@
-ﬁ\ﬁ: SUMMARY COMPARISON OF HEALTH PL!
T This is a general overview. Each plan may vary depending on location. R
FUND (Metro New York Pla
TYPE OF PLAN | MEDICARE SUPPLEMENT MEDICARE HMO MEDICARE HMO MEDICARE SUPPLEMENT MEDICARE
MONTHLY COST BASIC COVERAGE: $0 AUTOMATIC OPTION: NY COUNTIES: BASIC COVERAGE: $144.73 | BASIC COVER/
PER-PERSON RETIREE OPTION: $109.39 AUTOMATIC OPTION:
RATES EFFECTIVE $99.75 $206.81 RETIREE OPTION: $202.23 | RETIREE OPTIC
1/1/09 OUT OF AREA:

(SUBJECT TO CHANGE)

GHI: 212-501-4444

PHONE NUMBER

WEB SITE

Blue Cross: 800-767-8672

www.ghi.com

800-HIP-TALK

www.hipusa.com

CALL FOR COST
800-307-4830

www.aetna.com

NY: 5 boroughs of NYC; Cayoga,

877-244-4466

www.ghihmo.com

NY: 5 horoughs of NYC; Albany, Broome,
Columbia, Delaware, Dutchess, Fulton,

www.empire

COVERAGE 5 bOfOUghS 0f NYC & Dutchess, Nassau, Onondaga, Putnam, | Green, Montgomery, Nassau, Orange,
0 AR(E;A Nationwide Nassau, Suffolk and Rockland, Suffolk, Sullivan, Ulster & | Otsego, Putnam, Rensselaer, Rockland, Nation
. Westchester Counties NJ: Statewide (all [Saratoga, Schenectady, Schoharie, Suffolk,
Westchester Counties covered) PA: Eastern PA Counties Sullivan, Ulster, Warren, Washington &
Westchester Counties
S50 GHI calendar year deductible. . 0
OFFICE VISIT | Reimburses 20% of amount approved by [ S0 co-pay g}g SP(ePciulist NY $15 copa EeIT:zjebs 2'3:3;:2:
CO-PAYMENT | Medicare (after satisfying Medicare Part | $5 Specialist pedal pay e y
B deductible and Medicare pays 80%) S15 Specialist NJ (after Medicare pays
OUTPATIENT $50 GHI calendar year deductible. Reimburses 20% of
. 0 X . (]
LAB & X-RAY Relmbu.rses 20% of amount upprf)ved Covered in full. $0 co-pay S15 co-pay NY Lab: Covered in full approved by Medica
CO-PAYMENT | by Medicare (after satisfying Medicare S15 co-pay NJ X-ray: S15 co-pay (after Medicare pays
Part B deductible and Medicare pays 80%) ey
PARTICIPATING Over 29,000 doctors in more than
O'I} E('I)'\IIJVB?!II:( Choice of any provider :?ég?cg I(:);g':el:;'hr;:ﬂg:::ighper:x‘lltul:e In-network providers only In-network providers only Choice of any provid
PROVIDER centers.
HOSPITALIZATION | 5300 deductible per admission, 750 | Surgeon and physician fees, semi-
DEDUCTIBLE |annual maximum per person. Optional | private room, anesthesia, x-ray, lab Covered in full Covered in ful Reimburses Part A h
OR CO-PAY | Rider increases coverage to 365 days. | tests, prescribed drugs, infensive overed in fu overed in fu deductible, 365 days
(INPATIENT) |59 g3 co-pay (waived if admitted). | care—overed in full. SO co-pay.
80% subject to $25 deductible. . Not covered unless medically 80% after first 72 he
PRIVGLERI;HI(Y; $2,500 maximum combined with ((it:lveur;:':tn) il e, necessary and in a skilled Covered in full when authorized by
ambulance and medical equipment P nursing facility $100 deductible

INPATIENT
MENTAL HEALTH

Covered in full 190 days
lifetime maximum

Covered in full. S0 co-pay

Covered in full 190 days lifetime
maximum combined with inpatient
substance abuse

Covered in full 30 days
per calendar year

Covered in full 190 d
|ifetime maximum

OUTPATIENT
MENTAL HEALTH

Not covered

$20 co-pay per visit

$25 co-pay

$15 co-pay visits 1-5
6-20 visits, $25 co-pay

Reimburses 20% of an
Medicare (after Medic

OUT-OF-AREA
COVERAGE

Anywhere in USA

Emergency care only

Emergency care only

Emergency care only

Anywhere in USA

RETAIL
PRESCRIPTION
DRUG COVERAGE
30-DAY SUPPLY

Must purchase Optional Rider.
After $4,350 in member out-of-
pocket costs, unlimited drugs with
co-pay of 5%.

$2,251-58,562.50 member pays
60% of drug cost.

$0-52,250 member pays 25%

of drug cost.

Prescription drug rider
automatically included.

$10 Preferred Generic.

$15 Preferred Formulary Brand.
50% Non-Preferred Brand.

