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The information in this Enrollment Guide is presented for illustrative purposes and is based on information provided by the 

employer. The text contained in this Guide was taken from various summary plan descriptions and benefit information.  

While every effort was taken to accurately report your benefits, discrepancies or errors are always possible. In case of 

discrepancy between the Guide and the actual plan documents, the actual plan documents will prevail.  

All information is confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996.  

If you have any questions about your Guide, contact Employee Benefits.



ACH Form for Ulster County Retirees 



Ulster County Retiree Health Insurance Enrollment Form 

Anthem PPO 25 Anthem POS 25 Anthem PPO 20 
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Ways to $ave Money on Your Health Care Expenses 

For those who pay 10% 15% or 20% and are currently enrolled in the PPO20 you may want to consider choosing the 

PPO25.  This plan offers less money out of your paycheck.  Pay for what you need at time of service. 

The PPO25 plan provides same benefits as the PPO20 except that there are copays for some services and the provider office 

visit copayments are $25/$40.  The PPO25 plan gives you access to the same local and national network of providers and 

provides lower co-pays on prescription coverage.  

Benefit 

Feature 
POS20—Anthem PPO20—Anthem PPO25—Anthem 

Deductible 
In Network: N/A 

OutNetwork: $2,000/$5,000 

In Network: N/A 

OutNetwork: $500/$1,250 

In Network: N/A 

OutNetwork: $500/$1,250 

Out of Pocket 

Maximum 

InNetwork:  $3,880/$9,700 

OutNetwork: $8,000/$20,000 

InNetwork: $3,880/$9,700 

OutNetwork: $1,000/$2,500 

InNetwork: $3,880/$9,700 

OutNetwork: $1,000/$2,500 

CoInsurance 
InNetwork: N/A 

OutNetwork: 40% 

InNetwork: N/A 

OutNetwork: 20% 

InNetwork: N/A 

OutNetwork: 20% 

In Network Copays | Out of Network: Deductible & Coinsurance Apply 

Office Visit $20 Copay $20 Copay 
$25 Copay Primary Care 

$40 Copay Specialist Care 

OutPatient 

Surgery 
$0 Copay $0 Copay $100 Copay 

MRI/CAT/PET 

Scans 
$0 Copay $0 Copay $75 Copay 

Urgent Care $20 Copay $20 Copay $25 Copay 

Emergency 

Room 

$100 copayment  
(waived if admitted w/in 24-hrs) 

$100 copayment  
(waived if admitted w/in 24-hrs) 

$200 copayment  
(waived if admitted w/in 24-hrs) 

Hospital 

Admission 
$0 Copay $0 Copay $200 Copay 

Prescriptions 

(30-day Supply) 
$5 / $20 / $40  $10 / $25 /$40 $10 / $25 /$40 

As a reminder - the next time you or a covered family member needs immediate care, consider using the services of one 

of the many local Urgent Care facilities. You will only have to pay the regular office visit co-pay instead of the emergency 

room co-pay.  A list of Urgent Care providers follows. Plan ahead, become familiar with the location of the one most 

convenient for you and your family. 

For your medications, ask your physician to prescribe a generic instead of a brand name medication, or one on our 

formulary (list of included drugs) instead of a non-formulary choice. Your co-pay will be less in either of these situations. 

 Using mail order methods for medications will save you one co-pay every three months. Many retail stores also have 

lists of certain medications they offer for even less than our co-pay. Always use your coverage card too, as that can 

make your payment even lower than their 3-mont h supply price. The co-pay is a maximum you can be charged so if 

the price is lower, you will only have to pay that amount.   

You can also use Walgreens for your maintenance medication and receive a 3-month supply for 2-copayments.    

Walgreens is the only retail store that provides this service at this time. 

 For brand name maintenance medications (ones that you take every month without changing anything) that do 

not have a generic option, consider using our mail order program, CANARx. Information and enrollment forms for 

employees covered by our prescription plan and your dependents can be found in this book and if your medication 

is on their available medications, you can receive a 3-month supply for NO co-pay. 

 



Anthem BCBS Website & TeleMedicine  

Current empireblue.com website users,  

Login as usual and you will be redirected to the 

anthembluecross.com site for Login 

 

New to Medical Coverage in 2024? 

On or after January 1, 2024, using your member 

ID card, from the anthembluecross.com site  

Select and with the “For Members” 

highlighted,  

 

 

 

 

 

 

 
 

then click “Register now” and follow the prompts to 

complete your registration. 

 

 

 

Get the App—Sydney Health 

Save time with Live Chat.  Find the information you need about your health care benefits 
by chatting with an Empire Rep in real time. 
 

 
 

 
Telemedicine Services 
Online or Phone App 
 

   
 

See a doctor, 24/7/ 365 
 

Sign-up now, so you’re ready  
when you need it.   
 



Anthem BCBS Summary of Benefits— POS20 Plan 

 
 

County of Ulster-POS 20 / 2024 
 

Benefit In-Network 2 Out-of-Network 3 

Deductible N/A $2,000/$5,000 

Coinsurance N/A 40% 

Out-of-Pocket Maximum $3,880 / $9,700 (All In-Network Medical Cost 
Shares) 

$20,000/$50,000 Coinsurance Stop Loss 
($8,000/$20,000 out-of-pocket) coinsurance max 

Lifetime Maximum Unlimited Unlimited 

Dependent Children (covered through the end of the month) Dependents to Age 26 Dependents to Age 26 

Covered Preventive Care1 Member Pays Member Pays 

Covered Adult Preventive Care $0 Deductible and coinsurance 

Annual Physical Exam $0 Deductible and coinsurance 

Well-Child Care (Up to age 19; including covered immunizations) $0 Deductible and coinsurance 

Preventive Well-Woman Care $0 Deductible and coinsurance 

Home/Office/Outpatient Care Member Pays Member Pays 

Home/Office/Outpatient Visits Copayment Urgent 
Care Center 
Online Visits 

Emergency Room/Facility (initial visit per occurrence) 

