2014 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  Coverage for: Individual and Family| Plan Type: POS

Coverage Period: 1/1/2014-12/31/2014

Important Questions

What 1s the overall
deductible®

Answers

In-netwods: 30

Cht-of-netwods: $2,000)/ individnal;

£5.,000, family

Dednctible does not apply to ont-of-netoork
home health sermces.

This is 'DI'II'_"' da summary. If you want more detail abont your coverage and costs, von can get the complete terms in the policy or plan
document at wwwr.empireblue com or by calling 1-500-342-9816.

Why this Matters:

You st pay all the costs up to the deductible amonnt before thus plan
begins to pay for covered services yon use. Check yonr policy or plan
doenment to see when the deductble starts over (nsnally, but not alwrays,
Jarmary 1st). See the chart starting on page 2 for how much you pay for

Are there other

You don't have to meet deductibles for specific sermices, but see the chart

M;f“mﬁc i starting on page 2 for other costs for services this plan covers.

services:

Is there an outr—of— In-petwods No. The out-of-pocket it is the most you conld pay during a coverage
pocket limnit on nmy That-of-netwods Yes. $8,000/individual; period (msmally one year) for your share of the cost of covered services.
expenses? £20,000 family This limit helps you plan for health care expenses.

What is not included in | Your out-of-network deductible does not connt )

he : "z B E ook of ¢ Em&?u%mwﬁmwathgydmtmtmdﬂmum—nﬂ
; .—f—&? limi £ pocket Hmit.

= m The chart starting on page 2 describes any oits on what the plan will pay
anrmial it on what Mo, for : : = eits.

Fiy s specific covered services, such as office visi

Does this plan use a
network of providers¥

Yes. For a list of particspating medieal prowviders,
see www.empireblue.com or call
1-300-342-9816.

If you nsze an in-network doctor or other health care provider, this plan
will pay some or all of the costs of covered sermices. Be aware, your mn-
network doctor or hospital may nse an out-of-netorork provider for some
servces. Plans use the term in-network, preferred, or parbcipating for
providers in their network See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do I need a referral to
see a specialist?

Mo. You don’t need a referral to see a specaabist.

You can see the specialist you choose without permission from thes plan.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are Lsted on page 5. See your

Cuestons: Call 1-500-342-9816 or vasit us at www.empireblue.com

If vou aren’t clear abont any of the nadedined terms nsed in this form, see the Glossary. Yon ean wew the Glossary

at www.empireblue.com or call 1-500-342-9816 to request a copy.
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Copayments are fized dollar amonnts (for example, $15) you pay for eovered health care, nsnally when yon receive the service.
Coinsurance is your share of the costs of a covered secmice, calenlated as a percent of the allowed amnownt for the service. For example, if

the plan’s allowed amount for an overnight hospital stay 15 $1,000, your Coinsurance payment of 20%: wounld be $200. This may change if
you haven’t met your deductdble.

® The amount the plan pays for covered secvices is based on the allowed amount. If an ont-of-network provider charges more than the
allowed amount, yor may have to pay the difference. For example, if an ont-of-netwrork hospatal charges 51,500 for an overnight stay and
the allowed ansoumt is 51,000, von may have to pay the 3500 difference. (This is called balance billing )

. 'I]:Lispla.ﬂ may enconrage you to nse In Metwork providers by charging you lower

Common
Medical Event

Services You May Need

Your Cost If
You Use an
In-network
Provider

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

deducdbles, copayments and Coinsurance amonats.

Limitations & Exceptions

Primary care visit to treat an injury or illness | $20 Copay /wisit 40%% Coinsurance
If you visit a health | Specialist wisat £20 Copay /visit 40 Cownsurance
care provider's office Hosprtal Clinies are not covered.
or clinic Ciher practitioner office visit £20 Copay /wisit 4% Coinsurance
Preventive care/ screening/imominization Mo Charge 4074 Coinsnrance
Dhagnostic test (x-rav, blood wodk) Mo Charge 40 Coinsurance Mone
If you have a test
Imaging (CT/PET scans, MRIs) Mo Charge 40¢e Coinsurance Preanthon=ation Required
Generic Mot Covered Mot Covered
If you need dmgs to | Preferred brand domgs Not Coversd Mot Covered
treat your illness or Mone
condition MNon-preferred brand dmgs Mot Coversd Mot Covered
Specialty dmgs Mot Covered Mot Covered
I als T B el 1 'reanthorization i
e e Faclity fee (e.g., ambulatory suegery center) | INo Charge 40 Coinsurance P Required
e ) Physician surpeon fees No Charge 40 Coinsurance Preanthonzation Fequired
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Your Cost Your Cost If
Common : You Use an You Use an P .
- Services You May Need Limitations & Exceptions
Medical Event 3 In-network Out-of-network :
Provider Provider
Emergency room services $100 Copay $100 Copay Copay wamed if admitted
If you nead
immediate medical Emergency medical transportation Mo Charge Not Covered Mone
artenton
Usgent care £20 Copay/wisit Mot Coversd MNone
B et} a Faclity fee (e.g., hospital soom) Mo Charge 40 Counsurance Preanthonzation requused.
E ¥ Physician,/ sucgeon fee Mo Charge 4074 Coinsnrance Preanthonzation requured.
oes el F $20 Copay,/wisit 407 Coinsurance Preanthorization requuired.
If you have mental
health, behavioral hlental /Behavicral health inpatient services | Mo Charge 4074 Coinsnrance Preanthonzation requured.
health, or substance
abuse needs Substance nse disorder ontpatient sermices $20 Copay/ =it 407 Coinsurance Preanthorization requused.
Substance nse disorder inpatient sermices Mo Charge 40 Counsnrance Preanthonzation requused.
Prenatal and postnatal care Mo Charge 40 Counsurance Mone
If you are pregmant
Delivery and all mpatient services Mo Charge 40 Counsnrance Mone
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Common
Medical Event

Services You May Need

Your Cost If

You Use an

In-network
Provider

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

Limitations & Exceptions

Home health care No Charge 407 Coinsurance Linuited to 200 visits per calendar vear
Rehabilitation services £20 Copay/visit 40%% Coinsnrance Preanthorization requriced.
If you need help Habilitation services $20 Copay/visit 40%% Coinsnrance | Preanthorization required.
recoverng or have
other special health . . B . Preanthonzation requared. Linted to
: Skilled anrzing care Mo Charge 40 Coinsurance 60 days per calendar 1
Drirable medical equupment No Charge 407 Coinsurance Preanthonzation requared.
Hospice service Mo Charge 40 Coinsurance Linuited to 210 days per lifettme
Eye Mot Covered Mot Covered Tone
Ifs Glaszes Mot Covered Mot Corered Tone
dental or eye care
Dental check-np Not Coversd Mot Covered Mone
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cowver fI'l:ns isn’t a complete list. Checlk your policy or plan document for other excluded services.)

* Bagatric surgery * Non-emerpency care when traveling
. outside the I3
¢  Cosmetic surgery

: b s ¢ Powvate duty Nursng

¢ Feontine care
e Heasing aids e

+ Long-term care

* FRoutine foot care

¢  Weight loss programs

Other Covered Services (This isn’t a complete list. Checl your policy or plan document for other covered services and your costs for these
services.)