25% Specialty Drugs.

Prescription drug rider
automatically included.
$0/520,/540 up to $2,700.

50% co-pay fo 54,350 out of pocket.
5% after 4,350 in co-pays.

Must purchase Optional Rider. After
$4,350 in out-of-pocket costs
member pays 5% of drug cost.
$2,700- $6,153.75 member pays
100% of drug cost.

$295-52,700 Member pays 25%
of drug cost.

Deductible $295.

Must purchase Optiof
Prescription drug cos
$10 Generic, $25 Br
$50 Non-Formulary,
Coverage gap memb
5% of cost after 54,
pocket cost.

*ADDITIONAL OUT-OF-AREA PLANS ARE: AvMed Medicare Plan (Florida only) 800-782-8633; Blue Cross Blue Shield of Florida Health Options (Florida only) 800-999-6758;
Cigna HealthCare for Seniors (Arizona) 800-627-7534; Humana Gold Plus (Florida only) 888-393-6765.



NS FOR RETIREES ON MEDICARE™  mestenchrs & Rares
ARE FOR CALENDAR
tirees should contact the plan directly for options available. SUBJECT To CHANGE.
s Only)” REVISED 7/1/09
RELATED MEDICARE HMO MEDICARE HMO MEDICARE HMO MEDICARE RELATED MEDICARE HMO
\GE: $56.14 5 BOROUGHS OF NYC: NY COUNTIES : NY COUNTIES: CT ONLY: $77.00
AUTOMATIC OPTION: AUTOMATIC OPTION: | BASIC COVERAGE: $89.50
N: $191.82 $106.00 NO COST $88.03 RETIREE OPTION: $329.63
OUT OF AREA: OUT OF AREA: OUT OF AREA:
CALL FOR COST CALL FOR COST CALL FOR COST

8672

blue.com

800-809-7328

www.empireblue.com

5 boroughs of NYC &

877-414-9015

www.elderplan.org

NYC Boroughs of

800-203-5631

www.oxhp.com

NY: 5 boroughs of NYC;
Nassau, Orange, Rockland

800-441-5741

www.healthnet.com

NY: Manhattan, Nassau, Suffolk,
Westchester, Rockland, Dutchess,

800-547-8734

www.healthnet.com

. Brooklyn, Queens, & Wesichester Counties | mem & Orange Counties. NJ: | 1. Foifield New Haven
vide Nassau, Suffolk, Rockland NJ: Hudson. Berden E Statewide .
, Staten Island, J: Hudson, Bergen, Essex, | (ke Middlesex & Hartford Counties
& Westchester Counties Manhattan Mercer, Middlesex, Monmouth, Now oo
Ocean, Passaic & Union Counties Tolland & Windham ,(oumies
imount
| S0 Office visit S0 for PCP doctor -
% ) Al $20 for specilist $15 co-pay $15 co-pay $10 co-pay PCP/S15 specialist
imount .
e Covered in full. SO co-pay. 20 (rzv‘:::iy)(l[:: usnd medicare Covered in full Covered in full Covered in full
30%) pp ys.
or Participating providers only Participating providers only Participating providers only Participating providers only Participating providers only
. Day 1-5200 per day - .
?sp|Iu| S0 co-pay Days 2-7 - 585 per day No hospitalization dedutible Covered in full Covered in full
Day 8 - No co-pay or co-pay
urs
1 physician. Not covered Not covered Not covered Covered in full Covered in full
ays Covered in full 190 days g:yslz-; Zgg Sp e::‘;z 190 days lifetime maximum. Covered in full for Covered in full 190 days
lifetime maximum Duz 8- No co-p(?y Y Contact plan for specifics. 30 days per year lifefime maximum
ount approved by .. .. -
re pays 80%) $25 co-pay $20 co-pay per visit S15 co-pay S15 co-pay per visit S15 co-pay per visit
$50 co-pay per visit (waived if Emeraency and urdent care
Urgent and emergency care only admitted to hospital within 24 worl d!\]Ni ¥ Y g Emergency care only Emergency care only
hours). Worldwide coverage oridwice
1al Rider. :::l;c(;gm" drog ider automaficaly Prescription drug rider
ST Prescription drug costs up to $2,700; | Covered under basic plan. quomuI|€uIIy ik Must purchase Optional Rider. Prescr|p1.| o dr.ug it
nd, . . 4 Generic. . automatically included.
oo . |S10 Generic, $30 Preferred brand, | S0 Generic. $15 Generic. .
25% Biologicals. $20 Preferred. $15 Generic.
) $60 Non-preferred brand, $25 Preferred drugs. $15 Formulary.
A 30% Injectables & specialty drugs | S75 Brand drugs 240 Nov refared. Non-Formulary not covered SEI L)
50 out-of- o Nl peddtly drug g 20% co-pay for Medicare Part B Y : $60 Non-Formulary.

5% of cost after 54,350 out-of-
pocket cost.

drugs.




