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ESTABLISHMENT OF THE PLAN: ADOPTION OF THE PLAN DOCUMENT AND
SUMMARY PLAN DESCRIPTION

THIS PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION (“Plan Document”), made by
City of Plattsburgh (the “Company” or the “Plan Sponsor”) as of August 1, 2018, hereby amends and
restates the City of Plattsburgh Employee Benefit Plan (the “Plan”). Any wording which may be
contrary to Federal Laws or Statutes is hereby understood to meet the standards set forth in such.
Also, any changes in Federal Laws or Statutes which could affect the Plan are also automatically a
part of the Plan, if required.

Effective Date

The Plan Document is effective as of the date first set forth above, and each amendment is effective
as of the date set forth therein.

Adoption of the Plan Document
The Plan Sponsor, as the settlor of the Plan, hereby adopts this Plan Document as the written
description of the Plan. This Plan Document represents both the Plan Document and the Summary
Plan Description, which is required by the Employee Retirement Income Security Act of 1974, 29
U.S.C. et seq. (ERISA). This Plan Document amends and replaces any prior statement of the health
care coverage contained in the Plan or any predecessor to the Plan.
IN WITNESS WHEREOF, the Plan Sponsor has caused this Plan Document to be executed.

City of Plattsburgh

By: . /?’j

v

Name

City Chamberlain
Title

10/10/2018
Date




GRANDFATHERED HEALTH PLAN DISCLOSURE STATEMENT

This group health plan believes this Plan is a “grandfathered health plan” under the Patient
Protection and Affordable Care Act (the Affordable Care Act). As permitted by the Affordable Care
Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect
when that law was enacted. Being a grandfathered health plan means that your plan may not include
certain consumer protections of the Affordable Care Act that apply to other plans, for example, the
requirement for the provision of preventive health services without any cost sharing. However,
grandfathered health plans must comply with certain other consumer protections in the Affordable
Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered
health plan and what might cause a plan to change from grandfathered health plan status can be
directed to the plan administrator. You may also contact the Employee Benefits Security
Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.
This website has a table summarizing which protections do and do not apply to grandfathered health
plans.



http://www.dol.gov/ebsa/healthreform

SCHEDULE OF MEDICAL BENEFITS
Traditional Blue 998 — Class 0001

Basic

Class 0001 Benefit Major Medical Limitations and Explanations

Individual Lifetime .

Maximum Benefit Unlimited

Individual Deductible $0 $100 The family deductible applies collectively to

Family Deductible $0 $200 all covered persons in the same family.
Coinsurance percentages represent the

Coinsurance 100% 80% portion (_)f CO\_/ered expenses _pald by the Plan
after satisfaction of any applicable
deductible.
Excludes deductible. When a covered

. . person or family reaches the annual

Individual Maximum . ..
maximum, the Plan pays 100% of additional

Out-Of-Pocket $0 $500 X

Amount covered expenses for the remainder of the
benefit year. Penalties do not apply to the out-
of-pocket amount.

Basic Benefit

In- Out-of-

Area** Area Major
Class 0001 Non-Par Non-Par Medical Limitations and Explanations
Allergy Testing & - /o N/A NA | 80%*
Injections
Ambulance - 100% | 100% | 100% N/A
Ground
Ambulance N/A N/A N/A | 80%* | Limited to $25 per trip.
Volunteer
ﬁ?pb”'ame - N/A N/A N/A 80%*
Ambulette N/A N/A N/A 80%*
Anesthesia 100% 100% 100% N/A
Acrtificial
Insemination — 100% 100% 100% N/A
Physician
Cardiac Limited to 24 visits per benefit year

0k
Rehabilitation N/A N/A N/A 80% following an acute heart condition.
Chemotherapy / op%
Radiation Therapy N/A N/A N/A 80%
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.
Effective August 1, 2018: Current and future Medicare eligible retirees and/or dependents will receive coverage
under Traditional Blue 998 —Class 0001 Plan and the City’s self-insured ProAct Retiree RxCare with Employer
Group Waiver Plan.




Basic Benefit
In- Out-of-

Area** Area \ET[o] g
Class 0001 Non-Par Non-Par Medical Limitations and Explanations
Chiropractic Care N/A N/A N/A 80%*

Services obtained from a
Diabetic Education N/A N/A N/A 80%* participating certified diabetic
educator are covered in full.

Diabetic
Equipment & N/A N/A N/A 80%*
Supplies

Diagnostic
Laboratory 100% 100% 100% N/A
Services

Diagnostic MRI /

0, 0, 0, i i i i i
MRA/PET /CT 100% 100% 100% N/A Prior authorization is required.

Services rendered in a participating
facility will be reimbursed at the
Diagnostic X-Ray 100% 100% 100% N/A participating provider benefit level
regardless of whether the provider is
a participating provider.

Dialysis N/A N/A N/A 80%*
Durgble Medical N/A N/A N/A 8006 Prior auth_orization is required for
Equipment select equipment.
Prior authorization is required for
Home Health Care 100% 100% 100% N/A home health aide only. Limited to
40 visits per benefit year.
Hospice Care 100% 100% 100% N/A
Hospital - 100% = 100% | 100% N/A
Emergency Room
Hospital -
Inpatient Acute
Physical 100% 100% 100% N/A Prior authorization is required.
Rehabilitation
Facility
Hospital - Inpatient 100% 100% 100% N/A Prior authorization is required.
Substance Abuse
Hospital -
Inpatient Mental 100% 100% 100% N/A Prior authorization is required.
Health

*Deductible applies

**|n-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under

the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical

benefits and will be payable subject to deductible and coinsurance.

Effective August 1, 2018: Current and future Medicare eligible retirees and/or dependents will receive coverage under

Traditional Blue 998 —Class 0001 Plan and the City’s self-insured ProAct Retiree RxCare with Employer Group Waiver

Plan.




Basic Benefit

In- Out-of-

Area** Area \ET[o] g
Class 0001 Non-Par Non-Par Medical Limitations and Explanations
Hospital - Inpatient
(T)rtﬁztrmC:eg\teor; q 100% 100% 100% N/A Prior authorization is required.
Conditions
Hospital -
Outpatient
g:?::rljtgr%ree- 100% = 100% | 100% | N/A
Standing Surgical
Facility
Rgfnpi':z:dnp{ee'sﬁng 100% = 100% = 100% | NIA
Hospital - All
Other Outpatient 100% 100% 100% N/A
Services
Infusion Therapy N/A N/A N/A 80%*

Not Out-of-area non-participating is paid
Medical Supplies 100% covered 80% N/A at 80% when billed with a covered
room service.

Orthoptic Therapy N/A N/A N/A 80%* Prior authorization is required.
Orthotics &
External N/A N/A N/A 80%*
Prosthetics
Outpatient
Therapy - N/A N/A N/A 80%*
Mental Health
Outpatient
Therapy — Crisis N/A N/A N/A 100%
Intervention
Outpatient
Therapy — 100% 100% 100% N/A
Substance Abuse
E';i’esr'ggnc;/ggom 100% = 100% | 100% | N/A
Physician Visit- .
Office / Clinic NA NIA | NiA | 80%

*Deductible applies

**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.

Effective August 1, 2018: Current and future Medicare eligible retirees and/or dependents will receive coverage under
Traditional Blue 998 —Class 0001 Plan and the City’s self-insured ProAct Retiree RxCare with Employer Group Waiver

Plan.




Basic Benefit
In-
Area**

Out-of-
Area

\ET[o] g

Class 0001 Non-Par Non-Par Medical Limitations and Explanations
Limited to 1 visit per day per

Physician Visit- 0 0 0 physician. Consultations are limited

Inpatient 100% 100% 100% N/A to 2 by no more than 2 different
physicians per admission.

Physician — 100% | 100% | 100% N/A

Inpatient Surgeon

Physician —

Hospital or Free- 100% | 100% | 100% N/A

Standing Surgical

Center Surgeon

gm’gsé‘;'s” —Office 190006 100% 100% N/A

Phy_SICIan - 100% 100% 100% N/A Asglsta}nt surgeon in a physician’s

Assistant Surgeon office is not covered.

Post-Mastectomy . Limited to 1 per affected breast per

Prosthetic N/A N/A N/A 80% benefit year.

Post-Mastectomy N/A N/A N/A 80%* | Limited to 4 per benefit year.

Surgical Bra

Preventive Care — Limited to a maximum of $50 per

Routine Physical 100% 100% 100% N/A benefit year. Coverage is limited to

(Age 50+) employee only.

Preventive Care —

Well Child Care 100% 100% 100% N/A Includes immunizations.

(Birth to age 18)

Preventive Care — 0 0 0 Limited to 1 examination including

OB/GYN 100% 100% 100% N/A Pap smear per benefit year.

Preventive Care - 100% = 100% | 100% N/A

Mammograms

Preventive Care - 100% = 100% | 100% N/A

Colonoscopy

E;eXeT”;'S‘;e Care - 100% = 100% | 100% N/A

Private Dut Prior authorization is required.

NUrsin y N/A N/A N/A 80%* Limited to 750 hours per benefit

g year.

Rehabilitative

Therapy_—PhysmaI/ 100% 100% 100% N/A L_|m|ted to an aggregated limit of 120

Occupational/ visits per benefit year.

Speech/Inhalation

*Deductible applies

**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.

Effective August 1, 2018: Current and future Medicare eligible retirees and/or dependents will receive coverage under
Traditional Blue 998 —Class 0001 Plan and the City’s self-insured ProAct Retiree RxCare with Employer Group Waiver

Plan.




Basic Benefit

In- Out-of-
Area** Area Major

Class 0001 Non-Par Non-Par Medical Limitations and Explanations
Rehabilitative
Therapy — N/A N/A N/A 80%*
Pulmonary
Second Surgical 100% = 100% | 100% N/A
Opinions
Skilled Nursing 0 0 0 . T .
Facility 100% 100% 100% N/A Prior authorization is required.
Sleep Studies 100% 100% 100% N/A
Transfusion N/A N/A N/A 80%*
Urgent Care N/A N/A NA | 80%*
Center

Limited to covered expenses as
All Other Covered N/A N/A N/A 80%* | described in the Summary Plan
Expenses I

Description.

*Deductible applies

**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.

Effective August 1, 2018: Current and future Medicare eligible retirees and/or dependents will receive coverage under
Traditional Blue 998 —Class 0001 Plan and the City’s self-insured ProAct Retiree RxCare with Employer Group Waiver
Plan.

SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Class 0001 Pharmacy Mail Order Limitations and Explanations
Generic $0 $0 *The initial fill for maintenance
Drug Co-pay medications may be made at the retail
Preferred Brand pharmacy, with one allowable refill. Any
Drug Co-pay $10 $20 subsequent refills for maintenance
Non-Preferred Brand medications must be made through the

on-Preferred Bran ;

mail order program.

Drug Co-pay $10 $20 prog
Maximum Supply 30 days 90 days Impotence medications are limited to 10

pills per every 30 days.

*Mandatory mail order does not apply to those covered under the City’s self-insured ProAct Retiree RxCare with
Employer Group Waiver Plan.




SCHEDULE OF MEDICAL BENEFITS
Traditional Blue 998 — Class 0002

Basic

Class 0002 Benefit Major Medical Limitations and Explanations

Individual Lifetime -

Maximum Benefit Unlimited

Individual Deductible $0 $100 The family deductible applies collectively to

Family Deductible $0 $200 all covered persons in the same family.
Coinsurance percentages represent the

Coinsurance 100% 80% portion of covered expenses paid by the Plan
after satisfaction of any applicable
deductible.
Excludes deductible. When a covered

Individual Maximum person or family reaches the annual

Out-Of- maximum, the Plan pays 100% of additional

ut-Of-Pocket $0 $500 X

Amount cover(_ed expenses fpr the remainder of the
benefit year. Penalties do not apply to the out-
of-pocket amount.

Basic Benefit

In- Out-of-

Area** Area Major
Class 0002 Non-Par Non-Par Medical Limitations and Explanations
Allergy Testing & -\ N/A NA | 80%*
Injections
Ambulance — 100% | 100% | 100% N/A
Ground
Ambulance — ok - .
Volunteer N/A N/A N/A 80% Limited to $25 per trip.
Ambulance N/A N/A NA | 80%*
Air
Ambulette N/A N/A N/A 80%*
Anesthesia 100% 100% 100% N/A
Artificial
Insemination — 100% 100% 100% N/A
Physician
Cardiac op% Limited to 24 visits per benefit year
Rehabilitation N/A N/A N/A 80% following an acute heart condition.
Chemotherapy / op%
Radiation Therapy N/A N/A N/A 80%

*Deductible applies

**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.

Vi



Basic Benefit

In- Out-of-
Area** Area \ET[o] g
Class 0002 Non-Par Non-Par Medical Limitations and Explanations
Chiropractic Care N/A N/A N/A 80%*
Services obtained from a
Diabetic Education N/A N/A N/A 80%* participating certified diabetic
educator are covered in full.
Diabetic
Equipment & N/A N/A N/A 80%*
Supplies
Diagnostic
Laboratory 100% 100% 100% N/A
Services
I\D/III?Q?A[]?SFE:ECTI\;IEIT/ 100% 100% 100% N/A Prior authorization is required.
Diagnostic X-Ray 100% 100% 100% N/A
Dialysis N/A N/A N/A 80%*
Durqble Medical N/A N/A N/A 8006* Prior authprization is required for
Equipment select equipment.
Prior authorization is required for
Home Health Care 100% 100% 100% N/A home health aide only. Limited to
40 visits per benefit year.
Hospice Care 100% 100% 100% N/A
Hospital - 100% = 100% = 100% | NIA
Emergency Room
Hospital -
Inpatient Acute
Physical 100% 100% 100% N/A Prior authorization is required.
Rehabilitation
Facility
Hospital - Inpatient 100% 100% 100% N/A Prior authorization is required.
Substance Abuse
Hospital -
Inpatient Mental 100% 100% 100% N/A Prior authorization is required.
Health
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.
Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.

vii



Basic Benefit

In- Out-of-
Area** Area \ET[o] g
Class 0002 Non-Par Non-Par Medical Limitations and Explanations
Hospital - Inpatient
Treatment OF 100% 100% 100% N/A Prior authorization is required.
Other Covered
Conditions
Hospital -
Outpatient
Ambulatory 100% = 100% = 100% | NIA
Surgery or Free-
Standing Surgical
Facility
Hospital - Pre- 100% = 100% | 100% N/A
Admission Testing
Hospital - All
Other Outpatient 100% 100% 100% N/A
Services
Infusion Therapy N/A N/A N/A 80%*
Not Out-of-area non-participating is paid
Medical Supplies 100% covered 80% N/A at 80% when billed with a covered
room service.
Orthoptic Therapy N/A N/A N/A 80%* Prior authorization is required.
Orthotics &
External N/A N/A N/A 80%*
Prosthetics
Outpatient Therapy *
Mental Health N/A N/A N/A 80%
Outpatient Therapy
— Crisis N/A N/A N/A 100%
Intervention
Outpatient Therapy | 45000 10005 | 100% N/A
—Substance Abuse
Physician Visit 100% | 100% | 100% N/A
Emergency Room
Physician Visit- -
Office / Clinic N/A N/A NIA | 8%
Limited to 1 visit per day per
Physician Visit- hysician. Consultations are limited
Ing;tient 100% 100% 100% N/A Fo)zl by no more than 2 different
physicians per admission.
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.
Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.
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Basic Benefit

In- Out-of-
Area** Area \ET[o] g
Class 0002 Non-Par Non-Par Medical Limitations and Explanations
Physician - 100% | 100% | 100% N/A
Inpatient Surgeon
Physician —
Hospital or Free- 100% | 100% | 100% N/A
Standing Surgical
Center Surgeon
Physician —Office |45, 100% 100% N/A
Surgeon
Phy_SICIan - 100% 100% 100% N/A Asglste.mt surgeon in a physician’s
Assistant Surgeon office is not covered.
Post-Ma;tectomy N/A N/A N/A 80%6* L|m|t<_ed to 1 per affected breast per
Prosthetic benefit year.
Post-Mastectomy N/A N/A N/A 80%* | Limited to 4 per benefit year.
Surgical Bra
Preventive Care — Limited to a maximum of $50 per
Routine Physical 100% 100% 100% N/A benefit year. Coverage is limited to
(Age 50+) employee only.
Preventive Care —
Well Child Care 100% 100% 100% N/A Includes immunizations.
(Birth to age 18)
Preventive Care — 0 0 0 Limited to 1 examination including
OB/GYN 100% 100% 100% N/A Pap smear per benefit year.
Preventive Care — 15000 | 1009 | 100% N/A
Mammograms
Preventive Care = 1500 | 100% | 100% = N/A
Colonoscopy
Preventive Care —
0, 0, 0,
PSA Test 100% 100% 100% N/A
Private Duty Prior authorization is required.
NUrsin N/A N/A N/A 80%* Limited to 750 hours per benefit
g year.
Rehabilitative
Therapy_—Phy5|caI/ 100% 100% 100% N/A L_|m|ted toan aggregated limit of 120
Occupational/ visits per benefit year.
Speech/Inhalation
Rehabilitative
Therapy — N/A N/A N/A 80%*
Pulmonary
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.
Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.