*  Acupunctore

¢ Chiropractic care

¢ Infert:lity treatment

Your Rights to Continue Coverage:

If vou lose coverage nnder the plan, then, depending npon the cireumstances, Federal and State laws may prowide protectrons that allow you to keep health
coverage. Any such nghts may be mited in duration and will require you to pay a premium, which may be significantly higher than the premmm you pay
while covered nnder the plan. Other hmstations on your rights to continue coverage may also apply.

For more information on your oghts to continne coverage, contact your plan administrator. You may also contact your state insnrance department, the

U.5. Department of Labor, Employes Benefits Secucity Administration at 1-866-444-3272 or wow.dolgov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 261565 or vow.coiio. cms . gow
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Your Grievance and Appeals Rights:

If vou have a complaint or are dissatisfied with a denial of coverage for claims nnder your plan, yon may be ahle to appeal or file a grievance. For
guestions about yons rights, this notice, or assistance, von can contact:

Empire Blue Cross Blue Shield: P.O. Box 1407, Chmrch Street Station, INew Yo, MY 10008,
Yom may also contact the Department of Labor's Employee Benefits Secnrity Administration at 1-866-EBSA (3272) or wow.dol/ebsa (healthreform

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

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes 3 miniom value standard of benefits of a health plan. The mininmm value standard is 60% (actradal vale). This
health coverage does meet the mini value standard for the benefits it provides.

Language Access Jervices:
51 no es miembro todavia v necesita ayuda en idioma espaniol, le suplicamos que se ponga on conmcre con su agente de venms o con el adminiseeador de su
grupo, 5iyva estd inscoto, le rogamos gque lame al ndmero de servicio de arencion al cliente que aparnece en su tarjeta de identificacion.

NFRERIFE B WERIMGE) - EEHETOHERERD/ ) GEFEE - MREC SR - RISRERE 10 F LASRRREESEEAA -

Fung hindi ka pa mivembro ar kailangan ng mlong sa wikang Tagalog, mangvaring makipag-ugnavan sa ivong sales representative o administrator ng iyong
pangkat. Kung naka-enroll ka na, mangyaring makipag-ugnayan sa serbisve para sa customer gamif ang numero sa ivong 11 card.

ba'nija’go ho'aalagi bich’) hodulni. Hai'dag iini'taago civa, 44 shoodi diné va atdh halne’igii ni béésh bee hane’t walta” br'ka si'niiligii bi'lichgo bich’i hodulni.

To see exazmpler of bon fhix plan meipht cover corfs for @ sameple madical stbuaiton, see the mext pape.
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About these Coverage
Examples:

These examples show how this plan mught cover
medical care in given sitmations. Use these
examples to see, in general how mmch financial
protection a sample patient moight get if they are

. This is
not a cost
estimator.

Don't nse these examples to
estumate your achzal costs
under this plan. The actual
care you recerre 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 delirery)

B Amount owed to providers: 57,540

B Plan pays $7,370
B Patient pays $ 170

Managing type 2 diabetes

{routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

H Plan pays $ 2,470
B Patient pays 5 1,280

Sample care costs: Sample care costs:
Hospital charges (mother) £2,700 Presceiptions £2.900
Fontine obstetoc care £2,100 MMedical Equipment and Supplies £1,300
Hospital charges (baby) £900 Office Visits and Procedures 700
Anesthesia 3900 Education £300
Laboratory tests §300 Laboeatody tests %100
Prescriptions 5200 Waccines, other preventive 2100
Radiclogy $200 Total $5,400
Waccines, other preventire £40
Total $7,540 | Patient pays:
Dednctibles 50
Patient pays: Copays 30
Deductibles $0 Coinmance 50
Copays £0 Limits or exclusions £2930
Coinmrance £0 Total £2,030
Linuts or exclnsions 5170
‘Total 170
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don't inchode prenvunns.

Sample care costs are based on national
averages supplied by the TS,
Department of Health and Anman
Services, and aren’t specific toa
particnlar geographic area or health plan
The patient’s condition was not an
exchnded or preexmisting condibion.

All services and treatments started and
ended in the same coverage period
There are no other medical expenses for
any member covered nnder this plan.
Ont-of-pocket expenses are based oaly
on treating the condition in the example.
The patient received all care from in-
network providers. If the patient had
recemved care from out-of-netwods

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment simation, the Coverage
Example helps von see how deductibles,
copayments, and Coinsurance can add up.
It also helps you see what expenses might be
left up to you to pay becanse the service or
treatment isn't covered or payment 15 hooited.

Does the Coverage Example
predict my own care needs?

MNo. Treatments shown are just examples.
The care you would receive for this
condition could be different based on yonur
doctor’s adwice, your age, how serions your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Cowvermge Examples are not cost
estimators. You can't nse the examples to
estimate costs for an actual condition They
are for comparative purposes only. Yons
owm costs will be different depending on
the care you receive, the poces your
providers charge, and the resmbnrsement
your health plan allows.

Questons: Call 1-855-333-5735 or visit ns at www.anthem.com
If you aren’t clear about any of the nodedined terms nsed in thes form see the Glossary. You can wew the Glossaor Bof8
at wwwr.anthem.com or call 1-855-333-5735 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When vou lock at the Summary of
EBenefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays" box in each examgple. The
smaller that mamber, the more coverage
the plan provades.

Are there other costs | should
consider when comparing
plans?

Yes. An mportant cost is the premium
you pay. Generslly, the lower yonr
premium, the more vou'll pay in out-of-
pocket costs, such as copayments,
deductbles, and Coinsurance Youn
shonld also consider contribotions to
accounts smach as health savings accounts
(HSAs), flemible spending arrangements
(F5As) or health resmbursement accounts
(HF.As) that help you pay out-of-pocket

expenses.




Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2014 — 12/31/2014
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

{9 This is unly a summary. If von want more detail abont your coverage and costs, vou can get the complete terms in the policy or plan
“ document at worw.express-scripis.com or by calling the number on the back of your pharmacy card

Important Questions | Answers Why this Matters:
Yom mmst pay all costs up to the deductible amonunt before this plan begins to pay for
What is the overall $ covered services you use. Check your policr or plan docnment to see when the deductible
deducdble® Lt starts over (nsually bot not always Jammary 1) See the chart on page 2 for how omch you
pay for covered services after you meet the deductble.

'g':!] hles for : No Yom don't have to meet deductibles for specific sermces, bt see the chart on page 2 for
ST F other costs for sermces this plan covers
services?
o mn— There’s no Lmit on how monch yon sonld pay during a coverage period for your share of
pocket inndt on ooy No . . .

> covered services
What is not incluoded in Thi
the out—of—pochet K 'tE Fcrivent vty Mot applicable becanse there’s no out of pocket imit on your expenses.
Is there an overall . o - e : ;

R e s Mo ;[::{:ha.tst;:alij:gnﬂpa,gaHdescnbEEmvhmllsmwh:tthephnmﬂpmjﬁmspeuﬂc
the plan pays?

. YEE'.FHahSthPI If you use an in-network pharmacy or other health care prowvider, this plan will pay some or
Does this plan use a providers see www express- N R i H S T 3 % for | e
network of providers® seripts.com or call the number L t]ﬂ!: i zf E oes. s gonpag P

on your prescription card E

ﬁimed.afeﬁmﬂtn No Yom can see the spectalist you choose withont pernuission from this plan
Are there services this - : ; g :
s i > Yes See your policy of plan doeument for information about excluded services

OMB Comirol Numbars 1543-2225,
1210-0147, and 093 EB-1145

Comected on May 11, 2012

Cuestions: Call the number on the back of your pharmacy card or wisit us at woww. express-scripts.com.

