2016 Ulster County Annual Notices
Summary of Benefits and Coverage
Exchange Notice
Medicare Creditable Coverage Disclosure
and all other required notices




County of Ulster: POS
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowverage for: Individual and Family| Plan Type: POS

Coverage Period: 11/2016-12/31/2016

This is 0“'}' da summary. If you want more detail about yonr coverage and costs, you can get the complete terms in the policy or plan
docnment at www.empireblne com or by calling 1-600-342-9816.

Important Questions | Answers Why this Matters:

In-nerwock: §0 Yon mmust pay all the costs op to the deducgble amonnt before this plan
What is the 1 Cmi-of-networks: $2,000/individoal; begins to pay for covered sermices you nse. Check your policy or plan
deducable? $5.000, family dmummsaewh:nﬂmﬂgﬁhh,mw&:{umﬂf,bmmtﬂwm,
- Deductible does not apply to out-of-network Janmary 1st). See the chact starting on page 2 for how mmch you pay for
Are there other
deductibles for . o, Yon don't bave to meet deducables for specific services, but see the chart
% specific starting on page 2 for other costs for sermces this plan covers.
Is there an out—of— $3,880 individual / $9,700 fami The put-of-pocket himit iz the most you conld pay duging a coverage
pocket Bot on oy . period (usually one year) for yonur share of the cost of covered services.
expenses? Out-of-network providers This imit helps you plan for health care expenses.

$10,000 individual / $25,000 family
the 1= mot " Premimms, balance-hilled charpes, BX copays, Even thongh you pay these expenses, they don’t count toward the owmt-of-
Bmae? and health care this plan doesn’t cover. pocket Bout
Bm”-.n-n‘::'lll o 'Ihenh:.jztsumng' on page 2 describes any limits on what the plan will pay
the ol 3 for specific covered services, such as office visms.

Tes. For a list of participating medical prowmders,

If you nse an m-network doctor or other health care proygder. this plan
will pay some or all of the costs of covered services. Be aware, your in-

Does this plan use a see www.empireblue.com or call network doctor or hospital may nse an out-of-netwrork prowjder for some

network of providers? 1-800-342-9516. services. Plans nse the term in-netowork, preferred, or participating for
plan pays different kinds of prowiders.

ﬂzl.med_all:eﬁmalim Mo. Tou don’t need a referral to see a specialist | You can see the speciahist you choose withont permission from this plan.

Questons: Call 1-500-342-9816 or m=it us at www.empireblue. com

If yow aren’t clear about any of the underined terms nsed in this form, see the Glossary. You can wmew the Glossary

at mww.empireblye com or call 1-800-342-9816 to request a copy.
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Are there services this
plan docsn’t cover?

Yes,

Some of the services this plan doesn™ cover are listed on page 5. See your
policy or plan document for additonal information about cxcheded services.

“ * Copayments are ficed dollar amounts (for example, $15) you pay for covered health care, nsually when you receive the service, Oember 002

*  Coinsurance is ywer share of the costs of a covered service, calculated as a pecent of the allowed amount for the service. For example, if
the plan’s gllowed amoumnt for an overnight hospital stay s $1,000, your Comsurance payment of 2006 would be 32000 This may changs if
you haven't met your deductible,

® The amount the plan pays for covered services is based on the allowed amownt, 1f an out-of-network provider charges more than the
allowed amount vou may have o pay the difference. For example, if an out-of-network hospiml charges $1,500 for an overnight stay and
the allowed amount is $ 1,000, you may have to pay the $500 difference. (This is called balance billing. )

® This plan may encourage you to use In Network providers by charging vou lower deductibles, copavments and Coipsuranee amounts.

Common
Medical Event

Services You May Need

Your Cost If
You Use an
In-network
Provider

Your Cost If
You Usa an
DOut-of-network
Provider

Limitations & Exceptions

Primary care visit to treat an injuey or dlness | $20 Copay /visit 0% Coinsurance
Ifyou visit a health | Specialist wisit $20 Copay /wisit 4% Codnsurance
care provider's office Hospiral Clinics are not covered,
or clinic Otther pracitioner office visit $20 Copay /visit 40%% Coinsumnce
Preventive caﬂ:,n"sem:n.iﬂgn"imunimﬁm Mo Charge $0%% Coinsurance
Dragnostic vest (x-ray, blood work) Mo Charge 4% Coinsurance MNon e
Ifyou have a test
Imaging (CT/PET scans, MRIs) Mo Charge 4% Coinsurance Preauthorization Required
Generic Mot Covered Mot Covered
Ifyou need drugs to | Preferred brand drugs Mot Covered Mot Covered
treat your illness or Mom e
condition Mon-preferred brand deugs Mot Covered Mot Covered
Speaalty drugs Mot Covered Mot Covered
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- Your Cost if Your Cost If
ommon 4 You Use an You Use an Irad ki :
Medical Event Services You May Need et Chitiofnatasitk Limitations & Exceptions
Provider Provider
Y hee Fadlity fee (eg., ambulatory surgery center) | Mo Charge 4% Coinsurance Preauthorization Required
Outpatient SUSGETY | by ogician/surgeon fes No Charge 40% Coinsurance | Preauthorization Required
Emergency soom services $100 Copay $100 Copay Copay waived if admitred
Ifyou need
immediate medical | Emergency medical transportation Mo Charge Mot Covered None
attention
Urgent care $20 Copay/visit $20 Copay /visit Mone
Ifyon have Facility fee (eg., hospital room) Mo Charge 40% Coinsurance | Preanthorization sequired.
L e Physician/surgeon fee Mo Charge 4% Coinsurance | Preauthorization required.
Mm_t:l.-"ﬁehaum’al health ocutpatent $20 Copay/visit 40% Coi M
If yon have mental
health, behavioral Mental /Behavioral health inpatient services | Mo Charge ¥ Coinsurance Preauthorization sequired.
health, or substance
abuse needs Substan ce use disorder outpatent services | $20 Copay/visit 40% Coinsurance Mone
Substan ce use disorder inpatient services Mo Charge 40% Coinsurance | Preanthorization required.
Prenatal and postnatal care Mo Charge 40%% Coinsurance Mone
Ifyou are pregnant
Drelivery and all inpatient services Mo Charge $0%s Coinsurance o e
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Common
Medical Event

Services You May Nead

Your Cost If

You Use an

In-network
Provider

Your Cost If
You Use an
Out-of-network
Provider

Limitations & Exceptions

Home health care Mo Charge P Coinsurance Limited to 200 visita per calendar year
Rehabiditation services $20 Copay /wisit 4% Colnsurance Preanthorization wequired.
Ifyou need help Habilitation services $20 Copay /visit 40% Coinsurance | Preauthorization required.
recoverng or have
other special health . . - . Preauthorization squired. Limited to
. Skilled nursing care Mo Charge 40%%6 Coinsurance 60 days per calendar year
Durable medical equipment Mo Charge 40%%6 Coinsurance | Preauthorization required.
Hospice service Mo Charpe 4% Coinsurance Limited to 210 days per lifetime
Eye exam Mot Covered Mot Covered Mone
Uyous child needs Glasses Mot Covered Mot Covered Mone
dental orf eye care
Dental check-up Mot Covered Mot Covered Mone
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)

= Bariatric surgery - Naqmﬂirg?é:y care when teaveling
=  Cosmetic surgery o N

o Deota care *  Privare duty Mursing

o Heasingaide =  Routne eyve care

*  Foutine foot care

*  Weight loss programs

* Long-term care

Other Coverad Services (This isn’t a complete list. Check your policy or plan docoment for other covered services and your costs for these
SErVices,)

*  Acupuncture
* Chiropracic care

®  [nfertility treatment

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the droumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in durarion and will require you o pay a preminm, which may be significan dy higher than the prermiwn you pay
while covered under the plan, Orther limimtions on your dghts to continue coverage may also apply.

For more information on your fghts to contnue coverage, contact your plan administrator. You may also umtacrym.u'stmr insurance department, the

LS, Department of Labor, Employee Benefits Secudty Administration at 1-866-444-3272 or warw.dol gov /ebsa, or the LS, Department of Health and
Human Services at 1-877-267-2323 x61565 or goanar, ooio, oms o,
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Your Grievance and Appeals Rights:

If you have a complaint or are dissarisfied with a denial of coverage for claims under your plin, you may be able to appeal or file a grievance For
question s about your rights, this notice, or assismnoe, you can contact

Empire Blue Cross Blue Shield: PO, Box 1407, Church Steet Station, MNew York, NY 10008,

You may also contact the Department of Labor's Employee Benefits Security Administration ar 1-866-EBSA (3272) or mrang dolehea healtheeform,

Does this Coverage Provide Minimum Essential Coverage?
The Afordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum csscntial coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act esmblishes a minimum value standard of benefirs of a health plan. The minimum value standaed is 6096 (acmarial value). This
health coverage does meet the mimmum valoe standard for the benefits it provides.