Basic Benefit

In- Out-of-

Area** Area Major
Class 0002 Non-Par Non-Par Medical Limitations and Explanations
Second Surgical 100% = 100% = 100% | N/A
Opinions
Elgélilltie;ijursmg 100% 100% 100% N/A Prior authorization is required.
Sleep Studies 100% 100% 100% N/A
Transfusion N/A N/A N/A 80%*
Urgent Care N/A N/A N/A 80%*
Center

Limited to covered expenses as
All Other Covered N/A N/A N/A 80%* | described in the Summary Plan
Expenses o
Description.
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under
the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical
benefits and will be payable subject to deductible and coinsurance.

SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Class 0002 Pharmacy Mail Order Limitations and Explanations

Generic

Drug Co-pay 30 30

Preferred Brand $10 $20 o N

Drug Co-pay Impotence medications are limited to 10
- ills per every 30 days.

Non-Preferred Brand $10 $20 puisp y Y!

Drug Co-pay

Maximum Supply 30 days 90 days




SCHEDULE OF MEDICAL BENEFITS
Traditional Blue POS 298 — Class 0003

Out-of- C .
Class 0003 In-Network Network Limitations and Explanations

Individual
Lifetime Unlimited
Maximum Benefit
. I-$0
Primary Care :
o 11-$5 Not applicable
Physician Co-Pay 11-$10
- 1-$20
Specialist .
S 11-$15 Not applicable
Physician Co-Pay 11-$10
Individual
Deductible 30 $250 The family deductible applies collectively to all
Family covered persons in the same family.
Deductible $0 3500

Coinsurance percentages represent the portion of
Coinsurance 100% 80% covered expenses paid by the Plan after satisfaction
of any applicable deductible.

Individual . .

. Includes deductible, co-pays & coinsurance

Maximum Not .
X $5,000 amounts. When a covered person or family reaches
Out-Of-Pocket applicable .
the annual maximum, the Plan pays 100% of
Amount o .

: . additional covered expenses for the remainder of
Family Maximum Not the benefit year. Penalties do not apply to the out-of-
Out-Of-Pocket ) $10,000

applicable pocket amount.

Amount

\ A visit co-pay applies to any physician supervised treatment encounter unless stated otherwise.
\ Co-pay applies per provider, per day unless stated otherwise.
+ Maximums are combined for in-network and out-of-network services.

Out-Of-

Class 0003 In-Network Network Limitations and Explanations

AI.Ierg_y Testing & 100% 80%*
Injections
Ambulance — 100% 100% Prior authorization is required for non-emergent air
Ground / Air transport.
Services rendered in a participating facility will be
Anesthesia 100% 100% reimbursed at the participating provider benefit
level regardless of whether the provider is a
participating provider.
. 100% after
Artificial specialist 80%6*
Insemination
co-pay
Cardiac 100% after - . .
Rehabilitation specialist 80%* Limited to 24 visits per benefit year.
co-pay

*Deductible applies

Xi




Out-Of-

In-Network

Class 0003 Network Limitations and Explanations
100% after
Che_mc_)therapy / specialist 80%*
Radiation Therapy
co-pay
Chiropractic 0
Care — é(l)g (/;)O?ftaer 80%* Prior authorization is required.
Chiropractor pay
Chiropractic 200(:?(::&2 80%6*
Care - Physician PP °
co-pay
5 . . .
Diabetic Education 100% after 80%* Serwces_rendered through Alive & Lively are
PCP co-pay covered in full.
Diabetic 0
Equipment & 100% after 80%*
. PCP co-pay
Supplies
. . Routine services are not covered out-of-network.
Diagnostic . - A - .
Laboratory Sgrwces rendered in a p_artu_:lpatlng facmty WI.|| be
Services - 100% 80%* reimbursed at the participating provider benefit
o i level regardless of whether the provider is a
utpatient AN .
participating provider.
Diagnostic MRI / 0 ok . T .
MRA / PET/ CT 100% 80% Prior authorization is required.
Services rendered in a participating facility will be
. . 0 op% reimbursed at the participating provider benefit
Diagnostic X-Ray 100% 80% level regardless of whether the provider is a
participating provider.
100% after
Dialysis applicable 80%*
co-pay
Durgble Medical 80% 50%* Prior authorization is required for select equipment.
Equipment
Prior authorization is required for home health
0, 0/fn*
Home Health Care 100% 80% aides. Limited to 365 visits per benefit year.
HOSp.' ce Care — 100% 80%* Limited to 210 days per benefit year.
Inpatient
Hospice Care — 0 op%
Outpatient 100% 80%
Hospital - 100% after 100% after . L L .
Emergency Room $35 co-pay $35 co-pay The co-pay is waived if the patient is admitted.
Hospital -
Inpatient Acute Prior authorization is required. Limited to 45 days
Physical 100% 8096* o bonefit vear quired. y
Rehabilitation P year.
Facility

*Deductible applies
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Out-Of-

Class 0003 In-Network Network Limitations and Explanations
Hospital —
Inpatient Mental 100% 80%* Prior authorization is required.
Health and
Substance Abuse
Hospital - Inpatient
Treatment Of 0 op% . T .
Other Covered 100% 80% Prior authorization is required.
Conditions
Hospital -
Outpatient 0
Ambulatory 100 A’ alfter 0% Prior authorization is required for certain
Surgery or specialist 80% procedures
. co-pay '
Free-Standing
Surgical Facility
Hospital —
Pre-Admission 100% 80%*
Testing
Hospital - All 100% after Co-pay applies to the facility charge and not to the
Other Outpatient applicable 80%* physician’s charge. Routine colonoscopy is covered
Services co-pay as any other surgery.
i - 0,
Infusion Therapy 100% after 8006
Home PCP co-pay
Infusion Therapy - 100% after
X Py specialist 80%*
Outpatient
co-pay
Medical Supplies 100% Not covered
Oral Examination 100% after . .
& Cleaning $20 co-pay Not covered | Limited to 1 per benefit year.
100% after
Orthoptic Therapy specialist 80%*
co-pay
?ﬁérr):uerltMental 100% after
Heal tr? 3(/& specialist 80%* Prior authorization is required for mental health.
Substance Abuse co-pay
Physician Visit- 100% 100%
Emergency Room
Physician Visit- 100% after
Office / Clinic / applicable 80%*
Home co-pay
Physician Visit —
PCP Office 0 op% : -
(Children under 19 100% 80% Includes sick/well visits.
years)

*Deductible applies

Xiii




Out-Of-

In-Network

Class 0003 Network Limitations and Explanations
Phy5|_C|an Visit- 100% 8006
Inpatient
Services rendered in a participating facility will be
Physician — 100% 80%* reimbursed at the participating provider benefit
Inpatient Surgeon level regardless of whether the provider is a
participating provider.
Physician — Services rendered in a participating facility will be
Hospital or Free- 100% 80%* reimbursed at the participating provider benefit
Standing Surgical level regardless of whether the provider is a
Center Surgeon participating provider.
- . 100% after
ghysmlan —Office applicable 80%6*
urgeon
co-pay
Services rendered by a non-participating assistant
Physician — 100% 8006* surgeon when the surgeon is a participating
Assistant Surgeon ° ° provider will be reimbursed at the participating
provider benefit level.
Post-Mastectomy 100% 8006 Limited to 1 mastectomy prosthetic, 2 sleeves and 1
Prosthetic garment per benefit year.
gﬁig-il(\:/;?séer(;tomy 100% 80%* Limited to 4 per benefit year.
Preventive Care-
i 0,
gzﬂgg(flogic F%gg/go%fgz; 80%* Limited to 2 examinations per benefit year.
Examination
Preventive Care-
Routine PAP 100% 80%* Limited to 1 routine pap smear per benefit year.
Smear
Preventive Care- Limited to 1 baseline mammogram from age 35
Routine 100% 80%* through 39; 1 routine mammogram each benefit
Mammogram year thereafter.
Eligible expenses include routine physical
Preventive Care- 100% after Not covered examination limited to 1 per benefit year, related
Routine Physical PCP co-pay routine laboratory and x-ray testing, and
immunizations.
Preventive Care- Eligible expenses include well child examination,
Well Child Care 100% 80%* related routine laboratory and x-ray testing, and
(Birth to Age 19) immunizations.
$ﬁ'e‘f:"'tft"’e 100% after
Oceu pa{ional / specialist 80%* Limited to an aggregate of 20 visits per benefit year.
P co-pay
Speech

*Deductible applies

Xiv




Out-Of-

Class 0003 In-Network Network Limitations and Explanations
Rehabilitative 100% after
Theraoy —Phvsical specialist 80%* Limited to 20 visits per condition per benefit year.
py —rny: co-pay
Rehabilitative 100% after
Therapy — specialist 80%* Limited to 20 visits per benefit year.
Respiratory co-pay
. 100% after
Sec_ond Surgical specialist 80%*
Opinion
co-pay
izélilltia;ijursmg 100% 80%* Prior authorization is required.
100% after
Sleep Studies specialist 80%*
co-pay
0,
Urgent Care 100% after 8006
Center PCP co-pay
0,
All Other Covered 200 I/iC)c:fbﬁ(eer 80%6* Limited to covered expenses as described in the
Expenses pc%-pay 0 Summary Plan Description.

*Deductible applies

SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Class 0003 Pharmacy Mail Order Limitations and Explanations
Generic

Drug Co-pay %5 315

Preferred Brand $0 co-pay will apply to generic oral
Drug Co-pay $20 $60 contraceptives.

Non-Preferred Brand $40 $120 Impotence medications are limited to 10
Drug Co-pay pills per every 30 days.

Maximum Supply 30 days 90 days
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Class 0003

SCHEDULE OF VISION BENEFITS

In-Network

Limitations and Explanations

Eye Examination/
Refraction

100% after
specialist co-pay

Limited to 1 routine eye examination per benefit
year.

Frames — Fashion

100% after $20 co-pay

Frames — Designer

100% after $35 co-pay

Frames — Premier

100% after $45 co-pay

Frames — Non-Plan

$14 allowance

Limited to 1 frame purchase per every 12
months.

Lenses — Single, Bi-Focal,
Multi-Focal including
Scratch-Resistant Coating

100%

Lenses — Photochromic
Single

100% after $15 co-pay

Lenses — Photochromic
Multi-Focal

100% after $25 co-pay

Lenses - Progressive
Addition

100% after $80 co-pay

Lenses - Blended Invisible
Bi-Focal

100% after $10 co-pay

Lenses — Ultra Violet
Coating

100% after $10 co-pay

Lenses — Reflection-Free
Coating

100% after $33 co-pay

Lenses — Tint (Solid or
Gradient)

100% after $12 co-pay

Lenses — Poloroid Single

100% after $60 co-pay

Lenses — Polycarbonate

100% after $30 co-pay

Lenses — High Index

100% after $55 co-pay

Lenses — Transition Single

100% after $70 co-pay

Lenses — Non-Plan Single

$14 allowance

Lenses — Non-Plan Bi-Focal

$23 allowance

Lenses — Non-Plan Tri-
Focal

$32 allowance

Limited to 1 lens purchase per every 12 months.

Contact Lenses

100% after $40 co-pay

Contact Lenses — Non-Plan

$45 allowance

Limited to 1 purchase per every 12 months.
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SCHEDULE OF MEDICAL BENEFITS
Traditional Blue POS 298 — Class 0004

Out-of- C .
Class 0004 In-Network Network Limitations and Explanations

Individual
Lifetime Unlimited
Maximum Benefit

Primary Care

Physician Co-Pay $20 Not applicable

ﬁﬁf/g:z:;[ Co-Pay $20 Notapplicable

I[;]éjé\(lgﬁle %0 $500 The family dedugtible applies co!lectively toall
Eaer(ri]:gtible $0 $1.000 covered persons in the same family.

Coinsurance percentages represent the portion of
Coinsurance 100% 75% covered expenses paid by the Plan after satisfaction
of any applicable deductible.

Individual

Maximum Not Unlimited
Out-Of-Pocket applicable

Amount

Family Maximum Not

Out-Of-Pocket aoolicable Unlimited
Amount PP

\ A visit co-pay applies to any physician supervised treatment encounter unless stated otherwise.
\ Co-pay applies per provider, per day unless stated otherwise.
+ Maximums are combined for in-network and out-of-network services.

Out-Of-

Class 0004 In-Network Network Limitations and Explanations

AI.Ierg_y Testing & 100% 7504%

Injections

Ambulance — 100% 100% Prior authorization is required for non-emergent air

Ground / Air transport.
Services rendered in a participating facility will be

Anesthesia 100% 100% reimbursed at the participating provider benefit
level regardless of whether the provider is a
participating provider.

Cardiac 100% after L . .