 
Ambulatory/Outpatient Surgery 4,5 

Presurgical Testing, Anesthesia 
Chemotherapy, Radiation Therapy Routine 
Maternity Care 

Laboratory Tests, X-rays, MRI4/MRA4, CAT Scan6, PET6 and Nuclear 

Cardiology6 

Allergy Care: Routine Testing and Treatment (Allergy 
Injections/Immunotherapy) 

Acupuncture (Up to 30 visits per calendar year) Chiropractic 

Care (Up to 30 visits per calendar year) 7 Home Healthcare 
(Up to 200 visits per calendar year) Home Infusion Therapy 
Hospice Care (Unlimited Days) 

Physical Therapy4 

(Up to 90 visits per calendar year combined in home, office or 
outpatient facility) 

$20 copayment Deductible and coinsurance 

$20 copayment 

$20 copayment 

$100 copayment (Waived if admitted within 24 
hours) 

$20 copayment 

Deductible and coinsurance 

$100 copayment (Waived if admitted within 24 hou 

$0 Deductible and coinsurance 

$0 Deductible and coinsurance 

$0 Deductible and coinsurance 

$0 Deductible and coinsurance 

$0 Deductible and coinsurance 

 

$20 copayment (Waived for treatment) 
 

Deductible and coinsurance 

$20 copayment Deductible and coinsurance 

$20 copayment Deductible and coinsurance 

$0 Coinsurance (no deductible) 

$0 Deductible and coinsurance 

$0 Deductible and coinsurance 

$20 copayment Deductible and coinsurance 

Speech/Language4, Occupational4, Vision Therapies 
(Up to 60 visits per calendar year combined in home, office or 
outpatient facility) 

$20 copayment Deductible and coinsurance 

Outpatient Cardiac Rehabilitation $20 copayment Deductible and coinsurance 

Second Surgical Opinion $20 copayment Deductible and coinsurance 

Kidney Dialysis $0 Deductible and coinsurance 

 
 

Services provided by Anthem HealthChoice HMO, Inc. and/or Anthem HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield 
plans. Anthem is a registered trademark of Anthem Insurance Companies, Inc 



Anthem BCBS Summary of Benefits— POS20 Plan 

 

Benefit In-Network2 Out-of-Network 3 

Inpatient Care4 

Inpatient Hospital 
(As many days as is medically necessary; 
semiprivate room and board) 

$0 Deductible and coinsurance 

Surgery, Surgical Assistant, Anesthesia $0 Deductible and coinsurance 

Physical Therapy, Physical Medicine, or Rehabilitation 
(Up to 90 inpatient days per calendar year) 

$0 Deductible and coinsurance 

Skilled Nursing Facility (Up to 60 days per calendar year) $0 Deductible and coinsurance 

Mental Health 

Outpatient Visits in Office $20 copayment Deductible and coinsurance 

Outpatient Visits in Facility $0 Deductible and coinsurance 

Inpatient Care8As many days as is medically necessary; 

semiprivate room and board) 
$0 Deductible and coinsurance 

Alcohol/Substance Abuse 

Outpatient Visits in Office $20 copayment Deductible and coinsurance 

Outpatient Visits in Facility $0 Deductible and coinsurance 

Inpatient Detoxification8 (As many days as is medically 

Necessary; semiprivate room and board) 
$0 Deductible and coinsurance 

Inpatient Rehabilitation8 $0 Deductible and coinsurance 

Other 

Medical Supplies $0 when obtained through Empire’s medical supplies vendor Deductible and coinsurance 

Durable Medical Equipment4 $0 Deductible and coinsurance 

Prosthetics & Orthotics4 $0 Deductible and coinsurance 

Ambulance (air ambulance) $0 In-network benefits apply 

 

1. Preventive Care benefits not subject to copayment, deductible and coinsurance; when provided In-Network include; mammography screenings, cervical cancer 
screenings, colorectal cancer screenings, prostate cancer screenings, hypercholesterolemia screenings, diabetes screenings for pregnant women, bone density 
testing, annual physical examinations and annual obstetric and gynecological examinations. May also include other services as required under State and Federal Law. 
May be subject to age and frequency limits. 

2.  In-network provider delivers care. In-network providers are in Empire’s POS network, and in our affiliate POS network in Connecticut, Anthem Blue Cross and Blue Shield. 

3. Out-of-network providers are providers who are not in Empire’s POS network or our affiliate network in Connecticut, Anthem Blue Cross and Blue Shield. Out-of-network 
services rendered by providers who do not participate with Empire or with another Blue Cross Blue Shield plan through the BlueCard Program are subject to balance 
billing over the allowed amount. (This does not apply to emergency benefits.) 

4.  Empire’s or Anthem’s, CT network provider must precertify INN services or services may be denied; Empire or Anthem, CT network providers cannot bill members beyond 
INN copayment (if applicable) for covered services. You are responsible for obtaining precertification for out-of-network services. Your provider may call for you, but you 
will be responsible for penalties applied to out-of-network claims if precertification is not obtained. 

5. For ambulatory surgery, please call the toll-free number on your member ID card to determine exactly which outpatient services require pre-certification. 

6. Empire’s or Anthem’s, CT network provider must precertify INN services or services may be denied; Empire or Anthem, CT network providers cannot bill members 
for covered services. Precertification is not necessary for out-of-network services. 

7.  Empire’s network provider must obtain authorization for clinical/medical necessity for in-network services after 5th visit. 

8.  Precertification must be obtained from the Behavioral Healthcare Manager, or penalties apply. 

9. IMPORTANT NOTE: This is a benefits summary only and is subject to the terms, conditions, limitations and exclusions set forth in the contract. Failure to comply with 
Empire’s Medical Management or Behavioral Healthcare Management Program requirements could result in benefit reductions. This summary of benefits has been 
updated to comply with federal and state requirements, including applicable provisions of the recently enacted federal health care reform laws. As we receive additional 
guidance and clarification on the new health care reform laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue 
Service, we may be required to make additional changes to this summary of benefits. 