Language Access Servicaes:

5ino gs mietmhen podavia v secesita ayuda entdions espanal, le supbicamos que ge pongs en contacto con s agente de veneas o con el administrador de 2o
grupo Sva esi nseoee, ke rogamos que llame al mimerne de servicen de arenaon al chente gue aparcoe en su tane de denoficacian.

ANME E SFE S0 A B AR SR AL SEIRMSISANH B REVMLERES - MIREEE R - HEEENIE 10 = EiVsBEE PREEAR -

Foung hindi ka pa miyembreo at kailangan ng mlong sa wikang Tagalog, macgyaring makipag-ugnavan £a byong sales representative o admini=traror ng iyong
pangkar. FKung naka-enrall ka na, mangvaring makipag-upnayvan 21 serbisya [6ra sa CUSTOmMer Samir ang mamners sa ivong [0 card.

Do Do aliah o Tigoa o deodall shikaon adoolocd difaamgeos Ciading Koo, Cia shoodd Da naahuib e sadabs Lach®n oaatclil kil B doo Db dicgro ni
L e e ho'aabagil Bich®) bodiilod. Hedagy oo eiva, O00 s beoodi die vaasih halneigil oo Lédsh bee haneD aodle” WOk sfoligdi bickéhgo Gach?) hodadni.

T sz excarpier o how rhis plaw sriphs coper cosiy for g saembd medical sitwatfon, see fhe mess pam.
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About these Coverage
Examples:

These exam ples show how this plan might cover
mesdical care in given situations, Use these
examples w see, in general, how much fnancial
protecion a sample patent might get if they are
covered under different plans,

This is

not a cost

estimator.
Drom't use these examples to
catimate your actal costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about

these examples.

Having a baby

[normal delivery)

B Amount owed to providers: $7.540
E Plan pays §7,370

Managing type 2 diabetes

[rouBNe mantenance o

a well-controlled condins

1)

B Amount owed to providers: $5400

H Plan pays § 2,170

® Patient pays $ 170 W Patient pays § 3,230

Sample cam costs: Sample came costs:
Hospital charges (mother) $2,700 | Prescriptions $2,900
Routine obstetric care $2,100 | Medical Equipment and Supplies $1,300
Hospital charges (baby) 000 | Office Visits and Procedures $700
Anesthesia 3000 |  Education $300
Laboratory tests 500 Laboratory tests $100
Prescdprions $200 | Vaccines, other preventive $100
Radiology $200 | Total 5,400
Vaccines, other preventive 40
Total | Patient pave:

Deduciibles 0

Patient pays: Copays £300
Dreductibles %0 | Coinsurance 0
Copays $0 | Limits or exclisions £2,930
Coinsurance 30 | Total $3,230
Limits or exclusions $170
T otal 50
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

*  Costs don't inchde prominms.

*  Sample care costs are based on national
averages supplied by the 115,
Deparmment of Health and Human
Services, and aren't specific o a
particular geographic area or health plan,

#  The patient’s condition was not an
excluded or preexising condirion.

*  All services and treatments started and
ended in the same coverage penod.

#  There are no other medical expenses for
any member coversd under this plan.

*  Out-of-pocket expenses are based only
o weating the condition in the example,

*  The patient received all care from in-
nerwork providegs. 1f the parient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each reatment simation, the Coverage
Example helps you see how deductibles,
and Coinsurance can add up.
It also helps you see what expenses might be
left up to you to pay becse the service or
toeatment isn't covered or payment is limited.

Does the Coverage Example
predict my own care needs?

¥ Mo. Treatments shown are just examples.,
The care you would receive for this
condition could be different based on your
doctor's advice, your age, how serious your
condition is, and many other factors,

Does the Coverage Example
predict my future expenses?

* MNao. Cowerage Examples are pot cost
estimarors, You can't use the examples to
estimate costs for an actual condition. They
are for comparatve purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reim busement
your health plan allows,

Qmsﬁoﬂm Call 1-855-333-5735 or visit us at www.anthem.com
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary Bofs
at wovw.anthem. com or call 1-855-333-5735 to request a copy.

Can | use Coverage Examples
to compare plans?

¥ Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples,
When you compare plans, check the
“Patent Pays” box in eadh example, The
smaller that number, the more coverage
the plin provides.

Are there other costs | should
consider when comparing
plans?

¥ Yes. An important cost is the premivm
you pay. Generally, the lower your
preminm, the more you'll pay in out-of-

should also consider contributions o
accountz such as health savings accounts
[HS5As), Hexible spending arrangements
(F5As) or health reimbursement accounts
(HE As) that help you pay out-of-pocket
CXPLNSER,



County of Ulster: PPO
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual and Family| Plan Type: PPO

Coverage Period: 1M1/2016-12131/2016

' This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at waarempirdbhe.com or by calling 1-800-342-9816.

important Questions | Answers Why this Matters:

In-nerarork: $0

You must pay all the costs up to the deducable amount before this plan
begins to pay for covered services you use. Check your policy or plan

What is ﬂ]t?l;l'l'tﬂ“ Dut—uf-lncmrmk'. $500/ individual; $1,250/ amily 1 £ 3. abe whans thi deductiide tvets oves § i bk 6ot Aleas;
deductible Deductible does not apply to out-ofne twork January 1s6). See the chart strting on page 2 for how much you pay for
home health services. covered services after you meet the deductible,
Mﬂ“’”ﬂ’:: 5 Vs You don’t have 1 meet deductibles for specific services, but see the chast
m‘“_ spealc ' starting on page 2 for other costs for services this plan covers.
services?
Is there an out—of ;E'E;}ﬁ I-I Wl / ;-gi 700 farnil The gut-of-pocket limit is the most you could pay during a coverage
pocket imit on my P E— :.’sers period (usualy one year) for your share of the cost of covered services.
expenses? $1,500 indivi P; USPEI,TE-D : I'his limit helps you plan for health care expenses.
e i " Premivms, balance-billed charges, B copays, Even though you pay these expenses, they don't count toward the gug-of-
e W and health care this plan doesn’t cover, i T,
Limit?
m]:;itwﬂlut No The chart starting on page 2 describes any limits on what the plan will pay
the plan 3 for specific covered services, such as office visits,
If you use an in-network doctor or other health care provideg, this plan
Yes, For a list of participating medical providers, | will pay some or all of the costs of covered services. Be aware, your in-
Doves this plan use a see www. empirebloe . com or call network doctor or hospital may use an out-of-netvork provider for some
network of providers? | 1-800-342-9816. services. Plins use the term in-network, preferred, or participating for

providers in their peteork, See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do [ need a referral 1o
see a gpecialist?

Mo Youdon't need a referral to see a specialist.

Wou can see the gpecialist you choose without permission foom this pln.

Questions: Call 1-B00-342-9816 or wisit us ar woosempire bloe. com

If you aren’t clear about any of the underlined terms used in this forn, see the Glossary. You can view the Glossary

at mwweempirchluccom or call 1-800-342-9816 to request a copy.
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Are there services this Yes Some of the seovices this plan doesn™t cover are listed on page 5. See your
plan doesn't cover? ' policy or plan dooment for addidonal informarion abour gxclpded sepvces.
‘i * Copayments are ficed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service. Gesber 12
* Coinsurance is ywer share of the costs of 2 covered service, caleulared as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital sty is $1,000, vour Codnsurance payment of 2006 would be 3200, This may change if
you haven't met your deductible,
® The amount the plan pays for covered services is based on the allowed amount. 1f an out-of-network provider charges more than the
allowed amount you may have o pay the difference. For example, if an out-of-network hospiml charges $1,500 for an overnight stay and
the allowed annownd is §1,000, you may have to pay the $500 difference. (This is called balance billing. )

#®  This plan may encourage you to use In Metvork providers by charging vou lower deductibles, copasvments and Colpsuragce amounts,

Your Cost If Your Cost If
Common You Use an You Use an
Medical Event Services You May Need In-network | Out-of-network
Provider Provider

Limitations & Exceptions

Primary care visit to treat an injury or lness | $20 Copay Svisit 20%% Coinsurance
Ifyou visit a health | Specialist visit $20 Copay /wisit 20 Codnaurance
care provider's office Hospital Clinics are not covered
of clinic Other practitioner office visit $20 Copay /visit Mot Covered
Preventive care/ screening/ immunization Mo Charge Mo Charge
Diagnostic vest (x-ray, blood work) Mo Charge 20 Coinsurance MNone
Ifyou have a test
Imaging (CT/PET scans, MRIs}) Mo Charge 20 Coinsurance | Preauthorization Required
Creneric Mot Covered Mot Covered
Ifyou need drugs to | Preferred beand drugs Mot Covered Mot Covered
treat your illness or Mone
condition Mon-preferced brand deugs Mot Covered Mot Covered
Spedalty drugs Mot Coversd Mot Coversd
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- Your Cost Iif Your Cost If
ommon 4 YouUse an You Use an TR "
Madical Event Semvices You May Need Pisfpeiairistiar Otk astanrt Limitations & Exceptions
Provider Provider
Hvou bave Facility fee (eg., ambulatmey swgery center) | No Charge 20 Coinsurance | Preauthorization Required
ouipatient SUIgEry | b, gician fsurgeon foes No Charge 20% Coinsurance | Preauthorization Required
Emergency room services $100 Copay $100 Copay Copay waived if admitted
Ifyou need
immediate medical | Emergency medical transportation Mo Charge Mot Covered MNote
atiention
Urgent care $20 Copay /wisit $20 Copay/visit Mote
e Facility fee (eg., hospial room) Mo Charge 20% Coinsurance | Preauthorization mecquired.
bioegital stay Physician/surgeon fee Mo Charge 20%% Coinsurance | Preauthorization required.
Men_l:al.-"Behaﬂm'al health cutpadent $20 Copay/visit 20% Coi M
If you have mental
health, behavioral Mental /Behavioral health inpatient services | Mo Charge 20%% Coinsurance | Preauthorization sequired.
health, or substance
abuse needs Substan ce use disorder outpatient services | 320 Copay /visit 20%% Coinsurance MNone
Substan ce use disorder inpatient services Mo Charge 206 Coinsurance | Preauthorization sequired.
Prenatal and postmatal care Mo Charge 20 Coinsurance MNone
If you are pregnant
Drelivery and all inpatent senvices Mo Charge 20%% Coinsurance MNone
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Common
Medical Event

