2015 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: 1/1/2015-12/31/2015

This is unly < SUmMmMmary. If yon want more detail abost your eoverage and costs, yon can get the complete terms in the policy or plan
docnment at wowempireblne com or by calling 1-800-342-9816.

Important Questions | Answers Why this Matters:
In-network: 30 Yon pmst pay all the costs np to the deductible amount before this plan
i< the Chat-of-networds: 52,000/ indroidnal; begins to pay for covered services you use. Check yonur policy or plan
1 ]“_'_'” = $5,000, famiy dnmmenttnmwh&uﬂmwgsmﬂzmmﬁmﬂmbmmﬂmw,
Dednetible does not apply to ont-of-netwodk | Jammary 1st). See the chart starting on page 2 for how mnch you pay for
home health services. covered services after you meet the deducrible
Are there other
% for : N Yon don't have to meet deductibles for specific sermices, bt see the chast
st el i stasting on page 2 for other costs for services this plan covers.
sarvices:
Btbue.tn.nnt—uf— $3.880 individ |Jr$9,?{I]E ] Thfnnt—uf-Mhmtﬁﬂ:emﬂﬂyﬂumﬁpﬁydﬂmngamm:lg&
pocket limit on ooy ) ’ penod (usnally one year) for your share of the cost of covered services.
expenses? el This Limit helps you plan for health care expenses.
$10,000 individnal / $25,000 family
w0 . o Premmms, balance-billed charges, X copays, Even though you pay these expenses, they don’t conat toward the out-of-
e S o pucker and health care this plan doesn't cover. pocket Kmit
Iﬁtbm];;;:vﬂll : N The chart starting on page 2 describes any linits cn what the plan will pay
o b for specific covered sermices, such as office visits.
the plan pays?
If you use an in-network doctor or other health care provider, this plan
Yes. For a list of parhicipating medical providers, will pay some or all of the costs of covered sermices. Be aware, your in-
Does this plan use a see www.empireblue.com or eall network doctor or hospital may nse an out-of-network provider for some
network of providers® 1-800-342-9816. sermees. Plans nse the term in-network, preferred, or participating for
i i1 their network See the chart starting on 2 for how this
providers tarting on page
Do I need a referral to . ’ o T : e :
e No. You don’t need a referral to see a speciabst. | You can see the specialist yoi: choose without permission from thes plan.

Cuestions: Call 1-800-342-9816 o wisit us at wow.empireblue.com

If you aren’t clear about any of the nndedined terms nsed in thus form, see the Glossary. You can mew the Glozsary

at wwwn.empireblue.com or call 1-800-342-9816 to request a copy.
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Are there services this Some of the sermees this plan doesn’t cover are Listed on 5. Ses vox
Yeos B page 3
plan doesn’t cover? ) pobicy or plan domment for additional mbormation shont excluded services.
. Copayments are fized dollar amounts (for example, $15) you pay for covered health care, nsnally when yon receive the service Ociobar 2012

Coinsurance is_yaur share of the costs of a covered sermice, calenlated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an ovemight hospital stay is $1,000, youe Coinsurance payment of 20% wonld be 3200. This may change if
vou haven't met your deductible.
® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, vor may have to pay the difference. For example, if an ont-of-netorodk hospital charges $1.500 for an overnght stay and
the allowed amount is 51,000, you may have to pay the $500 difference. (This is called balance billing )
®  This plan may enconrage o to nse In Network providers by charging von lower deduetdhbles. copayments and Coinsurance amonnts.

Common
Medical Event

Services You May Need

Your Cost i

You Use an
In-network
Provider

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

Limitations & Exceptions

Primary care visit to treat an ey or dlness | $20 Copay /vt 407% Coinsurance
If you visit a health | Specialist visit £20 Copay /visit 4%, Codnsnrance
care provider's office Hozpatal Clinies are not covered.
or clinie Chher practitiones office visit $20 Copay /visit 40%, Coinsncance
Preventive care/ screening/immmnization Mo Charpe 404 Coinsurance
Dhagnostic test (x-ray, blood wodk) Mo Charge 40 Codnsurance MMone
If you have a test
Imaging (CT/PET scans, MRIs) No Charge 40°% Coinsnrance | Preanthorization Required
Creneric Not Covered Not Covered
If you need dmgs to | Preferred brand dmgs MNot Corered MNot Covered
treat yvour illness or MNone
conditdon Non-prefecred brand dmgs Not Covered Not Covered
Specialty dmgs Mot Covered Not Covered
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Your Cost If Your Cost If
Common - You Use an You Use an P .
. Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-network P
Provider Provider
If youl Faclity fee (e.g., ambulatory surgery center) | Mo Charge 40 Coinsnrance Preanthonzation Required
F £513 Physician/ surgeon fees No Charge 4% Coinsurance Preanthonzation Fequired
Emergency room services $100 Copay $100 Copay Copay wasred if admitted
If you nead
immediate medical | Emergency medical transportation No Charge Mot Covered None
attenton
Urgent care $20 Copay /st $20 Copay/visit MNone
Ifyoul a Fawlity fee (e.g., hospetal room) No Charge 4% Coinsurance Preanthonzation requred.
hospital stay Plrysician/ surgeon fee No Charge 4% Coinsurance | Preanthonization requured.
s ozl E $20 Copay/visit 40 Coinsurance MNone
If you have mental
health, behavioral Mental/Behavioral health inpatient services | No Charge 40 Coinsnrance Preanthonization requared.
health, or substance
abuse neads Substance nse disorder outpatient sermices $20 Copay/visit 4% Coinsurance MNone
Substance nse disorder inpatient services Mo Charge 40%% Coinsurance Preanthonzation requared.
Prenatal and postnatal cae Mo Charge 4% Coinsurance MNone
If you are pregnant
Delivery and all mpatient services No Charge 407%% Coinsurance Mone
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Your Cost if Your Cost i
Common . You Use an You Use an S .
) Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-network P
Provider Provider

Home health care Mo Charge 40 Codnsnrance Limited to 200 visits per calendar year
Rehabilitation services $20 Copay/wisit 407 Coinsurance Preanthonzation requared.

If you need help Habilitation services $20 Copay/wisit 40% Coinsneance | Preanthonzation requiced.

recoverng or have

] Skilled aursing care Mo Charge 4o Comsnrance 60 days per calendar year

Dhirable medical equipment Mo Charge 4% Coinsurance Preanthonzation required.
Hospice service Mo Charge 4% Comsnrance | Limdted to 210 days per lifetime
Eve exam Mot Coversd Mot Covered T one

L (Flasses Mot Corered Mot Covered Tone

dental or eye care
Deental check-up Mot Corered Mot Covered Tone
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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.)

® Baratric surmery * MNon-emerpency care when traveling

) ontside the TS
® Cosmetic surgery

® Prwate duty Nursing

*  Dents] care
e Heagiae xds » Foutine eve care
. s cage # Bontine foot care

# Weight loss programs

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

Services.)

* Acopunciore
& Chiropractic care

*  Infertility treatment

Your Rights to Continue Coverage:

If vou lose coverage nnder the plan, then, depending npon the cirenmstances, Federal and State laws may provide protections that allow yon to keep health
coverage. Any such rghts may be limited in duration and will require yon to par a premium. which may be significantly higher than the premymm vou pay
while covered nader the plan. Chther nwtations on your rights to continme coverage may also apply.