 

Included are preventive care services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits. 

 

 

Services provided by Anthem HealthChoice HMO, Inc. and/or Anthem HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield 
plans. Anthem is a registered trademark of Anthem Insurance Companies, Inc 



Anthem BCBS Summary of Benefits—PPO20 Plan 

 
 

County of Ulster-PPO 20 / 2024 
 

Benefit In-Network 1 Out-of-Network 2,3 

Deductible N/A $500/$1,250 

Coinsurance N/A 20% 

Out-of-Pocket Maximum $3,880 / $9,700 (All In-Network Cost Shares) $5,000/$12,500 Coinsurance Stop Loss / 

$1,500 / $3,750 Out-of-Pocket Max 

Lifetime Maximum Unlimited Unlimited 

Dependent Children (covered to the end of the month of 
the dependent’s birthday) 

Dependents to age 26 Dependents to age 26 

Covered Preventive Care4 Member Pays In-Network Member Pays Out-of-Network 

Covered Adult Preventive Care $0 Deductible and Coinsurance 

Annual Physical Exam $0 Covered in-network only 

Well-Child Care 
(Up to age 19; including necessary covered 

immunizations) 

$0 Deductible and Coinsurance 

Preventive Well-Woman Care $0 Deductible and Coinsurance 

Home/Office/Outpatient Care Member Pays In-Network Member Pays Out-of-Network 

Home/Office Visits 

Online Visits 

$20  copayment 

$20  copayment 

$20 copayment 

Deductible and Coinsurance 

Deductible and Coinsurance 

Urgent Care Center $20 copayment 

Emergency Room/Facility 
(initial visit per occurrence) 

$100 copayment 
(Waived if admitted within 24 hours) 

$100 copayment 
(Waived if admitted within 24 hours) 

Ambulatory Surgery5/ Outpatient Surgery 

Presurgical Testing, Anesthesia 

$0 

$0 

Deductible and Coinsurance 

Deductible and Coinsurance 

Chemotherapy, Radiation Therapy $0 Deductible and Coinsurance 

Routine Maternity Care $0 Deductible and Coinsurance 

Laboratory Tests, X-rays $0 Deductible and Coinsurance 

MRI7/MRA7, CAT Scan7, PET7 & Nuclear Cardiology7 $0 Deductible and Coinsurance 

Allergy Routine Testing and Treatment 

- Office Visit 
- Routine Testing 
- Allergy Injections/Immunotherapy 

 
$20 copayment 
$0 
$0 

Deductible and Coinsurance Deductible and 

Coinsurance 

Acupuncture (Up to 30 visits per calendar year) $20 copayment Deductible and coinsurance 

Chiropractic Care (Up to 30 visits per calendar year) 10 $20 copayment Deductible and Coinsurance 

Home Healthcare 
(Up to 200 visits per calendar year) 

$0 Coinsurance (no deductible) 

Home Infusion Therapy $0 Deductible and Coinsurance 

Hospice Care 
(Unlimited Days 

$0 Deductible and Coinsurance 

Physical Therapy5 

(Up to 90 visits per calendar year combined in home, 
office or outpatient facility) 

$20 copayment Deductible and Coinsurance 

Other Short-Term Rehabilitative Therapies 

Speech/Language5, Occupational5 

(Up to 60 visits per calendar year combined in home, 
office or outpatient facility) 

Vision Therapy 

$20 copayment 

 
 
 
$20 copayment 

Deductible and Coinsurance 

 
 
 
Deductible and Coinsurance 

 
Services provided by Anthem HealthChoice HMO, Inc. and/or Anthem HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield 

plans. Anthem is a registered trademark of Anthem Insurance Companies, Inc 
 



Anthem BCBS Summary of Benefits—PPO20 Plan 

 
 

Benefit In-Network1 Out-of-Network 2,3 

Cardiac Rehabilitation (Unlimited visits / calendar year) $20 copayment Deductible and Coinsurance 

Second Surgical Opinion $20 copayment 
(no copayment applies if arranged through the 

Medical Management Program) 

Deductible and Coinsurance 

Kidney Dialysis $0 Deductible and Coinsurance 

Inpatient Care9 Member Pays In-Network Member Pays Out-of-Network 

Inpatient Hospital 
(As many days as is medically necessary; semiprivate 
room and board) 

$0 Deductible and Coinsurance 

Surgery, Covered Surgical Assistant, Anesthesia $0 Deductible and Coinsurance 

Physical Therapy, Physical Medicine, or Rehabilitation 
(Up to 90 inpatient days per calendar year) 

$0 Deductible and Coinsurance 

Skilled Nursing Facility (Up to 60 days per calendar year) $0 Deductible and Coinsurance 

Mental Health8 Member Pays In-Network  

Outpatient Visits in Office $20 copayment Deductible and Coinsurance 

Outpatient Visits in Facility $0 Deductible and Coinsurance 

Inpatient Care9 (As many days as medically necessary; 
semiprivate room and board) 

$0 Deductible and Coinsurance 

Alcohol/Substance Abuse8 Member Pays In-Network Member Pays Out-of-Network 

Outpatient Visits in Office $20 copayment Deductible and Coinsurance 

Outpatient Visits in Facility $0 Deductible and Coinsurance 

Inpatient Detoxification9 (As many days as medically 
necessary; semiprivate room and board) 

$0 Deductible and Coinsurance 

Inpatient Rehabilitation9
 $0 Deductible and Coinsurance 

Other Member Pays In-Network Member Pays Out-of-Network 

Medical Supplies $0 when obtained through Empire’s medical supplies vendor In-network benefits apply 

Durable Medical Equipment6 $0 Deductible and Coinsurance 

Prosthetics & Orthotics6 $0 Deductible and Coinsurance 

Ambulance (Land/Air ambulance) $0 In-network benefits apply 

 
(1) Network provider delivers care. Empire’s network provider must precertify in-network services; Empire network providers cannot bill members beyond the copayment for covered services. 