If vou aren’t clear about any of the nadedined terms used in this form, see the Glossary. You can wew the Glossacy at

1o0f6

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




Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2014 — 12/31/2014
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

i . & C ts are fized dollar amonnts (for example, $15) yon pay for covered health care, nsually when you receive the secvice.

® Coinsurance is_yosr share of the costs of a covered sermice, calonlated as a percent of the allowed amyount for the service. For example, if
the plan’s allowed amount for an overmight hospital stay is $1,000, yore coinsurance payment of 20% wonld be $200. This may change :f
rou haven’t met vour deductble.

® The amonnt the plan pays for covered services is based on the allowed amount. If an owt-of-network provider charges mose than the
allowed amount, yor may have to pay the difference. For example, if an out-of-network hospital charges 51,500 for an overnight stay and
the allowed annowmnt is 51,000, yon may have to pay the 5500 difference. {This is called balance billing. )

® Your cost sharing does depend on whether a prowider is in a network

Common : S :
Medical Event Services You May Need Your Cost Limitations & Exceptions
If you visit a health S A et
care provider's office o = =
] Other practiboner office wisit Mot coverad =T W ¢ e ;
The plan does cover Prescription Dimags only
Dhagnostic test . blood Mot coverad
If you have a test : (i k]
Imaging (CT/PET scans, MRIs) Mot covesad
treat your illness of | preforced brand dmgs $20.00
about prescription Specialyy drugs
wsﬂablegm = Generics $ 5.00 Co-pars “;Ilthﬂ
o Preferred brand $2000 | MEEEE
seripts. com
Facility fee (e.g., ambula center Mot covered
If you have eg. tory suggery ) e
E o The plan does cover Prescoption Dioaps only
outpatient SUrgery Physiciansurpecn fees Mot covered : f £ ]

CQuestions: Call the nimmber on the back of yvour pharmacy card or wsit us at www.express-scrpts.com.
If you aren't clear about any of the nadedined terms used in this form, see the Glossary. You can Tiew the Glossary at 20f6
the end of this document or call 1-845-340-3545 request a copy.




Ulster County POS Prescription Drug Plan:
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

Coverage Period: 01/01/2014 — 12/31/2014

Common . . e .
- Services You May Need Your Cost Limitations & Exceptions
Medical Event
If you need 00O SECTICeS Mot covesad
immediate medical Emesrgency medical transportation Mot covesed The plan does cover Prescoption Dimgs only
attention Ul.Eeul care Mot coveed
you have Faclity fee (e.g., hospital room Mot covesad
HI ital 2 P]a‘ — V; (=g z ) Not The plan does cover Presenption Dimgs only
! : £ : = bi[ud: The plan does cover Prescoption Dirmgs only
health, or substance | Suhstance nse disorder ontpatient secvices Mot covered - - - i
abuse needs Substance use disorder inpatient sermices Mot covered
Prenatal and tal Mot covered
If you are pregnant Eﬂa mﬁm - s - Not oo The plan does cover Preseription Dimgs only
Heomoe health care Mot covered
If you need help Fehahilitation sermices Mot covered
" - - The plan does cover Prescoption Dimgs only
other special health Slﬁlledﬂltnn.gca.te Mot covered - S S :
needs Drirable medical equupment Mot covered
- Eve Mot covered
¥ (Zlaszes Mot covesed The plan does cover Prescoption Dimgs only
dental or eye care - - = i
Dental checkup Mot covered

Cestions: Call the number on the back of your pharmacy card or wisit us at wew.express-scrpts.con.
If you aren’t clear about any of the nadedined terms used in this form, see the Glossary. Yon ecan wiew the Glossasy at
the end of this document or call 1-845-340-3545 request a copy.
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Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2014 — 12/31/2014
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

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.)

e Acupunctuce & Dental Care # Foutine Eye Care
. e Sucgery * Hearing Aids * Foutine Foot Care
e Chiopractic Case ® Infertility Treatment ¢ Povate Duty ancung
¢ Long Term Case * Weight Loss Programs

* Cosmetic Surgery
+ Routine Eye Case (Adults) * DNNon-emergency care when traveling onts:de

the TI.5.

Other Covered Services {'T]:l.E isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

Your Rights to Continue Coverage:

If vou lose coverage under the plan, then, depending npon the crcumstances, Federal and State laws may promide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will sequire vou to pay a preminm, which may be significantly higher than the premmm you pay
while covered nader the plan. Other limitations on your fghts to continne coverage may also apply.

For more information on your nghts to confinne coverage, contact the plan at (contact nmumber). You may also contact your state msumance department,
the 105, Department of labor, Employee Benefits Secunty Admunistration at 1-866-444-3272 o wow.dolgov/ebza. or the U. 5. Department of Health and
Huoman Services at 1-877-267-2323 z01565 or www.coilo.com gow

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coremge for claims nnder your plan, you may be able to appeal or file a grevance. For
questions about your nghts, this notice, or assistance, you can call the mamber on the back of your pharmacey card or wsit www-express-scopts. com

CQuestons: Call the number on the back of your pharmacy card or wisit us at www.express-scripts. conL.
If vou aren’t clear abont any of the nndedined terms used in this form, see the Glossary. You can wiew the Glossary at 40f 6
the end of this document or call 1-845-340-3545 request a copy.




Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2014— 12/31/2014

Coverage Examples Coverage for: Single, 2 Person, Family| Plan Type: PDP
Having a baby Managing type 2 diabetes
AbDUt thESE CDVETEQE (normal delmery) (routine maintenance of
Exﬁmp| as: a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: 57,540 B Amount owed to providers: $5.400
medical care in given situations. Use these H Plan pays $200 (minus copays) B Plan pays $2,900 (minus copays)
ezamples to see, in general, how mueh financial B Patient pays 5 7350 B Patient pays 5
protection a sample patient mught get if they are
covered nader different plans. Sample care costs: Sample care costs:
Foutine cbstetric care £2.100 Medical Equipment and Supplies £1,300
o This is Hospatal l-::]:uuges (baby} 5900 Orffice ‘_l’isiis and Procedures %700
Anesthesia 900 Education £300
A not a cost Tabomtony tests $500 | Labomtory tests $100
estimator. Prescriptions $200 | Vaccines, other preventive $100
Dion’t nse these ezamples to E.zdmbgy - 200 Total 35,400
estimate yonr acheal costs Waccines, other preventive g40 .
uader this plan. The actual Total $7,540 | Patient pays:
care you receme will be Deductibles $
different from these Patient pays: Copays s
examples, and the cost of Deduetibles § | Coinsumnce §
different. Coinsamnce $ | Toral $2500
important information about Total $7350
these emamples.

Qestions: Call the number on the back of yvour pharmacy card or wsit us at werw.express-scripts. con.
If you aren’t clear about any of the nndedined terms used in this form, see the Glossary. You can view the Glossary at 50f6G
the end of this document or call 1-845-340-3545 request a copy.




Ulster County POS Prescription Drug Plan:

Coverage Examples

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t inclode premviums.
Sample care costs are based on national
averages suppled by the T.5.
Department of Health and Huaman
Sermices, and aren’t specific toa
particnlar peographic area or health plan.

# The patient’s condition was not an
exchnded or preemisting condition.

# Al services and treatments started and
ended in the same coverage perod

# There are no other medical expenses for
any member covered nnder this plan.

* COut-of-pocket expenses are based only
on treating the condition :n the example.