For more information on your oghts to contione coterage, contact your plan adovwnistrator. You may also contact your state insurance department, the

1.5, Department of Labor, Employee Benefits Secncity Administration at 1-866-444-3272 or www.dolgov/ebsa, or the U.S. Department of Health and
Hnoan Services at 1-877-267-2323 261565 or worw.coio. s, gow.
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Your Grievance and Appeals Rights:

If vou have a complaint or are dissatrsfied wath a denial of covemage for dams under your plan, you may be able to appeal or file 3 grevance. For
gquestions about yonr oghts, this notice, or assistance, you can contact:

Empire Blue Cross Blue Shield: P.O. Box 1407, Chnrch Street Station, New York, WY 10008
You may also contact the Department of Labor's Employee Benefits Security Adovmistration at 1-866-EBSA (3272) or wwor.dol /ebza fhealthreform.

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

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

Languaga AcCcess Services:

51 no es miembro todavia v necesita avuda en idioma espariol, le suplicamos que se ponga en contacto con su agente de venias o con ¢l administrador de su
grupo, 5 va estd inscrito, le rogamos gque lame al ndmero de servicio de atencion al ciente que aparcce cn su tarjeta de idendficacion.

MBEEFFATTEFMHE - BREENHEARN/METES - MRTSHR - AEERE 1D F EAEBREEFERE LA -

Kung hindi ka pa mivembro at kailangan ng rulong sa wikang Tagalog, mangyaring makipag-ugnayan sa iyong sales representative o administrator ng iyong
pangkat. Kung naka-enroll ka na, mangyaring makipag-ugnayan sa serbisyo para sa customer gamit ang numero sa iyong [ card.

Daoo bee a'tah nr'ligoo of dooda’l, shikia adoolwol finizinipo 'aa ding k'éjiipo, 114 shoodi ba na’alnihi va sidihi bich’) naabidiilkiid. i doo hilgha daago
ba'nija’ge hoaalagii bich’] hodilni. Hai'dag iint’taage eiva, a4 shoodi ding va atah halne’igii ni béésh bee hane’i wole”® brki si'niiligii b'kéhgo bich hoediilnd.

To s excazmpler af bowe #ir plan meipht cover corfs for @ rameple meeding) sifaation, tee the nexd pape.
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About these Coverage
Examples:

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

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

3 This is
not a cost
estimator.

Don't nse these exzamples to
estimate your achal costs
mnder this plan The actmal
care you recere 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 examples.

H_:wing a baby

(normal delrrecy)

B Amount owed to providers: 57 540

® Plan pays $7,370
W Patient pays 5 170

Managing type 2 diabetes

(routine mamtensnce of
a well-controlled condition)

B Amount owed to providers: $5.400

H Plan pays $ 2,170
B Patient pays 5 3,230

Sample care costs: Sample care costs:
Hosputal charges (mother) $2700 | Prescriptions $2,900
Romutine obstetric care $2,100 | Medical Equpment and Supplies $1,300
Hospital charges (baby) $900 | Office Visits and Procedres £700
Anesthesia 5000 Eduneation 2300
Laboratory tests 8300 Laboratosy tests £100
Prescriptions 3200 Waccines, other preventive 2100
Radiclogy 5200 Total £5,400
Vaccines, other preventve £40
Total $7,540 | Patient pays:
Dednetibles 30
Patient pays: Copays $300
Dednctibles 80 Cownsicance S0
Copays 20 Linmts or exclusions £2.030
Coinsugance £0 Total £3,230
Limits or exchosions £170
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 inclnde premiums.

¢ Sample care costs are based on national
averages supplied by the TU.5.
Department of Health and Fnman
Sermees, and aren’t specific to a
partienlar geograplic area or health plan

# The patient’s condition was not an
excinded or preexmisting condition.

¢ Al sermices and treatments started and
ended in the same coverage persod.

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

o  COhnt-of-pocket expenses are based only
on treating the condition m the example.

¢ The patient recemred all care from in-
network providers. If the patient had
recerved care from ont-of-netwods

providers, costs wonld have been higher

What does a Coverage Example
show?

For each treatment sitnation the Coverage
Example helps vou see how deductdbles,
copayments, ind Coinsurance can add np.
It al=o helps yon see what expenses aught be
left np to you to pay becanse the semmce or
treatment isn't covered or payment 15 limited.

Does the Coverage Example
predict my own care needs?

* Mo, Treatments shown are st examples.
The care you would recerve for this
conditon conld be different based on yone
doctor’s advmce, yous age, how serions yons
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

*No. Coverage Examples are not cost
estumators. Ton can't nse the examples to
estimate costs for an actual condition. They
are for comparative prrposes only. Yone
own costs will be different depending on
the care you receive, the poces yous
providers charge. and the reimbursement
vouz health plan allows.

Questons: Call 1-855-333-5735 or vsit us at www.anthem.com
If yvon aren't clear about any of the nadedined terms nsed in this form see the Glossary. Yon can miew the Glossary foff
at oo anthem, com or call 1-855-333-5735 to request a copr.

Can | use Coverage Examples
to compare plans?

v Yes. When vou look at the Snmmary of
Benefits and Coverage for other plans,

youll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays" box in each example. The
smaller that smmber, the more coverage

the plan promides.

Are there other costs | should
consider when comparing
plans?

¥ Yes. An important cost is the premium
you pay. Generally, the lower yong
premivum. the more yon'll pay in ont-of-
pocket costs, mch as copavments,
deductibles and Coinsurance Yon
shonld also consider contobnutons to
acconnts smch as health samings acconnts
(FI5As), Hexible spending arrangements
(F5As) or health resmbnrsement accomnts
(HE As) that help you pay ont-of-pocket
EEpenses.



Ulster County POS Prescription Drug Plan:

Coverage Period: 01/01/2015 - 12/31/2015

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

This is 'UI'II";\' d sUummary. If vone want more detail abont yonr coverape and eosts, vou can get the complete terms ia the policy or plan
document at wwwnexpress-scripits.com of by calling the number om the back of your pharmacy card.

| Important Questions | Answers

Why this Matters:
Yomn mmst pay all costs up to the deductble amonnt before this plan begins to par for

What is the overall sﬂﬂﬂﬂ covered serrices you nse. Check your policy or plan doemment to see when the deductible
deducdble® ; starts over (nsnally bat not always Jammarr 17) See the chart on page 2 for how omich you
pay for covered sermces after yon meet the deductble.

Are there other

. o . N Yon don't have to meet deductibles for zpecific sermces, but see the chart on page 2 for
e =F o oither costs for sermices this plan covers
Servicess
= IET $1.200 per Indirichal Yes, there are linwts on how mnch you eculd pay during a coverage period for your share
E > m}r $3,000 per Family of covered secvices
What is not included in | Premmms, halanee-hilled
the our—of-pocket charges, and health care this Even thongh you pay these expenses, they don’t conat toward the out-of-pocket Limit.
hinnde¥ plan doesn’t cover

2

S : o Theuhﬂﬂswgunpage desenbes any honts on what the plan will pay for specific

Y = covered services
Yes. For a list of preferred : : :
i i : ik e If you use an in-network pharmaey or other health care prowider, this plan will pay some or
k of e IR e g e aﬂnfﬂimﬂszimm:;:ﬁmm&eﬂmchaﬂmmngmpagtzﬁmhwthﬁphnpm
o your prescriphon card E

Dio I need a referral to ! : L :
e falie? Mo Yom can see the specialist you choose withont permission from this plan
s it - Yes See your policy or plan domment for information about excluded services

OB Conrrol Mumbers 1547-2228,
1210-0147, amd D935-1146

Faleaned oz April 23, 2003 fcomected)

Questioms: Call the mumber on the back of your pharmacy card or wsit us 2t worw.express-scopis.com.

If you aren’t clear aboot any of the nndedmed terms nsed m this form, see the Glossary. Yoo can wew the Glossary at
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Ulster County POS Prescription Drug Plan:

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

Coverage Period: 01/01/2015 - 12/3172015

o

"L *  Copayments are fized dollar amonnats (for example, $15) you pay for covered health care, nmnally when yonu receire the secvice.

