
Good health coverage is an important part of 
staying healthy and getting treatment when 
someone is affected by a health or mental health 
problem. The health reform lawi lays out rules 
for insurance plans that are intended to help 
individuals access the care they need. Starting 
in 2014, the law requires new individual and 
small group health insurance plans and Medicaid 
expansion plans to cover ten categories of services 
called Essential Health Benefits.ii 

Essential Health Benefits

NAMI • www.nami.org/healthcoverage  •  (800) 950-NAMI  •  March 2013

•	 Covered	services	within	a	category,	such	as	types	
of therapy.

•	 Treatment	limits,	such	as	number	of	visits,	length	
of hospital stays, covered medications or pre-
approval (prior authorization) requirements.

Essential Health Benefits
(Categories	of	Covered	Services)

1. Wellness & disease management
2. Prescription drugs
3. Hospitalization
4. Laboratory services
5. Emergency services
6. Maternity & newborn care
7.	 Children’s	care,	dental	&	vision
8. Rehabilitation & habilitation
9. Mental, behavioral health & substance use care
10. Outpatient clinic services

Will All Health Plans Cover the Same Services?
While every plan must cover services within the ten categories of Essential Health Benefits, plans may have 
differences in:

•	 How	“medically	necessary”	is	defined	for	
covering treatment. 

•	 Which	health	and	mental	health	providers	are	
covered by the plan.

Mental Health Services Will Be Covered
The law requires mental health and substance use 
services to be covered at parity, or on fair and 
equal terms, with other medical care in plans that 
are required to offer Essential Health Benefits. 
However, plans will not be required to cover all 
types of mental health services and may not cover 
all mental health conditions. When comparing 

Plans will be required to cover a minimum number 
of mental health drugs in each category or class, 
such as atypical antipsychotics, although each plan 
may choose to cover different medications. The 
number of covered drugs will vary by state and by 
plan. 

health plans look for mental health services in all 
categories of Essential Health Benefits. While most 
mental health outpatient and hospital services will 
be covered in the mental health category, some 
plans will cover mental health services in other 
categories such as prescription drugs or prevention 
services such as depression screening. 

If you live with mental illness, it will be important to 
compare plans for their coverage of mental health 
conditions and services, including prescription 
drugs.

What About Prescription Mental Health Drugs?

Habilitation services help people gain or keep 
skills such as the ability to speak or care for 
oneself. Rehabilitation services help people regain 
skills that have been lost such as the ability to live 

independently. Plans may offer some habilitative 
and rehabilitative services for people with mental 
illness, but this will vary by state and by plan. 

What Are Habilitation and Rehabilitation Services?
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Sources:
i	The	Patient	Protection	and	Affordable	Care	Act	(PPACA).	(March	23,	2010).	http://healthcare.gov/law/full.
ii	Essential	Health	Benefits:	HHS	information	Bulletin:	www.healthcare.gov/news/factsheets/2011/12/essential-health-benefits12162011a.html.	

While every plan must cover the Essential Health 
Benefits, plans will vary by the types of services 
they cover and how much of the cost they cover.  
To help individuals choose the right coverage, 
health insurance exchanges, or marketplaces, will 
label	plans	“platinum,”	“gold,”	“silver”	or	“bronze.”	
Platinum and gold plans will cover more services 
and/or	more	of	the	cost	of	services,	but	will	have	
higher premiums. Silver plans will cover fewer 
services	and/or	less	of	the	cost	of	services.	Bronze	
plans will offer the least coverage and the lowest 
premiums.

Most health plans require a deductible, an amount 
paid out-of-pocket, before they will pay for an 
individual’s	health	care.	To	help	protect	individuals	
from high costs, the health law places annual limits 
on deductibles for plans sold through a health 
insurance market place, or exchange. For plans 
that begin on or after Jan. 1, 2014, the annual cost 
limit will be $2,000 for individuals and $4,000 for 
families. Some plans may have lower deductibles, 
but their monthly premium will be higher.

The law also places a limit on overall out-of-pocket 
costs such as co-pays. In 2014, the annual out-
of-pocket cost ceiling will be $6,400 for a single 
person and $12,800 for a family which includes 
premiums, deductibles and copayments. The cost 
calculator on the health insurance marketplace 
website will help you figure your total out of pocket 
cost for each plan.

What’s the Difference Between a Platinum, Gold, Silver and Bronze Plan?

What About Out-of-pocket Costs?

 Level The Plan Pays 

 Platinum 90%

 Gold 80%

 Silver 70%

 Bronze 60%

More
Coverage

Less
Coverage

 Health Plans Annual Annual
 Purchased Through Maximum Maximum
 Exchanges Deductible Deductible 

 Individual $2,000 $6,400

 Family $4,000 $12,800

Note: Maximum deductible will be adjusted for inflation each year.  
Annual out-of-pocket cost limit only applies to in-network benefits.