NAME OF PLAN

PREVENTIVE CARE

GHI-CBP

Immunizing agents relative to adult vaccinations for influenza and pneumonia covered in full with

S15 co-pay for office visit. Covered only when rendered by CBP purliti(ruiing provider. For non-

In network: Covered in full.

EMPIRE EPO

Medicare eligible employees and their eligible dependents age 45 and older, GHI-CBP will provide : - -
(Including Well-Child fofdﬂél"l'ﬂ p ySk:Iﬂ 'Ffouglh (8P Pﬂfﬁﬂpﬂﬁﬂg PIWVigerS Oflfﬂy Wif'h §15 oy N|° lgl*PﬂYdfOfI lab | (ov:tred Ill: flfll,llncludlng Out-of-network: Adult preventive care not covered. Pre- gt())vered it gt()]vered
. ° and diagnostic radiological services when completed in office of exam. Quiside lab or radiological | routine pnysicals. . q ” copay. co-pa
Care & Immunization) subject fo provisions of S15 co-pay currently in effect for lab and diagnostic X-rays. Well-child care ventive care for children covered 80% after deductible.
& immunization: GHI will provide necessary immunizations as recommended by the American
Academy of Pediatrics for hepatitus A, varicella and pneumococcal conjugate vaccine (Prevnar).
OFFICE VISIT :ZUY"]?m in fUSIIZfO; parficipating llilmVidfffSi Slz (O'P.lllll.fﬂf °f£i‘De visits YIO Medi(ll'{"lflol‘fiderS/ Covered n full. S0 copay In network: Covered in full. Covered in full in-network Covered
rudmo.ners. 0'orSurgeons, all Surgica Su specia ties and Dermotologists (a full list appears on - - Out-of-network: Covered 80% after dedudtible. with $15 copay. with $15
www.ghi.com). Reimbursement for non-participating is covered under NYC Schedule of Allowances.
SPECIALIST Payment in full for participating providers except for $15 co-pay for office visits to Medical Providers// Pracii
CONSULTATION — tioners. $20 for Surgeons, all Surgical Subspeciaies and Dermatologists (a ful ist appears on www.ghi.com). Covered in full. $0 copa In network: Covered in full. Covered in full in-network Covered
Reimbursement for non-participating is covered under NYC Schedule of Allowances. Limited to one per speciak : pay- Out-of-network: Covered 80% after deductible. with $15 copay. with S15
OUT-OF-HOSPITAL
ty per year for each condition. Covered only upon referral of your provider.
rraYs anp e s i kit
LABORATORY TESTS |2 o €0y (6s WIT.appy p Petp : ’ pay: Out-ofnetwork: Covered 80% after deductible. with S0 copay. with S0
Reimbursement for non-participating is covered under NYC Schedule of Allowances.
In network: No out-of-pocket expenses for covered services. Pre-certification by GHI's Supplemental Welfare Fund benefit Not covered outofnetwork. Sunplemental
PRIVATE DUTY |Managed Care Department is required. Out-of-network: 80% of parficipating provider | for employees: No coverage first 72 Welfare Fond benefit for e|;1 I:Zes s described Ml Not cove
NURSING |schedule of allowances after $250 deductible per person per calendar year. $100,000 | hours. reimbursed at 80% for up to under HIP Prime.* Ployees,
maximum per person per year without optional rider; $200,000 with optional rider. 504 subsequent hours in hospital. .
In network: S0 oo S0 co-pay up to allowed amount. S0 co-pa
AMBULANCE SERVICE | Coverage at 80% of GHI's schedule of allowances. Covered in full. S0 co-pay. ’ pay- . You pay difference between allowed You pay
0,
Out-ofnetwork: Covered 80% after deductible. amount and fotalcharge amount
After S50 co-pay, emergency room covered by Blue Cross for sudden or serious illness or
EMERGENCY | accidental injury. Co-pay waived if admitted to hospital. Empire also covers the S50 co-pay. In network: Covered in full. $35 co-pay waived if $35 @
SERVICE | emergency room physicians and non invasive pathology, radiology and cardiology Waived if admitted. Out-of-network: Covered 80% after deductible. admitted within 24hours. admitie
services rendered in the emergency room. Urgent a
Access to over 668,000 providers and 8,500 members
OUT-OF-AREA CARE Outokaren core applisfo Out-of-area care applies to emergency service onl hospi([)u e purﬁcipaﬁg et | o P
AND / OR TRAVEL | Benefits are paid without regard to any geographical limitations. emergency service only. all I-800-HIP—TALI|)(p geney - E:;\[jl derEgﬂm %L‘:?(ﬂ:;g:?or ::;!ﬂ:’r'je work. Gu
COVERAGE Call 1-800HIPTALK. traveling in Europe, Caribbean, Lafin America, mermbers
days thro