* Coinsurance is yesr share of the costs of a covered sermice, caleulated as a percent of the allowed amouni for the service. For example, of
the plan’s allowed amount for an overnight hospital stay is $1,000, yone coinsurance pavment of 20% wonld be $200. This may chanee if
yon haven't met your deductble.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges mose than the
allowed amount, o may have to pay the difference. For example, if an ont-of-network hospital charges 51,500 for an overrught stay and
the allowed amowmt is $1,000, you may have to pay the $500 difference. (This is called balance billing.

® This plan may enconrage vou to nse in-network providers by charging yon lower deductdbles, copayments and coinsurance ameunts.

0 i i ¥
3 : 0 i - . 0 epiio
] 0 [ ¥ :
Hrovide FTrovid

Primary care visit to treat an inpry or dllness | Mot corened Mot covered
Ifyouvisitahealth | o )it visit Mot covesed Mot coversd
B Oither practiboner office wsit Mot covered Mot covered The plan does cover Prescription

Preventive care,/screening/immmniration MNot corered Not covered Dyvmg= only

Dhiagnostic test (z-ray, blood wodk) Mot coversd Mot covered
If you have a rest 7 =

Imaging (CT/PET scans, MRIs) Not covered Not covered

Generic dmgs $5.00 i ST The 1.:-'_'-.:*. covers up to 2 30 days’ .

supply (retail prescription); 90 days

If you need drmgs to Preferred brand drugs, $20.00 Not covered supply (mail order presenphion). Al
treat your illness or Non-preferred beand dmgs £40.00 Mot covered order co-pays are 20 times the retail
condition CO-PaTS
MMore information Tonr plan nses a preferred dmp list
abont prescription Specialty dmgs which identifies the statns of covered
dmyr coveraoe is - dmg
available at (CGrenerics £500 Pl i:l::.:l Not covered Some dmgs may require pre-
T S5 Preferred brand S20.00 S authorzation If the necessary pre-
scopts.com Non-preferred brand £40.00 anthorization is not obtained, the dmg

mav not be coversd.

Ouestons: C3ll the mumber on the back of your pharmacy card or visit s at weww. express-scOprs. cONL

If you aren’t clear abont any of the nnderdined terms wsed in this form, see the Glossary. You can mew the Glossary at

the end of this document or call 1-845-340-3545 to request a copry.
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Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2015 — 12/31/2015
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Cowverage for: Single, 2 Person, Family | Plan Type: PDP

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

Your Cost If

You Use an

In-network
Provider

Common

Medical Event Limitations & Exceptions

Services You May Need

If you have Facility fee (e.g., ambulatory sucgery center) | Not covered Mot covered The plan does cover Prescription
oupatient surgery Physician / surgeon fees MNot covered Mot covered Dimgs ont
If you need Emergency soom services Not coveced Dot compeenil The plan does cover Prescopt
immediate : iate medical E.n:nen:geucj'_ medical transportation Mot covered Mot covered D-_I-'.._-_.' e ) S
attenoon Urﬁent CaAre Mot covrered Not covered .
If you have a Faclity fee (e.g.. hospstal room) Mot covered Not covered The plan does cover Preseription
hospital stay Physician/ surgeon fee Not coverad Not covered Dmgs only
If you have mental Mental /Behavioral health outpatient services | Mot covered Not covrered
health, behavioral Mental /Behavioral health inpatient services Not covered Not covered The plin does cover Preserptio:
health, or substance | Snbstance nse disorder ontpatient services Mot corerad Mot corered Diags anly
abuse needs Substance nse disorder inpatient services Mot covered Not covered
Prenatal and postnatal care Mot covered MNot corered The plin does cover Preseriphi
If you are pregnant . I - = R z
Delivery and all mpatient sermces Mot covesed Not coversd Dimgs onky
Home health carme Mot covered Not covered
If you need help Fehabilitation sermices Mot coverad Not coverad
recovering or have Hahilitation services Mot covesed Mot covered The plan does cover Prescrphio
other special health | Skilled nnrsing care MNot covered Mot covrered Dimps ont
needs Drmuable medical equipment Not covered Mot covered
E;re Mot corered Not covered =,
If your child needs Clam Mot ot The plan does cover Prescrphon
dental or eye care - Dimgs ont
Dental check-up Mot corerad Not covered

Cestions: Call the number on the back of your pharmacy card or visit ns at werw. express-seOpts. com.

If you aren't clear abont any of the nnderdined terons nsed in this form, see the Glossary. Yon can mew the (Glossary at

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




Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2015 — 1213172015
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 excluded services.)

Diental Care
* Acupunchore a ® Foutine Eyve Care

e  Basahic St ® Heanng Aids
e Chiropractic Case * dolediy Lt e Private Duty auesing

® Cosmetic Surgery 3 - 4 #  TWeight Loss Programs

s Boutine Pye Care (Adulis) . Eemﬁegzugawmwhmtwﬁugm

* FRoutine Foot Care

Your Rights to Continue Coverage:

If you lose coveraps under the plan then depending mpon the cremmstances, Federal and State laws may provide protections that allow yon to keep health coveraps.
Any soch nghts may be honted in deration and wall require you to pay 2 premiem. which may be agnificantly higher than the premmm you pay while covesed noder the
plan Cither knvtations on your poghts to continne corerge may also apply.

For more information on your nghts to continne coverage, contact the plan at wow-express-senpts.com Yoo may also contact your state insnmance department, the
U.5. Department of labos, Employee Benefits Secnaty Adswnistration at 1-566-444-3272 or worw.dol gov/ehsa, or the U. 5. Department of Health and Human Services
at 1-B77-267-2323 =61565 or worwrcoiin.com gow

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of covemge for clasms under your plan, you may be able to appeal or file 2 grevance For
questions about your nghts, this notice, or assistance, you call the mumber on the back of your pharmacy card or mst wow-empress-senpts. com.

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

Dioes this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establiches a minionam value standard of benefits of 2 health plan  The mininmm value standard 15 60% (actnanal valne). This
health coverage does meet the mininmm value standard for the benefits it provides.

Questions: Call the number on the back of your pharmacy card or wisit s ar worw.express-scOoprs.com.
If you aren't clear abont any of the nndedined terms nsed in thiz form, see the Glossary. You can wiew the (lossary at 4 of 6
the end of this document or call 1-845-340-3545 to request a copy.




Ulster County POS Prescription Drug Plan: Coverage Period: 01/01/2015 — 12/31/2015
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single, 2 Person, Family | Plan Type: FDP

Having a baby Managing type 2 diabetes
About these Coverage (normal delivery) |sontine maintenance of
Exﬂm les_ a well-controlled condiition)
o ’ B Amount owed to providers: 57 540 B Amount owed to providers: $5,400
. : H Plan pays 3 200 (minus co-pays) H Plan pays $2,900 (minus co-pays)
e ™ | W g S 1) ® Patient pays § 2,500
35 PV t:me'jnl EP&M' Z;T;hi B m Sample care costs: Sample care costs:
covered nader different plans. ' Hospital chacges (mother) $2,700 | Prescriptions $2.900
Routine obstetric care $2100 | Maedical Equipment and Supplies £1,300
Hospital charges {babr) $900 | Office Visits and Procednres $700
- Anesthesia £900 Education £300
4 Thisis Laboratory tests $500 | Laboratory tests $100
A not a cost Prescriptions $200 | Vaccines, other preventive $100
estimator. Radiology 8200 Toral 55,400
Vaccines, other preventire £40
Don't nse these examyples to Total $7,540 Patient pays:
estimate yonr scheal costs Deductibles $
nnder this plan. The actual . .
cace you receive will be Pnami "E:ﬁ' $ chm;mm :
different from these = . .
examgples, and the cost of Copays $ Limits or exclusions ]
that care will also be Coinsurance £ Total $2,500
different. Linwts or exclnzions £
Totral 57,350
See the next page for
important information abost
these emamples.