Rehabilitation specialist 75%* Limited to 24 visits per benefit year.

co-pay
*Deductible applies
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Out-Of-

In-Network

Class 0004 Network Limitations and Explanations
100% after
Che_mc_)therapy / specialist 75%*
Radiation Therapy
co-pay
Chiropractic 0
Care — L00% after 75%* Prior authorization is required.
Chiropractor $10 co-pay
Chiropractic 200(:?(::&2 7504
Care - Physician PP °
co-pay
5 . . .
Diabetic Education 100% after 7504% Serwces_rendered through Alive & Lively are
PCP co-pay covered in full.
Diabetic 0
Equipment & 100% after 75%*
. PCP co-pay
Supplies
. . Routine services are not covered out-of-network.
Diagnostic . - A - .
Laboratory Sgrwces rendered in a p_artu_:lpatlng facmty WI.|| be
Services - 100% 75%* reimbursed at the participating provider benefit
o i level regardless of whether the provider is a
utpatient AN .
participating provider.
Diagnostic MRI / 0 op% . T .
MRA / PET/CT 100% 75% Prior authorization is required.
Services rendered in a participating facility will be
. . 0 . reimbursed at the participating provider benefit
Diagnostic X-Ray 100% 5% level regardless of whether the provider is a
participating provider.
100% after
Dialysis applicable 75%*
co-pay
Durgble Medical 80% 50%* Prior authorization is required for some equipment.
Equipment
Prior authorization is required for home health
0, 0/fn*
Home Health Care 100% 5% aides. Limited to 365 visits per benefit year.
Hospice Care - 100% after op% - .
Inpatient $250 co-pay 75% Limited to 210 days per benefit year.
Hospital Care — 0 op%
Outpatient 100% 5%
Hospital - 100% after 100% after . L L .
Emergency Room $50 co-pay $50 Co-pay The co-pay is waived if the patient is admitted.
Hospital -
thF;?stilc?;t Acute 100% after 7504 Prior authorization is required. Limited to 45 days
Rehabilitation $250 co-pay per benefit year.
Facility

*Deductible applies
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Out-Of-

In-Network

Class 0004 Network Limitations and Explanations
Hospital —
ms:ltt'ﬁ r;':qg/lental $12050(;/°C§22; 75%* Prior authorization is required.
Substance Abuse
Hospital - Inpatient
-gtﬁitrmgg\tgg q $12050(;/°C§22; 75%* Prior authorization is required.
Conditions
Hospital -
Outpatient
Ambulatory 100% after . Prior authorization is required for certain
Surgery or $75 co-pay 5% procedures.
Free-Standing
Surgical Facility
Hospital —
Pre-Admission 100% 75%*
Testing
Hospital - All 100% after Co-pay applies to the facility charge and not to the
Other Outpatient applicable 75%* physician’s charge. Routine colonoscopy is covered
Services co-pay as any other surgery.
Infusion Therapy - 100% after 7506%
Home PCP co-pay
Infusion Therapy - 100% after
X specialist 75%*
Outpatient
co-pay
Medical Supplies 100% Not covered
gr?:llg;a}rr?énatlon ;gg?ﬁgg Not covered | Limited to 1 per benefit year.
100% after
Orthoptic Therapy specialist 75%*
co-pay
'Cl')rl:czrr):xrlt Mental 100% after e . .
Health & specialist 75%* Precertification is required for mental health.
Substance Abuse co-pay
Physician Visit- 100% 100%
Emergency Room
Physician Visit- 100% after
Office / Clinic / applicable 75%*
Home co-pay
Physician Visit —
(PC(::hPilgrf;:CSnder 19 100% 75%* Includes sick/well visits.
years)

*Deductible applies

XiX




Out-Of-

Class 0004

Physician Visit-

In-Network

Network

Limitations and Explanations
Services rendered in a participating facility will be
reimbursed at the participating provider benefit

0, 0/fn*
Inpatient 100% 5% level regardless of whether the provider is a
participating provider.
Services rendered in a participating facility will be
Physician — 100% 7504% reimbursed at the participating provider benefit
Inpatient Surgeon level regardless of whether the provider is a
participating provider.
Physician — Services rendered in a participating facility will be
Hospital or Free- 100% 7504% reimbursed at the participating provider benefit
Standing Surgical level regardless of whether the provider is a
Center Surgeon participating provider.
- . 100% after
Physician —Office applicable 7504
Surgeon
co-pay
Services rendered by a non-participating assistant
Physician — 100% 7506% surgeon when the surgeon is a participating
Assistant Surgeon ° ° provider will be reimbursed at the participating
provider benefit level.
Post-Mastectomy 100% 7506 Limited to 1 mastectomy prosthetic, 2 sleeves and 1
Prosthetic garment per benefit year.
gﬁig-il(\:/;?séer(;tomy 100% 75%* Limited to 4 per benefit year.
Preventive Care-
i 0,
g;ﬁg(r:]c()elogic Plgg/go‘%fsz; 75%* Limited to 2 examinations per benefit year.
Examination
Preventive Care-
Routine PAP 100% 75%* Limited to 1 routine pap smear per benefit year.
Smear
Preventive Care- Limited to 1 baseline mammogram from age 35
Routine 100% 75%* through 39; 1 routine mammogram each benefit
Mammogram year thereafter.
Eligible expenses include routine physical
Preventive Care- 100% after Not covered examination limited to 1 per benefit year, related
Routine Physical PCP co-pay routine laboratory and x-ray testing, and
immunizations.
Preventive Care- Eligible expenses include well child examination,
Well Child Care 100% 75%* related routine laboratory and x-ray testing, and

(Birth to Age 19)

immunizations.

*Deductible applies

XX




Out-Of-

Class 0004

In-Network

Network Limitations and Explanations
$ﬁ2;":"”f“ve 100% after
Occup%ional / specialist 75%* Limited to an aggregate of 20 visits per benefit year.
Speech co-pay
—_— 100% after
?ﬁg?:'“tftgﬁ sical specialist 75%* Limited to 20 visits per benefit year.
py Yy co-pay
Rehabilitative 100% after
Therapy — specialist 75%* Limited to 20 visits per benefit year.
Respiratory co-pay
. 100% after
Second Surgical specialist 75%*
Opinion
co-pay
. . )
ﬁl:clillei:;ijursmg $120500/((’:§22; 75%* Prior authorization is required.
100% after
Sleep Studies specialist 75%*
co-pay
0,
Urgent Care 100% after 7506%
Center PCP co-pay
0,
All Other Covered a 10I(i)c/af1)b€?£tiro- 7504 Limited to covered expenses as described in the
Expenses PP 0 Summary Plan Description.
pay

*Deductible applies

SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Class 0004 Pharmacy Mail Order Limitations and Explanations
Generic

Drug Co-pay $10 $30

Preferred Brand $0 co-pay will apply to generic oral
Drug Co-pay $20 $60 contraceptives.

Non-Preferred Brand $40 $120 Impotence medications are limited to 10
Drug Co-pay pills per every 30 days.

Maximum Supply 30 days 90 days

XXi




Class 0004

Eye Examination/
Refraction

SCHEDULE OF VISION BENEFITS

In-Network

100% after
specialist co-pay

Limitations and Explanations

Limited to 1 routine eye examination per benefit
year.

Frames — Fashion

100% after $20 co-pay

Frames — Designer

100% after $35 co-pay

Frames — Premier

100% after $45 co-pay

Frames — Non-Plan

$14 allowance

Limited to 1 frame purchase per every 12
months.

Lenses — Single, Bi-Focal,
Multi-Focal including
Scratch-Resistant Coating

100%

Lenses — Photochromic
Single

100% after $15 co-pay

Lenses — Photochromic
Multi-Focal

100% after $25 co-pay

Lenses - Progressive
Addition

100% after $80 co-pay

Lenses - Blended Invisible
Bi-Focal

100% after $10 co-pay

Lenses — Ultra Violet
Coating

100% after $10 co-pay

Lenses — Reflection-Free
Coating

100% after $33 co-pay

Lenses — Tint (Solid or
Gradient)

100% after $12 co-pay

Lenses — Poloroid Single

100% after $60 co-pay

Lenses — Polycarbonate

100% after $30 co-pay

Lenses — High Index

100% after $55 co-pay

Lenses — Transition Single

100% after $70 co-pay

Lenses — Non-Plan Single

$14 allowance

Lenses — Non-Plan Bi-Focal

$23 allowance

Lenses — Non-Plan
Tri-Focal

$32 allowance

Limited to 1 lens purchase per every 12 months.

Contact Lenses

100% after $40 co-pay

Contact Lenses — Non-Plan

$45 allowance

Limited to 1 purchase per every 12 months.
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SCHEDULE OF MEDICAL BENEFITS
Traditional Blue POS 298 — Class 0005 & 0006

Out-of- N _

Individual
Lifetime Unlimited
Maximum Benefit

Primary Care 1-$0
Physician Co-Pay ||I|I-§fo Not applicable
- 1-$20
Specialist .
Physician Co-Pay IIlll—ills0 Not applicable
Individual
Deductible 30 $250 The family deductible applies collectively to all
Family covered persons in the same family.
Deductible $0 3500

Coinsurance percentages represent the portion of
Coinsurance 100% 80% covered expenses paid by the Plan after satisfaction
of any applicable deductible.

Individual

Maximum Not $5.000 Includes deductible. When a covered person or
Out-Of-Pocket applicable ’ family reaches the annual maximum, the Plan pays
Amount 100% of additional covered expenses for the
Family Maximum Not remainder of the benefit year. Co-pays and penalties
Out-Of-Pocket applicable $10,000 do not apply to the out-of-pocket amount.

Amount

\ A visit co-pay applies to any physician supervised treatment encounter unless stated otherwise.
\ Co-pay applies per provider, per day unless stated otherwise.
+ Maximums are combined for in-network and out-of-network services.

Out-Of-
Class 0005 & 0006 | In-Network Network Limitations and Explanations
AI.Ierg_y Testing & 100% 80%*
Injections
Ambulance.— 100% 100% Prior authorization is required for non-emergent air
Ground / Air transport.
Services rendered in a participating facility will be
Anesthesia 100% 100% reimbursed at the participating prov!der peneflt
level regardless of whether the provider is a
participating provider.
*Deductible applies
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Out-Of-

Class 0005 & 0006

In-Network

Network Limitations and Explanations
Cardiac 100% after
L o - - .
Rehabilitation specialist 80% Limited to 24 visits per benefit year.
co-pay
100% after
Chemotherapy / specialist 8006
Radiation Therapy
co-pay
Chiropractic 0
Care — égg ?O?ﬂaer 80%* Prior authorization is required.
Chiropractor pay
Chiropractic 100% after
Care — applicable 80%*
Physician co-pay
5 . . .
Diabetic Education 100% after 8006 Serwces_rendered through Alive & Lively are
PCP co-pay covered in full.
Diabetic 0
Equipment & ; g(F))/Cooa_ftgr 80%*
Supplies pay
. . Routine services are not covered out-of-network.
Diagnostic . - L . .
Laboratory Se_rwces rendered in a p_art|_0|pat|ng _faC|I|ty W|_II be
Services - 100% 80%* reimbursed at the participating provider benefit
i level regardless of whether the provider is a
Outpatient L2 .
participating provider.
Diagnostic MRI / 0 . . T .
MRA / PET/ CT 100% 80% Prior authorization is required.
Diagnostic X-Ray 100% 80%*
100% after
Dialysis applicable 80%*
co-pay
Durgble Medical 80% 50%* Prior authorization is required for some equipment.
Equipment
Prior authorization is required for home health
0, 0/fn*
Home Health Care 100% 80% aides. Limited to 365 visits per benefit year.
HOSp.' ce Care — 100% 80%* Limited to 210 days per benefit year.
Inpatient
Hospice — 0 op%
Outpatient 100% 80%
Hospital - 100% after 100% after . L L .
Emergency Room $35 co-pay $35 co-pay The co-pay is waived if the patient is admitted.
Hospital -
Inpatient Acute Prior authorization is required. Limited to 45 days
Physical 100% 8096* o bonefit vear quired. y
Rehabilitation P year.
Facility

*Deductible applies
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Out-Of-

Class 0005 & 0006 | In-Network

Network Limitations and Explanations
Hospital —
Inpatient Mental 100% 80%* Prior authorization is required.
Health and
Substance Abuse
Hospital - Inpatient
Treatment Of 0 op% . T .
Other Covered 100% 80% Prior authorization is required.
Conditions
Hospital -
Outpatient 0
Ambulatory 100 A’ alfter 0% Prior authorization is required for certain
Surgery or specialist 80% procedures
. co-pay '
Free-Standing
Surgical Facility
Hospital —
Pre-Admission 100% 80%*
Testing
Hospital - All 100% after Co-pay applies to the facility charge and not to the
Other Outpatient applicable 80%* physician’s charge. Routine colonoscopy is covered
Services co-pay as any other surgery.
i - 0,
Infusion Therapy 100% after 8006
Home PCP co-pay
Infusion Therapy - 100% after
. Py specialist 80%*
Outpatient
co-pay
Medical Supplies 100% Not covered
Oral Examination 0
& Cleaning égg ?o?:)tg; Not covered | Limited to 1 per benefit year.
(Class 0005)
Oral Examination 0
& Cleaning 100% after Not covered | Limited to 1 per benefit year.
(Class 0006) $10 co-pay
100% after
Orthoptic Therapy specialist 80%*
co-pay
?ﬁérr):uerltMental 100% after
Heal tr? 3(/& specialist 80%* Precertification is required for mental health.
Substance Abuse co-pay
Physician Visit- 100% 100%
Emergency Room
Physician Visit- 100% after
Office / Clinic / applicable 80%*
Home co-pay

*Deductible applies
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Out-Of-

Class 0005 & 0006 | In-Network
Physician Visit —

Network

Limitations and Explanations

PCP Office 0 ok . .
(Children under 19 100% 80% Includes sick/well visits.
years)
Services rendered in a participating facility will be
Phy5|_C|an Visit- 100% 80%* reimbursed at the participating prov!der peneflt
Inpatient level regardless of whether the provider is a
participating provider.
Services rendered in a participating facility will be
Physician — * reimbursed at the participating provider benefit
. 100% 80% o
Inpatient Surgeon level regardless of whether the provider is a
participating provider.
Physician — Services rendered in a participating facility will be
Hospital or Free- 100% 8006 reimbursed at the participating provider benefit
Standing Surgical level regardless of whether the provider is a
Center Surgeon participating provider.
- . 100% after
zhysmlan - Office applicable 80%6*
urgeon
co-pay
Services rendered by a non-participating assistant
Physician - 100% 8006 surgeon when the surgeon is a participating
Assistant Surgeon ° ° provider will be reimbursed at the participating
provider benefit level.
Post-Ma§tect0my 100% 8006 Limited to 1 mastgctomy prosthetic, 2 sleeves and 1
Prosthetic garment per benefit year.
Post-Mastectomy 100% 80%* Limited to 4 per benefit year.
Surgical Bra
Preventive Care-
i 0,
Routine . 100% after 80%* Limited to 2 examinations per benefit year.
Gynecologic PCP co-pay
Examination
Preventive Care-
Routine PAP 100% 80%* Limited to 1 routine pap smear per benefit year.
Smear
Preventive Care- Limited to 1 baseline mammogram from age 35
Routine 100% 80%* through 39; 1 routine mammogram each benefit
Mammogram year thereafter.
Eligible expenses include routine physical
Preventive Care- 100% after Not covered examination limited to 1 per benefit year, related
Routine Physical PCP co-pay routine laboratory and x-ray testing, and
immunizations.
Preventive Care- Eligible expenses include well child examination,
Well Child Care 100% 80%* related routine laboratory and x-ray testing, and

(Birth to Age 19)

immunizations.