Services You May Need

Your Cost If
You Use an
In-network

Your Cost If
You Use an
Out-of-network

Limitations & Exceptions

Provider

Provider

Home health care Mo Charge 20/% Coinsurance Limited to A wisits per calendar year
Rehabilitation services $20 Copay /wisit Mot Covered Preauthorization required.
If you need help Habilitation services $20 Copay /wisit Mot Covered Preauthorization required.
recovermg or have
other spedal health . . . . Preauthodzation mequired. Limired o
] Skilled nursing care Mo Charge 20%% Coinsurance 60 days per calendar year
Drurable medical equipment Mo Charge MNot Covered Preauthorization recquired.
Hospice service Mo Charge Mot Covered Limited to 210 days per lifetime
Eye exam Mot Covered Mot Covered Mone
Hyour child needs Glasses Mot Covered Mot Covered Mone
dental or eye care
Drental check-up Mot Cowvered Mot Covered Mone
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

*  Bariatric surgery . Nagmﬂirgﬁscy care when teaveling
*  Cosmetic surgery o N

o Dental cae *  Privare duty Mursing

o Heatingaide =  Routne eye care

*  Houtine foot care

®  Weight loss programs

* Long-term care

Other Covered Services (This isn"t a complete list. Check your policy or plan docoment for other covered services and your costs for these
BETVICES,)

*  Acupuncture
* Chiropracic care

®  Infertility services

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you w keep health
coverage, Any such dghts may be imited in duration and will require you o pay 2 premiom, which may be significan dy higher than the premiom you pay
while covered under the plan, Other limitmtions on your rights to continue coverage may also apply.
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Fur more information on your rghts to contnue coverage, contact your plan administrator, You may also contact your state insurance department, the
8. Department of Labor, Employee Benefits Security Administeation at 1-866-444-3272 or warw.dol gov/ebsa, or the U.S. Department of Health and
i [u.maﬂ Services at 1-877-267-2323 x61565 or wrarw, ogio os gow,

Does this Coverage Provide Minimum Essential Coverage?
The A ffordable Care Act requires most people o have health care coverage thar qualifies as “minimum essenrial coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The A ffordable Care Act esmblishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (acmarial value). This
health coverage does mect the minimum valee standard for the bencfits it provides.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to gppeal or file a grevance For
question s about your rights, this notice, or assismnce, you can contack

Empire Blue Cross Blue Shield: P.O. Box 1407, Church Street Station, Mew Yok, BNY 10008,

You may also contact the Deparrment of Labor's Employee Benefits Security Administration ar 1-866-EBSA (3272) or www.dol/ebsa/healthreform.

Language Access Services:

Sino cs mibembeo toda iz v necesiin ayoda oo dicnrs espaniol, e suplicamos gue se ponga on contacto con s apente de venoms o con el administrador de su
prupo. S0vm el mscaiie, be rogmunos gue e al limeo de sevice de atencidn al clenie gue aparece en s el de wenuficacon.

MPEEFEREREPIEY  AIRAETAHEENATGEEIZRA - METCER - BREET M F LAREHEE S EBE AR -

KI.LI'I:‘; fanedi ka B r:’:lilTI.'I:::IIFT:F ol li:t”:—:.l::li_l:.l.ll 21 Iu]l:n'lg EF] wi.Lim'lgdllul__rn]ug: 11Ii|.|'.17f!|'i-l.l.'i.1'lg n uﬁi.:]:-i-l.g\-l.lg‘l'l:l.:::.l'l il i.:.':lﬂ.l__r salos r|.'|:|rr.':n-:|'||:iivu oo aclmingsi o RES i:..'l:ll'lsﬂl'
prarhan. Foang mala-enroll By ooy aring ors R w0 ses sy (HIs S Ousiomier el s e se s o T cand.

o b a'rah niThigoe o1 donda’s, shikda adoolueo? 1 um?ml_g:- raa diné k&g, 1°33 shoodi ba na'alnihi ya swdilkd bich’] nasbadfilkaid, T doe bugln daago ni
ba’nija’en ho'aalagit bich’] hodiilnl Hai'daa imi‘raagn civa, r'aa shoodi diee va arah halne’igal nf becsh bee hane't walra” bi'ki s milie hl kihzo ch't hodinlni.

To e excqempler of bow fhes plaw meght cover corts for g sawmpie peedbead sosaation, see fhe nest pape.
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About these Coverage Having a baby Managing type 2 diabetes
. [normal delivery) [routne mantenance of
Examples E a well-controlled conditon)
These examples show how this pln might cover | B Amount owed to providers: $7,540 B Amount owed to providers: 55400
medical care in given sitnatons, Use these H Plan pays $7,370 H Plan pays § 2,170
examples to see, in general, how much financial ® Patient pays § 170 ® Patient pays § 3,230
protecion a sample patent might get if they are
covered under different plans, Sample care costs: Sample care costs:
Hospital charges (mother) 2,700 | Prescriptions $2,900
Routine obstetric care $2,100 | Medical Equipment and Supplies $1,300
This is Hospital charges (baby) 000 | Office Visits and Procedures $700
Anesthesia $900 Education $300
A not a cost Laboratory tests 5500 |  Laboratory tests $100
estimator. Prescrptions $200 | Vaccines, other preventive 100
Dion't use these examples to Radiology $200 | Total $5,400
estimate your actal costs Vaccines, other preventive $40
under this plan, The actual Total §7,540 | Patient pays:
care you receive wil be Dieductibles 0
different from these Patient pays: Conpays $300
examples, and the cost of Dieductbles $0 Coinsurance 30
that care will also be Copays $0 | Limits or exclusions $2,930
different. Coinsurance 50 | Tota $3,230
See the next page for Limits or exchisions $170
important information about Total $170
these examples,




Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

*  Costs don't inchide prominms.

* Sample care costs are based on natonal
averages supplied by the 115,
Deparmment of Health and Human
Services, and aren't specific to a
particular geopraphic area or health plan.

#  The patient’s condition was not an
excluded or preexising condition.

= Al services and rreatments starred and
ended in the same coverage period.

#  There are no other medical expenses for
any member coversd under this plan.

*  Omt-of-pocket expenses are based only
on weating the condition in the example,

*  The patient received all care from in-
nerwork prosiders. I the patient had

received care from out-of-netaork

providers, costs would have been higher.

What does a Coverage Example
show?

For each reatment simation, the Coverage
Example helps you see how deductibles,
copayments, and Coinsurance can add up.
It also helps you see what expenses might be
left up to you to pay becmse the service or
roearment isn't covered or paymentis limited.

Does the Coverage Example
predict my own care needs?

* Mo, Treatments shown are just examples,
The care you would receive for this
conditon could be different based on your
doctor's advice, your age, how serious your
condition is, and many other factors,

Does the Coverage Example
predict my future expenses?

* MNao. Cowerage Examples are got cost
estimarors. You can't use the examples to
estimate costs for an actual condition. They
are for comparatve purposes only. Y our
owen costs will be different depending on
the care you receive, the prices your
providers charge, and the reim busement

your health plan allowrs,

Questions: Call 1-855-333-5735 or visit us at woww.anthem.com
If you aren't clear about any of the underlined teems used in this form, see the Glossary. You can view the Glossary Bofd
at wovw.anthem. com or call 1-855-333-5735 to request a copy.

Can | use Coverage Examples
to compare plans?

¥ XYes. When youlook at the Summary of
Benefis and Coverage for other plans,
you'll find the same Coverage Fxamples,
When you compare plans, check the
“Patent Pays” box in eadh example, The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

¥ Yes. An important cost is the premium
you pay. Generally, the lower your
preminm, the more you'll pay in our-of-
pocket costs, such as QOpayvMEnis,
deductibles, and Coipsurance. ¥ou
should also consider conmbutions o
accountz such as health savings accounts
[H5As), fexible spending arrangements
(F5As) or health reimbursement accounts
(HE As) that help you pay out-of-pocket
expenses,



Ulster County POS Prescription Drug Plan:

Coverage Period: 01/01/2016 — 12/31/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single, 2 Person, Family | Plan Type: PDP

ﬂ

This is 0“'}' a summary. If yonu want more detzil about your coverage and costs, you can get the complete terms in the policy or plan
document at www.express-scopts.com of by calling the number on the back of your pharmacy card.