Questons: Call the number on the back of your pharmacy card or wisit ns at worw. express-senpts.com.
Emm&nhxaﬂmufﬁemﬂmdmum&mﬂmﬁum,mﬁmﬁmm Ton can view the Glossary at 5 of G
the end of this 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 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 incinde premiums.
Sample care costs are based on national
avremages supplied by the T.5.
Department of Health and Homan
Sermices, and aren’t specific to a
partienlar geograplic area oc health plan.

* The patient’s condition was not an

o All services and treatments started and
ended in the same coverage perod.

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

# Chut-of-pocket expenses are based only
on treating the condition m the example.

® The patient received sll care from in-
netwock providers. If the patient had
recermred care from out-of-netwrod:

providers, costs would have been higher.

Questons: Call the nomber on the back of your pharmacy card or visit 0s at worw. eXpress-scOopis. oM.

What does a Coverage Example
show?

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

Does the Coverage Example
predict my own care needs?

* MNo. Treatments shown are just examples.
The care you wonld receive for this
conditton could be different based on yous
doctor’s advice, your age, how senons your
condition 15, and many other factors.

Does the Coverage Example
predict my future expenses?

*No. Covemge Examples are not cost
estimators. You can't nse the examples to
estimate costs for an actual condition They
are for comparative parposes only. Yoo
owm costs will be different depending on
the care you receive, the poces vons
providers charpe, and the resmbursement
your health plan allows.

Coverage Period: 01/01/2015 - 12/31/2015

Can | use Coverage Examples
to compare plans?

¥ Yes. When yon lock at the Summary of
Benefits and Coverage for other plans,
youll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays"" box i1n each example. The

smaller that mumber, the more coTerage
the plan provides.

Are there other costs | should
consider when comparing
plans?

“ Yes. An important cost is the premium
you pay. Genemlly, the lower yonr
premivum, the more yoo'll pay in owt-of-
pocket costs, such as copayments,
deductibles, and coinsurance. Yon
shonld also cons:der contributions to
accounts mch as health samngs accounts
(HS5As), flemible spending armangements
(F3As) or health resmbursement accounts
(HF.As) that help you pay out-of-pocket
EXpEses.

Emmtch:MM?ufﬁermdﬂEdMBﬂmﬁﬁﬂmmmﬂmﬂhﬂm You can wew the Glossary at G of G
the end of this document or call 1-845-340-3545 to request a copy.



County of Ulster: PPO

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 11/2015-12/31/2015
Coverage for: Individual and Family| Plan Type: PPO

This is 'I:II'II_"{ d SUMMary. If you want more detal abost your coverage and costs, you can get the complete terms in the policy or plan
document at wowemprreblne com or by calling 1-800-342-9816.

Important Questions

What is the overall

Answers

In-netwodk: 50

Why this Matters:

Yon gmst pay all the costs up to the deductdble amonnt before this plan
begins to pay for covered services you use. Check your policy or plan
domment to see when the deductible starts over (msually, but not always,

deducable? :
- Dednetible does Fﬂtﬂpﬂl?m ont-of-netwock Tarmary 1st). See the chart starting on page 2 for how mmch von pay for
home health sermices. covered services after you meet the deducible.
Are there other
for N You don’t have to meet deductibles for specific sermices, bist see the chart
Ty e |5, starting on page 2 for other costs for services thas plan covers.
Services:
In-netomodk providers:
Is there an our—of— H_EEU Yividual / $9.700 famil The out-of-pocket lingit is the most you could pay during a coverage
pocket linvit on ooy Dl;fnf b E pecod (umally one year) for vour share of the cost of corered sermces.
expenses? I Bt e This limit helps you plan for health care expenses.
$1.500 individual / $3,750 family S
What mcluded 1
ihe o - Premmms, balance-hilled charges, B copays, Even though you pay these expenses, they don’t count toward the out-of-
: ;M"M and health care this plan doesa't cover. pocket it
Is-tbenela.n.nvmil The chart starting on page 2 describes any limits on what the plan will pay
anmial linudt on what N, : . S :
for specific covered services, such as office wsits.
the plan pays?
Yes. For a list of partiespating medical providers, | will pay some or 3l 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 use an out-of-network provider for some
network of providers? 1-300-342-9816. services. Plans use the term in-network, preferred, or participating for

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

You can see the specialist you choose without permuission from this plan.

Ohestons: Call 1-800-342-9816 or vzt us at wow.empireblue. com

If you aren’t clear about any of the nndedined terms nsed in this form, see the Glossary. You can mew the Glossacy

at worw.empireblue.com or call 1-800-342-9816 to request a copy.
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Are there services this Ves Some of the services this plan doesn’t cover are listed on page 5. See yonr
plan doesn’t cover? i policy or plan document for additicnal information about excluded services.

ll ® Copayments are fized dollar amonnts (for example, $15) yon pay for covered health care, nsnally when you receive the secvice. Ocibar 2012

* Coinsurance is yovr share of the costs of a covered service, calculated as a percent of the allowed amount for the sermice. For example, if
the plan’s allowed amount for an ovemnight hospital stay 15 $1,000, your Coinsurance payment of 20% wonld be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, vor may have to pay the difference. For example, if an ont-of-network hospital charges 51,500 for an overnight stay and
the allowed amoumt is 1,000, you may have to pay the 5500 difference. (This is called balance billing )

® This plan may encourage vou to nse In Network providers by charging von lower deductbles, copayments and Coinsurance amonats.

Your Cost If Your Cost If

Common . You Use an You Use an P .
. Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-network P
Provider Provider
Primary care visit to treat an infury or dllness | $20 Copay /visit 207 Cownsurance
If you visit a health | Specialist vizit $20 Copay /wisit 20°% Codnsnrance
care provider's office Hosprtal Clinies are not covered
or clinic Crther practitioner office wisit $20 Copay /wisit Mot Covered
Preventive cace/sereening imamanization No Charge No Chatge
Diagnostic test (z-ray, blood wodk) Mo Charge 20%% Coinsnrance TMone
If you have a test
Imaging (CT/PET scans, MRIs) No Charge 20% Coinsnrance | Preauthonzation Reguired
CGeneric Mot Cowvered Mot Covered
If you need drgs to | Preferred brand dmgs Mot Coversd Wot Coverad
treat yvour illness or Mone
conditon Non-preferred brand dmgs Mot Covered Mot Covered
Specialty dmgs Mot Covered Mot Covered
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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

If you l Facility fee (e.g., ambulatory suegery center) | Mo Charge 207% Coansnrance Preanthorization Required
panent surgen Physician/ sucgeon fees Mo Charge 207 Coinsurance Preanthonization Eequired
Emergency room services $100 Copay $100 Copay Copay warved if admitted
If you nead
immediate medical | Emergency medical transportation Mo Charge Mot Covered Mone
artention
Urgent care £20 Copay /st £20 Copay/wisit MNone
If you a Faclity fee (e.g., hospital room) Mo Charge 207 Coinsurance Preanthonization required.
hospital stay Physician /surgeon fee Mo Charge 20%% Coinsurance Preanthonzation required.
—_ ozl E £20 Copay /st 20%. Coinsucance MNone
If you have mental
health, behavioral Mlental/Behavioral health inpatient sermices | No Charge 20% Coinsurance | Preanthorzation requiced.
health, or substance
abuse neads Substance nse disorder outpattent sermces $20 Copay/wsit 20%% Coansurance Mone
Substance nse disorder inpatient sermices Mo Charge 207 Codnsurance Preauthorization required.
Prenatal and postnatal care Mo Charge 20%% Coinsurance Mone
If you are pregnant
Dielivery and all npatient sermices Mo Charge 207 Codnsurance Mone
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Your Cost If Your Cost If
Common . You Use an You Use an S .
. Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-network P
Provider Provider

Home health case No Charge 20¢s Coinsnrance Limited to 200 visits per calendar year
Rehahilitation services $20 Copay /wisit Not Coversd Preanthorization required.