# The patient received all care from in-
network providers. If the patient had
recerved care from out-of-netwrods

providers, costs would have been higher.

Coverage Period: 01/01/2014—12/31/2014

Coverage for: Single, 2 Person, Family| Plan Type: PDP

What does a Coverage Example
show?

For each treatment sitnation, the Coverage
Example helps vou see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses mught be left
up to you to pay becanse the sermice or
trestment isn't covered or payment is hmited.

Does the Coverage Example
predict my own care needs?

Mo, Treatments shown are just examples.
The care vou would receive for this
condition could be different based on your
doctor’s advice, your age, how senons yoor
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

MNo. Coverage Examples are not cost
estimators. ¥ on can't use the examples to
estimate costs for an actual condition They
are for comparative parposes only. Yoo
own costs will be different depending on
the care you receive, the prces your
providers charge, and the rezmbursement
your health plan allows.

Can | use Coverage Examples
to compare plans?

Yes. When you lock at the Summary of
Eenefits and Coverage for other plans,

you'll find the same Coverage Examples.
When vou compare plans, check the
“Patient Pays™ box in each examgple. The
smaller that mamber, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
vou pay. Generally, the lower your
premium, the more yow'll pay in out-of-

shonld also consider contrbutions to
accounts such as health samngs accounts
(HS5As), flemible spending arrangements
(F5As) or health resmbursement accounts
(FIF.As) that help you pay out-of-pocket
eXpenses.

Cruestions: Call the number on the back of your pharmacy card or wisit us at wew.express-scripts.com.
If you aren’t clear about any of the nndedined terms used in this form, see the Glossary. You can view the Glossay at Gof6
the end of this document or call 1-845-340-3345 request a copy.




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

Coverage Period: 1M1/2014-12/31/2014

Important Questions

Whart is the overall
deducnble®

Answers

In-netwods 50

Chat-of-networs: $500 /individnal; $1 250 family
Dednctible does not apply to ont-cf-network
home health sermices.

This is nnly 4 summary. If you want more detail abont your coverage and costs, you can get the complete terms 10 the policy or plan
docment at wwwempireblne. com or by calling 1-800-342-9816.

Why this Matters:

Yom nmst pay all the costs up to the deductible amonnt before thes plan
begins to pay for covered sermces you use. Check your policy or plan
docnment to see when the deductible start= over (nsually, bt not always,
Jarmary 1st). See the chart starting on page 2 for how manch von pay for

Are there other
deductibles for specific

services?

No.

Yon don't have to meet deductibles for specific services, bt see the chart
starting on page 2 for other costs for serrices thus plan covers.

Is there an out—of—

In-netwods: No.

The out-of-poclet hmit is the most yon conld pay during a coverage

pocket linnit on my Chat-of-network: Yes. $1,000/ individual; pedod (umnally one year) for your share of the cost of covered sermices.

expenses? $2,500/ family Tﬁsﬁmithelpsynuphuﬁ:hahhmws_

What is not included in | Your out-of-network deductible does not ecuat .

the . s 4 J— E ont of ¢ Evmﬁ?:g?;ympajrtheﬁeapmsesﬁ they don’t conat toward the our-of-

K .—f_'&? Limit I poclet limir

Is - The chart starting on page 2 deseribes any limits on what the plan will pay

ammual linnit on what Mo : - S .
o for specific covered services, such as office wisits.

Diwoes this plan use a
network of providers?®

Yes. For a list of pasticspating medical prowiders,
see woww.empireblue.com or call
1-800-342-9816.

If you use an in-network doctor or other health care provider, this plan
will pay some or all of the costs of covered sermices. Be aware, your in-
network doctor o hospital may nse an out-of-netwrodk provider for some
services. Plans use the term in-network, preferred, or participating for
providers in their network See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do I need a referral to
ses a specialist?

MNo. You don’t need a seferral to see a specialist.

Yon can see the specialist vou choose withont pernmssion from this plan.

Are there services this
plan doesn't cover?

Yes.

Some of the serrices this plan doesn’ cover are histed on page 5. See your

Chuesdons: Call 1-8500-342-9816 or vi=it ns at worw.empireblue.com

If vou aren’t clear about any of the nadedined terms used in this form, see the Glossary. You can wew the Glossary

at werw.empireblue.com or call 1-800-342-9816 to request a copr.

Octobar 2012
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Copavments are fized dollar amonants (for example, $135) vou par for covesed health care, nznally when you receive the secvice.

Coinsurance i= yawr share of the costs of a covered sermice, calenlated as a pescent of the allowed amount for the service. For example, if

the plan’s allowed amount for an ovecmght hospital stay 15 $1,000, yonr Coinsurance payment of 20%: wonld be $200. This may change if

you haven’t met your deductble.

® The amonnt the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, yor may have to pay the difference. For example, if an out-of-netwrork hospital charges §1,500 for an overnight stay and
the allowred amoumnt is $1,000, von may have to pay the 5500 difference. (This iz called balanece billing )

® This plan may encourage you to nse In Netorork providers by charging yon lower

deductdbles, copayments and Coinsurance amonnts.

Your Cost If Your Cost If
Common . You Use an You Use an P .
Medical Event Services You May Need P o O S Limitations & Exceptions
Provider Provider

Primary care visit to treat an infury o illness | $20 Copay /wisit 207 Coinsurance
If you visit a health | Specialist wisit $20 Copay /visit 207 Coinsurance
care provider's office Hospital Clinics are not coverad
or climic Orther practiboner office wisit £20 Copay [ wisit Mot Covered

Preventive carescreening/imamnization No Charge Mo Charge

Dhagnostic test (z-ray, blood wodk) Mo Charge 20%s Coinsurance Mone
If you have a test

Imaging (CT/PET scans, MRTs) No Charge 20%% Coinsurance Preanthonzation Bequired

Generic Mot Covered Mot Covered
If you need drugs to | Preferred brand dogs MNot Coversd Mot Coversd
treat your illness or Tone
conditdon Mon-preferred brand dmgs Mot Covered Mot Coversd

Specialty drags Mot Covered Not Covered
Wil Faclity fee (e.g., ambulatory surgery center) | Mo Charge 20%% Coinsurance Preanthonzation Required
el ey Physician /surgeon fees No Charge 207 Coinsurance Preanthonzation Fequired
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Common
Medical Event

Services You May Need

Your Cost If

You Use an

In-network
Provider

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

Limitations & Exceptions

Emergency room services 100 Copayr il[ﬂCuPﬂ Copay wasred if admitted
If you need
immediate medical | Emesgency medical transportation Mo Charge Not Covered Mone
attenton
Urgent care £20 Copay/wisit Not Covered MNone
If you | a Faclity fee (e.g., hospital room) Mo Charge 20%% Coinsurance Preanthorization required.
E ¥ Physician/ surgeon fee Mo Charge 20%% Codnsurance Preanthonization required.
ces =l E %20 Copay/wisit 207 Coinsurance Preauthorzation required.
If you have mental
health, behawvioral Mental/Behavioral health inpatient services | Mo Charge 207 Codnsurance Preanthonzation requared.
health, or substance
abuse needs Substance use disorder ontpabent sermices £20 Copay/visit 20 Cownsurance Preanthonzation requured.
Snbstance nse disorder inpatient services Mo Charge 20%% Codnsurance Preanthorization required.
Prenatal and postnatal care Mo Charge 20% Coinsurance MNone
If wou are pregnant
Delivery and all mnpatient sermces Mo Charge 20 Cownsurance Mone

Jofd




Your Cost if Your Cost lf
Common . You Use an You Use an R .
. Services You May Need Limitations & Exceptions
Medical Event - In-network Out-of-network :
Provider Provider

Home health care Mo Charge 207% Coinsurance Limited to 200 wisits per calendar year

Fehahbilitation services 420 Copay/visit Mot Covered Preauthorization requared.
If vou need help Habhilitation sermces $20 Copay/visit Mot Covered Preanthonization required.
recovering or have
other special health ) . Preanthonzation required. Limited to

: Ekilled oursing care Mo Charge Mot Covered 60 days per calendas 1

Drirable medical equipment Mo Charge Mot Covered Preanthorization required.

