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The world of health care is turning           
upside down… again!  Just as we were getting accustomed 
to the idiosyncrasies of “Obamacare” (aka the Affordable 
Care Act) along comes a new political regime intent on 
dismantling the often contentious law.  Love it or hate it, 
the ACA has been a lightning rod for advocates and 
detractors alike.   
 

There are a couple of key components of the law that seem 
to attract the most attention.  First is the requirement that 
you must “play or pay.”  The law currently requires 
everyone in America to have health insurance. Either you 
get it from your employer, or you buy it from one of the 
Exchanges built to enroll individuals in a qualified plan.  
Those who meet certain income limits become eligible for 
either a subsidy (a federally underwritten discount) or 
Medicaid.  There are those vehemently opposed to a legal 
mandate requiring people to buy this product. The 
mandate was upheld by the Supreme Court in June 2012 
by declaring the requirement a “tax.” 
 

The individual mandate is considered essential to ensure 
that younger, healthy people pay premiums as a fiscal 
balance to those older, less healthy people who burden the 
system with disproportionate health claims.  
 

By eliminating or curtailing the subsidies/tax credits for 
individuals earning less than 400% of the Federal Poverty 
Level (FPL) there are sure to be millions of people who 
will find any insurance difficult to pay for.  The GOP is 
floating a number of proposals that include less rich, more 
catastrophic coverage. They are also proposing a 
redistribution of the premium burden to make it less 
expensive for younger Americans and more expensive for 
older people.  Again, there will be extensive segments of 
the population adversely affected by such a plan.  
 

This seems to be the season where we all must remind 
ourselves to be careful what we wish for.  One thing is 
certain, we are in for more tumult and uncertainty.  Hardly 
a day goes by without some vitriolic headline proclaiming 
doom and gloom for health care. No matter what your 
political perspective, we all have a shared investment in 
the outcome of any changes made to the ACA.   
 

I find it curious that this discussion is always titled as 
“Healthcare Reform.”  So very little of this discussion 
actually reflects the delivery of health care. Most of the 
ACA deals with the financing of health care.  As a nation 
we need to begin to consider the drivers of health care 
delivery… prescription drug costs particularly. But that’s a 
subject for a different day! 

 
 
  

 

UNDERSTANDING PRESCRIPTION COVERAGE 
 

Every health insurance plan comes with prescription drug coverage, but not every plan 
covers every medication.  And, within a plan, how much you will have to pay for medica-
tions will vary, depending on the drug itself.  This is why it’s important to know how pre-
scription drugs are covered and what to look for to make sure you have the coverage you 
need when you’re choosing a plan. 
 

How Can I Know Which Drugs Will be Covered?  When you’re considering insurance 
plans, ask to see each plan’s formulary, which is the list of drugs covered by the plan.  The 
formulary provides guidelines on how the cost of the drug is split between you and the 
insurer.  Formularies usually have “tiers,” which are groups of drugs classified according 
to cost.  The number of tiers varies by plan and can actually include up to six categories! 

                                                                                                                                                            

Your co-payment for a drug is based on which tier your drug is in. The tiers differ accor-
ding to each plan.   Not all plans have the same number of tiers or include the same drugs 
in each tier, but here is how they typically work.  
 

Tier 1 - These are the least expensive prescription drugs available 
with the plan, typically linmited to generic drugs.  Generic drugs  
generally work just as well as brand-name medications. The only  
difference is the name and how much money you can save!   
 

Tier 2 - More expensive generic drugs and brand-name drugs  
Your plan has designated as “preferred” are in this tier.  If you 
take a brand-name drug, you should talk to your doctor about whether a drug in this tier is 
appropriate for you, as this is where you find the most affordable brand-name options. 
 

Tier 3 - Non-preferred and expensive brand-name drugs are usually in this tier.  These 
drugs are typically subject to the annual deductible and will cost you a significant amount 
out-of-pocket.  
 

Tier 4 - This is the most expensive tier, usually reserved for the highest-priced drugs and 
for drugs that treat rare conditions. Many drugs in this class require pre-authorization. 
 

How Do I Find a Plan’s Formulary?  A good place to start is to check the insurer’s 
website. It’s helpful to know the class of drug, and of course the trade name.  It’s good to 
know the dose and frequency as well. A trick we use here at Benecorp is to scroll all the 
way down to the alphabetical listing at the end of the formulary and see which page it’s on.  
Most formularies are hundreds of pages long and this can save lots of time! You can 
always simply call us! We have immediate access to all of the major carrier formularies! 
 

How Can I Avoid Unexpected Costs?  The best way to avoid unexpected costs is to know 
how your plan defines the meds you’re already taking before you go to the pharmacy.  Pay 
special attention to whether your meds will be covered at a copay or subject to the 
deductible.  Here’s a trick to know… ask the pharmacist how much the prescription would 
cost if you pay cash!  Many times, the big chains have preferential pricing that is less than 
the copay when you use your insurance card! 
                                                                                                                                                          
                                                            
 
                                                                                                       
 
 
 
 
 
 

A Common Question: What should I do when I get a bill from my doctor or hospital?  

The dedicated folks in Customer Service here at Benecorp get asked this question all the 
time.  And while you never want to let any bill go unattended for too long, we invariably 
recommend that you don’t pay it until you get the corresponding EOB. 
 