If you need help Habilitation sermices $20 Copay/wisit Not Covered Preanthonzation requared.

recoverng or have

1 Skilled anrsing care No Charge Mot Covered 60 days pes calendar year

Drirable medical equipment Mo Charge Mot Covered Preanthonzation requared.
Hospice semice Mo Charge Mot Covered Limited to 210 days per lifetime
Eye exam Mot Covered Mot Covered MNone

i (Glasses Mot Covered Wot Covered Mone

dental or eye care
Dental checkup 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.)

» Bapatric snigery * Non-emergency care when traveling

) outside the TTS
#® Cosmetic sucgery

®  Promrate duty Nurzung

® Dental care
o Heagiae ids # Foutine eve care
. —— * Boutine foot care

®  Weight loss programs

Other Covered Services {T]ns isn’t a comiplete list. Check your policy or plan document for other covered services and your costs for these

sServices. )

*  Acupunchire
# Chiropractic care
#  Infertlity sermices

Your Rights to Continue Coverage:

If you lose coverage nnder the plan, then depending npon the carenmstances, Federal and State laws may promide pootections that allow yon to keep health
coverage. Any snch aghts may be konted i duration and wall requare you to par a premium, which may be significantly higher than the premmm von pay

whele covered nader the plan. Chther hnuwtations on your rights to contime coTerage may also apply.
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For more information on your nghts to continue coverage, contact your plan administeator. You may also contact your state insurance department, the
U.5. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dolgov,/ebsa, or the U.S. Department of Health and
Human Services at 1-877-207-2323 261565 or srow.coio. cos. gow.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requures most people to have health care coverage that qralifies as “muinimmm essential corerage.”™ ‘This plan or policy does
provide mininum essendal coverage.

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

Your Grievance and Appeals Rights:

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

Empire Blre Cooss Blue Shield: P.O. Box 1407, Clmrch Street Station, MNew Yok WY 10008
You may also contact the Department of Labor's Employee Benefits Secnrity Administration at 1-866-EBSA (3272) or www.dol/ebsa  healthreform

Language Access Services:

51 no cs miemboo codavia v necesita avuda en idioma espaiiol, le suplicamos gue se ponga en contacto con su agente de ventas o con ¢l administrador de su
grrupa, Siya estd inscrito, le rogamos que lame al nimero de servicio de atencion al cliente que aparcoe en su tarjeta de identificacion.

MPERFEAETEPRNMHE - AR EOHBEARE/EEER - WRTSBE - MISHERE D FLAEBREE SRR AR -

Kung hindi ka pa mivembeo at kailangan ng tulong sa wikang Tagalog, mangyaring makipag-ugnayan sa ivong sales representatve o administeator ng iyong
pangkat. Kung naka-enroll ka na, mangyaring makipag-ugnayan sa serbisyo para sa customer gamir ang numero sa ivong 1D card.

oo bee a’tah nrligoo of dooda’, shikia adoolwol inizingo faa ding K'éiigo, 'aa shoodi ba na’alnihi va sidahi bich’) naabidiilknd. Fi doo bagha daago m
ha'nija’go ho'aalagii bich’) hodilni, Hai'dag iin'taago eiva, a4 shoodi diné va atah halne®igii ni béésh bee hane’i walra”™ bi'ki si'niligii bi'kéhgo bich’i hodiilni,

T 5o exaamepier of bonr fix plaw meipht cover coxfs for a raweple madecal scfaaion, see the mext page.
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About these Coverage Having a baby Managing type 2 diabetes
o {nouwnnal delrreay) (routine maintenance of
Exampl €s. a well-contralled condifiom)
These examples show how this plan might cover B Amount owed to providers: 57,540 B Amount owed to providers: 55,400
medical care in given sitmations. Use these ® Plan pays 57,370 B Plan pays $ 2,170
examples to see, in general how oanch financial B Patient pays 170 B Patient pays 53230
protection a sample patient omght get if they are
covered nader different plans. Sample care costs: Sample care costs:
Hospital charges (mother) £2.700 Prescrptions £2.900
Fontine ohstetnie care £2,100 MhMedical Equipment and Supplies £1,300
" . Hospital charges (babr) $900 | Office Visits and Procednres $700
. Thisis Anesfhes $500 | Eduction $300
not_ a cost Laboratory tests 300 Laboratosy tests £100
estimator. Prescriptions $200 | Vaccines, other preventive $100
Don't nse these examples to Radiclogy $200 Total $3,400
estimate vour actizal costs “accines, other preventive £40 :
noder this plan. The actnal Total s7,540 | Patient pays:
care yon recerve will be Dednctibles &0
different from these Patient pays: Copays $300
examples, and the cost of Dednctibles g0 Coinsnmance 30
that cace wall also be Copays 80 | Limits or exclusions £2.930
different Coinsnrance 0 | Total £3,230
See the next page for Lints or exclosions 5170
impartant information abort Toeal P
these examples.
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don't mchide premivms.
Sample care costs are based on national
averages supphed by the T0.5.
Department of Health and Finman
Serrices, and aren’t specific to a
partienlar peographic area or health plan
The patient’s condititon was not an
exchnded or preexmisting condition

All services and treatments started and
ended in the same coverage persod
There are no other medical expenses for
any member covered nader this plan.
Cnat-of-pocket expenses are based oaly
oa1 treating the condition :n the example.
The patient recerved all care from in-
network providers. If the patient had
recerved care from out-of-netwods

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment simation, the Coverage
E=ample helps von see how deductbles.
copayments, and Coinsurance can add ap.
It also helps you see what expenses ought be
left np to you to pay becanse the serrice oc
trestment isn't covered or payment is hoited.

Does the Coverage Example
predict my own care needs?

x No. Treatments showm are mst examples.
The care yom wonld recerve for this
condition could be different based on yone
doctor’s adwce, your age, how senions your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

E&. Comerage Examples are not cost
estimators. Ton can't nse the examples to
estimate costs for an actal condition They
are for comparative purposes only. Yoo
own costs will be different dependmg on
the care yonu recerve, the poces yonr
providers charge and the resmbursement
vonur health plan allows.

Questons: Call 1-855-333-5735 o visit ns at wow.anthem.com

If you aren't clear abont any of the nadedined terms nsed in ths form, see the Glossary. Yon can wew the Glossary

at wowrw. anthem, com or call 1-855-333-5735 to request a copr.

Can | use Coverage Examples
to compare plans?

"

Yes. When vou lock at the Snmmary of
Benefits and Coverage for other plans,
youll find the same Coverage Examples.
When yon compare plans, check the
“Patient Pays” box in each examgple. The
smaller that mmber, the more coTerage
the plan provides.

Are there other costs | should
consider when comparing
plans?