Hospice sermice Mo Charge Mot Covered Limited to 120 days per lifetime

Eye Mot Coversd Mot Covered Tone
I (Flaszes Mot Covered Mot Covered Tone
dental or eye care

Dental checkp Mot Cowverad Mot Covered Mone




Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cowver fI‘h::. isn't a complete list. Checl your policy or plan document for other excluded services.)

» PBapatre suggey * DMNon-emerpency care when traveling
) outside the TS
* Cosmetic surgery

. tal care ¢ Powvate duty Nursing

e Headine aids * Foutine eve came

» Long-term came

¢ Foutine foot care

*  Weight loss programs

Other Covered Services (This isn't a coniplete list. Check your policy or plan document for other covered services and your costs for these

services.)

*  Acupuncinse
* Chiropractic care
*  Infertlity services

Your Rights to Continue Coverage:

If vou lose coverage under the plan, then depending npon the circumstances, Federal and State laws may provide protections that allow yon to keep health
coverage. Any such oghts may be hmited in duration and waill require yon to pay a premium, which may be significantly higher than the premmm you pay
while covered nnder the plan Cther hnwtations on your aghts to continne coverage may also apphy.
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For more information on your oghts to contione coverage, contact your plan administeator. Yon may also contact your state insurance department, the
5. Department of Laboz, Employes Benefits Seoncity Administeation at 1-866-444-3272 or wow.dolgor/ebsa, or the US. Department of Health and
Human Sermices at 1-877-267-2323 x61565 or womw.ooio. cms . gow.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “meniomm essential coverage.” This plan or policy does
provide mininmim essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes 2 munimmem value standard of benefits of a health plan. The minivmm valoe standard is 60% (acteacal valng). This
health coverage does meet the mini value standard for the benefits it provides.

Your Grievance and Appeals Rights:

If vou have 3 complaint or are dissatisfied with a denial of coverage for clasms nnder your plan, you may be able to appeal or file 3 grievance. For
questions abount yonr oghts, this notice, or assistance, yonr can contact:

Emgpire Blue Cross Blue Shield: P.O. Box 1407, Chmech Street Station, INew Yods, BY 10008,

Yon may also contact the Department of Labor's Employee Benefits Secnrity Administration at 1-866-EBSA (3272) or www.dol/ebsa/healthreform

Language AGCess Selrvices:
3 no es miembro todavia v necesita avada en idioma espafiol, le suplicamos que se ponga en contaceo con su agente de venms o con ol administrador de su
grupo. Siva estd inscrto, le ropamos que lame al mimero de servicio de arencidn al cliente que aparece en su mrjeta de identificacion.

WMRERIFEATRERMED - ARFE TS EA R HERES - MBRECEMR - RISEERT 1D F EAEBREEFEEAS -

Fung hindi ka pa mivembro atr kailangan ng mlong sa wikang Tagalog, mangvaring makipag-ugnavan sa ivong sales representative o administeator ng ivong
pangkat. Kung aaka-enroll ka na, mangyarng makipag-ugnayan sa serbisvo para sa customer gamit ang numero sa ivong 1D eard.

ba’nija’goe ho'aalagii bich’) hodulni. Hai'dag iini'taago civa, ©a4 shoodi ding va ardh halne’igii ni béésh bee hane™ walta” bi'ka si'niilighi bi'kéhgo bich’]l hodiilni.

To see exazmepier of banr S plan meight cover corfs for a sample predical sifsaiion, see ihe mext pape.
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About these Coverage
Examples:

These examgples show howr this plan might cover
medical care in given sitmations. Use these

examples to see, in general how mmch finaneial
protection a sample patient maght get if they are

+ This is
not a cost
estimator.

Don't use these examples to
estimate yonr schzal costs
under this plan. The actual
care you recenre 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 delirery)

B Amount owed to providers: 57,540
B Plan pays $7,370
B Patient pays 3 170

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: 55,400

B Plan pays 5 2,470
B Patient pays § 1,280

Sample care costs: Sample care costs:
Hospital charges (mother) £2.700 Prescoptions $2.900
Foutine chstetoe care £2,100 hledical Equpment and Supplies £1,300
Hospital charges (baby) 900 Office Visits and Procednres £700
Anesthesia 900 Edncation £300
Laboratory tests 5500 Laboratosy tests %100
Prescriptions 5200 Waccines, other preventre %100
Radiclogy S200 Total 5,400
Waccines, other preventive 40
Total $7,540 | Patient pays:
Dredizctibles 0
Patient pays: Copays S0
Dednctibles £0 Comsirance 0
Copays $0 Linnits or exclusions £2.930
Coinsurance $0 Total $2,930
Linuts or exclusions 5170
Total 170




Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

* Costs don't inclode premivums.

* Sample care costs are based on national
averages supphed by the TS
Department of Health and Human
Sermces, and aren’t specific to a
partienlar geographic area or health plan.

» The patient’s condition was not an
exchided or preexisting condition.

* Al sermices and treatments started and
ended in the same coverage period

» There are no other medical expenses for
any member covered under this plan.

»  Out-of-pocket expenses are based only
on treating the condition in the exampls.

# The patient received all care from in-
network providers. If the patient had
received care from ont-of-netwods

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment sitnation, the Coverage
Example helps you see how deductibles,
copayments, and Coinsurance can add np.
It also helps you see what expenses nught be
left up to you to pay becanse the serrice or
treatment isn't covered or pavment 15 homted.

Does the Coverage Example
predict my own care needs?

Mo. Treatments shown are just examgples.
The care you would receive for this
condition could be different based on yonr
doctor’s adwice, your age, how sepons yonoc
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Covermage Examples are pot cost
estimators. T on can’t use the examples to
estimate costs for an actmal condition. They
are for comparative purposes only. Yonr
owm costs will be different depending on
the care you recerve, the poces vour
providers charge, and the resmbursement
your health plan allows.

Questions: Call 1-855-333-5735 or wisit us at wow.anthem. com
If vou aren’t clear about any of the nodedined terms used in this form, see the Glossary. You can wmew the Glossaoy Bof8
at worwr. anthem. com or call 1-855-333-5735 to request a copr.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Eenefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays" box in each examgple. The
smaller that mmmber, the more coverage
the plan prowides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the preminm
you pay. Generslly, the lower youor
premium, the more vou'll pay in out-of-
pocket costs, such as copayments,
deductibles, and Coinsurance Von
shonld also consider contrbutions to
accounts such as health savings acconats
(FS5As), flemible spending armangements
(F5As) or health resmbursement accounts
(HF As) that help you pay out-of-pocket

EEDEIIEET.




Ulster County PPO Prescription Drug Plan:

Coverage Period: 01/01/2014- 12/31/2014

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

A

This is unly 4 summary. If vou want more detal shout your coverage and costs, you can get the complete terms in the policy or plan
document at woww.express-scripts.com of by calling the number on the back of your pharmacy card.