Asia, South Pacific, Africa and the Middle East. shLI 4ol
SKILLED Covered by Blue Cross subject fo NYC Healthline pre-authorization. el s Covered
NURSING A maximum of 90 days coverage for skilled nursing facility care which Covered in full unlimited days. In network: Covered in full. e R (:l‘; (::ar
FACILITY |™ lnc!ude 30 inpatient .duys ina .r(?hu.blllluhon h9spliu| pflr.nurlly S0 co-pay. Out-of-network: Not covered. by Empire’s Medical Management by PCP
for physical therapy, physical rehabilitation or physical medicine. et Manoge
ROUTINE Not covered except as prescribed for metabolic diseases, such as diabetes, then
PODIATRIC CARE |Poyment in full for participating providers except for $20 co-pay for office visits. Not covered. Not covered. Not covered. Not cove
Reimbursement for non-participating is covered under NYC Schedule of Allowances.
Payment in full for participati i i e .
ALLERGY TESTING AND |t om o o e oedinfll Dopey, | Mok Doy Coredinll mnevorkih 15 | Covere
ALLERGY TREATMENTS : or-parficipaiing 1s covered -0 Py Out-of-network: Covered 80% after deduciible. pay (waived for freatments). co-pay (
Allowances. More than 30 visits subject to medical review by GHI.
Payment n fllfor prticpafing providers except for 515 co oy for Covered in full when services In network: S0 co-pa Covered in full in-network with S15 Covered
CHIROPRACTIC CARE |office visits. Reimbursement for non-participating is covered under NYC ) . 3 Py . . ) co-pay (
L . . . provided through HIP chiropractors. | Out-of-network: Covered 80% after deductible. co-pay (when medically necessary).
Schedule of Allowances. Coverage is unlimited, subject fo medical review. PCP refe
Payment in full to participating providers. Reimbursement . In network: SO co-pay. o AR .
RADIATION THERAPY for non-parficipating covered under NYC Schedule of Allowances. e (L ey Out-of-network: Covered 80% after deductible. sl eeeare fogsy (el
Covered in full in-network up to 200 Covered
Payment in full to parficipating providers. Precertification by GHI's Managed Care visits lend der h i
per calendar year under home visits pet
VISITING NURSE | Department is required. Up fo 200 visits per year. Non-participating providers . In network: Covered in full. -
¢ Covered in full. SO co-pay. health care. Precerification hy health c
SERVICE | are covered subject to $50 deductible per episode; 80% of Schedule of Allowances. ) ’ Out-of-network: Not covered. Empire’s Medical Management through
Maximum of 40 visits per calendar year. Program is required. Program
Inpatient covered in network in full up 1o 30 | Inpatient
Payment in full for participating providers except for $15 co-pay for office Outpatient: $0 co-pay. 90 visits per . days per calendar year. Outpatient covered in- | days per
PHYSICAL THERAPY | visits. Reimbursement for non-participating is covered under NYC Schedule of lend : : In network: Covered in full network combined 30 visits in home, office, | network ¢
Allowances. More than 16 visits subject to medical review by GHI. KUentunyeny Out-of-network: Covered 80% after deduciible. outpatient facility per calendar year. Precerti- | outpatien
- . - fication by Empire’s Medical Management is | fication b
Subject fo separate annual deduciible of $100 per person™ when using GHI preferred RT]" rle:e:. Dlu:iuble N:e: el Equipment LT : - - Managen
provider panel. If non-panel, 50% reimbursement of allowed charge after deductible. WhK |||r]1(.u e (U ;S’ cun:ies, ke In network: S0 annual deductible. Not covered Durul?le medical oquipmet, medical ) Durul?le
APPLIANCES | Equipment in excess of $2,000 must be preauthorized by GHI. :I: % (hu!as, c(;m;n oces q: J dY:.u elrs out-of-network. In-Service: Supplemental :Ulll)PhES, profsthehts,borthotlcs cover:d "l' ;Ulll’pl'es/
rough ricer. ii-dervice: RAAHONG! | \yelfare Fund benefit for employees, ull. Precertification by Empire’s Medical | full. Pre
Outpatient: In network covered in full; 60 visits/year combined with non-network visits. Evalua- Welfare Fund henefit reimbursed ot as described under HIP Prime. Management is required. In-network Empire’s
fions/ assessments covered (limit five visits per year combined with mental health). Outofnetwork treat- | 80% of reasonable charge, subject fo provider only required