Important Questions | Answers Why this Matters:
You mnst pay all costs np to the dedncoble amount before this plan begins to pay for
What is the overall $mm covered services you nse. Check your policy or plan docnment to see when the deducnble
deducnble? : starts over (usnally but not always Janmary 17) See the chart on page 2 for how mnch you
pay for covered services after yon meet the deducable.
Are there other
No Yom don't have to meet deductibles for specific services, but see the chart on page 2 for

deducnbles for specific

SEIVICesy

other costs for services this plan covers

Is there an out—of—

$1.200 per Individnal

Yes, there are limits on how much you could pay duning a coverape period for yonr share

plan doesn't cover?

pechet hot on my .
expenses? $3,000 pes Family of covered services
What is not included in | Preminms, balance-billed
the gut—of pocket charges, and health care this Even though you pay these expenses, they don’t count toward the ont-of-pockst bt
Bmaic® plan doesn’t cover
Is there an overall B - .
”_an_ on what No Tbechiﬂsb_rhngmpmeﬂdemﬂaesthmdsmwhntheﬂmwﬂlpiffmspamﬂc
covered services
the plan pays#
Does this use a :EL.F]DI13;tBEPﬂE If yom nse an in-network pharmacy or other health cage promider, this plan will pay some o
|"1f] iders? . n:wm]]ﬂm ber i]}dthesﬁuim@edm&&eﬁechﬂs@gmpﬂgeEfmhﬂWﬂlﬁphﬂpzﬁ
of your prescription casd i
Do I need a referral to - 5 L .
wee = specalis? No Yom can see the specialist you choose without permission from this plan
Are there services this Yes See your policy or plan docnment for mnformation abont excinded services

OME Control Mumbers 15457220,
TZI0-004T, amd 05081 146

Relessed o April 23, 2003 (comecied)

Quesiions: Call the number on the back of your pharmacy card o visit ws at www.express-seripts. com.

If you aren’t clear about any of the underdined terms nsed in this form, see the Glossary. You can view the Glossary at

1of6

the end of thic document or call 1-845-340-3545 to equest a copy.



Ulster County POS Prescription Drug Plan:

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowerage for: Single, 2 Person, Family | Plan Type: PDP

F 1%

Coverage Period: 01/01/2016 — 1231/216

Copayments are fized dollar amonnts (for example, $15) yon pay for covered health care, nsnally when yon receive the service.
Comsurance is yoxr share of the costs of a covered service, calenlated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, yon: colnsurance payment of 20% wonld be $200. This may change if
you haven’t met yonur deductble.

®  The amount the plan pays for covered services is based on the gllowed amount. If an out-of-network provder charpes mose than the

allowed amount, Fou may have to pay the difference. For example, if an ont-of-network hospital charpes $1,500 for an overnight stay and
the allowed appount is $1,000, vou may have to pay the $500 diffecence. (This is called balance billins)
#®  This plan may enconage you to nse in-network providers by charsing you lower deducgbles copayments and golpsurapce amonnts.

o Primary cam visit 1o treat an injney of dlness | Mot covered MNot coverad
Ifyouwisit a health | 5o ifict visie Not covered Not covered
= im COrther practitioner office wisit Not covered Mot coverad

Preventive care/ scoeening/immmnization Mot covered Mot covered
Diapnostic test (x- blood wrodk Not covered MNot covered
If you have a rest 5 = -y, )
]mzﬂ'[:CTIPET seans, MRTz) Not covered Not coversd
Genene dmgs $500 Mot covered
If you need dmgs to PIEEEEEdl:HJﬂddII]ES $20.00 Mot coverad
tweat your llness or MNon-preferred brand dmgs $40.00 Mot covered
Vit
More information
P, s sl
dmues coverame is
available at Generics § 5.00 ; E:mﬂﬂne Mot coverad
L Preferred brand $20.00 e
MNon-preferred brand §40.00

Duestions: Call the number on the back of your pharmacy card or visit us at www.express-soripis. comi.

If you aren't clear about any of the onderlined terms used in this foom, see the Glossary. You can view the Glossary at

the end of thic document or call 1-845-340-3545 to request a copy.
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Ulster County POS Prescription Drug Plan:

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowverage for: Single, 2 Person, Family | Plan Type: FDP

Common

Medical Event

Services You May Need

Your Cost If

You Use an

In-network
Provider

Coverage Period: 01/01/2016 — 1231/2016

Your Cost
You Use an
Out-of-network
Provider

Limitations & Exceptions

If vou have Facility fee (e.g., ambmlatosy sugrery center) The plan does cover Prescription
ourpatent sUrgery Physician /snrpeon fees Not covered MNot coverad Dimps only
If vou need Eﬂnﬂgﬂﬂqﬁr TO:OMTL SECTICES Not covered Mot coversd e rlan does cover Posscriotion
inlmef]iatemﬂdiml Emergency medical transportation Mot covered Mot covered i}:m:j:_ul— o fEssnpho
Aartennomn U.IEEDI care Not covered Mot coverad -
If you have a Facility fee (e.g., hospital room) Not covered Mot covered The plan does cover Prescniphon
hospirtal stay Physician /mrpeon fee Not covered Mot covarad Dmgs only
If you have mental Idental /Behavioral health outpatient services | Not covered Mot covered
health, behavioral Mental /Behavioral health inpatient services | Not covered Mot coverad The plan does cover Prescoiption
health, or substance | Snbstance nie disorder ontpatient services Mot covered Mot coverad Dimgs only
abuse needs Substance nse disorder inpatient services Not covered Not covered
If you are Prenatal and postnatal care Mot covered Mot covered The plan does cover Prescription
A Defivecy and all inpatient services Not covered Mot covered Dmgs only

Home health care Not covered MNot coverad
If vou need help Behahilitanon services Not covered Mot coverad
recoverng or have Hahilitatvon services Not covered Not coverad The plan does cover Prescoption
other special health | Skilled aursing case Mot covered Mot coverad Dimps only
needs Dueable medical equipment Not covered Not coversd

Eye Not covered MNot coversd - ) _ )
If yvour chald needs Glasses Not 1 Mot 1 The p_:-_-'__ i:::ne-: cover Prescription
dental or eye care Dimps only

Dental check-np Not covered MNot coverad

Questions: Call the number on the back of your pharmacy card or visit us at www.express-soripis. comni.

If you aren't clear about any of the onderlined terms used in this foom, see the Glossary. You can view the Glossary at

the end of thic document or call 1-845-340-3545 to request a copy.




Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2016 — 12/31/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowerage for: Single, 2 Person, Family | Plan Type: PDP

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complate list. Check your policy or plan document for other exclnded semvices.)

#  Dental Care

* Acupunciure * Houmtine Eye Care
* Bamatne Surgery * & * Routine Foot Care
- : *  Infertility Treatment
* Chiropractic Care *  Powate Doty nnrsing
*  Cozmetic Surpery * Long Teom Cace *  Weight Loss Programs
) * Mon-emergency care when traveling onrside
* Tountine Eye Care (Adults) the 1S

Your Rights to Continue Coverage:

If you lose eoverage under the plan, then, depending upon the circumstances, Federsl and State laws may provide protectons that allow you to keep health coverage.
Any such rfghts may be limited in doration and will require you to pay a preminm, which may be significantty higher than the preminm you pay while covered nnder the
plan. Other imitations on your dghts to continme coverags may also apply.

For more information on your dghts to continne coverags, contact the plan at worw-eEpress-soripts.com. You may also contact your sate insurance deparrment, the
U.5. Department of labor, Employee Benefits Security Administration at 1-866—444-3272 or srewdol sov/ehsg, or the T, 5. Department of Health and Human Services
at 1-B77-267-2323 x51565 o W coiio.com. sow

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a demal of coverage for claims nnder your plan, you may be able to gppeal or file a ggevapce For
questions abont your rights, this notice, or assistanee, yon call the smmber on the back of yonr pharmaey card or Tisit Www—eXpress-SeAprs com.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimnm essential coverage ™ This plan or policy does
propide miminmim essendal coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimnm valne standard of benefits of a health plan The minimnm valoe standard is 60% (actmarial valee). Thas
health coverage does meset the mininmm value standard for the benefirs it provides.

Questions: Call the number on the back of your pharmacy card or visit us at www.express-scripte. com.
If you aren't clear about any of the onderlined terms used in this foom, see the Glossary. Yo can view the Glossary at 4 of &
the end of thic document or call 1-845-340-3545 to request a copy.