*Deductible applies
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Out-Of-
Network Limitations and Explanations

Class 0005 & 0006 | In-Network

?ﬁZ?:F;St?tlve 100% after
L s - - .
Occupational/ szi?lailst 80% Limited to an aggregate of 20 visits per benefit year.
Speech pay
—_— 100% after
Rehabilitative . specialist 80%* Limited to 20 visits per benefit year.
Therapy —Physical co-pay
Rehabilitative 100% after
Therapy — specialist 80%* Limited to 20 visits per benefit year.
Respiratory co-pay
. 100% after
(S)ec.or]d Surgical specialist 80%*
pinion
_ _ co-pay
Sk'l.le.“d Nursing 100% 80%* Prior authorization is required.
Facility
100% after
Sleep Studies specialist 80%*
co-pay
Urgent Care 100% after 8006
Center PCP co-pay 0
0,
All Other Covered 100% after - Limited to covered expenses as described in the
applicable co- 80% O
Expenses pay Summary Plan Description.
*Deductible applies

SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Class 0005 & 0006 Pharmacy Mail Order Limitations and Explanations
Generic

Drug Co-pay %5 315

Preferred Brand $0 co-pay will apply to generic oral
Drug Co-pay $10 $30 contracteptives.

Non-Preferred Brand $25 $75 Impotence medications are limited to 10
Drug Co-pay pills per every 30 days.

Maximum Supply 30 days 90 days
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Class 0005 & 0006

SCHEDULE OF VISION BENEFITS

In-Network

Limitations and Explanations

Eye Examination/
Refraction

100% after
specialist co-pay

Limited to 1 routine eye examination per benefit
year.

Frames — Fashion

100% after $20 co-pay

Frames — Designer

100% after $35 co-pay

Frames — Premier

100% after $45 co-pay

Frames — Non-Plan

$14 allowance

Limited to 1 frame purchase per every 12
months.

Lenses — Single, Bi-Focal,
Multi-Focal including
Scratch-Resistant Coating

100%

Lenses — Photochromic
Single

100% after $15 co-pay

Lenses — Photochromic
Multi-Focal

100% after $25 co-pay

Lenses - Progressive
Addition

100% after $80 co-pay

Lenses - Blended Invisible
Bi-Focal

100% after $10 co-pay

Lenses — Ultra Violet
Coating

100% after $10 co-pay

Lenses — Reflection-Free
Coating

100% after $33 co-pay

Lenses — Tint (Solid or
Gradient)

100% after $12 co-pay

Lenses — Poloroid Single

100% after $60 co-pay

Lenses — Polycarbonate

100% after $30 co-pay

Lenses — High Index

100% after $55 co-pay

Lenses — Transition Single

100% after $70 co-pay

Lenses — Non-Plan Single

$14 allowance

Lenses — Non-Plan Bi-Focal

$23 allowance

Lenses — Non-Plan
Tri-Focal

$32 allowance

Limited to 1 lens purchase per every 12 months.

Contact Lenses

100% after $40 co-pay

Contact Lenses — Non-Plan

$45 allowance

Limited to 1 purchase per every 12 months.
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SCHEDULE OF MEDICAL BENEFITS
Traditional Blue POS 298 — Class 0007

Out-of- Lo .
In-Network Network Limitations and Explanations
Individual
Lifetime Unlimited
Maximum Benefit
Primary Care .
Physician Co-Pay $20 Not applicable
Specialist .
Physician Co-Pay $20 Not applicable
Individual
. 0 500 . . . .
Deductible $ $ The family deductible applies collectively to all
Family covered persons in the same family.
Deductible $0 $1,000
Coinsurance percentages represent the portion of
Coinsurance 100% 75% covered expenses paid by the Plan after satisfaction
of any applicable deductible.
Individual
Maximum Not Unlimited
Out-Of-Pocket applicable
Amount
Family Maximum Not
Out-Of-Pocket aoolicable Unlimited
Amount PP
\ A visit co-pay applies to any physician supervised treatment encounter unless stated otherwise.
\ Co-pay applies per provider, per day unless stated otherwise.
+ Maximums are combined for in-network and out-of-network services.

Out-Of-
Class 0007 In-Network Network Limitations and Explanations
AI.Ierg_y Testing & 100% 7504%
Injections
Ambulance.— 100% 100% Prior authorization is required for non-emergent air
Ground / Air transport.
Services rendered in a participating facility will be
Anesthesia 100% 100% reimbursed at the participating prov!der peneflt
level regardless of whether the provider is a
participating provider.
Cardiac 100% after
L o - - .
Rehabilitation specialist 75% Limited to 24 visits per benefit year.
co-pay
*Deductible applies
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Out-Of-

In-Network

Class 0007 Network Limitations and Explanations
100% after
Che_mc_)therapy / specialist 75%*
Radiation Therapy
co-pay
Chiropractic 0
Care — L00% after 75%* Prior authorization is required.
Chiropractor $10 co-pay
Chiropractic 200(:?(::&2 7504
Care - Physician PP °
co-pay
5 . . .
Diabetic Education 100% after 7504% Serwces_rendered through Alive & Lively are
PCP co-pay covered in full.
Diabetic 0
Equipment & 100% after 75%*
. PCP co-pay
Supplies
. . Routine services are not covered out-of-network.
Diagnostic . - A - .
Laboratory Sgrwces rendered in a p_artu_:lpatlng facmty WI.|| be
Services - 100% 75%* reimbursed at the participating provider benefit
o i level regardless of whether the provider is a
utpatient AN .
participating provider.
Diagnostic MRI / 0 ok . T .
MRA/PET/CT 100% 75% Prior authorization is required.
Services rendered in a participating facility will be
. . 0 . reimbursed at the participating provider benefit
Diagnostic X-Ray 100% 5% level regardless of whether the provider is a
participating provider.
100% after
Dialysis applicable 75%*
co-pay
Durgble Medical 80% 50%* Prior authorization is required for some equipment.
Equipment
Prior authorization is required for home health
0, 0/fn*
Home Health Care 100% 5% aides. Limited to 365 visits per benefit year.
Hospice Care - 100% after op% - .
Inpatient $250 co-pay 75% Limited to 210 days per benefit year.
Hospice Care - 0 op%
Outpatient 100% 5%
Hospital - 100% after 100% after . L L .
Emergency Room $50 co-pay $50 Co-pay The co-pay is waived if the patient is admitted.
Hospital -
thF;?stilc?;t Acute 100% after 7504 Prior authorization is required. Limited to 45 days
Rehabilitation $250 co-pay per benefit year.
Facility

*Deductible applies
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Out-Of-

In-Network

Class 0007 Network Limitations and Explanations
Hospital —
ms:ltt'ﬁ r;':qg/lental $12050(;/°C§22; 75%* Prior authorization is required.
Substance Abuse
Hospital - Inpatient
gﬁit:ngg\tgg q $12050(;/°C§22; 75%* Prior authorization is required.
Conditions
Hospital -
Outpatient
Ambulatory 100% after . Prior authorization is required for certain
Surgery or $75 co-pay 5% procedures.
Free-Standing
Surgical Facility
Hospital —
Pre-Admission 100% 75%*
Testing
Hospital - All 100% after Co-pay applies to the facility charge and not to the
Other Outpatient applicable 75%* physician’s charge. Routine colonoscopy is covered
Services co-pay as any other surgery.
Infusion Therapy - 100% after 7506%
Home PCP co-pay
Infusion Therapy - 100% after
X specialist 75%*
Outpatient
co-pay
Medical Supplies 100% Not covered
gr?:llg;a}rr?énatlon ;gg?ﬁgg Not covered | Limited to 1 per benefit year.
100% after
Orthoptic Therapy specialist 75%*
co-pay
'Cl')rl:czrr):xrlt Mental 100% after e . .
Health & specialist 75%* Precertification is required for mental health.
Substance Abuse co-pay
Physician Visit- 100% 100%
Emergency Room
Physician Visit- 100% after
Office / Clinic / applicable 75%*
Home co-pay
Physician Visit —
(PC(::hPilgrf;:CSnder 19 100% 75%* Includes sick/well visits.
years)

*Deductible applies
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Out-Of-

Class 0007

Physician Visit-

In-Network

Network

Limitations and Explanations
Services rendered in a participating facility will be
reimbursed at the participating provider benefit

0, 0/fn*
Inpatient 100% 5% level regardless of whether the provider is a
participating provider.
Services rendered in a participating facility will be
Physician — 100% 7504% reimbursed at the participating provider benefit
Inpatient Surgeon level regardless of whether the provider is a
participating provider.
Physician — Services rendered in a participating facility will be
Hospital or Free- 100% 7504% reimbursed at the participating provider benefit
Standing Surgical level regardless of whether the provider is a
Center Surgeon participating provider.
- . 100% after
Physician —Office applicable 7504
Surgeon
co-pay
Services rendered by a non-participating assistant
Physician — 100% 7506% surgeon when the surgeon is a participating
Assistant Surgeon ° ° provider will be reimbursed at the participating
provider benefit level.
Post-Mastectomy 100% 7506 Limited to 1 mastectomy prosthetic, 2 sleeves and 1
Prosthetic garment per benefit year.
gﬁig-il(\:/;?séer(;tomy 100% 75%* Limited to 4 per benefit year.
Preventive Care-
i 0,
g;ﬁg(r:]c()elogic Plgg/go‘%fsz; 75%* Limited to 2 examinations per benefit year.
Examination
Preventive Care-
Routine PAP 100% 75%* Limited to 1 routine pap smear per benefit year.
Smear
Preventive Care- Limited to 1 baseline mammogram from age 35
Routine 100% 75%* through 39; 1 routine mammogram each benefit
Mammogram year thereafter.
Eligible expenses include routine physical
Preventive Care- 100% after Not covered examination limited to 1 per benefit year, related
Routine Physical PCP co-pay routine laboratory and x-ray testing, and
immunizations.
Preventive Care- Eligible expenses include well child examination,
Well Child Care 100% 75%* related routine laboratory and x-ray testing, and

(Birth to Age 19)

immunizations.

*Deductible applies
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Out-Of-

Class 0007

In-Network

Network Limitations and Explanations
$ﬁ2;":"”f“ve 100% after
Occup%ional / specialist 75%* Limited to an aggregate of 20 visits per benefit year.
Speech co-pay
—_— 100% after
?ﬁg?:'“tftgﬁ sical specialist 75%* Limited to 20 visits per benefit year.
py Yy co-pay
Rehabilitative 100% after
Therapy — specialist 75%* Limited to 20 visits per benefit year.
Respiratory co-pay
. 100% after
Second Surgical specialist 75%*
Opinion
co-pay
. . )
ﬁl:clillei:;ijursmg $120500/((’:§22; 75%* Prior authorization is required.
100% after
Sleep Studies specialist 75%*
co-pay
0,
Urgent Care 100% after 7506%
Center PCP co-pay
0,
All Other Covered a 10I(i)c/af1)b€?£tiro- 7504 Limited to covered expenses as described in the
Expenses PP pay 0 Summary Plan Description.

*Deductible applies

SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Class 0007 Pharmacy Mail Order Limitations and Explanations
Generic

Drug Co-pay %5 315

Preferred Brand $0 co-pay will apply to generic oral
Drug Co-pay $10 $30 contraceptives.

Non-Preferred Brand $25 $75 Impotence medications are limited to 10
Drug Co-pay pills per every 30 days.

Maximum Supply 30 days 90 days
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Class 0007

Eye Examination/
Refraction

SCHEDULE OF VISION BENEFITS

In-Network

100% after
specialist co-pay

Limitations and Explanations

Limited to 1 routine eye examination per benefit
year.

Frames — Fashion

100% after $20 co-pay

Frames — Designer

100% after $35 co-pay

Frames — Premier

100% after $45 co-pay

Frames — Non-Plan

$14 allowance

Limited to 1 frame purchase per every 12
months.

Lenses — Single, Bi-Focal,
Multi-Focal including
Scratch-Resistant Coating

100%

Lenses — Photochromic
Single

100% after $15 co-pay

Lenses — Photochromic
Multi-Focal

100% after $25 co-pay

Lenses - Progressive
Addition

100% after $80 co-pay

Lenses - Blended Invisible
Bi-Focal

100% after $10 co-pay

Lenses — Ultra Violet
Coating

100% after $10 co-pay

Lenses — Reflection-Free
Coating

100% after $33 co-pay

Lenses — Tint (Solid or
Gradient)

100% after $12 co-pay

Lenses — Poloroid Single

100% after $60 co-pay

Lenses — Polycarbonate

100% after $30 co-pay

Lenses — High Index

100% after $55 co-pay

Lenses — Transition Single

100% after $70 co-pay

Lenses — Non-Plan Single

$14 allowance

Lenses — Non-Plan Bi-Focal

$23 allowance

Lenses — Non-Plan
Tri-Focal

$32 allowance

Limited to 1 lens purchase per every 12 months.

Contact Lenses

100% after $40 co-pay

Contact Lenses — Non-Plan

$45 allowance

Limited to 1 purchase per every 12 months.
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SCHEDULE OF MEDICAL BENEFITS
Traditional Blue PPO 898 — Class 0008

Out-of-
In-Network | Network Limitations and Explanations

CIndividual |
Lifetime Unlimited
Maximum Benefit
.. Not
Physician Co-Pay $20 applicable
Individual
Deductible 30 $250 The family deductible applies collectively to all
Family covered persons in the same family.
Deductible 30 $500

Coinsurance percentages represent the portion of
Coinsurance 100% 80% covered expenses paid by the Plan after satisfaction
of any applicable deductible.

Indl\{ldual Includes deductible & coinsurance amounts. When
Maximum Not :
X $5,000 a covered person or family reaches the annual
Out-Of-Pocket applicable . L
maximum, the Plan pays 100% of additional
Amount - .

. . covered expenses for the remainder of the benefit
Family Maximum Not year. Co-pays and penalties do not apply to the out-
Out-Of-Pocket ) $10,000

applicable of-pocket amount.

Amount

\ A visit co-pay applies to any physician supervised treatment encounter unless stated otherwise.
\ Co-pay applies per provider, per day unless stated otherwise.
\ Maximums are combined for in-network and out-of-network services.
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Out-Of-

In-Network

Class 0008 Network Limitations and Explanations

AI_Iergy Testing & 100% 8006

Injections

Ambulance — 0 0

Ground / Air 100% 100%
Services rendered in a participating facility will be

Anesthesia 100% 80%* reimbursed at the participating prov!der peneflt
level regardless of whether the provider is a
participating provider.

Applied

Behavioral 100% after . . o .

Analysis (ABA) $20 co-pay 80% Prior authorization is required.

for Autism
Diagnostic testing to determine infertility &

Artificial 100% after - treatment are covered for ages 21-44. In-vitro,

s 80% X h

Insemination $20 co-pay embryo transfer, sperm processing & cloning are
not covered.

Assistive

Communication 100% after op% . T .

Devices (ACD) for | $20 co-pay 80% Prior authorization is required.

Autism

Cardiac 100% after 8006 Limited to 24 visits per benefit year in any 12-week

Rehabilitation $20 co-pay period per episode.

Chemotherapy / 100% after 8006

Radiation Therapy $20 co-pay 0

Chiropractic 0

Care — égg ?o?:)tae; 80%* Prior authorization is required.

