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HMO

POS
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MONTHLY
COST

RATES EFFECTIVE 9/1/09
(SUBJECT TO CHANGE)

PHONE
WEB SITE

BASIC COVERAGE: SO
EMPLOYEE OPTION RETIREE OPTION
Individual: $6.08 Individual: $113.15
Family: $15.32 Family: $211.60

GHI: 212-501-4444  B(: 800-433-9592

ww.empireblue.com

www.ghi.com

BASIC COVERAGE:S0
RETIREE OPTION
Individual: $107.35
Family: $263.13

BASIC ONLY
Individual: $154.44
Family: $378.50
BASIC WITH RETIREE OPTION
Individual: $331.94
Family: $813.33

800-HIP-TALK
www.hipusa.com

BASIC ONLY
Individual: $335.18
Family: $858.98
BASIC WITH RETIREE OPTION
Individual: $425.89
Family: $1,081.34

MEDICAL/SURGICAL

Participating provider's services provided af no cost except $15 co-pay for office visits to

In network: S0 co-pay. Covered in full.

* In-Network or |Medical Providers/Praciitioners. $20 for Surgeons, all Surgical Subspecialties and Covered in full. SO co-pay. . ) ’ S15 co-pay. S15 co
Participating Provider |Dermatologists (a full list appears on www.ghi.com). Out of Network: Covered 80% after deductbl.
* Out-of-Network ,
or Non-Participating | 5200 deductible per person ($500 per family) per calendar year. Not applicable 5250 annuel defludlble per person In-network benefits only. In-netwo
paling (5500 for a family)
Provider Deductible '
After deductible met, GHI pays 100% of the NYC Non-Parficipating Provider Schedule 80% of the customary charges as determined by HIP.
Co-Insurance/ | of Allowances. (Note: Schedule does not represent current provider charges. Customary charges are based on nationally recognized ) .
S0 co-pa Not applicable. In-network henefits only. | Not appl
Schedule |If you have the Optional Rider, the Rider will provide for an average 75% increase pay. fee schedule. Patient responsible for 20% plus charges ppCCDYE. - PP
in existing NYC Schedule of Allowances for in-hospital and related procedures. in excess of customary charge.
; If you use non-participating physicians for in-hospital care, you may incur catastrophic
expenses. GHI Catastrophic Coverage pays addifional amounts under such circumstances. g
W S L When you have, in a calendar year, $1,500 in covered out-of-pocket expenses, GHI pays 100% iz 52.’000 onsurance p: |
top oss/ . . ) . . B for family) payment at 100% of customary charges. ) ;
- Catastrophi of the catastrophic allowed charge as determined by GHI. The service to which Catastrophic | No limit in network. Charaes in excess of covered charaes remain fh Not applicable. In-network benefits only. | Not appl
> arastrophic Coverage applies and also the services which contribute to the 51,500 deducible are: surgery, qgef é tess.l;).l.to ered charges remain e
anesthesia, maternity care, in-hospital medical care, radiation, chemotherapy and expenses RE TS S L
[ related to in-hospital X-ray and laboratory services.
]
> Maximums | 52,000,000 lifetime per person. In-network no maximum. Unlimited. :;'U:?fﬁr:;;::;h;";%%o 000 annual ver member Unlimited. Unlimit
0 N P i Precertification required for inpatient admis- | Precertifi
Notification There is no charge if you are re- | Must contact plan prior fo going out of network Si""f h;m.e hle‘ll1hh care; home .i"f”ii“}:‘ 1her-‘ “:’“i“i‘_"
No notification or approval required to go out of network. ferred by your primary physician | for certain services (hospital, skilled nursing, ambulato- | 2FY: PhYsica! teropy; occupational therapy; | therapy;
and/or Approvul and use services in network ry surgery, home care, MRI's, CAT scans) hospce; skied nursing;speech therapy;car- apy; hos
2 ' d d 5 diac rehab; MRI; MRA; durable medical cardiac re
.. R . equipment; inpatient & outpatient surgery; | equipmer
Sample Restrictions . . Adl prgvenhve care n.oi covered ouside nefwork. maternity; air ambulance. maternity
(POS Plan) Not applicable. Not applicable (Preventive care for children covered out of network ]
an subject fo deductible and co-insurance.) In-network benefits only. In-nefwo
HOSPITALIZATION Coveredin ol e ot o
Ve I“,' Networ!:’or Atter $300 deductible per admission (9750 per person per calendar year maximum). | 100 co-pay. prior precertification from Empire’s Medical | precertifi
Participating Provider |¢, employees and non-Medicare retirees: Full 365 days covered by Blue Cross In network: $0 co-pay. Covered in ful Management and subject o co-pay of $250 | Managem
under basic. New York City Healthline must be contacted to avoid penalty of $250 per Oumf-netv;ork' ((:’Jé 4 80% after de'duclible individual/maximum $625 per calendar | dividual/
© OUT'Of'Ne!Vyork_ OF | day o a maximum of $500 per admission prior fo any scheduled hospital admission and : : : year per contrad. conirad.
Non-Pa rticipating | vithin 48 hours of emergency admission. Not applicable .
n-network benefits only. n-neiwo
Provider In-network benefits onl In-nefw
IN-HOSPITAL SPECIALIST Payment in full for participating providers. Reimbursement for non-participating A" services covered A"

