedule of Benefits for Covered Services                                                                                  In-Other Special Services 
	
	
	
	

	Combined Limit for Outpatient Occupational, Physical and Speech Therapy 
(per visit)
	DED +10% Coinsurance
	

	Combined Limit for Outpatient Cardiac and Pulmonary Rehabilitation Therapy (per visit)
	DED +10% Coinsurance
	

	Chiropractic Care (per visit)
	$20 Copay
	

	Durable Medical Equipment
	DED +10% Coinsurance
	

	Prosthetics and Medical Brace Device
	DED +10% Coinsurance
	

	Home Health Care (per visit)
	DED +10% Coinsurance
	

	Skilled Nursing Facility (per day)
	DED +10% Coinsurance
	

	Hospice
	DED +10% Coinsurance
	

	Hearing Exam (Audiologist/Specialist)
	$35 Copay
	

	Telehealth Services
	
	

	Medical Visit
	$10 Copay
	

	Mental Health/Behavioral Health Visit
	$30 Copay
	

	
	Diabetes Care Management
	
	
	
	
	

	Diabetes Outpatient Self-Management Education
	$0
	

	Glucometer (2 per year)
	$0
	

	Annual Complete Diabetic Eye Exam  (Optometrist/Ophthalmologist)
	$20/$35 Copay
	

	50 Test Strips (per box )
	$10 Copay
	

	Lancets (per box)
	$4 Copay
	

	Prescription Drug Program
	
	

	30 Day Supply (FHCP / Walgreens)
	
	

	Generic Drugs
	
	

	Preventive (e.g., oral contraceptives)
	$0 / Not Covered 
	

	Preferred Generic
	$3  / $15 
	

	Non-Preferred Generic
	$10 / $15
	

	Preferred Brand Drugs
	$30 / $35 
	

	Non-Preferred Brand Drugs
	$55 /$60
	

	Specialty Drugs 
	
	

	Preferred Specialty
	15% Coinsurance / Not Covered 
	

	Non-Preferred Specialty
	25% Coinsurance / Not Covered 
	

	3 Month Supply Mail Order (FHCP Only) 
	
	

	Generic Drugs
	
	

	Preventive (e.g., oral contraceptives)
	$0
	

	Preferred Generic
	$6 Copay
	

	Non-Preferred Generic
	$27 Copay
	

	Preferred Brand Drugs
	$87 Copay
	

	Non-Preferred Brand Drugs
	$162 Copay
	

	Benefit Annual Maximums
	
	

	Home Health Care
	60 Visits 
	


	OT, PT, ST Outpatient Rehabilitation Therapy
	20 Visits 
	

	Cardiac and Pulmonary Therapy
	20 Visits 
	

	Chiropractic Care
	20 Visits 
	

	Skilled Nursing/Rehabilitation Facility
	20 Days 
	

	Behavioral Health Residential Facility
	20 Days 
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