Chiropractor

Chiropractic 100% after 8006

Care - Physician $20 co-pay

0 - .

Diabetic Education égg goozil;tae; 8006 \I)Ieon ggrpay if services are rendered by the Wellness

Diabetic 0

Equipment & 100% after 80%* Co-pay applies per item.

Supplies $20 co-pay

Diagnostic

Laboratory 100% 8096*

Services -

Outpatient

. . Prior authorization is required for local providers

Diagnostic MRI / 0 o e X .

MRA / PET/ CT 100% 80% only. Out-of nejtwork prov_lders are subject to
review for medical necessity.
Routine out-of-network is not covered. Out-of-

Diagnostic X-Ray 100% 80%* network services will be covered at the in-network
benefit level when related services are in-network.

s 100% after Opk
Dialysis $20 co-pay 80%

*Deductible applies
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Out-Of-

In-Network

Class 0008 Network Limitations and Explanations
Durgble Medical 80% 50%* Prior authorization is required for select equipment.
Equipment
Home Health Care 100% 80%*
Hospice Care 100% 80%*
Elr?]seprgz:]c;/ Room égg?ﬁgg égg?oﬂtae; The co-pay is waived if the patient is admitted.
Hospital -
th%itilgglt Acute 100% 8006* Prior auth_orization is required. Limited to 45 days
Rehabilitation per benefit year.
Facility
Hospital —
Inpatient Mental 100% 80%* Prior authorization is required.
Health and
Substance Abuse
Hospital - Inpatient
'(I;;iaetrmgg\t/g: q 100% 80%* Prior authorization is required.
Conditions
Hospital -
Outpatient
Ambulatory 100% after Prior authorization is required for certain
80%*
Surgery or $20 co-pay procedures.
Free-Standing
Surgical Facility
Hospital —
Pre-Admission 100% 80%*
Testing
Hospital - All Co-pay applies to the facility charge and not to the
. 100% after Lo . .
Other Outpatient 80%* physician’s charge. Routine colonoscopy is covered
i $20 co-pay
Services as any other surgery.
Infusion Therapy - 100% 80%*
Home
Infusion Therapy - 100% after 8006
Outpatient $20 co-pay
Medical Supplies 100% 80%*
gr?:lleE;f?rrEnatlon ;gg?ﬁgg Not covered | Limited to 1 per benefit year.

*Deductible applies
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Out-Of-

In-Network

Class 0008 Network Limitations and Explanations

Outpatient

Therapy — Mental 100% after . . T .

Health & $20 co-pay 80% Prior authorization is required.

Substance Abuse

Physician Visit- 100% 100%

Emergency Room

Physician Visit- 0

Office/ Clinic/ | g0 0" gogg

Home pay
Services rendered in a participating facility will be
reimbursed at the participating provider benefit

Physician Visit- 100% 80%* level regardless of whether the provider is a

Inpatient participating provider. Limited to 2 consultations by
no more than 2 different physicians per out-of-
network admission.

Physician - 100% 8096*

Inpatient Surgeon

Physician —

Hospital or Free- 0 opk

Standing Surgical 100% 80%

Center Surgeon

Physician —Office 100% 8006

Surgeon
Services rendered by a non-participating assistant

Physician — 100% 8006 surgeon when the surgeon is a participating

Assistant Surgeon ° 0 provider will be reimbursed at the participating
provider benefit level.

Post-Ma_stectomy 100% 80%* Limited to 1 every 2 benefit years; 2 if bilateral.

Prosthetic

Post-Mastectomy 100% 80%* Limited to 4 per benefit year.

Surgical Bra

Preventive Care-

Routine . 100% 80%* Limited to 2 examinations per benefit year.

Gynecologic

Examination

Preventive Care-

Routine PAP 100% 80%* Limited to 1 routine pap smear per benefit year.

Smear

Preventive Care- Limited to 1 baseline mammogram from age 35

Routine 100% 80%* through 39; 1 routine mammogram each benefit

Mammogram

year thereafter.

*Deductible applies
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Out-Of-

In-Network

Class 0008 Network Limitations and Explanations
Preventive Care_ - 100% 80%*
Prostate Screening
Eligible expenses include routine physical
Prevgntlve Ca_lre- 100% Not covered examination limited to 1 per ben_eflt year, related
Routine Physical routine laboratory and x-ray testing, and
immunizations.
Preventive Care- Eligible expenses include well child examination,
Well Child Care 100% 80%* related routine laboratory and x-ray testing, and
(Birth to Age 19) immunizations.
Rehabilitative
Therapy — 100% after op% . .. .
Occupational/ $20 co-pay 80% Limited to an aggregate of 20 visits per benefit year.
Speech
Rehabilitative 100% after o - - .
Therapy — Physical $20 co-pay 80% Limited to 20 visits per benefit year.
Rehabilitative 0
Therapy — L00% after 80%* Limited to 20 visits per benefit year.
. $20 co-pay
Respiratory
i 0,

Segor)d Surgical 100% after 8006
Opinion $20 co-pay
Sk".le.d Nursing 100% 80%* Prior authorization is required.
Facility

, 100% after opk
Sleep Studies $20 co-pay 80%
Urgent Care 100% after 100% after
Center $20 co-pay $20 co-pay
All Other Covered 100% after Limited to covered expenses as described in the

80%* S

Expenses $20 co-pay Summary Plan Description.
*Deductible applies

SCHEDULE OF PRESCRIPTION DRUG BENEFITS — CLASS 0008

Class 0008 Pharmacy Mail Order Limitations and Explanations
Generic $5 $10 The initial fill for maintenance
Drug Co-pay medications may be made at the retail
Preferred Brand pharmacy, with one allowable refill. Any
Drug Co-pay $20 $40 subsequent refills for maintenance
Non-Preferred Brand medications must be made through the

on-Preferred Bran :
mail order program.

Drug Co-pay $40 $80 prog

. Impotence medications are limited to 10
Maximum Supply 30 days 90 days pills per every 30 days.
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SCHEDULE OF VISION BENEFITS

Class 0008

Eye Examination/
Refraction

In-Network

100% after
$20 co-pay

Limitations and Explanations

Limited to 1 routine eye examination per benefit
year.

Frames — Fashion

100% after $20 co-pay

Frames — Designer

100% after $35 co-pay

Frames — Premier

100% after $45 co-pay

Frames — Non-Plan

$14 allowance

Limited to 1 frame purchase per every 12
months.

Lenses — Single, Bi-Focal,
Multi-Focal including
Scratch-Resistant Coating

100%

Lenses — Photochromic
Single

100% after $15 co-pay

Lenses — Photochromic
Multi-Focal

100% after $25 co-pay

Lenses - Progressive
Addition

100% after $80 co-pay

Lenses - Blended Invisible
Bi-Focal

100% after $10 co-pay

Lenses — Ultra Violet

100% after $10 co-pay

Coating

Lenses — Reflection-Free 0

Coating 100% after $33 co-pay
Lenses — Tint (Solid or 0 i
Gradient) 100% after $12 co-pay

Lenses — Poloroid Single

100% after $60 co-pay

Lenses — Polycarbonate

100% after $30 co-pay

Lenses — High Index

100% after $55 co-pay

Lenses — Transition Single

100% after $70 co-pay

Lenses — Non-Plan Single

$14 allowance

Lenses — Non-Plan Bi-Focal

$23 allowance

Lenses — Non-Plan
Tri-Focal

$32 allowance

Limited to 1 lens purchase per every 12 months.

Contact Lenses

100% after $40 co-pay

Contact Lenses — Non-Plan

$45 allowance

Limited to 1 purchase per every 12 months.
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SCHEDULE OF MEDICAL BENEFITS
Traditional Blue 998 — Class 0009

Basic

Class 0009 Benefit Major Medical Limitations and Explanations

Individual Lifetime Unlimited

Maximum Benefit

Individual Deductible $0 $250 The family deductible applies collectively to

Family Deductible $0 $500 all covered persons in the same family.
Coinsurance percentages represent the

Coinsurance 100% 80% portion of covered expenses paid by the

Plan after satisfaction of any applicable
deductible.

Excludes deductible. When a covered
individual Maximum person or family reaches the annual N
Out-Of-Pocket $0 $500 maximum, the Plan pays 100% of additional
covered expenses for the remainder of the
benefit year. Penalties do not apply to the
out-of-pocket amount.

Basic Benefit

In- Out-of-

Amount

Area** Area Major
Class 0009 Par Non-Par Non-Par Medical Limitations and Explanations

Allergy Testing & = /o N/A NIA | 80%*

Injections

Ambulance ~ 100% | 100% @ 100% | NIA

Ground

Ambulance - N/A N/A N/A 80%* | Limited to $25 per trip.

Volunteer

fmbulance - N/A N/A NIA | 80%*

Anesthesia 100% 100% 100% N/A

Artificial

Insemination — 100% 100% 100% N/A

Physician

*Deductible applies

**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton, Montgomery,
Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary amount under

the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover to the Major Medical

benefits and will be payable subject to deductible and coinsurance.
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Basic Benefit
In- Out-of-
Area** Area
Non-Par Non-Par

Major
Medical

Class 0009

Cardiac

Limitations and Explanations
Limited to 24 visits per benefit year

*
Rehabilitation NIA N/A N/A 80% following an acute heart condition.
Chemotherapy / 100% | 100% | 100% | N/A
Radiation Therapy
Chiropractic Care N/A N/A N/A 80%*
Services obtained from a
Diabetic Education N/A N/A N/A 80%* participating certified diabetic
educator are covered in full.
Diabetic
Equipment & N/A N/A N/A 80%*
Supplies
Diagnostic
Laboratory 100% 100% 100% N/A
Services
II\DAIS?J\](I)SF’;[IIECTI\?EIT/ 100% 100% 100% N/A Prior authorization is required.
Diagnostic X-Ray 100% 100% 100% N/A
Dialysis - Facility 100% 100% 100% N/A
Dialysis - N/A N/A N/A | 80%*
Physician
Dure_:lble Medical N/A N/A N/A 8006* Prior authprization is required for
Equipment select equipment.
Prior authorization is required for
Home Health Care 100% 100% 100% N/A home health aide only. Limited to
40 visits per benefit year.
Hospice Care 100% 100% 100% N/A
Hospital - 100% | 100% | 100% N/A
Emergency Room
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton,
Montgomery, Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.
Certain services rendered by non-participating providers are paid at 100% up to the usual and customary
amount under the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover
to the Major Medical benefits and will be payable subject to deductible and coinsurance.
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Basic Benefit

In- Out-of-
Area** Area Major

Class 0009 Par Non-Par Non-Par Medical Limitations and Explanations
Hospital -
Inpatient Acute
Physical 100% 100% 100% N/A Prior authorization is required.
Rehabilitation
Facility
Hospital - Inpatient 100% 100% 100% N/A Prior authorization is required.
Substance Abuse
Hospital -
Inpatient Mental 100% 100% 100% N/A
Health
Hospital - Inpatient
Treatment OFf 100% 100% 100% N/A Prior authorization is required.
Other Covered
Conditions
Hospital -
Outpatient
Ambulatory 100% | 100% | 100% | N/A
Surgery or Free-
Standing Surgical
Facility
Hospital - Pre- 100% = 100% | 100% N/A
Admission Testing
Hospital - All
Other Outpatient 100% 100% 100% N/A
Services
Infusion Therapy N/A N/A N/A 80%*

Not Out-of-area non-participating is
Medical Supplies 100% covered 80% N/A paid at 80% when billed with a

covered room service.
Orthoptic Therapy N/A N/A N/A 80%* Prior authorization is required.
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton,
Montgomery, Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary
amount under the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover
to the Major Medical benefits and will be payable subject to deductible and coinsurance.
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Basic Benefit

In- Out-of-

Area** Area Major
Class 0009 Non-Par Non-Par Medical Limitations and Explanations
Orthotics &
External N/A N/A N/A 80%*
Prosthetics
Outpatient
Therapy - Mental N/A N/A N/A 80%*
Health
Outpatient
Therapy — Crisis N/A N/A N/A 100%
Intervention
Outpatient
Therapy — 100% 100% 100% N/A
Substance Abuse
Physician Visit 100% | 100% | 100% | N/A
Emergency Room
Physician Visit- *
Office / Clinic N/A N/A N/A 80%

Limited to 1 visit per day per
Physi_cian Visit- 100% 100% 100% N/A physician. Co_nsultations are limited
Inpatient to 2 consultations by no more than 2
different physicians per admission.
Physician — 100% 100% 100% N/A
Inpatient Surgeon
Physician —
Hospital or Free- 100% | 100% | 100% N/A
Standing Surgical
Center Surgeon
Physician — Office |45, 100% 100% N/A
Surgeon
Phy_sician - 100% 100% 100% N/A As_sisté_mt surgeon in a physician’s
Assistant Surgeon office is not covered.
Post-Ma_stectomy N/A N/A N/A 80%6* Limitt_ed to 1 per affected breast per
Prosthetic benefit year.
*Deductible applies
**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton,
Montgomery, Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary
amount under the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover
to the Major Medical benefits and will be payable subject to deductible and coinsurance.
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Basic Benefit

In- Out-of-

Area** Area Major
Class 0009 Par Non-Par Non-Par Medical Limitations and Explanations
Post-.Mastectomy N/A N/A N/A 80%* Limited to 4 per benefit year.
Surgical Bra
Preventive Care — Limited to a maximum of $50 per
Routine Physical 100% 100% 100% N/A benefit year. Coverage is limited to
(Age 50+) employee only.
Preventive Care —
Well Child Care 100% 100% 100% N/A Includes immunizations.
(Birth to age 18)
Preventive Care — 0 0 0 Limited to 1 examination including
OB/GYN 100% 100% 100% N/A Pap smear per benefit year.
Preventive Care — 100% | 100% | 100% N/A
Mammograms
Preventive Care — 100% | 100% | 100% N/A
Colonoscopy
Ersexe{‘;;‘:e Care - 100% | 100% | 100% N/A
Private Dut Prior authorization is required.
NUrsin y N/A N/A N/A 80%* Limited to 750 hours per benefit

g year.
Rehabilitative
Therapy_—PhysmaI/ 100% 100% 100% N/A L_|n_1|ted to an aggregated limit of 120
Occupational/ visits per benefit year.
Speech/Inhalation
Rehabilitative
Therapy — N/A N/A N/A 80%*
Pulmonary
Second Surgical 100% | 100% | 100% | N/A
Opinions
Skilled Nursin Prior authorization is required.
Facility g 100% 100% 100% N/A Limited to 100 days per benefit
year.
Sleep Studies 100% 100% 100% N/A
Transfusion N/A N/A N/A 80%*
Urgent Care N/A N/A NA | 80%*
Center
Limited to covered expenses as
'é‘)l(l (e)r:rs]s; Covered N/A N/A N/A 80%* | described in the Summary Plan
P Description.

*Deductible applies

**In-Area includes the following counties: Clinton, Essex, Warren, Washington, Saratoga, Fulton,
Montgomery, Schenectady, Albany, Rensselaer, Schoharie, Greene and Columbia.