CONSULTATION

is covered under NYC Schedule of Allowances. Limited to one per specialty
per confinement for each condition. Covered only upon referral of your provider.

Covered in full.

SURGERY
(In or out of hospital)

ASSISTANT AT SURGERY

Payment in full for participating providers. Reimbursement for non-parficipating

is covered under NYC Schedule of Allowances. Mandatory Health Line nofification
required for surgical procedures. Blue Cross covers outpatient facility charges after 20%
deductible (max. of $200 per individual)

$50 co-pay amhulatory.
Inpatient covered in full.

Schedule of Allowances.

Covered in full.

IN-HOSPITAL
ANESTHESIA

Payment in full for participating providers. Reimbursement for non-parficipating
is covered under NYC Schedule of Allowances.

Covered in full.

MATERNITY
AND RELATED CARE

Blue Cross covers mother's hospital stay after $300 deductible.

For most other charges, GHI payment in full for parficipating providers.
Reimbursement for non-participating is covered under NYC Schedule of Allowances.
See Newhorn Well-Baby Nursery Charges helow.

Covered in full.

NEWBORN WELL-BABY
NURSERY CHARGES

Initial in-hospital pediatric visit payment in full for participating providers.
Reimbursement for non-parficipafing is covered up to a $60 maximum per confinement.

Covered in full.

NEWBORN WELL-BABY
MEDICAL CARE

Eleven out-of-hospital visits covered from birth through 23 months. Ages 2-19: one out-of-
hospital visit per year according to the New York State Department of Health Guidelines.

Covered in full.

In network: S0 co-pay.
Covered in full.

Out-of-network: Covered 80% af-
ter deductible.

in full with prior
precerfification from

Empire’s Medical

Management
and subject
to co-pay of

$250 individual/

maximum $625
per calendar year per

contract for any
inpatient admission.
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PLANS FOR EMPLOYEES

BLE FOR MEDICARE

TRANSFER PERIOD: NOVEMBER 2009

BENEFITS & RATES AS OF
SEPT. 2009. SUBJECT TO CHANGE.

HMO

POS

HMO

HMO

HMO

HMO

HMO

BASIC ONLY
Ind.: $140.22
am.: $426.87
'WITH RETIREE OPTION
lividual: $230.93
Family: $649.23

BASIC ONLY
Individual: $674.48
Family: $1,657.08
BASIC WITH RETIREE OPTION
Individual: $837.48
Family: $2,056.28

BASIC ONLY
Individual: $91.38
Family: $395.68
BASIC WITH RETIREE OPTION
Individual: $184.68
Family: $614.18

800-445-USHC
www.aetna.com

BASIC ONLY
Individual: $196.41
Family: $603.61
BASIC WITH RETIREE OPTION
Individual: $309.86
Family: $904.24

800-244-6224

BASIC ONLY
Individual: $86.37
Family: $305.03
BASIC WITH RETIREE
OPTION: Ind: $208.65
Family: $622.99

BASIC ONLY
Individual: $146.05
Family: $433.70
BASIC WITH RETIREE
OPTION: Ind: $339.52
Family: $933.85

BASIC ONLY
Individual: $130.76
Family: $374.95
BASIC WITH RETIREE
OPTION: Ind: $244.10
Family: $664.00

800-406-0806  800-441-5741 877-244-4466

Covered in full minus co-pays as specified
below. Primary Care Physician (PCP) referral