So what is an EOB? The Explanation of Benefits (EOB) is a statement from your 
insurance company showing when and how each service rendered was reimbursed by 
your plan. 
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8 Reasons Vaccinations Matter 
 

You may be at risk for serious illnesses that could be 
prevented by vaccines.  Many of these diseases (like influenza, 
whooping cough and meningitis) are common in the US. 
 

If you have a chronic health condition or weakened immune 
system, you may be more at risk.  Adults with chronic 
conditions such as heart disease, diabetes or lung disease and 
those with weakened immune systems often get even sicker 
from certain vaccine-preventable diseases. 
 

You can reduce the chance that you’ll pass on a serious 
disease to your loved ones.  Most vaccine-preventable disease 
can be contagious.  Getting your shots reduces the risk that 
you get sick and spread disease on to others. 
 

You can help protect those who can’t get vaccinated.  People 
with certain medical conditions (like pregnant women or 
people undergoing cancer treatment) may not be able to get 
certain vaccines, but are very vulnerable to illness.  Vaccines 
can help prevent the spread of contagious diseases to them.   
 

You don’t have time to get sick.  You have too much 
responsibility to risk getting sick, including people counting 
on you at work and at home.  Vaccines can help you stay 
healthy so you don’t waste time being sick. 
  

Getting sick can be expensive!  It costs money to be sick. 
There’s the expense of medical treatments, as well as the cost 
of taking time off from work.  Add in the expense of hiring 
babysitters, and the travel to and from doctor’s offices etc. 
 

You travel for work or pleasure.  Travel can put you at risk 
for certain diseases… particularly if you travel internationally. 
 

You want the peace of mind that comes with protecting your 
health.  People sometimes wait to get vaccines until they hear 
of outbreaks in their community.  The time to be vaccinated is 
before disease arrives.  It’s important to stay up-to-date on 
your immunizations because no one can predict when disease 
will appear. 

 

What Are the 10 “Essential Health Benefits” Required by Law? 
 

The Affordable Act (ACA) requires fully insured small group and individual 
health plans (both on and off the public exchange/Marketplace) to provide 
coverage for a core package of health care services, known as “essential health 
benefits” (EHBs).  This rule is intended to balance comprehensiveness and 
affordability for consumers by ensuring essential services are covered and 
consumer out-of-pocket expenses are limited. 
 

EHB Categories 
 

In addition to the standard 10 EHB categories detailed below, states may include 
additional benefit requirements under their own state regulations or within a 
state’s selected benchmark plan. 
 

1. Ambulatory patient services 
2. Emergency Services 
3. Hospitalization 
4. Maternity and newborn care 
5. Mental Health and substance abuse disorder services 
6. Prescription drugs 
7. Rehabilitative and habilitative services and devices 
8. Laboratory services 
9. Preventive and wellness services and chronic disease management 
10. Pediatric services, including dental and vision care 

 

Any health plan that covers EHBs must cover these benefits with no annual 
limits or lifetime maximums.  This includes self-insured and large group plans 
(having 51 or more employees).  Effective January 1, 2017, plans that offer out-
of-network benefits on EHBs may no longer place limits or maximums on those 
benefits. 
 

Out-of-Pocket Limits on EHBs 
Out-of-pocket (OOP) consumer spending, which typically includes deductibles, 
copays and coinsurance, is limited for in-network essential health benefit services.  
The OOP spending limits are adjusted annually: 
 
 

2017 OOP Maximums - $7,150 For Individuals     $14,300 For Families 
 

2018 OOP Maximums - $7,350 For Individuals     $14,700 For Families 
 

 
State Benchmark Plans 

 

Effective January 1, 2014, each state selected a benchmark plan that was to be 
used through the 2016 plan year.  States have had the option to select a new 
benchmark plan for years on and after January 1, 2017.  It’s important for 
employers who sponsor group health plans to understand which benchmark plan 
they must follow so they know which benefits cannot have annual or lifetime 
limits.  The state benchmark plan is determined differently based on the plan’s 
funding type. 
 
 

• Employers that self-insure their plans can choose a state to use for their 
benchmark plan 

• Employers with self-insured plans must use the benchmark plan of the 
employer’s state of domicile, except for HMO plans which must follow 
the HMO plan state. 

 

Excerpted from – Cigna Healthcare Reform article www.cigna.com  

Common Heartburn Drugs Linked to Kidney Disease 
Northwest Prime Time, vol. 16, number 4, pg. 3 
 
People who use certain medication for chronic heartburn may be at increased risk of developing kidney disease, a new study suggests. The research is 
the latest to highlight potential risks from drugs called proton pump inhibitors (PPIs). PPIs include prescription and over-the-counter drugs such as 
Prilosec, Prevacid and Nexium. Bone fractures are also a concern with long-term use. The report suggests that people should use PPIs only when it’s 
medically necessary and for the shortest time possible. For people with more sever reflux, such as inflammation in the esophagus or an ulcer, PPIs can 
help problems to heal. After a patient has used the medication for a month, it may be possible to “step down” to an H2-blocker and lifestyle changes. If 
not, surgery may be considered. The study was released on April 14 in the Journal of the American Society of Nephrology. 
 
 

 
Benefits Beat is published quarterly. We are 

always looking for your feedback and would welcome 
any ideas or suggestions for improving our 

publication. 
     
An archive of past issues can be found on our website 

at www.bene-corp.com 
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