(2) Out-of-network services (except Mental Health and Alcohol/Substance Abuse) are those from a provider that does not participate in Empire’s PPO network, or with another Blue Cross and Blue Shield Plan through the BlueCard® 

PPO Program. (This does not apply to emergency benefits.) See (8) for Mental Health and Alcohol/Substance Abuse Services. 

(3) Out-of-network (O-O-N) providers – those who do not participate in Empire’s PPO network, or with another Blue Cross and Blue Shield Plan through the BlueCard® PPO Program. Out-of-network providers who do not participate 

with Empire or with another Blue Cross and Blue Shield Plan, may balance bill over Empire’s allowed amount. Precertification is not required for out-of-network services, nor for out-of-area in-network BlueCard® PPO provider 
services. 

(4) Preventive Care benefits not subject to copayment, deductible and coinsurance; when provided In-Network include; mammography screenings, cervical cancer screenings, colorectal cancer screenings, prostate cancer screenings, 
hypercholesterolemia screenings, diabetes screenings for pregnant women, bone density testing, annual physical examinations and annual obstetric and gynecological examinations. May also include other services as required 
under State and Federal Law. May be subject to age and frequency limits. 

(5) You are responsible for obtaining precertification from Empire’s Medical Management Program for these services. Your provider may call for you, but you will be responsible for penalties applied if precertification is not obtained. For 
ambulatory surgery, precertification is required for reconstructive surgery, outpatient transplants and ophthalmological or eye-related procedures. Precertification is also required for cosmetic surgery, an excluded benefit except when 
medically necessary. 

(6) For services received from an Empire PPO provider, the provider must precertify in-network services; Empire PPO providers cannot bill members beyond the copayment, deductible, or coinsurance for covered services. Outside 

Empire’s network area, you or your provider must obtain precertification from Empire’s Medical Management Program for services from in-network BlueCard® PPO providers. 

(7) You are responsible for obtaining precertification from AIM for MRI, MRA, PET, CAT, Nuclear Cardiology, and Echocardiography services rendered by an Empire PPO provider. Your provider may call for you, but you will be 

responsible for penalties applied if precertification is not obtained. Precertification is not required for these services when rendered from an in-network BlueCard® provider outside of Empire’s network area or out-of-network 
providers. 

(8) You are responsible for obtaining precertification from the Behavioral Healthcare Manager for these services. Your provider may call for you, but you will be responsible for penalties applied if precertification is not obtained. 

(9) Network providers must obtain precertification from Empire’s Medical Management Program for Inpatient Facility Services received from an out-of-area BlueCard PPO Provider. 

(10) Empire’s network provider must obtain authorization for clinical/medical necessity for in-network services after 5th visit. 

IMPORTANT NOTE: This is a benefits summary only and is subject to the terms, conditions, limitations and exclusions set forth in your Certificate of Coverage, Schedule of Benefits, and any additional Riders or Contracts your group has 
purchased. Be sure to consult your benefit Contract or Certificate for full details about your coverage. To the extent that there is a conflict between this Summary and your benefit Contract or Certificate, the terms of the Contract or 
Certificate will control. Failure to comply with Empire’s Medical Management or Behavioral Healthcare Management Program requirements could result in benefit reductions. 

 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted federal health care reform laws. As we receive additional guidance and clarification on the 
new health care reform laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes to this summary of benefits. 

 

Included are preventive care services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits. 
 

Services provided by Anthem HealthChoice HMO, Inc. and/or Anthem HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield 
plans. Anthem is a registered trademark of Anthem Insurance Companies, Inc 



Anthem BCBS Summary of Benefits—PPO25 Plan 

 
 

County of Ulster-PPO 25 / 2024 
 

Benefit In-Network 1 Out-of-Network 2,3 

Deductible N/A $500/$1,250 

Coinsurance N/A 20% 

Out-of-Pocket Maximum $3,880 / $9,700 (All In-Network Cost Shares) $5,000/$12,500 Coinsurance Stop Loss / 

($1,000/$2,500 out-of-pocket) 

Lifetime Maximum Unlimited Unlimited 

Dependent Children (covered to the end of the month of 
the dependent’s birthday) 

Dependents to age 26 Dependents to age 26 

Covered Preventive Care4 Member Pays In-Network Member Pays Out-of-Network 

Covered Adult Preventive Care $0 Deductible and Coinsurance 

Annual Physical Exam $0 Covered in-network only 

Well-Child Care 
(Up to age 19; including necessary covered 

immunizations) 

$0 Deductible and Coinsurance 

Preventive Well-Woman Care $0 Deductible and Coinsurance 

Home/Office/Outpatient Care Member Pays In-Network Member Pays Out-of-Network 

Home/Office Visits (PCP/Specialist) 

Online Visits 

$25 / $40 copayment 

$25 copayment 

$25 copayment 

$200 copayment 

(Waived if admitted within 24 hours) 

$100 copayment 

$0 

$0 

$0 

$0 

$25 copayment 

$75 copayment 

 

$25 copayment 
$0 
$0 
 
$25 copayment 

$25 copayment 

$0 

 
$0 

$0 

 
$25 copayment 

 

 
$25 copayment 

 
 
 
$25 copayment 

Deductible and Coinsurance 

Deductible and Coinsurance 

Urgent Care Center $25 copayment 

Emergency Room/Facility 
(initial visit per occurrence) 

$200 copayment 
(Waived if admitted within 24 hours) 