Covered in full minus co-pays as

www.cigna.com

www.vytra.com www.healthnet.com www.ghihmo.com

Full coverage

ay. T T T specified below. Primary Care S15 per visit.
and co-insurance as specified below Lt e H
p : when services
rk benefits only. fstill:g:;: 555]05000 Not applicable. Emergency care only. are PTOVided
or approved Full coverage Full coverage
105 o sonale and sty fos by a VYTRA when services when services
icable. In-network benefits only. | as deie.rmined .b.y Aetna, unless Not applicable. S15 per visit. pn mary are pTOVid e d are pI'OVi d ed
otherwise specified.
physician or approved or approved
Single: $3,000; family: $9,000. except fOf by a by a
Aﬂel: O-AMSUTTNCE EXPenses T Annual out-of-pocket maximum: co-pays Hea hh Net GHI / HMO
. ; specified amounts, Aetna will pay : bk
icable. In-network benefits only. e e Not applicable. Individual: $2,000. 05 SDei fle d fimar fimar
Excess charges will be the member's brati L p p Y p Y
respansiily below. No physician physician
d referrals needed except for except for
. $1,000,000 None. Unlimited lifefime maximum.
ation by PCP required for inpatient f0r OB/ GYN ) PO' CO-pCIys CO'puys
1; home health care; home infusion | Precertification required for outpatient surgery, .. . o of.
ohysical therapy; occupational ther- | hospitalization, inpatient mental health, skilled PCP referrals required Services arranged by primary care physician. dl(ﬂl‘lS’[S , Chlro- as SpeCIfled as Spe(|f|ed
ice; skilled nursing; speech therapy; | nursing facility care and home care or henefits UELRISICL Notify Cigna within 48 hours for emergency.
hab; MRI; MRA; durable medical | will be substanially reduced. pmdorsl Op]hql- bGlOW, bel()w'
i inpatienty & outpatient surgery;
it ambulonce. Routine preventive care is only covered in-network. Mustuse ! renetwork PCP 1o coordinate Not applicable. m0|09|515 (lnd
rk benefits only. care and issue referrals.
. — — : Mental Health
lays as medically necessary, semi-pri- | $300 hospitalization co-pay when referred by PCP or if I e e T
& board covered in full with prior | admitted after emergency room visit. Without referral, prglization o-pay - P H d
ation by PCP from Empire’s Medical | preceriification is required in order fo avoid ferred by PCP or If‘u!]mlﬂed after S150 per admission. roviaers.
ent and subject fo co-pay of $250'in- | sybstantial reduction in henefits. emergency room visi.
mximum $625 per calendar year per
70% hospitalization co-insurance after deducfible. :
Precertification required in order to avoid substantial Nof covered. g?grg:rn:iysi?;juoicx #Z;pr:?ili:ﬁ;gzmziom; Emergency admissions Emergency admissions Emergency admissions

; duction in benefiis. If admitted afti N d in full. din full. d in full.
o | cr sl i e ol i e vy

H In-network covered in full when referred by PCP.
services covered | (UL oot | Covered in full.  [Nochre Coveredinfull. | Coveredinfull. | Covered in full.
N fU" Wlth prior subject to deductible and co-insurance.

L In-network covered in full when referred by PCP. Ouipatient surgery in provider's
pre(ertlflcutlon ?;J;g";"’é:;t;i’h‘;::':::'(::if::;‘:ll:l‘:;5“’9"’)" Covered in full when referred by PCP. | No charge. office covered in full with S5 (overed in fU" COvered in fU"
om your P(P by In-network covered in full when surgery referred Covered n ull wh ::o-puy. Tinfullwh
by PCP. Out-of-network or without referral for surgery, overed In full when surgery overed in full when H H
mpire’s Mediwl subject fo deductible and co-nsurance. referred by PCP. No charge. medically necessary. covered in fU" covered in l:U"
In-network covered in full when hospitalization referred by | Covered in full when hopitalizati . . .
anagement and | PP S300opy. Ovraworkarvibou el | cp b el B No dhorge Covered in full. Covered in full. Covered in full.
b f for hospitalization, subject to dedudtible and co-insurance. :
|ect fo co-pay o In network: $20 co-pay for first OB vist only. $300 hospi- |11 network: $20 co-pay for fi ... | First visit to confirm pregnancy, $15. In network: First visit $15 co-pay
nen ! : : -pay for first OB visit . ) . s .

T talization co-pay. Out of nefwork subject fo deductible and i an Per visit thereafter, no charge. Hospital charges | <5 co-pay firstvisit only. (overed In fu" 0B/GYN visits. Hospital covered
250 delduul/ codnsurance for OB visits and hospitalization. only. 3300 hospitalizaion co-pay. per admission, $150. Delivery charges, none. in full.
aximum 5625 ::—f::::l;rl)k t;z;rgi::ffﬂtv:/:‘:lt :?;zmi:: :Lof:rml Covered in full when hopitalization ( d . |: " ( d . |: " ( d . I: " Covered in full if added to
((1|endur year per for hosp. Zubie'ct to deductible and co-insurance. rferred by PGP overed in fuil. QEIEC I overed in 1Ul. plan/contract within 30 days.
ontract for (lnY In network S0 co-pay in New York, $15 co-pay other $0 co-pay in New York . . . .
afient admission, | i of etverksuiectfodeducible ond ¢y o ethr arens Covered in full. Coveredinfull. | Coveredinfull. | Covered in full.
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