Ulster County POS Prescription Drug Plan:

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowerage for: Single, 2 Person, Family | Plan Type: PDP

About these Coverage

Examples:

These examples show how this plan might cover
medical care in gven situations. Use these

examples to see, in general, how much financial
protection a sample patient onight get if they are

Having a baby

(noomal delivery)

B Amount owed to providers: $7.540

H Plan pays $ 200 (minus co-pays)

H Patient pays $ 7,350

Coverage Period: 01/01/2016 — 1231/2016

Managing type 2 diabetes

(ronfine maintenance of
a well-controlled condition)

B Amount owed to providers: $5.400
H Plan pays $2,900 (minus co-pays)

H Patient pays % 2,500

.  Thisis
A not a cost
estimator.

Dion’t nse these examples to
estimate your acmal eosts
care yon gecerre will be
different from these
examgples, and the cost of
that care will also be
different.

See the next page for
mxportant mformation aboot

Questions: Call the number on the back of your pharmacy card or visit us at www.express-scripte. com.
If you aren't clear about any of the onderlined terms used in this foom, see the Glossary. Yo can view the Glossary at
the end of thic document or call 1-845-340-3545 to request a copy.

Sample care costs: Sample care costs:
Rontine obstetoic care $2.100 Medical Equipment and Supplies 41,300
Hospital charges (baby) $000 Office Visits and Procednres $700
Anesthesia $000 Eduncation $300
Laboratory tests §500 | Laboratory tests $100
Preserprions $200 WVacecines, other preventime $100
Radiology $200 Total 55,400
Vaccines, other preventive $40
Total §7,540 | Patient pays
Dednetibles b}
Patient pays: Copays 3
Dednctibles 3 Comsnrance %
Total £7,350
50f6
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Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2016 — 12/31/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costz Cowverage for: Single, 2 Person, Family | Plan Type: PDP

Questions and answers about the Coverage Examples:

What are some of the What does a Coverage Example Can | use Coverage Examples
assumptions behind the show? to compare plans?
Coverage Examples? g
g P Fmeanhuemnmmﬁ&ﬂm Yes. When you look at the of
a - - Enmplehelpsyuuige deducgbles. Benefits and Coverage for other plans,
Costs don't inclnde prepuiums sopayments. and goinsurapce can add np. It T End the c
Sample care u:rsl:s are based on natiomal alzo helps yon zee what expenses might be lefi ]rumuEn — P]D"?Eﬂ-gEamehmEnm-Plﬁme-
averages suppled by the TS5, up to you to pay becanse the service or p yﬂumf:g:::m l, le. The
Department of Health and Huoman treatment isn't covered or payment is limited. ller fhat ber, the )
Services, and aren’t specific to a s mouE covengs
* 'The patient’s condition was not an Dnes_ the Coverage Example
excluded or preexisting condition. predict my own care needs? Are there other costs | should
®  All services and treatments started and : H
ended in the same coverage period. MNo. Treatments shown ae nst examples. C?HSITT when comparing
e ‘There ase no other medical expenses for The care you would receive for this plans:
. condition conld be different based an
any s plan doctor’s advice, yons age, how sesions you ¥es. An imporant cost is the prepium
*  Out-of-pocket expenses are based onlby you pay. Generally, the lower your

o treatins the Ttion in the le. condition is, and many other factors.

* The patient received all care from in-
network providers. If the patient had Does the Coverage Example

ceceived “fuﬂ“mm ““Itf]f ”'Et]‘ ”ﬂ‘] » predict my future expenses?
Mo, Coverape Examples are not cost

estimators. ¥ o1 can't nse the examples to
estimate costs for an actmal condition They
are for comparative pnrposes only. Yo
own costs will be different depending on
the care you recemve, the prices yomr
providers charge, and the mimbnsement

Ouestions: Call the number on the back of your pharmacy card or visit os at www.express-scripis. com.
If you aren’t clear about any of the mnderlined terms nsed i this form, see the (lossary. You can view the Glossary at
the end of this document or call 1-345-340-3545 to request a copy.

Pemium, the more you'll pay in ont-of-
pocket costs, such as copayments,
deducgbles, and coipsuzance Yon
shonld also consider contrbutons to
aceouats snch as health savings acconnars
(HSAs), flemble spending arranpements
(F3Az) or health reimbursement acconnts
(HELAs) that help you pay out-of-pocket
expenses.

Gof6



Ulster County PPO Prescription Drug Plan:

Cowverage Period: 01/01/2016 — 12312016

Summary of Benefits and Coverage: What this Plan Covers & What it Costz Cowverage for: Single, 2 Person, Family | Plan Type: PDP

if:“h

This is DI'II}' a summary. If yon want more detail abomt yonr coverape and costs, yon can get the complete terms in the policy or plan
docoment at www.express-scopts.com of by calling the number on the back of your pharmacy card.

Important Questions | Answers Why this Matters:
You must pay all costs up to the deducoble amount before this plan begins to pay for
What 15 the overall s covered services you nse. Check your poliey o plan document to see when the deductible
deductble? 00.00 starts ower (nsually but not always Jannary 17) See the chart on page 2 for how much you
pay for covered services after yon meet the deduetnble.
dedunctibles for s 6 No You don’t have to meet deductubles for specific services, but see the chart on page 2 for

SEIVICes”

other costs for services this plan covers

Is there an out—of—
poclker hmic on my

$1.200 per Individnal

Yes, there are honits on how much you could pay dunng a coverage period for your share

expenses? $3.000 per Family of covered services

What 15 not included In | Preminms, balance-hilled

the gut—of -pocket charpes, and health care this Even though you pay these expenses, they don’t count toward the out-of-pocket homt.
Bomir® plan doesn’t cover

Is there an overall

The chart starting on page 2 deseribes any limits on what the plan will pay for specific

plan doesn’t cover?

annual limit on whar HNo i
the plan pays?
Does this ase a :EL.F‘H:::‘:BEI If you use an in-network pharmacy or other health care promider, this plan will pay some or
plan roviders see Www express: - - - -
I of - 5 _ or call the ber :l}ﬁtlm*smufmv@dm&hﬁechﬂmmgmpagezfuﬁhuwthﬁplmpzﬁ
providers asupracom of ca” different kinds of providers
Ofl FOuL prescription card
Do I need a referral to - . . .
see a specialise? No You can see the specialist you choose withont permission from this plan
Aze there services this Yes See your policy or plan document for information aboot exclnded services

OME Control Mumbers 15452220,
12100047, and (9OE-] 146

Relesmed on April 23, 2003 (comecied)

Questions: Call the number on the back of your pharmacy card or visit 0s at www.eXpress-scripis.col.

If you aren’t clear about any of the wnderfined terms used i this form, see the (lossary. You can view the Glossary at

1of&

the end of thiz document or call 1-845-340-3545 to request a copy.



Ulster County PPO Prescription Drug Plan:

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single, 2 Person, Family | Plan Type: PDP

1N

Coverage Period: 01/01/2016 — 12/31/2016

Copayments are fized dollar amonnts (for example, $15) you pay for covered health care, nsnally when yon receive the sermice.
Comsurance is_ywr share of the costs of a covered service, calenlated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital sty is $1,000, your commsurance payment of 20% would be §200. This may change if

you haven’t met your deductble.
® The amount the plan pays for covered services is based on the gllowed amoupt. If an ont-of-network proyder charpes moge than the

allowed amount, o may have to pay the difference. For example if an ont-of-netwodk hospital charges $1,500 for an overnight stay and

the allowed apgount is $1.000, vou may have to pay the $500 difference. (This is called balance billins)
#®  This plan may enconage you to nse in-network providers by charsing you lower deducgbles . copayments and golpsurance amonnts.

Primary came visit 1o treat an injney of dlness | Mot covered MNot coverad
Ivouwsitahealth | oo iopee visie Not covered Not covered
2 i_]li_‘.'ﬂﬂﬂ:i. Crher practiboner office wisit Mot covered Mot covered
Preventive care/ screening immmnization Mot covered Mot coversd
Diapnostic test (x- blood wrork] Not covered MNot cowerad
If you have a test 5 5 o )
Iﬂuﬂ- (CT/PET scans, MRIx) Not covered Mot cowerad
Genenc dmgs $10.00 Mot coverad
If you need dmgs o Preferred brand d.IIIES $25.00 MNot coversd
treat your illness or MNon-preferred brand dmps $40.00 MNot coverad
it
MMore information
1 t = !- E . I i
dous coverase is c
available at Generics $10.00 15: mnﬂm Mot coverad
S Preferred brand $25.00
Non-preferred brand §40.00

Duestons: Call the number on the back of your pharmacy card oo visik us at www.express-scrpis. com.