Certain services rendered by non-participating providers are paid at 100% up to the usual and customary
amount under the Basic benefits of the Plan. Any balance over the usual and customary amount will rollover
to the Major Medical benefits and will be payable subject to deductible and coinsurance.
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SCHEDULE OF PRESCRIPTION DRUG BENEFITS — CLASS 0009

Class 0009 Pharmacy Mail Order Limitations and Explanations
Generic $5 $10 The initial fill for maintenance
Drug Co-pay medications may be made at the retail
Preferred Brand pharmacy, with one allowable refill. Any
Drug Co-pay $20 $40 subsequent refills for maintenance
Non-Preferred Brand medications must be made through the

on-rreferred bran mail order program.
Drug Co-pay $40 $80 prog
| t icati limited to 1

Maximum Supply 30 days 90 days mpotence medications are limited to 10

pills per every 30 days.
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INTRODUCTION

City of Plattsburgh has prepared this document to help you understand your benefits. PLEASE
READ IT CAREFULLY AS YOUR BENEFITS ARE AFFECTED BY CERTAIN
LIMITATIONS AND CONDITIONS. Also, benefits are not provided for certain kinds of
treatments or services, even if your health care provider recommends them.

This document is written in simple, easy-to-understand language. Technical terms are printed in
italics and defined in the Definitions section. The headings in the Plan are inserted for convenience
of reference only and are not to be construed or used to interpret any of the provisions of the Plan.

As used in this document, the word year refers to the benefit year which is the 12-month period
beginning January 1 and ending December 31. All annual benefit maximums and deductibles
accumulate during the benefit year. The word lifetime as used in this document refers to the period of
time a covered person is a participant in this Plan sponsored by City of Plattsburgh.

The Plan may be amended from time to time to comply with the requirements of applicable law or to
reflect changes in your employer’s benefits program. If the Plan is amended, you will be advised of
any important changes.



ARTICLE | -- ELIGIBILITY AND PARTICIPATION

A. Who Is Eligible

You are eligible to participate in this Plan if you are:

1. aregularly scheduled full-time employee of the company who works a minimum of thirty-
five (35) hours per week, or

2. aregularly scheduled part-time employee of the company who works a minimum of twenty-
five (25) per week, or

3. aretiree of the company, or

4. eligible for coverage by Council Resolution or Bargaining Agreement.

Your eligible dependents may also participate. Eligible dependents include:

1. Alegal spouse, unless legally separated from you.

2. Asame or opposite sex domestic partner, provided the relationship is certified by completing
an affidavit of domestic partnership (not applicable to AFSCME).

3. Achild from birth to age twenty-six (26).

The term child includes:

a.

b.

a natural child, or a natural child of your covered domestic partner;
a step-child by legal marriage;

a child who is adopted or has been placed with you for adoption by a court of competent
jurisdiction;

a child for whom legal guardianship has been awarded,

a child who is the subject of a Qualified Medical Child Support Order (QMCSO) dated
on or after August 10, 1993. To be "qualified," a state court medical child support order
must specify: the name and last known mailing address of the Plan participant and each
alternate recipient covered by the order, a reasonable description of the type of coverage
or benefit to be provided to the alternate recipient, the period to which the medical child
support order applies, and each plan to which the order applies; and



f. anunmarried child who is incapable of self-sustaining employment by reason of mental
or physical disability and is primarily dependent on you for maintenance and support may
continue to be covered under this Plan regardless of age, so long as the disability persists,
and the disability began before the child reached age twenty-six (26).

In order to continue coverage, you must furnish written proof of the disability within
thirty-one (31) days of the child's twenty-sixth (26th) birthday. The Plan Administrator
may require you to furnish periodic proof of the child's continued disability but not more
often than annually. If such proof is not satisfactory to the Plan Administrator, coverage
for the child will end immediately.

You may not participate in this Plan as an employee and as a dependent. In addition, a person
may not participate in this Plan as a dependent of more than one (1) employee.

No one who is on active duty with the armed forces will be eligible for coverage under this Plan.
B. Who Pays for Your Benefits

City of Plattsburgh shares the cost of providing benefits for you and your dependents.
C. Enrollment Requirements

If you desire Plan benefits, you must enroll in the Plan by properly completing and returning an
enrollment form to your employer within thirty-one (31) days of your eligibility date. If you also
desire dependent coverage, you must enroll your eligible dependents by this deadline.

If you do not have any eligible dependents at the time of initial enrollment but acquire eligible
dependents at a later date, you must enroll dependents, including newborns, by properly
completing and returning an enrollment form to your employer within thirty-one (31) days of the
date they become your dependent(s). Your newborn dependent will be covered immediately after
birth for the first thirty-one (31) days. The newborn infant(s) of your dependent child are not
eligible under the Plan, nor will have coverage for the first thirty-one (31) days following birth.

Failure to enroll by the deadline noted above will subject you and your dependents to the Late
Enrollment, or Special Enrollment Period provisions below.

D. Late Enrollment

If an eligible employee or dependent declined coverage at the time initially eligible, coverage
cannot become effective until the next annual open enrollment period unless application for
coverage was due to a Special Enrollment as defined under the Special Enrollment Period
provision below. The employee or dependent must request enrollment in this Plan within the



open enrollment period. This provision does not apply to a dependent who becomes eligible for
coverage as the result of a Qualified Medical Child Support Order, or who is adopted or is placed
with you for adoption by a court of competent jurisdiction, as long as he is enrolled within thirty-
one (31) days of his eligibility date.

The effective date for enroliment changes made during the open enrollment period is January 1.

. Special Enrollment Periods

This Plan allows Special Enrollment Periods for eligible employees and dependents who
experience certain life events. Special Enroliment Periods apply to the following:

1.

Individuals losing other coverage. An employee or dependent that is eligible, but not enrolled
in this Plan, may enroll if each of the following conditions is met:

a.

The employee or dependent was covered under a group health plan, Medicaid including
coverage under state funded Children’s Health Insurance Plan (CHIP) or had health
insurance coverage at the time coverage under this Plan was previously offered to the
individual.

If required by the plan administrator, the employee stated in writing at the time that
coverage was offered that the other health coverage was the reason for declining
enrollment.

The coverage of the employee or dependent who has lost the coverage was under COBRA
and the COBRA coverage was exhausted, or was not under COBRA and either the
coverage was terminated as a result of loss of eligibility for the coverage (including as a
result of legal separation, divorce, death, termination of employment, or reduction in the
number of hours of employment) or employer contributions toward the coverage were
terminated.

The employee requests enrollment in this Plan not later than:

i. thirty (30) days following the termination of coverage or employer contributions, as
described above;

ii. thirty (30) days following the date COBRA coverage was exhausted;

iii. sixty (60) days following the termination of Medicaid or CHIP.

Coverage begins on the day following the loss of coverage.

If the employee or dependent lost the other coverage as a result of the individual’s failure to
pay premiums or for cause (such as making a fraudulent claim), that individual does not have
a special enrollment right.



2. Dependent beneficiaries. If:

a. Theemployee is a participant under this Plan (or has met the waiting period applicable to
becoming a participant under this Plan and is eligible to be enrolled under this Plan but
for a failure to enroll during a previous enrollment period), and

b. A person becomes a dependent of the employee through marriage, birth, adoption or
placement for adoption then the dependent (and if not otherwise enrolled, the employee)
may be enrolled under this Plan as a covered dependent of the employee. In the case of
the birth or adoption of a child, the spouse of the employee may be enrolled as a
dependent of the employee if the spouse is otherwise eligible for coverage.

The special enrollment period is a period of thirty (30) days that begins on the date of the
marriage, birth, adoption, placement for adoption. Coverage begins as of the date of the
marriage, birth, adoption or placement for adoption.

F. When Coverage Begins

Management Employees
When the enrollment requirements are met, your coverage begins on your date of hire.

Non-Management Employees
When the enrollment requirements are met, your coverage begins on the first day following
thirty (30) days of continuous employment.

Coverage for your eligible dependents begins the later of when your coverage begins or the first
day a dependent becomes your dependent.

However, should coverage commence under the Late Enrollment or Special Enrollment Period
sections, the provision under these sections will apply.

Any time you or your eligible dependents have accumulated toward the satisfaction of a waiting
period under the previous City of Plattsburgh plan will be counted toward the satisfaction of the
waiting period of this Plan.

G. Acquired Companies

Eligible employees of an acquired company who are actively at work and were covered under the
prior plan of the acquired company will be eligible for the benefits under this Plan on the date of
acquisition. Any waiting period previously satisfied under the prior health plan will be applied
toward satisfaction of the waiting period of this Plan. In the event that an acquired company did
not have a health plan, all eligible employees will be eligible on the date of the acquisition.



H. Genetic Information Nondiscrimination Act (GINA)

The Genetic Information Nondiscrimination Act, or GINA, prohibits group health plans, issuers
of individual health care policies, and employers from discriminating on the basis of genetic
information.

Genetic information is a form of protected health information as defined by the Health Insurance
Portability and Accountability Act of 1996 (HIPAA), and is subject to applicable privacy and
security standards.

GINA does not prohibit a health care provider who is treating an individual from requesting that
the patient undergo genetic testing. The rules permit the Plan to obtain genetic test results and
use them to make claims payment determinations when necessary to determine whether the
treatment provided was medically advisable and/or necessary.

The Plan may request, but not require, genetic testing in certain very limited circumstances
involving research, so long as the results are not used for underwriting purposes. Such requests,
will be made with written notice to the individual that participation is voluntary and will not
affect eligibility for benefits, premiums, or contributions. In addition, the Plan will notify the
Health and Human Services secretary of its activities falling within this exception.

I. When Coverage Ends

Your coverage ends the earliest of the end of the month following your last day of full-time
regular employment; the last day of the month following the date you are no longer eligible to
participate in the Plan; the date you fail to make the required contributions; or the date the Plan
ends.

Coverage for your dependents ends the earliest of the date your coverage ends; the date a
dependent no longer meets the eligibility requirements; the date you fail to make the required
contributions; or the date the Plan ends.

J. Family and Medical Leave Act of 1993 (FMLA)

If you qualify for an approved family or medical leave of absence (as defined in the Family and
Medical Leave Act of 1993 (FMLA), eligibility may continue for the duration of the leave. Failure
to make payment within thirty (30) days of the due date established by your employer will result
in the termination of coverage. If you fail to return to work after the leave of absence, your
employer has the right to recover from you any contributions that were made on your behalf
toward the cost of coverage during the leave.

For more information regarding FMLA leave, please refer to your Employee Handbook.



K. Employer Continuation Coverage

If you cease to be eligible for coverage due to a temporary layoff, an approved leave of absence,
or a total disability, you and your eligible dependents may continue to be covered under the Plan.
If you do not return to work at the end of an approved leave of absence, your employment will be
deemed to have terminated for purposes of continuation of coverage under COBRA.

1. Temporary Layoff

If you are temporarily laid off, eligibility may continue, provided you make the required
contribution to the Plan, until the employer ends the continuance.

2. Leave of Absence

If you qualify for an approved family or medical leave of absence (as defined in the Family
and Medical Leave Act of 1993 (FMLA)), eligibility may continue for the duration of the
leave. Failure to make payment within thirty (30) days of the due date established by your
employer will result in the termination of coverage. If you fail to return to work after the
leave of absence, your employer has the right to recover from you any contributions that were
made on your behalf toward the cost of coverage during the leave.

If you are on any other approved leave of absence, eligibility may continue, provided you
make the required contribution to the Plan, until the employer ends the continuance.

3. Total Disability

If you are covered under the Plan and your active service terminates due to total disability,
you may continue to be covered under the Plan, provided you make the required contribution
to the Plan, until the employer ends the continuance. Continuation under this section of the
Plan may be combined with that period of time determined to be allowable under the Family
and Medical Leave Act of 1993.

You may not be engaged in any other occupation for compensation, profit or gain while
totally disabled.

L. Reinstatement of Coverage
If you terminate employment for any reason and are rehired, you will be treated as a new hire and

will be required to satisfy a new waiting period provided you enroll within thirty-one (31) days
of your eligibility date.



M. The Uniformed Services Employment and Re-employment Rights Act (USERRA)

This Plan will comply with the requirement of all the terms of The Uniformed Services
Employment And Re-employment Rights Act of 1994 (USERRA). This is a federal law which
gives members and former members of the U.S. armed forces (active and reserves) the right to
return to their civilian job they held before military service.

N. Certificates of Coverage

The plan administrator will provide an applicable certificate of coverage to any employee or
dependent automatically after the individual loses coverage in the Plan. In addition, a certificate
will be provided upon request, if the request is made within twenty-four (24) months after the
individual loses coverage under the Plan. In that case, the certificate will be provided at the
earliest time that the Plan, acting in a reasonable and prompt fashion, can furnish it. In either case
the certificate will contain the following information:

a. the date the certificate was issued,;
b. the name of the group health plan that provided the coverage;
c. the name of the employee or dependent to whom the certificate applies;

d. the name, address, and telephone number of the Plan Administrator or issuer providing the
certificate;

e. atelephone number for further information (if different);

f. either a statement that the employee or dependent has at least eighteen (18) months (546
days) of creditable coverage, not counting days of coverage before a significant break in
coverage (which means a period of sixty-three (63) or more consecutive days during all of
which an individual did not have any creditable coverage, exclusive of waiting periods and
affiliation periods); or the date any waiting period (and affiliation period, if applicable) began
and the date creditable coverage began; and

g. thedate creditable coverage ended, unless the certificate indicates that coverage is continuing
as of the date of the certificate.

For your dependents, the Plan will make reasonable efforts to locate and provide that person’s
name only if the Plan is requested to provide a certificate for a dependent, the Plan will make
reasonable efforts to obtain and provide that person’s name. The Plan will not issue an automatic
certificate for dependents until the Plan has reason to know that a dependent has lost coverage
under the Plan.



ARTICLE Il -- MEDICAL MANAGEMENT PROGRAM

A. What Is Medical Management

City of Plattsburgh desires to provide you and your family with a health care benefit plan that
helps protect you from significant health care expenses and helps to provide you with quality
care.

THE PROGRAM ISNOT INTENDED TO DIAGNOSE OR TREAT MEDICAL CONDITIONS,
GUARANTEE BENEFITS, OR VALIDATE ELIGIBILITY. The medical professionals who
conduct the program focus their review on the appropriateness of treatment. Any questions
pertaining to eligibility, Plan limitations or fee schedules should be directed to the customer
service department.

Your participating physician or provider is required to call to obtain certification prior to any
service requiring prior authorization as indicated on the Schedule of Medical Benefits.

B. Reduced Benefits For Failure To Follow Required Review Procedures

When the required review procedures outlined above are followed, your benefits will be
unaffected. However, failure to comply with this provision may result in a penalty being applied
to eligible expenses related to the treatment:

e When services are received from a participating provider, precertification will be obtained by
the health care provider. If certification is not received, the benefit paid to the provider may
be reduced. You can not be billed for the amount of the benefit reduction.

o If services are not provided by a participating provider, no benefit will be paid toward
treatment that is determined not to be medically necessary.



ARTICLE Il -- NETWORK PROVISIONS

Certain hospitals and physicians have agreements pertaining to payment of covered medical charges.
These hospitals and physicians are called Network Providers. If you have any questions regarding
hospitals and physicians who participate in the network, call the phone number indicated on your
identification card.