T
e

Yes, An mporctant cost 15 the premdum
you pay. Generally, the lower yonr
premium  the more you'll pay in out-of-
pockst costs, such as copayments.
deducables and Coinsurance. Yon
shonld also consider contribuntions to
gcconnts such as health savings acconats
(HSAs), flemible spending arrangements
(F3As) o health resmbnrsement acconnts
(HF As) that help you pay ont-of-pocket

EXpenses.
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Ulster County PPO Prescription Drug Plan:

Coverage Period: 01/01/2015 - 12/3172013

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

This is 'l:II'II"ft d SUMMary. If vor want more detail abonst vour coverage and costs, vou can get the complete terms in the policy o plan
docuement at worw.express-scrpits.com of 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 deductble amount before this plan begins to pay for
What is the overall $ 00.00 covered services you use. Check yonr policy or plan docnment to see when the deductble
deductble? : starts over (nsually but not always Jammacy 17) See the chart on page 2 for how mmnch you
pay for covered sermices after you meet the deducuble.
Are there other
. P ) N Yom don’t have to meet deductibles for specitic sermices, bt see the chart on page 2 for
- or specific = other costs for sermices this plan covers
services?
I= IET $1,200 per Indrvidnal Yes, there are inuts on how mmch yon conld pay during a coverage period for your share
%? my £3,000 per Family of covered services
What is not included in | Premnums, balance-hilled
the our—of-pocket charges, and health care this Even though you pay these expenses, they don’t conat toward the out-of-pocket Lot
Jimmie® plan doesa’t cover
Is there an overall . : - . .
2
i on . No MMEwgnnmgeuﬁmhsmhmhmwh:tﬁephnuﬂlpayﬁtSFﬁﬂc
the ol N covered serrices

Yes. For a list of preferred
providers see worw.eXpress-

If you nse an in-network pharmacy or other health care provider, this plan will pay some o
all of the costs of covered services. See the chart starting on page 2 for howr this plan pays

network of providers? scripts.com or call the oumber . i
o presceipts d different kinds of providers
Do I need a referral to - : . .
a salist? No Yom can see the specialist yor choose wathont permission from this plan
Are there services this - . . . :
lan doesn’t s Yes See your policy or plan dooument for information abowt excluded services

OB Control Mumbars 1543-2228,
1210-0147, and 0938-1146

Feleased oo Aprl 23, 2013 (comected)

Questoms: Call the number on the back of your pharmacy card or wisst us at worw.express-scropts. com.

If you azen’t clear abont any of the nndedned terms nsed m this form see the (lossary. You can wew the Glossary at
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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

Coverage Period: 01/01/2015 — 12/31/2015

M

Copavments are fized dollar amonnts (for example, $15) you par for covered health care, nmally when you receive the secmice.
Coinsurance is yowr share of the costs of a covered service, calenlated as a percent of the allowed amount for the sermce. For example, if

the plan’s allowed apgpount for an orermight hospital stay is $1,000, your coinsurance payment of 20%% wonld be $200. This may change if
you haven't met your deductible.

® 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 ont-of network hospital charges $1,500 for an overnight stay and
the allowed amount is 31,000, you may have to pay the 3500 difference. (This is called balance billing
® This plan may enconcage you to nse in-network providers by charging yon lower deductibles, copayments and coinsurance amonnts.
0 0 0 WL
L) ] " ) i a
= [ ] : Nutc ) v il
Frovide HFTOVIC
Fyouvisitahealth | oot oicit Mot covered Mot covered
or climi Cher practibioner office wisit Mot coremad WNot covered The plan does cover Prescription
Preventive care/screening/immmnization MNot covesed Not covered Dimgs only
Dhuagnostic test (x-ray, blood wodks) Mot coversd Mot coverad
If you have a test _ =
Imaging (CT/PET scans, MRIs) Mot covesed Not covered
Generic dmgs $10.00 Mk Eiread The 1_.'-'_'-..-*. covers up to a 30 l\-.-].'-Lh_ _
supply (retail prescription); 90 days
If you need drgs to FPreferred brand dmgs, $25.00 Mot coversd supply (mail order preseoiption). hdail
treat your illness or Non-preferred brand domgs §40.00 Mot covered order co-pays are 20 times the retail
Yiti CO-pays
Aloge information Yo plan nses a preferred dmyg list
about prescripton Specialty dmgs which identifies the status of covered
dmer coveraoe is dmgs.
available at Generics £10.00 el :;Jlthe Not coversd Some dmgs may require pre-
ol 55 Preferred brand 32500 =5 authorzation. If the necessary pre-
scopts.com MNon-preferred brand £40.00 authorization is not obtained, the dmg
may not be coverad.

Quesaons: Call the mumber on the back of your pharmacy card or wisst us at www.express-scopts. com.

If you aren’t clear aboot any of the nndedined terms wsed in this form, see the Glossary. Yoo can mew the Glossary at

the end of this document or call 1-845-340-3545 to request a copr.
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Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2015 — 12/31/2015
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single, 2 Person, Family | Plan Type: FDOF

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

Provider Provider

Common
Medical Event

Services You May Need

Limitations & Exceptions

If you have Facility fee (e g, ambulatory surgery center) | Not covered Mot covered er Prescopty
If you need Emergency room services Mot coversd Mot corered R
immediate medical Emergency medical transpostation Mot covesed Mot covered S -
attention UzEeul care Mot coversd Mot covered
If you have a Famlity fee (e.g., hospital room) Mot covesed Mot covered ower Prescription
hospital stay Physician/surgeon fee Mot coversd Mot covered
If you have mental hfental /Behawioral health ontpatient services | Not covered Mot covered
health, behavioral hMental /Behawioral health inpatient services | Not coversd Mot coverad er Prescriptios
health, or substance | Substance nse disorder ontpatient services Mot covesad Mot eorered
abuse needs Substance use disorder inpatient services Mot coverad Not covered

Prenatal and postnatal cace Mot covered Mot covered er Prescriphic
If you are pregnant : ; = = =

Delivery and all mpatient services Mot coversd Not coversd

Home health care Mot covered Mot coversd
If vou need help Rehabilitation sermices Mot coversd Mot coversd
recoverng or have Hahilitation sermices Mot covered Not coversd over Presenphion
other special health | Skilled anrsing cace Not coverad Not covered
neads Durable medical equupment Mot coversd Mot covered

Hospice serrice Mot coversd Not coversd

e [ Mot coverad Not covered sedindag i

dental or eye care =

Dental checkup Mot covered Mot corered

Questons: Call the mumber on the back of your pharmacy card or visit 0s at worw, express-ScOpis. com.

If you aren’t clear abount any of the nndedined tesms wsed i this form, see the Glossary. You can wew the Glossary at

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




Ulster County PPO Prescription Drug Plan: Coverage Period: 01/01/2015 — 12/31/2015
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 Cover (This isn’t a complete list. Checlk your policy or plan document for other excluded services.)

# Dental Care
* Acopunctore = # Foutine Eye Care

#  Banatric Surgery * FHeasing # FRoutine Foot Care

® Chiropractic Case ® Infertility Treatment ® Private Duty ancsing
»  Cosmetic Snogery * g Term # Weight Loss Poograms
+ Routine Eye Care (Adults) L E:uﬁeg:ﬂgmwmwhmb:m&hngnmde

Your Rights to Continue Coverage:

If you lose coverage nnder the plan, then, depending npon the cirenmstances, Federal and State laws may promde protections that allow you to keep health coverape.
Any such nights may be limted in doration and will require you to pay a premiom, which may be sgnificantly higher than the premmm you pay while covered nnder the
plan. Chher hmitations on yous nghts to continne coverage may also apply.

For more infocmation on yons cghts to continne coverags, contact the plan ar worw—express-seripts.com. Yo may also contact yous state insnmance department, the
115, Depamment of labor, Employes Benefits Secndity Adovnistration at 1-566-444-3272 or womw doloov/ebsa, or the U 5. Department of Health and Human Services
ar 1-B77-267-2323 =61565 o wonw.cotio.com gov

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a demial of covemge for daims nnder your plan, you may be able to appeal or file a grievance For
questions about your nghts, this notice, or assistance, you call the mamber on the back of your pharmacy card or wst www-ezpress-senpts.com.