If you aren’t clear about any of the underined terms used in this foom, see the Glossary. You can view the Glossary at

the end of thiz document or call 1-845-340-3545 to request a copy.
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Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2016 — 12/31/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowverage for: Single, 2 Person, Family | Plan Type: FDP

Your Cost If Your Cost If
Common You Use an You Use an

Services You May Meed Limitations & Exceptions

Medical Event In-network Out-of-network

Provider Provider

If vou have Facility fee (e.g., ambmlatory sngmery center) The plan does cover Prescription
outpatient surgery Physician /surgeon fees Mot covered Mot covered Dimgs only
If vou need Emergency room services Not covered Mot covered . p .
. - . = - 5 The plan does cover Prescoption
nmne;fhate medical Emergency medical transportation Not covered Mot covered Dings oly
artenfon U.IEEEII care Not covered Mot coveraed -
If vou have a Facility fee (2. g, hospital soom) HNot covered MNot coversd The plan does cover Prescoption
hospital stay Physician /snrpeon fee Mot covered Mot coverad Dimgs only
If you have mental Mental /Behaworal health outpatient services | Mot covered Mot coveraed
health, behavioral Mental /Behavioral health inpatient secvices | Not covered Mot covered The plan does cover Prescoiption
health, or substance | Snbstance nse disorder owtpatient secvices Mot covered Mot covered Dimps only
abuse needs Substance nse disorder inpatient sermces Mot covered Mot covered
I are Prenatal and postnatal care Not covered Mot coveraed The plan does cover Prescription
you Preg Delivery and all inpatient services Not covered Mot covered Dmgs only

Home health care Not covered Mot coverad
If you need help Behahiditation services Not covered Mot coveraed
recovering or have Hahilitation services Not covered Mot coverad The plan does cover Prescoiption
other special health | Skilled oursing cise Mot covered Mot covered Dmgs only
needs Dmrable medical equipment Mot covered Mot covered

Hospice service Mot covered Mot covered

Eye Moot covered Mot coversd o ) _ )
If vour chald needs Clasees ot corered Mot corered The plan does cover Prescoption
dental or eye care Dmgs only

Deental check-up Mot covered Mot covered B )

Questions: Call the number on the back of your pharmacy card or visit 0s at www.eXpress-scripis.col.
If you aren’t clear about any of the wnderfined terms used i this form, see the (lossary. You can view the Glossary at 3of6
the end of thiz document or call 1-845-340-3545 to request a copy.



Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2016 — 12/31/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single, 2 Person, Family | Plan Type: PDP

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cowver (This isn't a complete list. Check your policy or plan document for other exclunded services.)

* Dental Care

*  Acupuncture # Routine Eye Care
*  Baratric Snrgery * & #* FRouotine Foot Care

: . *  Infernility Treatment
*  Chiropractic Care *  Prvate Duty nnrsing
*  Cosmetic Surgery * Long Term Cace *  TWeight Loss Programs
* Routine Eye Care (Adults) * MNon-emerpency care when traveling outside

the TI5.

Your Rights to Continue Coverage:

If you lose coverape under the plan, then, depending upon the crcumstances, Federal and State laws may provide protectons that allow you to keep health coverape.
Any soch rights may be limited in doration and will require you to pay 1 preminm, which may be significantty hipher than the premium yon pay while covered nnder the
plan. Other imitations on your fghts to continne coversgps may also apply.

FPor more information on your dghts to continue coverage, contact the plan at werw-eEpress-scripts.com. You may also contact your state insurance department, the
U5, Diepartment of labor, Employes Benefits Security Administration ar 1-866-444-3272 or zmpdolrow/ebsg, or the UL 5. Deparment of Health and Human Services
at 1-B77-267-2323 x61565 or woww. ooiin. com. gow

Your Grievance and Appeals Rights:
If youm have a complaint or are dissarisfied with a denial of coverage for claims nader yonr plan, yon may be able to gppeal or file a3 ggevapnce For
guestions about your nghis, this notice, or asustance, you call the mmmber on the back of your pharmacy card or visit www-express-scopts.com.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimmm essential coverage ™ This plan or policy does
promde mimmum essental coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Case Act establishes 2 minimnm valne standard of benefits of a health plan. The minimnm valne standard is 60% (acmarial valne). This
health coverage does meet the mummum value standard for the benefits 1t provades.

Questione: Call the number on the back of your pharmacy card or visit 05 at www.exXpress-Coripis. coml.
If vou aren't clear about any of the underhined terms used i this foom, see the Glossary. You can view the Glossary at 4 of 6
the end of this document or call 1-845-340-3545 to request a copy.




Ulster County PPO Prescription Drug Plan:

Summary of Benefits and Coverage: What this Plan Covers & What it Costz Cowverage for: Single, 2 Person, Family | Plan Type: PDP

About these Coverage
Examples:

These examples show how this plan might cover
medical care in iven sitnations. Use these

examples to see, i peneral how muoch financial
protection a sample patient might pet if they ame

. Thisis
“ not a cost
estimator.

Don't nse these examples to
estimate yonr acmal costs
care you recerve will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information abowt

Having a baby

(norzmal delivery)

B Amount owed to providers: $7,540

H Plan pays $ 200 (minus co-pays)

H Patient pays $ 7.350

Cowverage Period: 01/01/2016 — 12312016

Managing type 2 diabetes
(contine maintenance of
a well-controlled condition)
B Amount owed to providers: $5,400
H Plan pays $2,200 (minus co-pays)
= Patient pays $ 2,500

Sample care costs: Sample care costs:
BRontne obstetoc care $2,100 Medical Equipment and Supples $1.300
Hospital charges (baby) $000 Office Visits and Procednres $700
Anesthesia $900 Education $300
Laboratory tests §500 | Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total £5,400
Vaccines, other T §40
Total e $7,540 Patient pays
Dednetibles i
Patient pays Copays 3
Dednctibles 3 Comnsnrance 3
Coinsnrance 3 Toral S50
Total £7,350
S5of &

Questions: Call the number on the back of your pharmacy card or visit 0s at www.eXpress-scripis. oo

If you aren’t clear about any of the mnderfined terms used i this form, see the (lossary. You can view the Glossary at

the end of thiz document or call 1-845-340-3545 to request a copy.



Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2016 — 12/31/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single, 2 Person, Family | Plan Type: PDP

Questions and answers about the Coverage Examples:

What are some of the What does a Coverage Example Can | use Coverage Examples
assumptions behind the show? to compare plans?
Coverage Examples? itrati
g P Fmeachuemmtﬂmmﬁeﬂw Yes. When youo lock at the § of
Ezample helps you see how deducibles,
Costs - - you e Benefits and Coverage for other plans,
don’t inclede premuums copavmnents. and colnsurance can add np. It w1l find the same C E 1
Samphcueu?ﬂsuehasedmmﬁnna] also helps yon see what expenses might be left E]mnym lans gl Ethe
averages supplied by the T3, up to you to pay becanse the service or “Pati ”b-uxiin l, le. The
Department of Health and Homan treatment isn’t covered or payment is limited. :
Services, and aren’t specific to 2 imaﬂﬂﬂzatﬂnmbu,themmemmge
* ‘The patienr’s condition was not an Dnes_ the Coverage Example
excluded or preexisting condition. predict my own care needs? Are there other costs | should
®  All services and treatments started and : :
ended in the same coverage period. Mo. Treatments shown age just examples. C?HSIF:ET when comparing
would ; i ans:
any member covered nnder this plan. m'dmm, m_uld different | o yonc Yes. An important cost is the prepuum
e«  Outof 1 « are based onl doctor’s adwice, yons age, how serions yono _—= e
£ condition is, and many other factors. you pay- Genexally, lower youe

on treating the condition in the example.
* The patent received all care from in-
network providers. If the patient had Does the Coverage Example

ceoem Eld “fuﬁ"mm "“It;’]f ”'Et]‘ ‘"‘k] o predict my future expenses?
No. Coverage Examples are not cost

estimators. 1 o1 can't nse the examples to
estimate costs for an actmal condition They
are for comparative purposes only. Youos
own costs will be different depending on
the care you recerve, the prices your
providers charge, and the mimbnsement

Questions: Call the number on the back of your pharmacy card or visit us at www.express-scripis.com.
If you aren’t clear abowt any of the wnderlined terms nsed m this form, see the (lossary. You can view the Glossary at
the end of thiz document or call 1-845-340-3545 to reqoest 4 copy.

Bemium, the more you'll pay in ont-of-
pocket costs, such as copayments,
deducgbles. and coinsurance Wou
shonld also consider contrbutions to
acconnts such as health savings acconnts
(H5As), flemible spending arrangements
(F5As) or health reimbursement acconats
(HEAs) that help you pay out-of-pockst
EEpENSes.

6 of &



Glossary of Health Coverage and Medical Terms

#  This glossary has many commonly used termms, but 't a full List. These glossarny terms and defimtions are intended
o be educational and may be different from the teans and definitions in your plan. Some of these terms also
might not have exacty the same meaning when used i your policy or plan and in any such case, the policy or plan
governs. (See your Summary of Benefits and Coverage for information on how o get a copy of your policy or plan

document.’)

®  Bold blue text indicates a term defined in this Glossary.

= See page 4 for an example showing how deductibles, co-insurance and out-of-pocket limits work wogether m a real

life situation.
Allowed Amount
Mastirmam amowunt on which payment is based for
covered health care services. This may be called "eligible
expense,” “payment allowance' or "negotiated rate!'" I
vour provider charges more than the allowed amowunt, you
may have to pay the difference. (See Balance Billing.)