Ambulatory Surgery5/ Outpatient Surgery 

Presurgical Testing, Anesthesia 

Deductible and Coinsurance 

Deductible and Coinsurance 

Chemotherapy, Radiation Therapy Deductible and Coinsurance 

Routine Maternity Care Deductible and Coinsurance 

Laboratory Tests, Deductible and Coinsurance 

X-rays Deductible and Coinsurance 

MRI7/MRA7, CAT Scan7, PET7 & Nuclear Cardiology7 Deductible and Coinsurance 

Allergy Routine Testing and Treatment 

- Office Visit 
- Routine Testing 

- Allergy Injections/Immunotherapy 

Deductible and Coinsurance Deductible and 

Coinsurance 

Acupuncture (Up to 30 visits per calendar year) Deductible and Coinsurance 

Chiropractic Care (Up to 30 visits per calendar year) 10 Deductible and Coinsurance 

Home Healthcare 
(Up to 200 visits per calendar year) 

Coinsurance (no deductible) 

Home Infusion Therapy Deductible and Coinsurance 

Hospice Care 
(unlimited days) 

Deductible and Coinsurance 

Physical Therapy5 

(Up to 90 visits per calendar year combined in home, 
office or outpatient facility) 

Deductible and Coinsurance 

Other Short-Term Rehabilitative Therapies 

Speech/Language5, Occupational5 

(Up to 60 visits per calendar year combined in home, 
office or outpatient facility) 

Vision Therapy 

Deductible and Coinsurance 

 
 
 
Deductible and Coinsurance 

 
Services provided by Anthem HealthChoice HMO, Inc. and/or Anthem HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield 

plans. Anthem is a registered trademark of Anthem Insurance Companies, Inc 
 



Anthem BCBS Summary of Benefits—PPO25 Plan 

Benefit In-Network1 Out-of-Network 2,3 

Cardiac Rehabilitation (Unlimited visits per calendar 
year) 

$25 copayment Deductible and Coinsurance 

Second Surgical Opinion $25 / $50 copayment 
(no copayment applies if arranged through the 

Medical Management Program) 

Deductible and Coinsurance 

Kidney Dialysis $0 Deductible and Coinsurance 

Inpatient Care9 Member Pays In-Network Member Pays Out-of-Network 

Inpatient Hospital 
(As many days as is medically necessary; 
semiprivate room and board) 

$200 copayment Deductible and Coinsurance 

Surgery, Covered Surgical Assistant, Anesthesia $0 Deductible and Coinsurance 

Physical Therapy, Physical Medicine, or 
Rehabilitation (Up to 90 inpatient days per 
calendar year) 

$0 Deductible and Coinsurance 

Skilled Nursing Facility (Up to 60 days per calendar year) $0 Deductible and Coinsurance 

Mental Health8 Member Pays In-Network  

Outpatient Visits in Office $25 copayment Deductible and Coinsurance 

Outpatient Visits in Facility $25 copayment Deductible and Coinsurance 

Inpatient Care9 (As many days as medically necessary; 

semiprivate room and board) 

$200 copayment Deductible and Coinsurance 

Alcohol/Substance Abuse8 Member Pays In-Network Member Pays Out-of-Network 

Outpatient Visits in Office $25 copayment Deductible and Coinsurance 

Outpatient Visits in Facility $25 copayment Deductible and Coinsurance 

Inpatient Detoxification9 (As many days as 
medically necessary; semiprivate room and 
board) 

$200 copayment Deductible and Coinsurance 

Inpatient Rehabilitation9
 $200 copayment Deductible and Coinsurance 

Other Member Pays In-Network Member Pays Out-of-Network 

Medical Supplies $0 when obtained through Empire’s medical supplies vendor In-network benefits apply 

Durable Medical Equipment6 $0 Deductible and Coinsurance 

Prosthetics & Orthotics6 $0 Deductible and Coinsurance 

Ambulance (Land/Air ambulance) $50 copayment Deductible and Coinsurance 

(1) Network provider delivers care. Empire’s network provider must precertify in-network services; Empire network providers cannot bill members beyond the copayment for covered services. 

(2) Out-of-network services (except Mental Health and Alcohol/Substance Abuse) are those from a provider that does not participate in Empire’s PPO network, or with another Blue Cross and Blue Shield Plan through the BlueCard® 

PPO Program. (This does not apply to emergency benefits.) See (8) for Mental Health and Alcohol/Substance Abuse Services. 

(3) Out-of-network (O-O-N) providers – those who do not participate in Empire’s PPO network, or with another Blue Cross and Blue Shield Plan through the BlueCard® PPO Program. Out-of-network providers who do not participate 

with Empire or with another Blue Cross and Blue Shield Plan, may balance bill over Empire’s allowed amount. Precertification is not required for out-of-network services, nor for out-of-area in-network BlueCard® PPO provider services. 

(4) Preventive Care benefits not subject to copayment, deductible and coinsurance; when provided In-Network include; mammography screenings, cervical cancer screenings, colorectal cancer screenings, prostate cancer screenings, 
hypercholesterolemia screenings, diabetes screenings for pregnant women, bone density testing, annual physical examinations and annual obstetric and gynecological examinations. May also include other services as required under 
State and Federal Law. May be subject to age and frequency limits. 

(5) You are responsible for obtaining precertification from Empire’s Medical Management Program for these services. Your provider may call for you, but you will be responsible for penalties applied if precertification is not obtained. For 
ambulatory surgery, precertification is required for reconstructive surgery, outpatient transplants and ophthalmological or eye-related procedures. Precertification is also required for cosmetic surgery, an excluded benefit except when 
medically necessary. 

(6) For services received from an Empire PPO provider, the provider must precertify in-network services; Empire PPO providers cannot bill members beyond the copayment, deductible, or coinsurance for covered services. Outside 

Empire’s network area, you or your provider must obtain precertification from Empire’s Medical Management Program for services from in-network BlueCard® PPO providers. 

(7) You are responsible for obtaining precertification from AIM for MRI, MRA, PET, CAT, Nuclear Cardiology, and Echocardiography services rendered by an Empire PPO provider. Your provider may call for you, but you will be 

responsible for penalties applied if precertification is not obtained. Precertification is not required for these services when rendered from an in-network BlueCard® provider outside of Empire’s network area or out-of-network providers. 