ment covered at 75% of netwark allowance; 60 visits/year combined with nefwork visit. Inpafient: Innet- | <95 dodctible $1 500 annual max- = =
work detoxification covered in full; 30 days/year, 60 days lifetime combined with rehabilitation treatment. | 45 . 'l.f ) In-network outpatient: covered p fo 60 vists | In-nefworl
Optional Rider increases network benefit with additional 30 days per year for detoxification and,/or rehabili- | U™ an 3,000 lietime which may include 20 f“':‘"ly counseling visits | which ma
tation covered at 100%. Out-of-network detoxificafion covered at 100% of network allowance, no rehabilito- per calendar year. Behavioral health care man- | per calent
ALCOHOLISIM | tion benefits. Optional Rider increases benefit ith 30 days//ifefime for detoxification and /or rehabilita- | S0 co-pay. Provides inpafient agement must pre-approve all care. In-network agement |
AND |fion, covered at 75% of network allowance. $1,000 co-insurance maximum per admission, covered at 100% hospital benefits for alcohol and In network: S0 co-pay. inpatient up fo 7 d!{YS detox per calendar year, | inpafient
DRUG ABUSE thereafter. Non-network inpatient benefits subject to $500 penalty if not precerified. chemmical buse. Maximum 30 days Out-of-network: Inpafient detoxification and outpatient 30|jgzszfseh“b,.5|1hleﬂ to “H:"Yd°f 525? '":'V'd' 30&2252;‘
(ch emical Dependenc ) Out-patient Psychiatric Care: In/Out network benefit For biologically based conditions - Outpatient mental el e.ur s rehabilitation covered 80% after deductible. ;:ur Behuci]::((:;n I'rei:]]lmr(;::!rﬁuon::;:;:? I:J g ;:ur Beh
P Y health visits rendered by GHI Behavioral Management Program (GHI/BMP) participating providers are unlimited p .. year. . P r&l; wodlas rtH; -
per person, per calendar year. Each visit is subject to medical necessity. Pre-cerfification under GHI/BMP and S15 60 visits for outpatient drug P ?p : . P !)p
offce co-pay. GHI Outof network Outpatient Mental Health visits rendered by non participating providers are unlim- | and/or alcohol treatment. Inpatient: $300/5750 co-pay max per year with Inpatient:
ited per person, per calendar year and are subject to the $200,/5500 medical deductible, 100% co-insurance based no limit on .n_umher of dﬂY? f?f biologically no limit o
on GHI/BMP participating network schedule of allowances. Outpatient Psychiatric Care: In/Out network benefit, For Inpatient: S0 30 davs inoafi bgsled .(0l|l|d|h0ns, 30 day limit for non- Ef“led 'wllll
Non-Biologically based condifions - Outpatient mental health visits rendered by GHI Behavioral Management npatient: topay - 59 days ":'p“"?m Inpatient: SO copay - 30 days inpatient mental health with biologica ¥ bubs'etli (qndlllllolrs. UdUTP'JH?[‘L 15 lologica
Program (GHI/BMP) participating providers are unlimited per person, per calendar year. Each visit is subject to mental health with unlimited biological limited biological and childhood reatment for biologically based conditions freatment
OUT-PATIENT | % ; o 3 e "y ; unlimited biological and childhood coverage co-pay, unlimited visits. For non-biologically co-pay, un
o | and childhood coverage A " . i o
medical necessity, pre-certification under GHI/BMP and S15 office co-pay. GHI Optional Rider Benefit; GHI Qut-of 9 Out X _
! ! e e ¢ ! al ! T _— . patient: SO copay — 60 visits per calendar year with hased conditions $15 copay, 20 visits max. All | based con
PSYCHIATRIC CARE | nemork Outpatient Menial Health visits rendered by non participating providers are limited fo 30 visits annually | Outpatient: SO copay — 60 visits per . . . - Z
. ) ’ ' : L AT unlimited coverage for biological and childhood conditions. | mental health substance abuse treatments/ mental he
and are subject to $200 ind/5500 family deducfible, 100% co-insurance based on parficipting schedule of al calendar year with unlimited coverage i . X P . . . L
To 520 mily deduc V (6 bas y 91 out of network subject fo deductible and coinsurance hospitalizations are subject to Empire Behavioral | hospitaliz
lowances; 2 million lifetime max. This benefitis not subject to pre<ertification. for biological and childhood condifions. ) Health pre-authorization and approval. Health pre
FULL-TIME STUDENTS | Covered fo age 23.“* Covered fo age 23.** Covered fo age 23.* Covered fo age 23.* Covered