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

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establiches a minionem value standard of benefits of a health plan. The mininmm valoe standard iz 60% (acteacal value). This
health coverage does mesat the mininmm value standard for the benefits it provides.

Cuestons: Call the mumber on the back of vour pharmacy card or visit s at worw.express-scOprs.com.
If you agen’t clear abont any of the nnderdined termns nsed in this form, see the Glossary. You can wew the Glossary at 4 of &
the end of this document or call 1-545-340-3545 to reqnest 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

Coverage Period: 01/01/2015 - 123172015

About these Coverage
Examples:

These examples show how this plan ought cover
medical care in given sitmations. Tse these

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

. This is
A not a cost

estimator.

Don't nse these examples to
estimate yonr achzal costs
nnder this plan The actial
different from these
examples, and the cost of
that care will also be
different.

See the next page for
tmrportant information abanst
these examples.

Having a baby

(oormnal delrrecy)

B Amount owed to providers: $7 540

® Plan pays $ 200 (minus co-pays)
B Patient pays $ 7,350

Managing type 2 diabetes

(moutine mavntensnce 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

Cestons: Call the oumber on the back of your pharmacy card or wist vs at wow.express-scopts.com.
If you aren’t clear about any of the nndedined terons nsed in this form, see the Glossary. Yoo can mew the Glossary at
the end of thos document or call 1-845-340-3545 1o equest a copr.

Sample care costs: Sample care costs:
Hospital charges (mother) $2700 | Prescriptions $2.900
Foutine ohstetde case $2100 | Medical Equipment and Supplies £1,300
Haospital charges (baby) $900 | Office Visits and Procedures $700
Anesthesia $000 | Edncation $300
Laboratory tests 5300 Lahoratory tests 100
Prescriptions 5200 Vaccines, other preventive 100
Radiclogy $200 | Total $5,400
WVacecines, other preventire £40
Total $7,540 Patient pays:
Deductibles s
Patient pays: Copays $
Dednctibles § | Cownsnrance 5
Copays $ Limits or exclusions 5
Coinsurance 3 Total 2,500
Toral $7,350
Sof6



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

‘Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don't inchode premiums.
Sample care costs are based on national
averages supphed by the TS
Department of Health and Homan
Services, and aren’t specific to a
partimlar geographic area or health plan.

# The patent’s condition was not an
exchnded or preemsting condition

# Al sercices and treatments started and
ended in the same coverage persod.

# There ame no other medical expenses fior
any member covered nnder this plan.

* Chut-of-pocket expenses are based only

® The patient received all care from in-
network providers. If the patient had
recerved care froan ost-of-netwodk

providers, costs would have been higher.

Questions: Call the number on the back of your pharmacy card or wist s at wow.express-scopts.com.

What does a Coverage Example
show?

For each treatment simation, the Coverage
E=zample helps vou see how deductbles,
copayments, and coinsurance can add up. It
dlso helps you see what expenses mught be left
up to you to pay because the sermice o
treatment isn’t covered or payment is honted.

Does the Coverage Example
predict my own care needs?

* Wo. Treatments shown age st examyples.
The cace you would receive for this
condition conld be different based on yone
doctor’s advice, your age, how semous your
conditon is, and many other factors.

Does the Coverage Example
predict my future expenses?

;':&, Coverage Examples are not cost
estimators. T on can't nse the examples to
estimate costs for an actual condition They
are for comparative purposes only. Your
owmn costs will be different dependeing on
the care you receive, the pnices yonr
providers charge, and the resmbursement
yous health plan allows.

Coverage Period: 01/01/2015 — 123172015

Can | use Coverage Examples
to compare plans?

Yes. When you lock at the Snmmary of

Benefits and Coverage for other plans,
you'll find the same Coverage Ezamples.
When you compare plans, check the
“Patient Pays” box in each examgple The
smaller that mmber, the more coverage
the plan prowides.

Are there other costs | should
consider when comparing
plans?

Y Yes, An mnportant cost is the premdum
you par. Generally, the lower yoor
premyium the more vou'll pay in out-of-
pocket costs, such as copayments,
deductibles, and colnsurance. Y on
shonld also consider contobutions to
accounts such as health savings acconats
(H5As), flemble spending armngements
(F5As) or health reimbursement acconnts
(HF_As) that help yon pay ont-of-pocket
EXpenses.

If you asen’t clear about any of the nadedined terms used in this form see the Glossary. You can mew the Glossary at Gof G
the end of this document or call 1-345-340-3345 1o 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.’)

Glossary of Health Coverage and Medical Terms
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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

Page I of 4




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,

Glossary of Fealth Coverape and Medical Terms
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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
Baginning of Coverage End of Coverage Period
Pariod

—pe

Mg more

coats coats
I:.m.' pays Her |1|.=.|| pays —= !all-r s Her ||]a|| pays J'anr'lna:,,-. Her |'||a.|| pays
[00% 0% (@' 20% B80% @ 0% [00%

i/JInu hasn't reached har \ @ "j-:nu reaches her $1,500 \ @ /jlm raaches haer $£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 visic eoam: $125 |1:|r.i 5[,5'::';:'|||I1|I:|.||1'r1||a||1u:r.'\. gine S.'",'.:';:';:'III I1|I.=J.|‘|1'r1||:]|1u:r.-. the full
Jane pays $125

of the costs for her next visic cost of her covered health care services

Her plan pays: $0 Office visit costs 5735 for the wst of the year,
Jane pays: 20% of 375 = 5135 Office visit cosrse $200
Her plan pay= 80% of §75 = §60 Jane pays: 50
kk _/' '\\_ _// "\_‘_ Her plan pays $200 /l

Glossary of Flealth Coverage and Medical Terms Page 4 of 4




New Health Insurance Marketplace Coverage Form Approved

Options and Your Health Coverage Oue 1. 12100140

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 yvou 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 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 your monthly premium, but only if your employer deoes 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
income for the year, or if the coverage your employer provides does not meet the "minimum value"” standard set by the
Affardable 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 Information?

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 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 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 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.

3. Employer name 4. Employer Identification Number (EIN)
Ulster County 146002575
5. Employer address 6. Employer phone number
244 Fair Street 845-340-3520
7. City 8. State 9. 7IP code
INY 12402
10. Who can we contact about employee health coverage at this job?
Kevin Roach
11. Phone number (if different from above) 12. Email address
845-340-3545 kroa/@co.ulster.ny.us

Here is some basic information about health coverage offered by this employer:
s As 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 dependents:
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 illness, 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.

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

W

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 househaold 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 HealthCare .gov to find ocut 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 15 to 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:

- Visit www.medicare.qov

- 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

- 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. | f you decideto join one
of the Medicare drug plans, you may berequired 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 arerequired to pay a higher
premium (a penalty).

Date: October 1, 2014
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 enrollment 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 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

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 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.
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WELCOME TO Custom Summar}f: BLUECROSS BLUESHIELD
e Effective Date:

Good news—your vision plan ’ a

Sl r o g Blue View Vision

This beneﬁi summary outlines

kb comprosns of e Your Blue View Vision network

AL MUY S e Empire Blue Cross Blue Shield vision members have access to one of the nation’s largest vision

about what's covered, your

ecomb etk amch el networks. Blue View Vision is the only vision plan that gives members the ability to use their in-network

benefits at 1-800 CONTACTS, or choose a private practice eye doctor, or go in store to LensCrafters®,
Sears Optical®™, Target Optical®, JCPenney® Optical, most Pearle Vision® locafions, and New York
based Empire Vision and Davis Vision Centers.