(8) You are responsible for obtaining precertification from the Behavioral Healthcare Manager for these services. Your provider may call for you, but you will be responsible for penalties applied if precertification is not obtained. 

(9) Network providers must obtain precertification from Empire’s Medical Management Program for Inpatient Facility Services received from an out-of-area BlueCard PPO Provider. 

(10) Empire’s network provider must obtain authorization for clinical/medical necessity for in-network services after the 5th visit. 

IMPORTANT NOTE: This is a benefits summary only and is subject to the terms, conditions, limitations and exclusions set forth in your Certificate of Coverage, Schedule of Benefits, and any additional Riders or Contracts your group has 
purchased. Be sure to consult your benefit Contract or Certificate for full details about your coverage. To the extent that there is a conflict between this Summary and your benefit Contract or Certificate, the terms of the Contract or Certificate 
will control. Failure to comply with Empire’s Medical Management or Behavioral Healthcare Management Program requirements could result in benefit reductions. 

 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted federal health care reform laws. As we receive additional guidance and clarification on the new 
health care reform laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes to this summary of benefits. 

 

Included are preventive care services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits. 
 

Services provided by Anthem HealthChoice HMO, Inc. and/or Anthem HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield 
plans. Anthem is a registered trademark of Anthem Insurance Companies, Inc 



Magellan Rx 

 

Dedicated Partner  

As your prescription benefits manager, Magellan Rx Management is dedicated to giving you the best information and 

resources to help you make better healthcare decisions to lead a healthy, vibrant life. Our wide range of prescription benefit 

programs emphasize quality and cost-effective solutions that lead to better drug therapy choices. 

Using your ID card at retail pharmacies 

Present your card at any of our 68,000+ retail pharmacies every time you fill your prescription.  Access a participating 

pharmacy list at magellanrx.com.   

If you need to fill a prescription prior to receiving your ID cards, provide this information to the pharmacy in addition to  

your ID number or social security number:  RXBIN: 017449; RXPCN: 6792000; RXGRP: PRXULS. 

 

See the Magellan Formulary List and Exclusions, Prior Authorization Drug List and Step Therapy List posted in the 

AleraEdge Resource Library OR if viewing online, click the links below. 

Formulary-MagellanRx-2024                                          Step Therapy Drug List-MagellanRx-2024 

Prior Authorization Drug List-MagellanRx-2024 

https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:0ef58c75-15d0-3bdc-88af-6e145233e168
https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:0ef58c75-15d0-3bdc-88af-6e145233e168
https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:0ef58c75-15d0-3bdc-88af-6e145233e168
https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:edbd34b6-727d-38d4-8bd9-ef4c2bfb4cc8


Magellan Rx 

Your Prescription Benefits 

Copayments 

Empire POS 20 Plan 
Retail- 

30-day supply 

Mail- 

90-day supply 

Tier 1: Generic $5 $10 

Tier 2: Preferred Brand $20 $40 

Tier 3: Non-Preferred Brand $40 $80 
   

Empire PPO 20 & 25 Plans 
Retail- 

30-day supply 

Mail- 

90-day supply 

Tier 1: Generic $10 $20 

Tier 2: Preferred Brand $25 $50 

Tier 3: Non-Preferred Brand $40 $80 
   

 

 

See the Magellan Formulary List and Exclusions, Prior Authorization Drug List and Step Therapy List posted 

in the AleraEdge Resource Library OR if viewing online, click the links below. 

Formulary-MagellanRx-2024                                          Step Therapy Drug List-MagellanRx-2024 

Prior Authorization Drug List-MagellanRx-2024 

https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:0ef58c75-15d0-3bdc-88af-6e145233e168
https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:0ef58c75-15d0-3bdc-88af-6e145233e168
https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:0ef58c75-15d0-3bdc-88af-6e145233e168
https://acrobat.adobe.com/link/review?uri=urn:aaid:scds:US:edbd34b6-727d-38d4-8bd9-ef4c2bfb4cc8


Urgent Care Facilities (In-Network) Ulster County Area 

AMC EMURGENTCARE  

2976 Route 9W 

Saugerties, NY 12477 

PH: 845-247-9100 

HQUMCP PC 

1100 Route 55-Ste 101 

Lagrangeville, NY  12540 

PH: 845-485-4455 

ANDERSON MEDICAL PC 

4274 Albany Post Rd  

Hyde Park, NY 12538  

PH: 845-229-2602 

NUVANCE HEALTH MED PRACTICE 
1240 Ulster Ave 
Kingston, NY 12401 
PH:845-443-8740 

CMH RAPID CARE-CATSKILL 

10 Grandview Ave 

Catskill, NY 12414 

PH: 518-943-9100 

PM PEDIATRICS OF BAYSIDE 

1989 Route 52 

Hopewell Junction, NY 12533 

PH: 845-897-4500 

CORNERSTONE FAMILY HEALTH 

147 LAKE ST 

Newburgh, NY 12550 

PH: 845-563-8000 

PULSE-MD URGENT CARE 

900 Route 376-Ste H 

Wappingers Falls, NY 12590  

PH: 845-204-9260 

CRYSTAL RUN HEALTHCARE 

1200  Route 300 

Newburgh, NY  12550 

PH: 845-703-6999 

URGENT MEDICAL CARE PLLC 

10 Grandview Ave 

Catskill NY 12414 

PH: 518-943-9100 

EXCEL URGENT CARE FISHKILL 

1004 Main St 

Fishkill, NY 12524 

PH: 845-765-2240 

WELLNOW URGENT CARE PC 
11 Maple Ave 
Catskill, NY  12414 
PH: 518-625-3608 

FIRST CARE MEDICAL PC 

222 State Route 299 

Highland, NY 12528 

PH: 845-691-3627 

 



CANARX Prescription Program 

 

$0 COPAY Prescription Option 
CANARX administers the voluntary $0 copay 

international mail-order prescription option.  