*Additional Welfare benefits. See Red Apple.

** Unmarried dependent students covered until the end of the calendar year

of the student's 23rd birthday or graduation, whichever occurs first.

See City Summary Program Description for complete details.This chart is a general outline of benefits provided and is not the contract. Refer to appropriate booklets for contactual provision:

SIDE
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MPIRE HMO

in full.
y.

AETNA INC (POS)

In-network routine physicals, routine GYN exams,
mammograms, well-child care covered in full. Out-of-
network or without referral, routine physicals & rou-
tine GYN exams not covered. Mammograms, well-
child care subject to deductible & co-insurance.

AETNA INC (HMO)

In-network routine physicals, routine GYN
exams, mammograms, well-child care
covered in full.

CIGNA HEALTHCARE

Dependent preventive care (birth to age 19), well
child care physical exams, routine immunizations
and injections; NY providers: no charge for office vis-
it. $15 or $20 co-pay per office visit for non-NY
provider.

VYTRA

S5 co-pay. Co-pay is waived

for well child visits if it meets
standard set by the American Acad-
emy of Pediatricians.

HEALTH NET GHI/HMO

Children through 18-no cost in
accordance with HN's schedule of
covered well exams. 19 and over-
$15 co-pay, in accordance with HN's
schedule of covered well exam.

Covered in full. Nutritional
counseling: S15 co-pay, two
visits. Acupuncture: $15 co-pay,
up fo six visis.

in full in-network
co-pay for PCP.

in full in-network
co-pay and PCP referral.

In-network S15 co-pay to PCP. $20 specialists when
seen with referral from PCP. Out-of-network or without
referral subjedt to deduciible and co-insurance.

$15 co-pay to PCP. $20 specialists
when seen with referral from PCP.

S15 per visit.

Covered in full with $5 co-pay.

Covered in full with $15 PCP,
$20 specialist co-pay.

Covered in full with $15 co-pay.

In-network covered in full with $20 co-pay and
referral from PCP. Out-of-network or without
referral subject to deductible and co-insurance.

Covered in full with $20 co-pay
and referral from PCP.

$25 per visit when referred by primary care
physician. Women have direct access to a
participating 0B/GYN for well-woman gynecological
care and acute gynecological condifions.

Covered in full with $5 co-pay
with referral from PCP.

Covered in full.

Covered in full — S15 co-pay
with a referral from PCP.

in full in-network

In-network covered in full with referral from PCP.
$20 co-pay may apply. Out-of-network or without

Covered in full with referral from PCP.

Covered in full

X-rays covered in full as part
of office visit. Lab tests covered

Covered in full.

Lab tests covered in full.

oPaYy. referral subject fo deductible and co-insurance. 20 copay may appy at iﬂ-nETWOTk fﬂ(ll"y Lnssfil;l:{e'dﬂiumdl:z{:g[;:ﬂ e HraysS15 opay.
Referral care covered in full when medically
al essssary A approved and coordinaod fhenugh Referrol cre covered in fullwhen Covered in full when medically Covered in full on inpafient basis Nof covered Covered in full when approved

y up to allowed amount.
difference between allowed
and total charge.

Aetna. Non-referred care subject to deductible
& co-insurance. Precertification required or benefits
will be substantially reduced.

medically necessary and approved
and coordinated through Aetna.

necessary and approved by Cigna.

only when medically necessary.

in advance by medical director.

Covered in full when medically necessary.

Covered in full when
medically necessary.

Emergency care per ride, no charge.

Covered in full when
medically necessary.

Covered in full when
medically necessary.

Covered in full when
medically necessary.

ay waived if
| within 24 hours.

d emergency care is available fo
nationwide through Empire’s Blue-
ogram’s traditional provider net-
st membership is available to HMO
living in another city for at least 90
ugh local Blue Cross and/or Blue
ns.

Covered anytime, anywhere in the world,
24 hours a day, 7 days a week. $75 co-pay

Covered anyfime, anywhere in the
world, 24 hours a day, 7 days a week. 575

50 co-pay for outpatient emergency room visit.

S5 co-pay for emergency care in
doctor's office or participating urgent

ST5 PCP, S20 specialist co-pay for emer-
gency care in doctor’s office. $25 co-pay

$35 co-pay. Waived if admitted.

for emergency room visit (waived if admitted). | co-pay for emergency room vist (waivd i 2(115chnrge if hospitalized. Physician’s office, cnter. 25 copayforcmergeny i‘:p l:lr;;:r'lL :as:; t:: :E:ITE ;l:;:r:z:rr $50 T;sht nofify GHI/HMO within
$100 hospitalization co-pay. admitted). $100 hospitalization co-pay. pay. care at hospital. Waived if admitted. Waived if admitied. ours.
Emergency room care as previously described. | Emergency room care as Covered in full for medially Emergency room care as

Worldwide emergency care coverage
as described above.

Worldwide emergency care coverage
as described above.

Emergency hospitalization is covered. $150 co-
pay.

previously described. Emergency
hospitalization is covered.

necessary emergency room care,
less $50 co-pay.

previously described. Emergency
hospitalization s covered.

in full up to 60 days per
‘year. Precertification

om Empire’s Medical
ment Program is required.

Covered in full when medically necessary in lieu of hospital-
ization affer $300 co-pay. In-network covered in full when
approved and coordinated through Aetna. Out-of-network
subject to dedudible and co-insurance. Covered at 240 days
and 35 physician visits per calendar year. Precerfification re-
quired or benefits will be substantially reduced.

red.

in full in-network with $15
vaived for freafments).

In-network covered in full with $20 co-pay and referral
from PCP, for diabetics only.

Out-of-network or without referral, subject to dedudiible
and coinsurance, for diabefics only.

Covered in full when medically
necessary in lieu of hospitalization and
when coordinated through Aetna after
$300 co-pay.

Inpatient healthcare facilities such as skilled
nursing and rehabilitation, up fo 60 days per
contract year: S0 co-pay.

Covered in full when medically
necessary; 45 days per calendar
year. Must be admitted within
three days of inpatient hospital
stay.