In the network, you may see any health care provider for covered health care services whenever you
like. However, when you see a health care provider who is not a participating provider, you will
receive a lesser benefit as outlined on the Schedule of Medical Benefits, and your out-of-pocket
expenses will be greater.

Referrals by participating providers to non-participating providers will be considered as non-network
services or supplies and will be payable at the non-network benefit level. In order to have services
and supplies paid at the network benefit level, ask your physician to refer you to participating
providers (e.g. x-ray specialists, etc.).

Exceptions:
If you receive emergency room treatment at a network facility, any services rendered by a physician
during the emergency room encounter will be reimbursed at the network benefit level, regardless of

whether the provider is participating with the contracted network.

Professional components charges rendered in a network facility regardless of whether the provider is
participating with the preferred provider organization will be reimbursed at the network benefit level.



ARTICLE IV -- MEDICAL BENEFITS

A. About Your Medical Benefits
All medical benefits provided under this Plan must satisfy some basic terms. The following terms
which apply to your Plan’s benefits are commonly included in medical benefit plans but often
overlooked or misunderstood.

1. Medical Necessity

Medically necessary care is care which according to criteria, is:

« consistent with the symptoms or diagnosis and treatment of your condition, disease,
ailment or injury,

« inaccordance with standards of good medical practice,
« not for your convenience or that of your physician or other provider,

« the most appropriate supply, level of care, or service which can be safely provided to
you.

The plan administrator may consult the Medical Director of the claims processor in order to
determine the medical necessity of treatment. Medical treatments which are not proven,
effective and appropriate are not covered by this Plan unless specifically mentioned.

2. Fee Schedule

The Plan provides benefits only for covered expenses that are equal to or less than the fee
schedule for this Plan. The fee schedule for every procedure covered by this Plan may be
obtained from the plan administrator. The allowable amount for any covered procedure may
be changed from time-to-time. If a procedure is not listed in the fee schedule, the Medical
Director will determine the allowance, if any.

3. Health Care Providers

The Plan provides benefits only for covered services and supplies rendered by a physician,
practitioner, nurse, hospital, or specialized treatment facility as those terms are specifically
defined in the Definitions section.
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4. Custodial Care

The Plan does not provide benefits for services and supplies furnished primarily to assist an
individual in the activities of daily living. Activities of daily living include such things as
bathing, feeding, administration of oral medicines, or other services that can be provided by
persons without the training of a health care provider.

5. Benefit Year
The word year, as used in this document, refers to the benefit year which is the 12-month
period beginning January 1 and ending December 31. All annual benefit maximums and

deductibles accumulate during the benefit year.

6. Alternate Benefit Provision

The plan administrator may elect to provide alternative benefits which are not listed as
covered services in this contract. The alternative covered benefits should be determined on a
case by case basis by the plan administrator for services which the plan administrator deems
are medically necessary, cost effective and agreeable to the covered person and participating
provider. The plan administrator shall not be committed to provide these same, or similar
alternative benefits for another covered person nor shall the plan administrator lose the right
to strictly apply the express provisions of this contract in the future.

B. Deductibles
Adeductible is the amount of covered expenses you must pay during each benefit year before the
Plan will consider expenses for reimbursement. The deductible can be satisfied if you and your
dependents pay for covered expenses which are incurred for in-network and/or out-of-network
services and supplies.

If two (2) or more covered members of your family are injured in a common accident, the
deductible will be applied only once to all involved persons for those injuries.

The annual individual and family deductible amounts are shown on the Schedule of Medical
Benefits.

C. Deductible Carry-Over (Not applicable to Class 0008)

When covered expenses incurred in the last three (3) months of the benefit year are applied to the
deductible, that amount will also be used to satisfy the deductible for the following benefit year.
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D. Coinsurance

Coinsurance percentages represent the portion of covered expenses paid by the Plan after
satisfaction of any applicable deductible. These percentages apply only to covered expenses
which do not exceed the applicable fee schedule. You are responsible for all non-covered
expenses and any amount which exceeds the fee schedule for out-of-network services.

The coinsurance percentages are shown on the Schedule of Medical Benefits.

E. Out-of-Pocket Limit
An out-of-pocket limit is the maximum amount of covered expenses you must pay during a
benefit year. When you reach the annual out-of-pocket limit applicable to you, the Plan will pay
one hundred percent (100%) of additional covered expenses during the remainder of that benefit

year.

The out-of-pocket limit excludes charges in excess of the allowable amount and any penalties for
failure to comply with the requirements of the Health Care Management Program.

The annual individual and family out-of-pocket limits are shown on the Schedule of Medical
Benefits.

F. Benefit Maximums
Total plan payments for each covered person are limited to certain maximum benefit amounts. A
benefit maximum can apply to specific benefit categories or to all benefits. A benefit maximum
amount also applies to a specific time period, such as annual or lifetime. Whenever the word
lifetime appears in this Plan in reference to benefit maximums, it refers to the time you or your
dependents are covered by this Plan.
The benefit maximums applicable to this Plan are shown in the Schedule of Medical Benefits.

G. Covered Medical Expenses

When all of the requirements of this Plan are satisfied, the Plan will provide benefits as outlined
on the Schedule of Medical Benefits but only for the services and supplies listed in this section.

Hospital Services
1. Room and board, not to exceed the cost of a semiprivate room or other accommodations
unless the attending physician certifies the medical necessity of a private room. If a private

room is the only accommodation available, the Plan will cover an amount equal to the
prevailing semiprivate room rate in the geographic area.
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6.

The Plan may not restrict benefits for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than forty-eight (48) hours following a
normal vaginal delivery, or less than ninety-six (96) hours following a cesarean section, or
require that a provider obtain authorization from the Plan for prescribing a length of stay not
in excess of the above periods.

The attending provider, after consulting with the mother, may discharge the mother and
newborn earlier than forty-eight (48) hours following a vaginal delivery or ninety-six (96)
hours following a cesarean section.

Intensive care unit and coronary care unit charges.

Miscellaneous hospital services and supplies required for treatment during a hospital
confinement.

Well-baby nursery and physician expenses during the initial hospital confinement of a
newborn.

Hospital confinement expenses for dental services if the attending physician certifies that
hospitalization is necessary to safeguard the health of the patient.

Outpatient hospital services.

Emergency and Urgent Care Services

1.

2.

Treatment of an emergency in a hospital emergency room or other emergency care facility.
Treatment at an urgent care facility.

Ground transportation provided by a professional ambulance service for the first trip to and
from the nearest hospital or emergency care facility equipped to treat a condition that can be
classified as an emergency.

Transportation provided by a professional air ambulance service for the first trip to and from
the nearest hospital or emergency care facility equipped to treat a condition that can be
classified as an emergency.

Specialized Treatment Facilities

1.

2.

A skilled nursing facility or extended care facility.

An ambulatory surgical facility.
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A birthing center.
A mental health treatment facility, including a residential treatment facility.
A substance abuse treatment facility, including a residential treatment facility.

A hospice facility.

Surgical Services

1.

2.

Surgeon’s expenses for the performance of a surgical procedure.

Assistant surgeon’s expenses not to exceed twenty percent (20%) of the fee schedule of the
surgical procedure.

Two (2) or more surgical procedures performed during the same session through the same
incision, natural body orifice or operative field. The amount eligible for consideration is the
fee schedule for the largest amount billed for one (1) procedure plus fifty percent (50%) of
the sum of fee schedule for all other procedures performed.

Anesthetic services, when performed in connection with a covered surgical procedure.

Oral surgery, limited to the treatment of an accidental injury to sound, natural teeth.
Treatment of an accidental injury must be completed within twelve (12) months of the date
of the injury.

Reconstructive surgery:

a. when needed to correct damage caused by a birth defect resulting in the malformation or
absence of a body part;

b. when needed to correct damage caused by an illness or accidental injury; or

c. breast reconstructive surgery in a manner determined in consultation with the attending
physician and the patient. Coverage includes reconstruction of the breast on which the
mastectomy was performed, surgery and reconstruction of the other breast to produce a
symmetrical appearance, and prostheses and treatment of physical complications at all
stages of the mastectomy, including lymphedemas. Nipple/areola reconstruction and
nipple tattooing are also covered when the breast reconstruction is considered eligible
under the Plan. This Plan is in compliance with the Women’s Health and Cancer Rights
Act of 1998.
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8.

9.

10.

11.

12.

13.

14.

15.

Non-experimental organ and tissue transplant services to an organ transplant recipient who is
covered under this Plan. In addition, benefits will be provided for inpatient hospital expenses
of the donor of an organ for transplant to a covered recipient and for physician s expenses for
surgical removal of the donor organ if the donor does not have coverage through another
group plan. No benefits will be provided for organ selection, transportation and storage costs,
or when benefits are available through government funding of any kind, or when the recipient
is not covered under this Plan.

Circumcision.
Outpatient surgery.

Amniocentesis when the attending physician certifies that the procedure is medically
necessary.

Surgical treatment of morbid obesity (applicable to Class 0008 only).

Surgical treatment of temporomandibular joint dysfunction (TMJ) and other
craniomandibular disorders.

\oluntary sterilization.
\oluntary termination of pregnancy.

Gender reassignment surgery, when medically necessary, for individuals with a documented
diagnosis of gender dysphoria.

Mental/Behavioral Health and Substance Abuse Treatment

1.

2.

Inpatient mental health treatment.

Inpatient substance abuse detoxification treatment.

Outpatient mental health and substance abuse treatment.

Initial physician examination and subsequent physician office visits for prescription of
medication for the treatment of Attention Deficit Disorder (ADD) and Attention Deficit
Hyperactivity Disorder (ADHD).

Outpatient treatment of substance abuse codependence.

Outpatient family counseling.

15



7.

8.

Treatment of an eating disorder.

Electro-shock therapy.

Medical Services

=

10.

11.

12.

13.

14.

Physician office visits relating to a covered illness or injury.

Inpatient physician visits by the attending or non-attending physician.

Second surgical opinions.

Pregnancy and related maternity care for all covered females.

Services to achieve the diagnosis of infertility.

Artificial insemination including sperm washing, hysterosalpingogram, hysteroscopy,
endometrial biopsy, laparoscopy, sono-hysterogram (hysterosonography), post coital tests,
testis biopsy, semen analysis, blood tests, and ultrasound.

Outpatient private duty nursing care provided by a Registered Graduate Nurse (R.N.) or a
Licensed Practical Nurse (L.P.N.) if medically necessary (applicable to Classes 0001, 0002
and 0009 only).

Dental services received after an accidental injury to sound and natural teeth including
replacement of such teeth; and any related x-rays and dental services must be completed
within twelve (12) months of the date of the injury.

Radiation therapy:.

Chemotherapy.

Hemodialysis.

Chiropractic services excluding maintenance care and palliative treatment.

Podiatric services for treatment of an illness or injury, or due to metabolic or peripheral
vascular disease.

Physical therapy received from a qualified practitioner under the direct supervision of the
attending physician, excluding maintenance care and palliative treatment.
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15. Cardiac rehabilitation therapy received from a qualified practitioner under the direct
supervision of the attending physician.

16.

17.

Home health care that is provided by a home health care agency (four (4) hours = one (1)
visit). The following are defined as covered home health care services and supplies upon
referral of the attending physician:

a.

b.

part-time nursing services provided by or supervised by a registered nurse (R.N.);
part-time or intermittent home health aide services;

physical, occupational, speech or respiratory therapy which is provided by a qualified
therapist;

nutritional counseling that is provided by or under the supervision of a registered
dietician;

laboratory services, drugs, medicines, IV therapy and medical supplies which are
prescribed by the doctor.

Hospice care provided that the covered person has a life expectancy of six (6) months or less
and subject to the maximums, if any, as set forth in the Schedule of Benefits. Covered
hospice care, and bereavement expenses are limited to:

a.

b.

room and board for confinement in a hospice facility;

ancillary charges furnished by the hospice while the patient is confined therein, including
rental of durable medical equipment which is used solely for treating an injury or illness;

nursing care by a registered nurse, a licensed practical nurse, or a licensed vocational
nurse (L.V.N.);

home health aide services;
home care charges for home care furnished by a hospital or home health care agency,
under the direction of a hospice, including custodial care if it is provided during a regular

visit by a registered nurse, a licensed practical nurse, or a home health aide;

laboratory services, drugs, medicines, IV therapy and medical supplies which are
prescribed by the doctor.

17



18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

g. medical social services by licensed or trained social workers, psychologists, or
counselors;

h. nutrition services provided by a licensed dietician;

I. counseling and emotional support services by a licensed social worker or a licensed
pastoral counselor;

j. bereavement counseling visits by a licensed social worker or a licensed pastoral
counselor for the covered person’s immediate family following the patient’s death;

Speech therapy from a qualified practitioner to restore normal speech loss due to an illness,
injury or surgical procedure. If the loss of speech is due to a birth defect, any required
corrective surgery must have been performed prior to the therapy.

Occupational therapy but not to include vocational, educational, recreational, art, dance or
music therapy.

Pulmonary therapy (applicable to Classes 0001, 0002, 0008 and 0009 only).
Respiratory therapy.
Orthoptic thrapy.

Initial examination for the treatment of eating disorders (e.g., bulimia, anorexia). Subsequent
treatment is eligible for consideration as a mental/nervous disorder.

Allergy testing and treatment.

Preparation of serum and injections for allergies.

Sleep studies.

Temporomandibular joint dysfunction (TMJ): non-surgical treatment or treatment for
prevention of TMJ, craniomandibular disorders, and other conditions of the joint linking the
jawbone and skull, muscles, nerves, and other related tissues to that joint.

Non-surgical treatment of morbid obesity, limited to medical necessity.

Diabetes education programs.
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30. Smoking cessation care and treatment, including programs and smoking deterrent patches,
only when medically necessary due to a severe active lung illness such as emphysema or
asthma.

31.

32.

Charges related to a provider discount for covered medical expenses resulting in savings to
this Plan.

Screening, diagnosis, and treatment of Autism Spectrum Disorder (applicable to Class 0008
only), including:

a.

assessments, evaluations, or tests to diagnose whether an individual has Autism
Spectrum Disorder,

medical care provided by a licensed health care provider,

behavioral health counseling and treatment programs, when provided by a licensed
provider, and applied behavior analysis, when provided or supervised by a behavior
analyst certified pursuant to the behavior analyst certification board, that are necessary to
develop, maintain, or restore, to the maximum extent practicable, the functioning of an
individual,

rental or purchase of assistive communication devices when ordered or prescribed by a
licensed physician or a licensed psychologist for individuals who are unable to
communicate through normal means (i.e., speech or writing) when the evaluation
indicates that an assistive communication device is likely to provide the member with
improved communication. Coverage is limited to dedicated devices and software and/or
applications that enable a laptop, desktop, or tablet computer to function as a speech-
generating device. Installation of the program and/or technical support is not separately
reimbursable. Repair, replacement, fitting and adjustments are covered, when made
necessary by normal wear and tear or significant change in a member’s physical
condition,

direct or consultative services provided by a psychiatrist or psychologist, and

therapeutic care provided by licensed or certified speech therapists, occupational
therapists, social workers, or physical therapists.