For program information (including searchable 

medication listing) and to enroll online or to download an enrollment 

form,   visit canarx.com and use WebID: ULSTER 



CANARX —Formulary 

For More Information: Call 1-866-893-6337 / CANARX 

 

 
NOTE: Medication names appearing with (G) are available in a Generic version from your local or U.S. mail order pharmacy. This list is subject to 
change. Please call 1-866-893-6337 toll free to verify the availability of your medication through this program.                                              January 2023 



CANARx—Employee Enrollment Form 



CANARx —Enrollment Form / Agreement 



Dental Plan—MetLife                          

Group ID Number: 217284 

PROVIDER: METLIFE 

ELIGIBILITY 

Primary enrollee, spouse and eligible dependent children 

to the end of the month that dependent turns 26 

Deductibles  $50 per person / $150 per family each calendar year 

 Waived for Diagnostic  

 & Preventive & Orthodontics 
Yes 

Maximums $2,000 per person each calendar year 

 Diagnostic & Preventive counts  

 toward maximum 
Yes 

 

Benefits & Covered Services* 
In-Network Providers 

Negotiated Fee Schedule 

Out-of-Network* Providers 

R & C 90th Percentile 

Diagnostic & Preventive Services 

Exams & cleanings (2x / calendar year) 

x-rays, sealants 
100% 100% 

Basic Services-Fillings 80% 80% 

Endodontics (root canals)  80% 80% 

Periodontics (gum treatment) 80% 80% 

Oral Surgery 80% 80% 

Major Services-Crowns, inlays, onlays 

& cast restorations 
50% 50% 

Prosthodontics-Bridges, dentures, 

implants, TMJ 
50% 50% 

Orthodontic Benefits-dependent 

children to age 19 
50% 50% 

Orthodontic Maximums $1500 Lifetime $1500 Lifetime 

* Out of Network benefits are payable for services rendered by a dentist who is not a participating provider. The Reasonable and Customary (R & C) charge is based on the lowest 

of (1) the dentist’s actual charge (the ‘Actual Charge’), (2) the dentist’s usual charge for the same or similar services (the ‘Usual Charge’) or (3) the charge of most dentists in the 

same geographic area for the same or similar services as determined by MetLife (the ‘Customary Charge’). Services must be necessary in terms of generally accepted dental 

standards. 

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of 

Coverage or Summary Plan Description. If you have specific questions regarding the benefits, 

limitations or exclusions for your plan, please consult your company’s benefits representative. 

 

 
 



Dental Plan—MetLife / Find a Dental Provider  

 
 

 

 

MetLife Network:  Preferred Dentist Plus Network (PDP Plus) 

Group ID Number: 217284 

Customer Service: 1-800-942-0854 

 

Submit Claims to:  MetLife Dental Claims 

   PO Box 981282 

   El Paso, TX  79998-1282 

 



Vision Plan—Davis Vision 

We are pleased to provide you with information on your vision benefit to help you care 

for your vision and eye health - a key part of overall health and wellness! 

If you are not currently enrolled, please visit our member site at davisvision.com or call 

1.877.923.2847 and enter client code 2769 to locate providers or for additional 

information. 

Your Davis Vision Premier Plan Benefits

 

Benefit 
Frequency 

Once Every- 

In-Network 

Copay 
In-Network Coverage 

Eye Examination Calendar Year $0 Covered in full. Includes dilation when professionally indicated. 

Spectacle Lenses Calendar Year  $0 
Clear plastic lenses in any single vision, bifocal, trifocal or lenticular prescription. Covered 

in full. (See below for additional lens options and coatings.) 

Frame Calendar Year $0 

Covered in Full Frames: 

 

Any Fashion, Designer or Premier level frame from 

Davis Vision's Collection12 (retail value, up to $195). 

OR Frame Allowance 

 

$150 toward any frame from provider plus 20% off 

any balance.11 No copay required. 

Contact Lens 

Evaluation, Fitting 

& Follow Up Care 

Calendar Year $0 

Davis Vision Collection Contacts Covered in full 

Standard, Soft Contacts 15% discount11 

Specialty Contacts 15% discount1 

Contact Lenses (in 

lieu of eyeglasses) 
Calendar Year $0 

Covered in Full Contacts: From Davis Vision’s Collection12, up to 

Planned Replacement Two boxes/multipacks* 

Disposable Four boxes/multipacks* 

OR, Contact Lens Allowance 

 

$150 allowance toward any contacts from provider's 

supply plus 15% off balance.11 No copay required. 

OR, Visually Required Contacts Covered in full with prior approval. 
'Number of contact lens boxes may vary based on manufacturer’s packaging. 

 

Significant savings on optional frames, lens types & coatings! 

       Member Price  

Davis Vision Collection Frames: Fashion I Designer I Premier ...... $0 I $0 I $0 

Tinting of Plastic Lenses ................................................................................ $0 

Scratch-Resistant Coating ............................................................................ $0 

Premium Scratch-Resistant Coating ......................................................... $30 

Ultraviolet Coating ........................................................................................... $0 

Anti-Reflective Coating: Standard I Premium I Ultra I Ultimate ... $351 $481 $60 I $85 

Polycarbonate Lenses ..................................................................................... $0 

High-Index Lenses 1.6711.74 ...................................................................... $55 I $120 

Progressive Lenses: Standard I Premium I Ultra I Ultimate ............ $0 I $40 I $90 I $125 

Polarized Lenses ............................................................................................... $75 

Photochromic Lenses (i.e. Transitions®, etc.)'4 ................................... $65 

Scratch Protection Plan: Single Vision I Multifocal Lenses ............. $20 I $40 

Trivex Lenses ...................................................................................................... $50 

Blue Light Filtering ........................................................................................... $15 

11 Some limitations apply to additional discounts, 

discounts not applicable at all in­ network 

providers. 
21 The Davis Vision Collection is available at most 

participating independent provider locations. 

Collection is subject to change. Collection is 

inclusive of select toric and multifocal contacts. 
31 Including, but not limited to toric, multifocal and 

gas permeable contact lenses. 
41Transitions®is a registered trademark of 

Transitions Optical Inc. 