Out-of-network: If you choose to, you may receive covered benefits outside of the Blue View Vision
network. Just pay in full at the time of service, obtain an itemized receipt, and file a claim for
reimbursement of your out-of-network allowance. In-network benefits and discounts will not apply.

YOUR BLUE VIEW VISION PLAN AT-A-GLANCE .
VISION PLAN BENEFITS IN-NETWORK OUT-OF-NETWORK
Routine eye exam once every 12 months $0 copay $40 allowance
Eyeglass frames
Once every 12 months you may select an eyeglass frame and $150 allowance, then 20% off $50 allowance
receive an allowance toward the purchase price any remaining balance

Eyeglass lenses (Standard)
Once every 12 months you may receive any one of the following lens

opfions:
o Standard plastic single vision lenses (7 pair) $0 copay $30 allowance
o Standard plastic bifocal lenses {1 pair) $0 copay $40 allowance
o Standard plastic trifocal lenses (1 pair) $0 copay $50 allowance
o Standard plastic lenticular lenses (1 pair) 30 copay $60 allowance

Eyeglass lens enhancements
When obtaining covered eyewear from a Blue View Vision provider,
you may choose to add any of the following lens enhancements at

no extra cost.
o Transili@ns Lenses (for a child under age 19) $0 copay Mo allowance on lens
o Standard Paolycarbonate $0 copay enhancements when
o Factory Scratch Coating $0 copay obtained out-of-network
Contact lenses — once every 12 months
Prefer contact lenses over o  Elecfive Conventional Lenses; or $105 allowance, then 15% off $105 allowance
glasses? You may choose any remaining balance
contact lenses instead of
eyeglass lenses and o Elective Disposable Lenses; or $105 allowance $105 allowance
receive an allowance (no additional discount)
toward the cost of a supply
of contact lenses. o Non-Elective Contact Lenses Covered in full $210 allowance
Contact lens aliowance will only be applied foward the first purchase of contacts made during a \

beneiit period. Any unused amount remaining cannot be used for subsequent purchases in the
same benefit pariod, nor can any unused amount be carmied over fo the following benefit penod.

BLUE VIEW VISION MEMBER EXCLUSIVE!

You may use your jp-network benefit to order your contact lenses from 1LLLICONTACTS

1-800 CONTACTS offers a huge in-stock inventory, unbeatable prices, outstanding customer service and free shipping.
Just call 1-800 CONTACTS or go to 1800contacts.com for fast and easy ordering of your contact lenses.

EXCLUSIONS & LIMITATIONS (not a comprehensive list)

Combined Offers. Not fo be combined with any offer, coupon, or in-store Lost or Broken Lenses or Frames. Any lost or broken lenses or frames
advertisement. are not eligible for replacement unless the insured person has reached his
Excess Amounts. Amounts in excess of covered vision expense. or her normal service interval as indicated in the plan design.
Sunglasses. Sunglasses and accompanying frames. Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or
Safety Glasses. Safety glasses and accompanying frames. contacts. Plano lenses or lenses that have no refractive power.

Not Specifically Listed. Services not specifically listed in this plan as QOrthopties. Orthoptics or vision fraining and any associated supplemental
covered services. testing.

Transitions and the swirl ans regisiered trademarks of Transitions Opfical, inc.



OPTIOMAL SAVINGS AVAILABLE FROM IN-NETWORK FROVIDERS OMLY ; i T

{after any applicabla copay)
Eyaglass lena upgradss
When okiaining eyewear from a Blue View Vision o FASlEnS enses [Adults) 5§75
provider, you may choose to upgrads your new o Standard Polycarkonate (Adults) $0
eveglass lenses at a discounted cost. Eyeglass lens o Tt {Solid and Gradient) $0
copayment applies. o LUV Coafing £0
o Progressive Lenses®
o Siandard $65
o  Premium Tier 1 &ps
o Premium Tier 2 L]
o Premium Tier 3 £110
o AniRefieciive Coaiing®
o Standard 545
o Premium Tier 1 557
o Premium Tier 2 SEn
o Cither Add-ons and Services 20% off retail price
Additional Pairs of Eysglassss o Comglete Pair 40% off retail prce
Anytime from any Blue View Vision network provider. ©  Eyeglass matesials purchaszed separately 20% off retail prce
Eyewsar Accasaorias o [iems such as nonprescrption sunglasses, 20% off retail prce
lens cleaning supglies, contact lens
solwtions, eyeglass cases, eic.
Contact lans fit and follow-up
A contact lens fiting and up to two follow-up visits are o Standard contact lens fitting? Up to $55
availakle io you once a comprehensive eye exam has o Premium contact lens fiting? 10% off retail prce
been completed.
Convantional Contact Lenses o Discount applies o materals only 15% off retail price
F0OME OF THE ADDITIONAL SAVINGS AVAILBLE THROUGH OUR SPECIAL OFFERS PROGRAM
1 : — eE s e Save $20 on orders of $100 or more
After your benefits for the coverage pesiod have been member services, select discounts, then arid el ree shipping
used, you can save on contact lenses with this offer ¥ Vision, Hearing & Dental
i 5 o Forthis offer and more like it. login bo
LaL:'S:';mr numa:‘hunmlrr membsr serices, select discounts. then Discount per eye

Vision, Hearing & Dental

1 Please asik your provider for hisfer recommendation as well as the progressive brands by er.

2 Please sk your provider for hisher recommendation as wedl as the coating brands by Ser

3 p stamdand contact lens filing inciudes spherical ciear contact lefses S conventonal wear ang plnned replacement. Examples include but are not limied 1o disposable and
frequent replacement.

* A premium contact kens fitfing incudss all lens designs, matenals and specialty fitngs other than standand contact lenses. Examgples inciude but ars not limited o tonic and
mmuffecal

5 Discount cannod be usad in conjunciion with your covered benefits.

OUT-OF-NETWORK
[f you choose an out-of-network provider, please complete an out-of-network ciaim form and submit it along with your itemized receipt to the fax numbier,
email address, or mailing address kalow. When visiing an out-of-netwoek provider, discounts do not apgly and you are responsiele for payment of semvices
andi'or eyewear matenals at the time of semice.
To Fax: B66-293-T373
To Email: condaimsi@eyewearspecialoffers.com
To Mail: Blue View Vision
Attr: OON Claims
P.0. Box 8504
Masen, OH 45040-7111

Baws view Vision is for reufineg eye came only. If you nesd medical treatment for your eyes, visit a participating eye care phyzician from your medical networic If you
have questions about your benefits or nesd help finding 2 provider, visit smpireblus com or call us at 1-865-723-0515.

This is a peimary vision care benefil inlendad o cover only roudine eye examinations and corective eyewear. Benefits are payable oniy for expenses incurred whik: Te group
and inSured PEFSORTS COVErage is in furce. This iarmation is intended % be 3 brief cuting of coverage. Al temes and canditions of coverage, including bensfits and exclusions,
are contained in the member's palicy, which shall control in the event of @ conflict Wit this overview. Discounts referenced are nat covered bensdits under s vision plan and
theredore are nol inciuged in e member's policy. Laws in some states may prohibit nework providers fom discounting products and senvices that are not covered benefits
under Tie plan. Frame discounts may not apply 1o some frames where fie manufacturer has imposad a no discount policy on sales at retail and independent peovider
lacations. CiSCOUNts are subject to chamge without nofice. This benedt cuerview is only one piece of your entire enrcliment package.

Seniioes provided by Enplez HeshOnole HUG, Inc. andéior Empire HeafhChaloe Assepsece, Inc | oemsess of e Blee Cmss ond Bue Bhisld Aesocialion, an associalon of Independent Slue Croos: and Blee Bhizid plame. N