Covered in full with $20 co-pay and
referral from PCP, for diabetics only.

Routine care of the feet not covered.

Routine foot care not covered
except when patient is diabetic.

Inpatient skilled services such as physi-
cal, occupational therapy and skilled
nursing care covered in full o a com-
hined maximum of 90 consecuive days
per calendar year when medically nec-
essary and approved in advance by
PHS medical director.

Covered in full 120 days
per yedr.

Routine care of the feet
not covered.

Routine care of the feet
not covered.

In-network covered in full with $20 co-pay and
referral from PCP. Out-of-network or without
referral subject to deductible and co-insurance.

in full in-network with $15
vhen medically necessary).
rral required

n full in-network. S0 copay.

In-network covered in full with $20 co-pay and referral
from PCP. Qut-of-network or without referral subject to de-
ductible and co-insurance. Precertification required or
benefits will be substantially reduced. Also, access to Nat-
ural Alternatives™ Program which provides negofiated
discounted fees for chiropractic manipulation.

Covered in full with $20 co-pay
and referral from PCP.

Covered in full with $20 co-pay and referral
from PCP. Also, access fo Natural
Alternatives™ Program which provides nego-
tiated discounted fees for chiropractic manip-
ulation.

S15 per visit.

Allergy testing and treatment
covered in full with S5 co-pay.

Covered in full after $15 PCP
office, $20 specialist office co-pay.

$15 co-pay with PCP referral.

S15 per visit. (See Physical Therapy short-term
rehab if NJ residents) $15 co-pay per visit in NY.

Covered in full when medically
necessary with $5 co-pay.

$20 co-pay per visit. Unlimited
visits when medically necessary.
Prior authorizafion necessary for
second and subsequent visits

$15 co-pay with PCP referral
when medically necessary.

In-network covered in full with $20 co-pay and
referral from PCP. Out-of-network or without
referral subject to deductible and co-insurance.

Covered in full with $20 co-pay
and referral from PCP.

Outpatient, no charge.

No co-pay (inpatient). S5 co-pay
for initial visit only (outpatient).

Covered in full.

Covered in full.

in full in-network up to 200
-calendar year under home

ire. Precertification by your PCP
Empire’s Medical Management
is required.

Covered when medically necessary. In-network covered in
full when coordinated by PCP through Aetna’s Patient
Management Dept. Out-of-network subject to dedudiible
and co-insurance. Precertification required or benefits will
be substantially reduced.

Covered when medically necessary.
Covered in full when coordinated
by PCP through Aetna’s Patient
Management Dept.

covered in network in full up o 30
alendar year. Outpatient covered in-
ombined 30 visits in home, office,

t facility per calendar year. Precerti-
y your PCP through Empire’s Medical
ent is required.

medical equipment, medical
prosthetics, orthotics covered in

erfification by your PCP through
Medical Management is

. In-network provider only.

IN-NETWORK: Inpatient covered in full under hospitalization or skilled
nursing facility benefit. Outpatient covered in full minus $20 co-pay
and referral from PCP. Treatment covered over 60-day consecutive pe-
riod per incident of illness or injury beginning with first day of treat-
ment. OUT-OF-NETWORK OR WITHOUT REFERRAL: Inpatient subject to
deductible and co-insurance. Precerfification required or benefits will
be substantially reduced. Outpatient subject o deductible and co-insur-
ance. Treatment covered over 60-day consecutive period per incident
of illness or injury beginning with first day of treatment.

In-network inpatient covered in full under
hospitalization or skilled nursing facility ben-
efit. In-network outpafient covered in full mi-
nus $20 co-pay and referral from PCP. Treat-
ment covered over 60-day consecutive period
per incident of illness or injury beginning
with first day of treatment.

Home health care per use, no charge. No coverage
for conditions for which there is not a reasonable
expectation of significant improvement through
shortterm treatment. HOSPICE CARE: SO co-pay.

Short-ferm rehabilitation and physical therapy com-
bined 60 visits maximum per contract year, $15 co-
pay. No coverage for conditions for which there is not a
reasonable expectation of significant improvement
through short-term treatment.

Covered in full. Not subject o co-
pay under Home Health Care. 40
visits per calendar year.

Covered in full under Home Health
Care Program when approved
in advance by Health Net.

Covered in full for 40 visits only,
when medically necessary.

Covered in full with S5 co-pay.
Short-term rehabilitation only
(two consecutive months per
diagnosis).

Outpatient physical and occupational
therapy for up to 30 visits per year
with $20 co-pay per visit when
medically necessary.

In-network covered in full when coordinated by PCP. Coverage for
durable medical equipment must be deemed medically necessary
and is subject to the approval of and coordination through Aet-
na's Patient Management Dept. Out-of-nefwork subject fo de-
ductible and co-insurance. Must pre-certify through Aetna if DME
costs exceed $1,500.

outpatient: covered up o 60 visits
/include 20 family counseling visits
ar year. Behavioral health care man-
nust pre-approve all care. In-network
yp to 7 days defox per calendar year,
hab, subject to copay of $250 individ-
maximum per contract per calendar
vioral Health Care Management must
e all care.