Appeal
A pequest for your health insurer or plan to eview a

decision or a grievance again.

Balance Billing

When a provider ills you for the difference beoween the
provider's champe and the allowed amount. For example,
if the provider’s chanre 5 S100 and the allowed amount
is 570, the provider may bill you for dthe remaining $30.
A preferred provider may noebalance bill you for covensd

)

Jamee pays Her plan pays
20%6 B0
(5ee page 4 for a detailed example.’)

Co-insurance

Wour share of the costs
of a covered health care
service, caloulated as a
percent (for example,
20%) of the allowed
amount for the service.
You pay co-insurance
Frura:n}r deductibles
you owe, For example,
if the heakh msurance or plan’s allowed amount for an
office visit is ST and you've met your deductible, your
co-imsurance payment of 20% would be $20, The health
insurance or plan pays the rest of the allowed amoun.

Complications of Pregnancy

Condirions due o pregnancy, labor and d.d_i.vcr}r that
require medical care to prevent serious harm to the health
of the mother or the fems, Morning sickness and a non-
emergency cacsarean section aren’t complications of
pregiancy.

Glossary of Health Coverage and Medical Terms
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Co-payment

A fixed anount (for example, $15) you pay fora covered
health care service, usually when you receive the service.
The amount can vary by the gpe of covered health care
Service.

Deductible

The amount you owe for
health care services your
health msummnce or plan
covers before your health
insurance or plan begins
your deductible is S IO,
your plhan won’t pay
amything untl you've met
wour S 1000 deductible for covered health care services
subject to the deductible. The deductible may not apply
o all services.

Dumble Medical Equipment (DME)
Equipmment and supplies ondered by a health care provider
for everpday or extended use. Coverage for DME may
include: DRYEEN € quipaTLent, wheelchairs, crutches or
blood testing staps for dabetics.

Emergency Medical Condition
Amn illness, imjurny, q.-mpmmurcunﬂitiﬂn 50 serious that a

reasonable person would seck care right away to avoid
severe hanm.

Ambulance services for an emergency medical comdition

Emergency F.oom Care

Emergency services pou get in an cInergency rooim.
Services

Ewvaluation of an emergency medical condition and

treatment to keep the condition from getting worse.

Jarse pays

Her plan pags
o%e

(See page 4 fora demiled ecanple.)

Page 1of 4




Excluded Services
Health care services that your health msurance or plan
doesn’t pay for or cover.

Grievance
A complaint that ypou communicate to your health msurer

or plan.

Habilitaticn Services

Health care services that help a person keep, learn or
improve skills and fuinctoning for daily lving. Exmamples
include therapy fior a child who sn't walking or alking at
the expected age. These services may include plysical and
occupational therapy, speech-language pathology and
other services for people with disabilities in a variety of
inpatent and'or ourpatient setungs

Health Insurance

A contmct that requires your health insurer to pay some
oar all uf}rwr ]:I.Ca].li:l Care COsts in Eﬂ:]:li]:gt ﬁ:ll' a
e T L

Home Health Care
Health care services a person receives at home.

Hospice Services
Services to provide comfort and support for persons m
the kst stages of aterminal illness and their families.

H stal "
Care in a hospital that requires admission as an inpatent
and usually requires an ovemight stay. An overnight stayr
for observanon could be ourpatient care.

Care in a hospital that usually doesn’t require an
avermght stay.

In-network Co-insurance

The percent (for example, 20%%]) you pay of the allowed
amount for covered health care services to providers whao
contract with your health insursnce or plan. In-network
co-insurance usually costs you less than out-of-network
CO-IMSUTanoe.

In-network Co—payment

A fived samount (For exmmple, 815 you pay for covered
health care services to providers who contract with your
health imsumnce or plan. In-network co-payments wuswaalhy
are lkess than cut-of-network co-paymenits.

Medically Mecessary

Health care senvices or supplies needed to prevent.
diagnose or trear an illness, injury, conditon, disease or
s symproms and thar meet accepred standards of

Metwork
The facilities, providers and suppliers your health insurer
or plan has contracted with wo provide health care

SErVICES.

MNon-Preferred Provider

A provider who doesn’t have a comtract with your healdh
insurer or plan o provide services to you Y ou’ll pay
maore to see a non-preferred provider. Check your policy
to see if you can go to all provides who have contracted
with your health insummnece or plan, or if your health
insurance or plan has a “tiered”™ network and you must
Pay exra to see some providers,

Out—of-network Co-msurance

The percemt (for example, 40%) you pay of the allowed
amowunt for covered health care services to providers whao
do aorcontract with wour health msurance or plan., Ot
of-network co-insumnce usually costs pou more than in-
network co-imsumnce.

Out-of network Co-payment

A fixed amount (for cxmmple, 5300 you pay for covened
health care services from providers who do bor contract
with your health imsumnce or plan.  Our-of-network co-

Out-of-Pocket Linmit
The maost you pay dunng a
policy perod (usually a
vear)) before your health
insurance or plan begins to
pay TO0% of the allowed
amowunt. This it never

Jamee pays Her plan pays
includes your premam, o LO0%
balance-billed charges or
health care your health

(See page 4 for a detailed exmmple.)

irsu or plan d "t cover. S healih insu

or plans don’t count all of your co-payments, deductbles,
Cco-imsurance payments, out-of-network payments or
other expenses toward this Lt

Physician Services

Health care services a licensed medical physician (M.Dr. —
Bedical Doctor or DO, — Doctor of Osteopathic
Medicne) provides or coondinates.

Glossary of Health Coverage and MMedical Terms
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Plan

A benefit your employer, union or other group sponsor
provides 1o you o pay for your health care services.

P hori .
A decision by your health msurer or plan that a health
care service, treatment plan, prescription drug or dumble
medical equipment is medically necesary. Sometimes
called pror suthorization, prior approval or
precertficarion. Your health imsumnee or plan may
require preauthorizmton for certain services before you
receive them, except in an ememgency. Premswhorizarion
isn't a promise your health msurance or plan will cover
the cost.

Preferred Provider

A provider who has a contract with your health insurer or
plan o provide services to you at a discount. Chedk your
palicy to see if you can see all preferred providers or if
your health insurance or plan has a “tiered™ netwodk and
you must pay extra to see somne providers. Wour health
insurance or plan may have prefemred providers who are
abo Ypardcipaung” provides. Pamicipating providers
ako contract with your health insurer or plan, bur the
discount may not be as great, and you may have to pay
maore,

Premmm

The amount that must be paid for your health msurance
or plan. You and'or your employer usually pay it
monthly, quarterly or yearly

Prescaption Dirug Coverage

Health insurance or plan that helps pay for prescroption
dmags and medicarions.

Drugs and medications that by law require a prescription.
A physician (M., — Medical Doctor or 00O, — Dhoctor
of Osteopathic Medicine) who dwecdy provides or
coordinates a mnge of health care services for a patient.
Primary Care Provider

A physician (MDD, — Medical Doctor ar DO, — Dhactor
of Osteopathic Medicine), nuse practitioner, clinical
nurse specialist or physician assistant, as allowed under
state law, who provides, coordinates or helps a patiemt
access a range of health care services.

Provider

A physician (MDD, — Medical Doctor or D0, — Dhoctor
of Cateopathic Medicine)l, health care professional or
health care fGcility licensed, certified or accredited as
required by state law.

Peconstructive Surgery

Surgery and follow-up reamnent needed o comect ar
improve a part of the body because of binth defects,
accidents, injures or medical conditions.

Rehabilitation Services

Health care services that help a person keep, get back or
unprove skills and funcuomng for daily bving char have
been lost or impaired because a person was sick, burt or
disabled. These services may inchide physical and
occupational therapy, speech-language pathology and
psychiatric sehabiitation services in a variety of inpatient
and/or cutpatient seltmgs.

Skilled Mursing Care

Services from licensed nurses in your own home or ina
nursing home. Skilled came services are from technicians
and thempists in your own home or ina mising home,

Specialist

A physician specialist focuses on a specific area of
medicine or a group of patents to diagnose, manage,
PrEvent or treat certain types of spmpooms and
conditions, A non-physician specialist is a provider who
has more tminng in a specfic area of health care.