Important Questions | Answers

Why this Matters:

Yom mnst pay all costs up to the deduedble amonnt before this plan bemins to pay fior
What is the overall $ covered services you use. Check yonr policy or plan dooament to see when the deductble
deductable? 00.00 starts over (nsually but not always Jamiary 17) See the chart on page 2 for how omch yon
pay for covered sermices after you meet the deductble.
-gl:] ihles fix ific | No Yon don’t have to meet deductibles for specific services, bt see the chart on page 2 fior
TR : other costs for services this plan covers
services?
- imT No There’s no limit on how much you could pay during a coverage period for your share of
’mke% = covered services
What is not included in Thi
the out—of-pocket K 'tl e no e oty Mot applicable becanze thers's no out of poclet limit on your expenses.
a

SR Mo T]:.enhartsl:ai::gnnpﬁge...desmbesmvhﬂutsmwhattheplanwﬂlparﬁmspemﬂc
the plan pays?
T A lﬁ.fm]aslztnfpa T If you use an in-netwock pharmacy or other health care provmider, thes plan will pay some o

WEW.% . - - E
k of TEB I, R EPE aﬂoftlemﬂ:zimmmﬂmces&eﬂ:ﬂnhﬂﬂstﬁhﬂgmpﬂg&ﬁﬁmhﬂwﬂmsplmpaps
on your prescription card E

2:{1 _li. - - o Yom ean see the specialist vou choose withont pernyission from this plan
S R s Tes See your policy or plan document for information about excluded services

OMB Comtrol Numbars 13435-2229,
1210-0147, and (93E-1145

Cemected on May 11, 2012

Chaestions: Call the number on the back of your pharmacy card or wisit us at wow.express-scripts. com.

If you aren’t clear about any of the nndedined terms used in this form, see the Glossary. Tou can view the Glossary at

10f6

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




Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2014- 12/31/2014
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

i-l' s C ts are fized dollar amonnts (for example, $15) you pay for covered health care, nsnally when you receive the secmee.

®* Coinsurance is your share of the costs of a covered sermice, calenlated as a percent of the allowed amount for the servce. For example, of
the plan’s allowed amount for an ovemight hospital stay is $1,000, pour coinsurance payment of 20% wonld be $200. This may change if
vou haven’t met your deductble.

® The amonnt the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an oot-of-network hospital charpes 51,500 for an overnight stay and
the allowed amoumt is 51,000, you may have to pay the 3500 difference. (This is called balance billing )

® Yonr cost sharing does depend on whether a prowider is in a netorock

Common
Medical Event

Services You May Need Your Cost Limitations & Exceptions

you visit a health | o o it Not covesed
or cbini Crher practibioner office visit Mot covered s p R— )
clinic The plan does cover Presenption Dimags only
Preventive care/screening imeminization Mot coverad Z 5 g e x
Dhagnostic test , blood wnodk) MNot coverad
If you have a test : fx ey
Imaging (CT/PET scans, MRIs) Mot covered
If you need drugs to | Generic dmgs £10.00
eat yourillness or | p oforred brand drmgs $25.00
i S Specialty drugs
dmg coverage is Generics $1000 | CoPT ";ﬂthﬂ
vl Preferred heand $onpn | TEET
i S Non-prefecred brand £40.00
scopts.com
If Facility fee {E.E., ambulatory sgery cemter) Mot coverad R . - .
you ! o The plan does cover Prescoption Dimags only
outpatient surgery Physician/sncgecn fees Mot covered =P - e Treserphion e :

Cruestions: Call the number on the back of your pharmacy card or wisit us at www. express-scripis.com.
If vou aren’t clear about any of the nndedmed terms used in this form, see the Glossary. You can wew the Glossarr at 20f6
the end of this document or call 1-845-340-3545 request a copy.




Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2014— 12/3172014
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

Common . - . .
. Services You May Need Your Cost Limitations & Exceptions

Medical Event
If you need En:hengen.cymnm SErvIces Mot corered
immediate medical Emergency medical transportation Mot covered The plan does cover Preseaption Dimgs only
attention UtEEﬂt care Mot covered

you have Facility fee (e.g., hospatal room Mot covesed
HI ital a ﬂd = ; (eg. z ) Mot The plan does cover Prescophion Dhags only

health, or substance | Sunhstance nse disorder ontpatient services Mot corered

The plan does cover Prescoption Dinags only

abuse needs Substance use disorder inpatient services Mot coveed
Prenatal and tal MNot covered
If you are pregnant Eﬂa mﬁm - e - Not oo The plan does cover Preseription Dimgs only
Heome health care Mot covered
If you need help Fehahilitation services Mot covered
" - - The plan does cover Prescophion Dmpos only
other special health Sls:ﬂedmtnn.gca.te Mot covered . T S :
needs Drirable medical equupment Mot covered
- Eve Mot coverad
: Glasses Mot covered The plan does cover Prescophon Dinags only

dental or eye care

Deental checkup Mot covered

Chuestions: Call the number on the back of your pharmacy card or visit us at wow.express-scripts.con.
If vou aren’t clear about any of the nndedined terms used in this form, see the Glossary. You can wew the Glossary at JofG
the end of this document or call 1-845-340-3545 request a copy.




Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2014- 12/31/2014
Summary of Benefits & Coverage: What the Plan Covers & What it Costs/Coverage for: Single, 2 Person, Family| Plan Type: PDP

Excluded Services & Other Covered Services:

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

* Acupunctore # Dental Care * Foutine Eye Care
* Banatric Surgery # Heanng Auds * FRoutine Foot Care
® Chiropractic Care # Infectlity Treatment ® Private Duty aursing
®  Weight Loss P
s Cosmetic Surgery ® Long Term Cace eigh cograms
» FRoutine Eye Care (Adults) - I;:ﬂﬁ?ﬂgﬂﬂﬂfnﬂewhmtcmdm_gmm

Other Covered Services {Th.ls isn't a complete list. Check your policy or plan document for other covered services and your costs for these

sServices. )

Your Rights to Continue Coverage:

If vou lose coverage nnder the plan then depending upon the crcumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Aqy such oghts may be hnsted in duration and wall require vou to pay a preminm, which may be significantly lngher than the premmm you pay
while covered nader the plan. Other imitations on your rghts to continme coverage may also apply.

For more information on your nghts to continme coverage, contact the plan at (contact mumber). You may also contact your state mnsumnce deparbmernt,
the TS, Department of labor, Employee Benefits Secnrity Administration at 1-866-444-3272 o wwor dolgow/ebsa, or the T 5. Department of Health and
Human Serrices at 1-877-267-2323 z61565 or wew.cciio.com gow

Your Grievance and Appeals Rights:

If vou have a complaint or are dissatisfied with a denial of covemge for dlaims under your plan, you may be ahle to appeal or file a grevance. For
questions about your oghts, this notice, or assistance, you can call the mumber on the back of your pharmsey card or wsit www-express-scopts.com

Cuestions: Call the number on the back of your pharmacy card or visit us at www.express-scripts. con.
If you aren’t clear about any of the nadedined terms used in this form, see the Glossary. You can wew the Glossary at 40f6
the end of this document or call 1-845-340-3545 request a copy.