$300,/5750 co-pay max per year with
1 number of days for biologically
ditions, 30 day limit for non-

y based conditions. Qutpatient:

for biologically based conditions $15

Detoxification covered in full for acute phase of treatment
for in-network inpatient after $300 co-pay. In-network
outpatient covered in full with $15 co-pay. 60-visit com-
hined annual maximum for drug and/or alcohol treat-
ment. Out-of-network or without referral inpatient subject
to deducfible and co-insurance. Precertification required
or enefits will be substantially reduced. Covered for 30
days per year for alcohol and/or drug addiction. Out-of-
network or without referral outpatient subject o de-
ductible and co-insurance. 60-visit combined annual maxi-
mum for drug and/or alcohol freatment.

Covered in full when coordinated by PCP.

Coverage for durable medical equipment

must be deemed medically necessary and
is subject to the approval of and coordina-
tion through Aetna’s Patient Management
Dept.

Short term rental /purchase of certain durable medical
equipment: no charge when approved by Cigna physi-
cian. Initial purchase/fitting of certain external pros-
thetic devices when approved by Cigna physician: cov-
ered up fo $1,000 per contract year after $200 de-
ductible. Durable medical equipment covered in full.

Covered in full when medically
necessary and obtained through
a VYTRA designated vendor.
Prior authorization required.

Detoxification covered in full for acute
phase of treaiment for in-network
inpatient after $300 co-pay. In-network
outpatient covered in full with $15
co-pay. 60-visit combined annual
maximum for drug and/or alcohol
freatment.

Substance abuse detoxification services available

as inpafient or outpatient, depending on necessity.
Services provided by national network of Psychologi-
cal Managed Care Consuliants who evaluate patient
needs, provide treatment and coordinate counseling
and therapy. Inpatient: $150 co-pay per admission,
up o 30 days per contract year. Outpatient Individ-
val: 60 visits per contract year, Outpatient Group:
60 visits per contract year, $25 co-pay per session.

Outpatient drug and alcohol treat-
ment covered in full except

for S5 co-pay. 60-visit combined
annual maximum for drug and /or
alcohol treatment. Detoxification
covered in full for three periods

of defox in a calendar year for
drug and/or alcohol. Inpafient re-
habilitation not covered.

Health Net pays 50% of cost of
durable medical equipment (certain
devices require prior authorization) to
o maximum benefit payment of
$1,500 per member per calendar
year. Internal prosthetics covered in
full. External prosthetics covered fo
$5,000 maximum.

$15 co-pay, 30 visits
per 60-day period.

80% covered to an annual
maximum of $1,500.

20 visits per year. In-network requires

Services provided by C(IGNA Behavioral Health. Inpa-
tient: $150 co-pay per admission up to 30 days per

Impatient: No co-pay; 30 days per
calendar year. Unlimited biologically
based mental illness and serious

Inpatient diagnosis and medical
treatment for drug and alcohol
detoxification covered in full when
approved by Health Net.
Outpatient rehab for drug/alcohol
addiction covered up to 60 visits
per calendar year with $10 co-pay
when approved by Health Net.

Inpatient: Detox covered in full, sev-
en-day combined annual maximum
for drug and/or alcohol treatment.
Rehabilitation covered in full, 30-day
combined annual maximum for drug
andy/or alcohol treatment. Outpa-
tient: S15 co-pay per visit, 60-visit
combined annual maximum for
drug/alcohol treatment.

Covered after $20 co-pay per

e i o . . 20 visits per year. contractyear. Outpatient individual: $25 co-pay/ childhood emotional disorders. visit up to 20 visits per year. Inpatient: Covered in full, 30-da
ymﬁ:ﬂ sviss"io.ﬁﬂr ngg-esgltggrﬁggyAll precertiiafion. 320 copay per vis Precertififuligln required sesson up fo 20 pe confracyear. Oufpafent Group | Outpafent: S5 o-pay; 20 viis per Medicslly ne(essuryp visi);s beyond unpnuul maximum. Outpatient: '
alth substance az'use Irealmems/ Out-of-network subject to deductible $20 S Therapy: 40 visits maximum per contract year. Struc- | calendar year. Unlimited biologically he sixth b di 20 vis 's] 5 ’
ftions are subject to Empire Behavioral | and 50% coinsurance. co-pay per visi. tured group programs as authorized by Cigna: $25 | based mentl illness and serious | i€ Sixth must be approved in visits per year, 515 co-pay.
-authorization and approval. co-pay per session. childhood emotional disorders. advance by Health Net.

to age 23.”* Covered fo age 23."* Covered fo age 23.”* Covered fo age 23.** Covered fo age 23.™* Covered fo age 23.™" Covered fo age 23."*

. Prepared August 2009.
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*Benefits in California and Arizona may
differ. See City Summary Program Description.
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