Services for Autism Spectrum Disorder may be denied on the basis that such treatment is
being provided to the covered person pursuant to an individualized education plan under
Article 89 of New York Education Law. The provision of services pursuant to an
individualized family service plan under Section 2545 of New York Public Health Law, an
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individualized education plan under Article 89 of New York Education Law, or an
individualized service plan pursuant to regulations of the Office for Persons With
Developmental Disabilities shall not affect coverage under the plan for services provided on
a supplemental basis outside of an educational setting if such services are prescribed by a
licensed physician or licensed psychologist.

Diagnostic X-Ray and Laboratory Services

1.

2.

3.

4.

5.

Diagnostic charges for x-rays.

Diagnostic charges for laboratory services.
Preadmission testing (PAT).

Ultrasounds, prenatal laboratory and pregnancy testing.

Genetic testing and counseling.

Equipment, Supplies and Miscellaneous Items

1.

Durable medical equipment, including expenses related to necessary repairs and
maintenance. A statement is required from the prescribing physician determining whether the
equipment will be rented or purchased. Initial replacement equipment is covered if the
replacement equipment is required due to a change in the patient’s physical condition; or,
purchase of new equipment is less expensive than repair of existing equipment.

Artificial limbs and eyes and replacement of artificial eyes and limbs if required due to a
change in the patient’s physical condition; or, replacement is less expensive than repair of
existing equipment.

Oxygen and rental of equipment required for its use, not to exceed the purchase price of such
equipment.

Blood and/or plasma, if not replaced, and the equipment for its administration including
autologous blood transfusions when performed at the participating facility where related
surgery will be performed.

Diabetic equipment and supplies.

Initial prescription contact lenses or eye glasses, including the examination and fitting of the

lenses, to replace the human lens lost through intraocular surgery or when required as the
result of an injury.
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10.

11.

12.

13.

Examination for or the purchase or fitting of hearing aids when required as the result of an
injury.

Original fitting, adjustment and placement of orthopedic braces, casts, splints, crutches,
cervical collars, head halters or traction apparatus, when prescribed by a physician, to replace
lost body parts or to aid in their function when impaired. Replacement of such devices only
will be covered if the replacement is necessary due to a change in the physical condition of
the covered person.

Orthotics and external prosthetics (applicable to Classes 0001, 0002 and 0009 only).
Sterile surgical supplies after surgery.

Compression garments.

Post mastectomy prosthetic and surgical bra.

Drugs, medicines, or supplies dispensed through the physician s office, for which the patient
is charged.

Preventive Care

Preventive care is subject to the limitations and maximums described in the Schedule of
Benefits. Preventive care includes the following:

1.

Routine physical examination including related laboratory and x-ray testing (please refer to
the Schedule of Medical Benefits for limitations).

Routine outpatient well child care examinations including related laboratory and x-ray
testing.

Immunizations.

Routine gynecological examination, including Pap test.

Routine mammogram.

Routine prostate screening (applicable to Classes 0001, 0002, 0008 & 0009 only).
Routine colonoscopy (applicable to Classes 0001, 0002, 0008 & 0009 only).

Dental examination and prophylaxis (applicable to Classes 0003, 0004, 0005, 0006, 0007 &
0008 only).
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H. Medical Expenses Not Covered

The Plan will not provide benefits for any of the items listed in this section, regardless of medical
necessity or recommendation of a health care provider. This list is intended to give you a general
description of expenses for services and supplies not covered by the Plan. The Plan only covers
those expenses for services and supplies specifically described as covered in the preceding
section. There may be expenses in addition to those listed below which are not covered by the
Plan.

General Exclusions

1.

10.

Any condition, disability, or expense sustained as a result of being engaged in an activity
primarily for wage, profit or gain, and for which the covered person benefits are provided
under Worker’s Compensation Laws or similar legislation.

Communication, transportation expense, or travel time of physicians or nurses.

Educational, vocational, training services, supplies, or treatment except as specifically
mentioned in Covered Medical Expenses.

Expenses for telephone conversations, charges for failure to keep a scheduled appointment,
or charges for completion of medical reports, itemized bills, or claim forms.

Expenses resulting from penalties, exclusions or charges in excess of allowable limits
imposed by HMO, non-HMO, or PPO providers resulting from failure to follow the required
procedures for obtaining services or treatment.

Experimental equipment, services, or supplies which have not been approved by the United
States Department of Health and Human Services, the American Medical Association
(AMA), or the appropriate government agency.

Mailing and/or shipping and handling expenses.

Professional services performed by a person who ordinarily resides in your household or is
related to the covered person, such as a spouse, parent, child, brother, sister, or in-law.

Services, supplies, or treatment eligible for consideration under any other plan of the
employer.

Services, supplies, or treatment exceeding the fee schedule for the geographic area in which
services are rendered.
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11

12.

13.

14.

15.

16.

17.

18.

19.

. Services, supplies, or treatment for which there is no legal obligation to pay, or expenses

which would not be made except for the availability of benefits under this Plan.

Services, supplies, or treatment furnished by or for the United States Government or any
other government, unless payment is legally required.

Services or supplies rendered by a facility operated by the Veteran’s Health Administration
for an injury or illness determined by the Secretary of Veterans Affairs to have been incurred
in, or aggravated during, the performance of uniformed service.

Services, supplies, or treatment incurred as the result of an auto accident up to the amount of
any state required automobile insurance with respect to those expenses.

Services, supplies, or treatment incurred for services rendered prior to the effective date of
coverage under this Plan or expenses for services performed after the date coverage
terminates.

Services, supplies, or treatment not medically necessary.

Services, supplies, or treatment not prescribed or recommended by a health care provider.

Services, supplies, or treatment unnecessary for diagnosis of an illness or injury, except as
specifically mentioned in Covered Medical Expenses.

Services, supplies, or treatment used to satisfy Plan deductibles, co-pays, or applied as
penalties.

Additional Exclusions

The following exclusions are in alphabetical order to assist you in finding information quickly;
however, you should review the entire list of exclusions when trying to determine whether a
particular treatment or service is covered as the wording of the exclusion may place it in a
different location than you might otherwise expect.

1.

2.

3.

Acupuncture and/or acupressure.
Adoption expenses.
Assistive communication devices that are not exclusively dedicated to speech generation,

including, but not limited to, laptops, desktops, or tablet computers (applicable to Class
0008).
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10.

11.

12.

13.

14.

15.

16.

17.

18.

Biofeedback.

Breast prosthetic implant removals whether inserted for cosmetic reasons or due to a
mastectomy are not covered, unless the removal is medically necessary.

Cosmetic or reconstructive surgery except as specifically mentioned in Covered Medical
Expenses.

Dental services, dental appliances or treatment including hospitalization for dental services,
except as specifically mentioned in Covered Medical Expenses.

Dispensing fees for drugs, medicines and supplies received in a physician's office.

Donor expenses except as specifically mentioned in Covered Medical Expenses.

Drugs, medicine, or supplies that do not require a physician's prescription.

Education, counseling, or job training for learning disorders or behavioral problems whether
or not services are rendered in a facility that also provides medical and/or mental/nervous
treatment.

Equipment such as air conditioners, air purifiers, dehumidifiers, heating pads, hot water
bottles, water beds, swimming pools, hot tubs, and any other clothing or equipment which

could be used in the absence of an illness or injury.

Eyeglasses or lenses, orthoptics, vision therapy or supplies unless specifically mentioned in
Covered Medical Expenses.

Foot treatment, palliative or cosmetic, including flat foot conditions, supportive devices for
the foot, orthopedic or corrective shoes, the treatment of subluxations of the foot, care of
corns, bunions (except by capsular or bone surgery), calluses, toe nails (except surgery for
ingrown nails), fallen arches, weak feet, chronic foot strain, and symptomatic complaints of
the feet.

Gender reassignment surgery, except as specified in Covered Medical Expenses.

Hearing examinations, hearing aids, or related supplies except as specifically mentioned in
Covered Medical Expenses.

Holistic medical treatment.

Hospital confinement for physiotherapy, hydrotherapy, convalescent care, or rest care.
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19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Hypnosis.

Infertility treatment, except artificial insemination services as specifically mentioned in
Covered Medical Expenses.

Kerato-refractive eye surgery (to improve nearsightedness, farsightedness, and/or
astigmatism by changing the shape of the cornea including, but not limited to, radial
keratotomy and keratomileusis surgery).

Marital counseling.

Massage therapy or rolfing.

Methadone maintenance.

Non-emergent use of the emergency room.

Oral surgery, except as specifically mentioned in Covered Medical Expenses.

Orthodontics for cleft palate.

Orthotics and external prosthetics, except as specifically mentioned in Covered Medical
Expenses.

Personal comfort or service items while confined in a hospital including, but not limited to,
radio, television, telephone, and guest meals.

Prescription drugs or medicines, except as specifically mentioned in any Covered Medical
Expenses section.

Preventive care, except as specifically mentioned in Covered Medical Expenses.
Private duty nursing, except as specifically mentioned in Covered Medical Expenses.
Respite care.

Reversal of any elective surgical procedure.

Sales tax.

Sanitarium, rest, or custodial care.
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37.

38.

39.

40.

41.

42.

Sex counseling.

Smoking cessation programs, smoking cessation medications, or physician s office visits for
smoking cessation treatment, except as specifically mentioned in Covered Medical Expenses.

Surrogate expenses, including use of a surrogate by a covered individual or services as a
surrogate by a covered individual.

Vitamins and nutritional supplements, regardless of whether or not a physician's prescription
IS required.

Weight reduction or control, including surgery, treatments, instructions, activities, or drugs
and diet pills, whether or not prescribed by a physician, except as specifically mentioned in
Covered Medical Expenses.

Wigs and artificial hair pieces.
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ARTICLE V -- PRESCRIPTION DRUG PLAN

A. About Your Prescription Drug Benefits

All Prescription Drug benefits provided under this Plan must satisfy some basic terms. The
following terms which may apply to your Plan’s benefits are commonly included in Prescription
Drug benefit plans but often overlooked or misunderstood.

1.

Maintenance Medication

An extended-use medication for which there is a non-emergency ongoing need.

Managed Formulary

A list of approved generic and brand-name prescription and non-prescription drugs.

Participating Mail Order Pharmacy

A pharmacy which has entered into an agreement with the plan administrator to provide
covered mail order prescription drugs.

Participating Pharmacy

A pharmacy which has entered into an agreement with the plan administrator to provide you
covered prescription drugs.

Pharmacy Benefits Manager

A Pharmacy Benefits Manager (PBM) is a third party administrator selected to process
outpatient medication bills. The Pharmacy Benefits Manager has been contracted to process
prescription drug claims from participating pharmacies. The Pharmacy Benefits Manager
also develops and maintains the formulary.

Prescription Drug

A pharmaceutical substance approved by the United States Food And Drug Administration
(USFDA) for the treatment of your condition and dispenses in accordance with labeling
guidelines. A prescription drug requires a prescription in order to be sold to you, and the
label must bear the statement “Caution — Federal Law Prohibits Dispensing without a
Prescription.”
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B. Prior Authorization

Your physician is required to obtain prior authorization prior to your purchase of certain
medications. To find out if a medication requires prior authorization or the status of a
prescription, call your Pharmacy Benefits Manager at the number as indicated on your
identification card.

C. Mail Order Prescription Drug Program

Applicable to Class 0001 (active employees and non-Medicare eligible retirees and/or
dependents), 0008 & 0009

The mail service prescription drug program is mandatory when there is an ongoing need for
maintenance medications. The initial fill, along with one additional refill, is allowed at a
retail pharmacy. Any subsequent refills must be obtained through the mail service
prescription drug program. By using this service, you can obtain prescribed medication
required on a non-emergency, extended-use basis. The quantity of a prescribed drug ordered
through this program can be anything up to a ninety (90) day supply or the equivalent for
drugs that are supplied in individual, unit packaging such as aerosols and eye drops.

Applicable to Classes 0002, 0003, 0004, 0005, 0006 & 0007

The mail service prescription drug program is offered when there is an ongoing need for
medication. By using this service, you can obtain prescribed medication required on a non-
emergency, extended-use basis. The quantity of a prescribed drug ordered through this
program can be anything up to a ninety (90) day supply or the equivalent for drugs that are
supplied in individual, unit packaging such as aerosols and eye drops.

The law requires that pharmacies dispense the exact quantity prescribed by the physician. So, if
your physician authorizes the maximum order quantity, the prescription must be for a ninety (90)
day supply for you to receive that quantity. For example, if you take one (1) tablet per day, your
physician must write a prescription for ninety (90) tablets. If you take two (2) tablets per day,
your physician must write a prescription for one hundred and eighty (180) tablets, etc. If your
physician authorizes refills, these can be dispensed only when your initial order is nearly
exhausted, so be sure to ask your physician to prescribe the normal supply, plus refills whenever
appropriate.

There will be times when you need a new prescription filled immediately. If you need medication
immediately but will be taking it on an ongoing basis, ask your physician for two (2)
prescriptions. The first prescription should be for up to a thirty (30) day supply that you can have
filled at a local pharmacy; the second prescription should be for your ongoing need, which will
be dispensed in up to a ninety (90) day supply. Send the larger prescription through the mail
service prescription drug program.
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D. Co-pays
The co-pay amounts are shown on the Schedule of Prescription Drug Benefits.

Exception: The lesser of the prescription drug co-pay or the office visit co-pay applies to
diabetic medications. The office visit co-pay will apply to diabetic supplies.

E. Dispensing Limitations

Prescriptions are covered for up to a thirty (30) day supply, or the equivalent for drugs that are
supplied in individual, unit packaging such as aerosols and eye drops, or up to a ninety (90) day
supply for certain chronic conditions when authorized by your physician. Three (3) co-pays will
apply to the purchase of extended cycle oral contraceptives.

The Plan reserves the right to impose additional supply limitations based on relevant medical
and/or scientific information available regarding the condition being treated and/or the
appropriate medical use of the medication.

Exception: Drugs allowed by New York State law to be dispensed in ninety (90) or one hundred
eighty (180) day supply will be dispensed in accordance with the regulation.

One co-pay will apply to each thirty (30) day supply. Certain controlled substances and several
other prescribed medications may be subject to other dispensing limitations and to the
professional judgment of the pharmacist.
F. Covered Prescription Drugs

Prescriptions covered under your Plan include all drugs bearing the legend “Caution: Federal law
prohibits dispensing without a prescription” except as identified in Prescription Drugs Not
Covered. In addition, the following are specifically covered by this Plan when accompanied by a
physician’s prescription:

1. Diabetic medications, including insulin, glucagon, prefilled insulin pens/cartridges, and
prescription oral agents to lower blood sugar.

2. Diabetic supplies, including needles, syringes, test strips, lancets, lancet devices and glucose
tablets.

3. Contraceptives, limited to oral forms, injectable forms, transdermal patches and nuva rings.

4. Infertility medications.
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10.

11.

12.

13.

14.

15.

16.

Impotence medications.

Anti-obesity medications, only when prescribed for the treatment of morbid obesity.
Acne medications.

Smoking deterrents.

Prenatal vitamins.

Fluoride supplements.

Growth hormones.

A.D.D./A.D.H.D. medications.

Migraine medications.

Self-injectable legend drugs, except those listed in Prescription Drugs Not Covered.
Compounded medication of which at least one (1) ingredient is a generic legend drug.

Any other drug which under the applicable 