Ulster County PPO Prescription Drug Plan:

Coverage Examples

Coverage Period: 01/01/2014 — 12/31/2014

Coverage for: Single, 2 Person, Family| Plan Type: PDP

About these Coverage
Examples:

These examples show how this plan might cover
medical care in given sitmations. Use these

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

©. Thisis

A not a cost
estimator.

Dion't nse these examples to
estimate your actieal costs
nnder this plan The actnal
care you recerre will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information abot
these ezamples.

Having a baby

(normal delwery)

B Amount owed to providers: 57,540

B Plan pays $200 (minus copays)
H Patient pays § 7350

Managing type 2 diabetes
(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5.400
B Plan pays $2,900 (minus copays)
B Patient pays $

Cruestions: Call the number on the back of your pharmacy card or wisit us at woww.express-scripts. com.

If you aren’t clear about any of the nadedined terms used in this form, see the Glossary. You can wew the Glossary at

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
Hospital chasges (baby) $900 | Office Visits and Procedures $700
Anesthasia $900 | Edmeation £300
Laboratory tests 300 Laboratory tests £100
Prescriptions 5200 Waccines, other preventive £100
Exdiobgy 5200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles g
Patient pays: Copays g
Deductibles £ Coinsurance §
Coinsurance £ Total $2500
‘Total $7350
Hof 6

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




Ulster County PPO Prescription Drug Plan:

Coverage Examples

Coverage Period: 01/01/2014 — 1213172014

Coverage for: Single, 2 Person, Family| Plan Type: PDP

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t inclode premiums.
Sample care costs are based on national
averages supplied by the 175
Department of Health and Fnman
Sermices, and aren’t specific to a
particular geographic area or health plan.

# The patient’s condition was not an
exchided or preexisting condition.

& Al sermices and treatments started and
ended in the same coverage penod

# There are no other medical expenses for
any member corered nader this plan.

* Onutof-pocket expenses are based only
on treating the condition m the example.

¢ The patient received all care from in-
network providers. If the patient had
recerred care from out-of-netwods

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment sitnation, the Coverage
Example helps vou see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses smght be left
up to you to pay becanse the service or
trestment isn't covered or payment 15 hoited.

Does the Coverage Example
predict my own care needs?

Mo, Treatments shown are just examples.
The care you would seceive for this
condition could be different based on your
doctor’s advice, your age, how serions yonc
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

MNo. Comerage Examples are not cost
estimators. Ton can't use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
o costs will be different depending on
the care you receive, the prices vons
providers charge, and the resmbursement
vour health plan allows.

Can | use Coverage Examples
to compare plans?

Yes. When von lock at the Snmmary of
Benefits and Coverage for other plans,

you'll find the same Coverage Examples.
When you compare plans, check the

“Patient Pays" box in each example. The
smaller that member, 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 cut-of-

should also consider contributions to
acconnts such as health samngs acconats
(HSAz), flemible spending armngements
(F5As) or health reimbunrsement accounts
(HF As) that help you pay out-of-pocket
eXpenses.

Chuestions: Call the number on the back of your pharmacy card or wisit us at worw.express-scripts. com.
If vou aren’t clear about any of the nadedined terms used in thus form, see the Glossary. You can wew the Glossacy at 6 of 6
the end of this document or call 1-845-340-3545 request a copy.




Glossary of Health Coverage and Medical Terms

#  This glossary has many commonby used temms, but 't a full st These glossany terms and defimitions are imended
o be educational and may be differene from the tenns and definitions in your plan. Some of these terms also
might not have exacdy the same meaning when used in your policy or plan, and in any such case, the policy or plan
governs. [ See pour Summary of Benefits and Coverage for information on how to get a copy of your policy or plan

dociment.’)

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

= Seec page 4 for an example showing how deducdbles, co-imsurance and outof pocket limits work wgether n a real

Life siuation.
Allowed Amount
Pacirmimm amount on which payment is based for
covered health care services. This may be called "eligible
expense,” “payment allowance' or "negotiated rate" I
wour provider charges maore than the allowed amount, you
may have to pay the difference. (See Balance Billing.)

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

decision or a grievance again.

Balance Billing

When a provider ills you for the difference berween the
provider's change and the allowed amount. For example,
if the provider’s chamre 5 $100 and the allowed amount
is 70, the provider may bill you for the remaining $30.
A preferred provider may norbalance bill you for covered

SECVIOES.

Co-insurance

W our 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
Fﬁnan}r deductibles
you owe., For example,
if the health msurance or plan’s allowed amount for an
office visit is $T00 and you've met your deductible, your
comimsurance payment of 200 would be $20, The health
insurance or plan pays the rest of the allowed o,

Complications of Pregnancy

Condiricns due o pregmancy, labor and dr_].i\n:r].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
poegnacy.

Her plan pays
B0

Jamee pays
2%

(See page 4 for a detailed ecample.’)
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Co-payment

A fixed amownt (for example, $1.5) you pay for a covered
health care service, usually when you receive the service.
The amount can vary by the gpe of covered health cane
service.

Dreducrible

The amount you owe for
health care services your
health msumnce or plan
covers before your health
insurance or plan begins
your deductible is S 1000,
your plhn won't pay
ampthing untl you've met
your L0000 deductible for covered health care services
subject to the deductble. The deductible may not apply
tor all services.

Dusable Medical Equipment (DME)
Equipanent and supplies ondered by a health care poovider
for everyday or extended use. Coverage for DME may
imcluade: DHEEN € quipaTent, wheelkchairs, crutches or
blood testing staps for dabetcs.

Emergency Medical Condition
An illness, injury, q.'mplnmurcunﬂ.itiﬂn 50 serious that a

reasonable person would seek care right away to avoid
severe hann.

Ambulance services for an emergency medical condition.

Emermgency F.oom Care

Eimergency strvices pou get in an cimergency oo
Services

Ewvaluation of an emergency medical condition and

treatment to keep the condition from getting wose.

Jarse pays

Her plan pags
026

(See page 4 fora demiled exanple.)
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Excluded Services
Health care services that your health insurance or plan
doesn’t pay for or cover.

Grievance
A complaint that you communicate to your health msurer

or plan.

Habilitaticn Services

Health care services that help a person keep, learn or
improve skills and fuinctioning for daily living. Examples
imclude therapy for a child who sn't walking or @mlking at
the expected age. These services may include plysical and
accupational therapy, speech-language pathology and
other services for people with disabilites in a variety of
inpatent and'or ourpatient setungs

Health Insurmance

A contmct that requires your health insurer to pay some
oar all uf}rwr ]:I.Ca].li:l Care COSLs 1n c:t]:angl: 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 a terminal illness and their families.

H sal "
Care in a hospital that requires admission as an inpatent
and usually requires an ovemight stay. An overnight stayr
for observavon 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
amowunt for covered health care services to providers who
contract with your health insursnce or plan. In-network
co-insurance wsually costs you less than out-of-network
CO-IMSUTInor.

In-network Co—payment

A fived samount (For exmmple, 515 you pay for covered
health care services to providers who contrac with your
health imsumnce or plan. In-network co-payments usaalhy
are lkess than out-of-network co-paymenits.

Medically Mecessary

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

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

SECVICES.

MNon-Preferred Provider

M provider who doesn’t have a comract with your health
insurer or plan o provide services to youw Y ou'll pay
maore to see a non-peeferred provider. Check your policy
to see if you can go to all providers who have contracted
with your health insumnce or plan, or if your health
insurance or plan has a "tiered"” netw ork and you must
Pay exTa to see some providers.