UCR. (LUsual, Customary and R easconable)
The amount paid for a medical service in a geographic
amea based on what providers in the area usnally chamge
for the same or similar medical service. The LICR
amount sometimes i3 used 1o determine the allowed
AT,

Urgent Care

Care for an illness, injury or condition serious enough
that a reasomable person would seek care right away, bt
not S0 SEVERE &5 DO PEQUINe £ IPENC Y TOOITL CAPE,
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How You and Your Insurer Share Costs - Example

Jane's Plan Deductible: $1,500 Co-insurance: 20% Out-of-Pocket Limit: $5,000
"' g
January 1 December 31
Beginning of Coverage End of Coverage Peripd
Peariod

— —
more more
costs coats
_|.u.||4'1|35.-.-. Her 11].=.|| pays ‘-; _Imu'1|.u:.-.-\. I |rr1|].u||1|a:r.-. J,mu-"w:,,-. 3 |4T1|J.H.|| pays
[100% 0% @' 20% 80% 0% [00%

/-r]anl hasn't reached har \ @ fﬁ;m reaches her $1,500 \\ @ /Jam raachas her $£5,000 \\

$1,500 deductible yet deductible, co-insurance begins

out-of-pocket limit
Her plan doesn't pay any of the costs. Jane has seen a doctor several times and Jane has seen the doctor often and paid
Office visit cosms: 5125 1|.u|d s[,ﬁ'::';:'lllliﬂ.ﬂj. HJT]ll‘.lll‘]n:r.'\. Eine Sﬁ,‘::’;:’;:‘m |1I|HJ.I‘|4'r1IJ.H.II1&I:r.\ the fiall

Jame pays $125 of the costs for her nest visit. cost of her covered health care services
Her plan pays: 50 Office visit costs 5735 for the mest of the year
Jame pays: 20% of 75 = 515 Office visit cosre 5200
Her plan pays 80% of §75 = $60 Jane pays: 50
k _/) '\ _/ '\\_ Her plan pays $200 /l
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New Health Insurance Marketplace Coverage o Aoproves
Options and Your Health Coverage OMB Ho. 1210-0149

{expires 1-31-2017)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one—stop shopping"” to find and compare private health insurance options. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrcliment for health insurance
coverage through the Marketplace begins in October 20132 for coverage starting as early as January 1, 2014,

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on
your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible
for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other members of your family) is more than 9.5% of your household
incore for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the
Affordable Care Act, you may be eligible for a tax credit.’

MNote: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Also, this employer
contribution —as well as your employee contribution to employer—offered coverage— is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Markeiplace are made on an after—
tax basis.

How Can | Get More Infoermation?

For more information about vour coverage offered by your employer, please check your summary plan description or
contact the Personnel Office.

The Marketplace can help you evaluate your coverage options, including vour eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Markeiplace in your area.

' an employaer-sponsored health plan meets the "minimum value standard” if the plan's share of the total allowed bensfit costs covered
by the plan ia no lsss than 80 pearcent of such costs.



PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offerad by your employer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Ulster County 146002573
5. Employer address 6. Employer phone number
244 Fair Street 845-340-3520
7. City 8. State 9. ZIP code
INY 12402
10. Who can we contact about employee health coverage at this job?
Kewvin Roach
11. Phone number (if different from above) 12. Email address
845-340-3545 kroa(@co.ulster. my.us

Here is some basic information about health coverage offered by this employer:
s AsS your employer, we offer a health plan to:

Eligible employees:

All Active Full Time employees working an average of 30 hours or more per week

With respect to dependenis:
We do offer coverage. Eligible dependents are:

Your Spouse— an opposite or same sex spouse with a marriage that is legally recognized in the
jurisdiction (State or County) in which it is performed. Former spouses, as a result of divorce are not
eligible.

Your Children— including natural, legally adopted, & stepchildren until the end of the month in which they
turn age 26. Your children need not be financially dependent upon you for support or claimed as
dependents on your tax return; residents of your household; enrolled as students; or unmarried. Children—
in—law (spouse of children) and grandchildren are not eligible.

Your unmarried children, regardless of age, who are incapable of self—sustaining employment due to
mental retardation, mental iliness, or developmental disability as defined in the New York Mental Hygiene
Law. or because of physical handicap, and who became so incapable prior 1o attainment of the age at
which the dependent coverage would otherwise terminate.

m If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to
be affordable, based on employee wages.

W

Ewven if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other factors,
to determine whether you may be eligible for a premium discount. If, for example, your wages vary from
week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly
employed mid—year, or if you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare .gov will guide you through the process. Here's the
employer information you'll enter when you visit HealthGare. gov to find out if you can get a tax credit to lower your
monthly premiums.



Important Notice from Ulster County About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has infor-
mation about your current prescription drug coverage with Ulster County and about your
options under Medicare’s prescription drug coverage. This information can help you decide
whether or not you want to join a Medicare drug plan. If you are considering joining, you
should compare your current coverage, including which drugs are covered at what cost,
with the coverage and costs of the plans offering Medicare prescription drug coverage in
your area. Information about where you can get help to make decisions about your pre-
scription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medi-
care’s prescription drug coverage:

Medicare prescription drug coverage became available in 2006 to everyone with Medi-
care. You can get this coverage if you join a Medicare Prescription Drug Plan or join
a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug cover-
age. All Medicare drug plans provide at least a standard level of coverage set by
Medicare. Some plans may also offer more coverage for a higher monthly premium.

Ulster County has determined that the prescription drug coverage offered by Express
Scripts is, on average for all plan participants, expected to pay out as much as
standard Medicare prescription drug coverage pays and is therefore considered
Creditable Coverage. Because your existing coverage is Creditable Coverage, you
can keep this coverage and not pay a higher premium (a penalty) if you later decide
to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year
from October 15to December 7.

However, if you lose your current creditable prescription drug coverage, through no fault of
your own, you will also be eligible for a two (2) month Special Enroliment Period (SEP) to join
a Medicare drug plan.




What Happens To Your Current Coverage If You Decide to Join A Medicare Drug
Plan?

If you decide to join a Medicare drug plan, your current Ulster County coverage may be af-
fected. If you do decide to join a Medicare drug plan and drop your current Ulster County
coverage, be aware that you and your dependents may not be able to get this coverage
back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
You should also know that if you drop or lose your current coverage with Ulster County and
don’t join a Medicare drug plan within 63 continuous days after your current coverage ends,
you may pay a higher premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per
month for every month that you did not have that coverage. For example, if you go nineteen
months without creditable coverage, your premium may consistently be at least 19% higher
than the Medicare base beneficiary premium. You may have to pay this higher premium (a
penalty) as long as you have Medicare prescription drug coverage. In addition, you may have
to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Cover-
age...

Contact the person listed below for further information. NOTE: You'll get this notice each
year. You will also get it before the next period you can join a Medicare drug plan, and if this
coverage through Ulster County changes. You also may request a copy of this notice at any
time.

For More Information About Your Options Under Medicare Prescription Drug
Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the
“Medicare & You” handbook. You'll get a copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov

o Call your State Health Insurance Assistance Program (see the inside back cover of your
copy of the “Medicare & You” handbook for their telephone number) for personalized help

o (Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.




If you have limited income and resources, extra help paying for Medicare prescription
drug coverage is available. For information about this extra help, visit Social Security
on the web at www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-
325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one
of the Medicare drug plans, you may be required to provide a copy of this
notice when you join to show whether or not you have maintained creditable
coverage and, therefore, whether or not you are required to pay a higher
premium (a penalty).

Date: October 1, 2015
Name of Entity/Sender: Ulster County
Contact--Position/Office: Sheree Cross
Address: 244 Fair Street
Kingston, NY 12402



Required Federal Notices

Special Enroliment Rights

If you are declining enrollment for yourself, your spouse or your dependents in the medical,
dental and vision plans because of other medical coverage, you may be able to enroll yourself
and your family in this plan provided that you request enrollment within 30 days after your previ-
ous coverage ends. In addition, if you have a new dependent as a result of marriage , birth,
adoption or placement for adoption, you may be able to enroll yourself and your dependents
provided that you request enroliment within 30 days of the marriage, birth, adoption, or place-
ment for adoption.

Newborns' and Mothers’ Health Protection Act

Group health plans and health insurance issuers generally may not, under federal law, restrict
benefits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesare-
an section. However, federal law generally does not prohibit the mother’'s or newborn’s at-
tending provider, after consulting with the mother, from discharging the mother or her newborn
earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under
federal law, require that a provider obtain authorization from the plan or issuer for prescribing a
length of stay not in excess of 48 hours (or 96 hours as applicable).

Women'’s Health and Cancer Rights Act of 1998

The Women's Health and Cancer Rights Act requires group health plans and their insurance
companies and HMQO's to provide certain benefits for mastectomy patients who elect breast
reconstruction.

In the case of a plan parficipant who is receiving benefits in connection with a mastectomy,
coverage will be provided in a manner determined in consultation with the attending physi-
cian for:

e All stages of reconstruction of the breast on which the mastectomy was performed.

e Surgery and reconstruction of the other breast to produce a symmetrical appearance; and

e Prostheses and treatment of physical complications of mastectomy, including lymphede-
mas.

Breast reconstruction benefits are subject to deductibles and co-insurance limitations that are
consistent with those established for other benefits under the plan.




Required Federal Notices

Children’s Health Insurance Program Reauthorization Act of 2009

On February 4, 2009, President Obama signed into law the Children's Health Insurance Pro-
gram Reauthorization Act of 2009 (the "Act"). The state children's health insurance program
("CHIP") provides health insurance for children whose families cannot afford private
healthcare but do not qualify for federal Medicaid. The Act expands CHIP by providing ad-
ditional special enrollment rights related to group health plan coverage. The new law also
permits state subsidies of employer provided group health premiums for eligible children
and families and imposes new notice and disclosure obligations for employers that main-
tain group health plans.