Please note: Your provider reserves the right to not dispense 

materials until all applicable member costs, fees and copayments 

have been collected. Contact lenses: Routine eye examinations do 

not include professional services for contact lens evaluations. Any 

applicable fees above the evaluation and fitting allowance are the 

responsibility of the member. ff contact lenses are selected and 

fitted, they may not be exchanged for eyeglasses. Progressive 

lenses: If you are unable to adapt to progressive addition lenses 

you have purchased, conventional bifocals will be supplied at no 

additional cost; however, your copayment is nonrefundable. May 

not be combined with other discounts or offers. Please be advised 

these lens options and copayments apply to in-network benefits. 



Vision Plan—Davis Vision 

Frequently Asked Questions 

How can I contact Member Services? 

Call 1.800.999.5431 for automated help 24/7. Live help is 

also available seven days a week: Monday-Friday, 8 a.m.-

11 p.m. I Saturday, 9 a.m.-4 p.m. I Sunday, 12 p.m.-4 p.m. 

(Eastern Time). (TTY services: 1.800.523.2847.) 

What frames are in Davis Vision's Collection? 

Our Collection offers a great selection of fashionable and 

designer frames, most of which are covered in full. No 

wonder 8 out of 10 members select a Collection frame. 

Log on to our member Web site at davisvision.com and 

take a look! 

When will I receive my eyewear? 

Your eyewear will be delivered to your network provider 

generally within five business days of order receipt. Special 

prescriptions, lens coatings, provider frames or out-of-

stock frames may delay the standard turnaround time. 

Do I need a claim form? 

Claim forms are only required if you visit an out-of-

network provider. Claim forms are available on our 

member Web site. 

Can I split my benefits? 

You may split your benefits by receiving your eye 

examination and eyeglasses or contact lenses on 

different dates or through different provider locations. 

Complete eyeglasses must be obtained at one time, 

from one provider. You may not split between a 

network and out-of-network provider. To maximize your 

benefit value we recommend that all services be 

obtained from a network provider. 

Can I use an out-of-network provider? 

Yes; however, you receive the greatest value by staying 

in-network. If you go out-of-network, pay the provider 

at the time of service, then submit a claim to Davis 

Vision for reimbursement, up to the following amounts: 

eye exam - $40 I single vision lenses - $40 I bifocal - $60 

I trifocal - $80 I lenticular - $100 I frame - $50 I elective 

contacts - $105 I visually required contacts - $225. Claim 

forms may be submitted online. 

Are there any exclusions to the vision benefits? 

Your vision plan does not cover medical treatment of 

eye disease or injury; vision therapy; special lens 

designs or coatings, other than those described herein; 

replacement of lost eyewear; non­ prescription (piano) 

lenses; contact lenses and eyeglasses in the same 

benefit cycle; services not performed by licensed 

personnel; two pair of eyeglasses in lieu of bifocals. 

DAVIS VISION EXTRAS! 

One Year Breakage Warranty Repair or replacement 

of your plan covered spectacle lenses, Collection frame 

or frame from a network retail location where the 

Collection is not displayed. 

Additional Savings Members will receive 50% off of 

additional complete pairs of eyeglasses and sunglasses 

at Visionworks and 30% off at other participating 

providers on the same transaction. Otherwise, a 20% 

discount off the provider's usual and customary rate is 

available. Contact lenses are available at a 10% 

discount.'5 

Shop Online Members can shop online using your plan 

benefits through Visionworks.com. Select the insurance 

option from the bar on top of the screen, next select 

member look up and follow the instructions to order 

your eyewear to be shipped to your home. 

Mail Order Contact Lenses Replacement contacts 

(after initial benefit) through 

www.DavisVisionContacts.com mail-order service 

ensures easy, convenient, purchasing online and quick, 

direct shipping to your door. Log on to our member 

Web site for details. 

Laser Vision Correction Davis Vision provides you and 

your eligible dependents with the opportunity to 

receive discounted laser vision correction, often 

referred to as LASIK. For more information, visit 

www.davisvision.com. 

Low Vision Services Comprehensive low vision 

evaluation once every five years and low vision aids up to 

the plan maximum. Covers up to four follow-up visits in 

five years. 

Eye Health & Wellness Log on and learn more about 

your eyes, health and wellness; common eye conditions 

that can impair vision; and what you can do to ensure 

healthy eyes and a healthier life. 

For more details... about your vision benefits, patient 

rights and responsibilities about Davis Vision or to 

obtain a copy of Davis Vision's Privacy Practices Notice, 

please log on to our member Web site or contact us at 

1.800.999.5431. 

Davis Vision has made every effort to correctly summarize your vision 

plan features herein. In the event of a conflict between this 

information and your organization's contract with Davis Vision, the 

terms of the contract will prevail. 

51Some limitations apply to additional discounts, discounts not applicable at all in-

network providers. 

Fully insured product Underwritten by HM Life Insurance Company. Administered by Davis 

Vision, which may operate as Davis Vision Insurance Administrators in California. 

http://www.davisvisioncontacts.com/
http://www.davisvision.com/


Important Notice (Medicare Part D) 

 
 



Important Notice (Medicare Part D) 



Need Help? 

 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 

            
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
  

            

 

Benefits: www.aleraedge.com / 

AleraGray 

Customer Service at Alera Edge 

support@aleracare.zendesk.com  

1-800-836-0026, x7400 | 8am-4:30pm 

 
Medical Benefits 

Anthem Blue | Member Services   

1-844-241-7087 | 8:00AM-5PM 

 

 
 

Dental Benefits | MetLife 

Customer Service: 1-800-942-0854 

Group #: 217284 
 

  
 

Vision Benefits | Davis Vision 

Customer Service:1-877-923-2847 

Group #: 2769 
 

http://www.aleraedge.com/
mailto:support@aleracare.zendesk.com