Our—of-network Co-msurance

The percent (for exarmple, 40707 wouu pay of the allowed
amoumt for covered health care services to providers whao
do aorcontract with your health insurance or plan., Out-
of-network co-insumnce usually costs you more than in-
network co-imsumnce.

Out-of network Co-payment

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

Out-of-Pocket Lot
The maost you pay dunng a
palicy perod (usually a
vear) before your health
insurance or plan begins to
pay TO0% of the allowed
amoumt. | his e never Eocpars e plan pays
includes your premium, 0% 100%
balance-billed charges or
health care your health .
insurance or plan doesn’t cover. 5 health insu

or plamns don’t coune all of your co-payments, deductbles,
co-insurance payments, out-of-network payments or
ather expenses toward this Limit.

See page 4 for a detailed example.)

Physician Services

Health care services a licensed medical physician (M.D. —
Bedical Dhoctor or DUO. — Doctor of Osteopathic
Mediane) provides or coondinates.

Glossary of Flealth Coveragpe and Medical Terms
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Plan

A benefit your employver, union or other group sponsor
provides o you o pay for ypour 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 insumnee or plan may
require preauthorizmbon for certain seraces before you
receive them, except in an emengpency. Premsthorizarion
ism'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™ netw ok and
you must pay extra to see some providers. Wour health
insurance or plan may have prefemred providers who are
abo Ypartcipaung” provides. Pamiciparing providers
ako contract with your health insurer or plan, buat the
discount may not be as great, and you may have vo pay
maore.

Premmm

The amowunt that must be paid for your health msurance
or plan. You andfor your employer wsually pay it
monthly, quarterly or yearly

Prescaption Dirug Coverage

Health insursnce or plan that helps pay for prescoption
dmigs and medicarions.

Drugs and medications that by law require a prescription.
A physician (M., — Medical Doctor or [0, — 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 D20, — Doctor
of Osteopathic Medicine), numse practinoner, 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 (M., — Pedical Doctor or D0, — Dhoctor
of Osweopathic Medicine]), health care professional or
health care facility licensed, certified or aceredited as
required by state law.

Feconstractive Surgery

Surgery and follow-up weamnent needed o comect or
improve a part of the body because of binh defects,
accidents, imjures or medical conditons.

Rehabilitat ion Services

Health care services that help a person keep, get back or
unprove skills and funcuomng for daily hving thar have
been lost or impaired because a person was sick, bum or
disabled. These services may inchade physical and
oocupaticonal therapy, speech-language pathology and
psychiatric sehabiitation services in a variety of inpatent
and/or cutpatient selrmgs.

Skilled Mumsing 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.

Specalist

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

UCR (Llsual, Customary and R easonable)
The amount paid for a medical service in a geographic
arca based on what providers in the area usnally charge
for the same or similar medical service. The LICR
amount sometimes i3 used o determine the allowed
Armoamit

Urgent Care

Care for an illness, infury or condition serious enough
that a masonable person would seek care right away, b
not S0 SEVERE a5 0O PEqUIre EMETFENCY TOOIML CArE,
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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 3T
Beginning of Coverage End of Coverage Peripd
Pariod

— —
Mg maore
costs costs
].H.IH"II.H:r.'\. Her 11J.=.|| pays ‘-4 J.HIH"II.H:r.'\. I |4'r1|].u||1|.=5r.-. J,mu-"w:,,-. 3 |4-r1|].u.|| pays
[00% 0% @' 20% 80% %o [00%

i/Janu hasn't reachad har \ @ "ganu reaches her $1,500 \ @ /Sam raaches her £5,000 \‘u

$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 eoas: S125 1|.=|d S[,.‘!';:';:'ulliﬂ.u]. I‘IJT‘IIJ.HII‘IH:H\. Einie S.‘",‘;:’;:’;:‘III I1|I.=J.|‘|4'r1|].u.||1|u:r.-. the fiall
Jane pays $125 of the costs for her next visit. cost of her covered health care services
Her plan pays: $0 Office visit costs 5735 for the mest of the year,
Jane pays: 20% of 75 = S135 Office visit costs: 5200
Her plan pays §0% of §75 = §60 Jane pays: 50
kk _/' '\\_ _// "\_‘_ Her plan pays $200 /l
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New Health Insurance Marketplace Coverage S
Options and Your Health Coverage OMB No. 1210-0149

(expires 11-30-2013)

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
inform ation about the new Marketolace and employment-based hesalth 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 budgest. The
Marketplace offers "one—stop shopping” to find and compare private health insurance options. You may also be eligible
for & new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 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 yvour 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 an
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 vour employer that meets certain standards, you will not be eligible
for a tax credit through the Marketplace and may wish to enrcll 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 employsr does
not offer coverage to you at all or does not offer coverage that meets certain standards . If the cost of a plan fram your
employer that would cover you (and not any other members of your family) is more than 2.5% of your househaold
income 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.’

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by vour
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Alsc, 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 Information?

For more information about your coverage offered by your employer, please checlk your summary plan description or
contact

The Marketplace can help you evaluate your coverage options, including your 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 Marketplace in your arsa.

! an employar—sponsored health plan meets the "minimum value standard” if the plan's shars of the total allowed bensfit costs covered
by the planis no lsss than 80 percent of such costs.



PART B: Information About Health Coverage Offered by Your Employer

This section contains infarmation about any health coverage offered 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.

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

X Some employeses. Eligible employees are!

All active Full-Time employees working an average of 30 hours or more per week.
e\WWith respect to dependents:
X We do offer coverage. Eligible dependeants are:

The following family members are eligible for coverage:

* Your spouse — an opposite sex or same—sex spouse to a marriage that is legally
recognized in the jurisdiction (State or Country) in which it is perfermed. Former spouses,
as a result of a divorce or annulment of a marriage, are not considered eligible spouses.

* Your children, including natural children, legally adopted children, stepchildren, until the
end of the calendar month in which the child turns 26 years of age. Your children need not
be financially dependent upon you for support or claimed as dependents on your tax
return: residents of yvour household. enrolled as students. or unmarried. Children—in—law
(spouses of children) and grandchildren are not covered..

* Your unmarried children, regardless of age, who are incapable of self—sustaining
employment because of 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 to attainment of the age at which the dependent coverage
would otherwise terminate.

X 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.

*+ Even 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 vou 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
yvou 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 HealthCare.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:

o 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

e 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, 2013
Name of Entity/Sender: Ulster County
Contact--Position/Office: Brenda Bartholomew
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.

Creditable Coverage

You should be provided with a Certificate of Creditable Coverage, free of charge, from your
group health plan or health insurance issuer when you lose coverage under the plan, when
you become entitled to COBRA, when COBRA coverage ceases, if you request it before you
lose coverage, or if you request it up o 24 months after losing coverage. Without evidence of
creditable coverage from the plan, you may be subject fo pre-existing condition exclusion for
12 months (18 months for late enrollees) after your enrollment date in other coverage.

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 orissuer 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 participant 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.
Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
Prostheses and freatment 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

Notice of Special Open Enroliment for Dependent Children Under
The Age of 26

The recently passed health reform bill ,the Patient Protection and Affordable Care Act, has
extended the coverage of dependent children to their 26th birthday. This applies regard-
less of whether they are married or financially dependent on the parent.

You will need to complete the Rose & Kiernan enroliment form if your child is not currently
enrolled on our plan. The child will remain on your plan until the end of the month in which

they furn 26.

Children’s Health Insurance Program Reavuthorization 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.




