Excellus

MADISON ONEIDA HERKIMER HEALTH CONS.

General Information

Excellus BluePPO Signature Copay 1

$5/$35/$70 $0 Generics for Kids

Benefit Time Period: 07/01/2025 - 06/30/2026

Cost Sharing Expenses

Benefit Name In Network Out of Network Limits and Additional Information
Deductible - Single $0 . $500
Deductible - Family $0 $1,500 Each individual does not exceed the single

Deductible Aggregation - Single and Family

Coinsurance 0% 20%
Annual Out of Pocket Maximum - Single $2,000 $4,000
Annual Out of Pocket Maximum - Family $6,000 $12,000

Annual Out of Pocket Maximum Aggregation
- Single and Family

Office Visit Cost Shares

deductible.

Each family member Is only subject to the single
Deductible and any combination of family -
members can satisfy the family Deductible as
long as cne individual does not meet more than
the single deductible.

Individual

Out-of-pocket maximums accumulate
coinsurance, copays and the deductible. Out-of-
pocket maximums exclude balances over
allowable expense and non-covered services.

Out-of-pocket maximums accumulate
coinsurance, copays and the deductible. Out-of-
pocket maximums exclude balances over
allowable expense and non-covered services.

Each family member is only subject to the single
Annual Out of Pocket Maximum any
combination of family members can satisfy the
family Annual Out of Pocket Maximum.
Individual

Benefit Name In Network Out of Network Limits and Additional Information
20% Coinsurance

Cost Share - Primary Cém . $25 Copayment Subject to Deductible
20% Colnsurance

Cost Share - Specialist $40 Copayment Subject to Deductible

Plan Limits

Benefit Name In Network Out of Network Limits and Additional Information
Plan/Calendar Year Calendar Year Benefits
Diabetic Preauthorization and Step Therapy Applies

Who is Covered
Benefit Name In Network Out of Network

Limits and Additional Information

Domestic Partner. Coverage

Inpatient Services

Not-Covered: .
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Inpatient Facility

Benefit Name In Network Out of Network Limits and Additional Information
Inpatient Hospital Services $250 Copayment g‘m e e '

Mental Health Care $250 Copayment g?jz; e?::)i‘r;s;?dn: :;Ibl e

Substance Use Detoxification $250 Copayment - ’ g?;?; eiﬂ?;’:: uccetibl e

Skilled Nursing Facility $250 Copayment fe.?.Ziei?iﬁsSZ"fém ﬁgn?t?:r: Sombined INN and OON.
Physical Rehablttion $250 Copayment Eibjoctto Deduclble  Limits are combined INW and OON.
Matemity Care $250 Copayment gﬂnﬁie?it';s;;nuc;ible

Inpatient Professional Services

Benefit Name In Network Out of Network Limits and Additional Information
Inpatient Hospital Surgery 'I:S:’ISDécia!ist - Covered in g?zzi e(.:;:lt:s;;nuo; o ’ - ‘

Anesthesia

PCP/Specialist - Covered in
Full

Outpatient Facility Services

Covered in Full

Includes anesthesia rendered for Inpatient,
Outpatient, Office Visit, and Maternity services.
Anesthesia does not require a preauth or
referral.

Outpatient Facility Services

Benefit Name In Network Out of Network Limits and Additional Information
SurgiCenters and Freestanding Ambulatory 20% Coinsurance
Centers Surgical Care $150 Copayment Subject fo Deductible
| 5 20% Coinsurance
Diagnostic X-ray $40 Copayment Subject to Deductible

Diagnostic Laboratory and Pathology

Diagnostic Laboratory and Pathology
Enhanced Benefits

Radiation Therapy
Chemotherapy

Infusion Therapy Outpatient
Dialysis

Mental Health Care

Substance Use Care

Home and Hospice Care

Covered in Full

$40 Copayment

$25 Copayment

Inclusive of Primary Service
Covered in Full

$25 Copayment

$25 Copayment

'20% Colinsurance

Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Cainsurance

Subject to Deductible
Inclusive of Primary Service
20% Cainsurance

Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Is inclusive in the Home Care benefit and not
covered as a separate benefit.

Includes Partial Hospitalization

Includes Partial Hospitalization

Home Care
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Benefit Name In Network Out of Network Limits and Additional Information
20% Colnsurance
Home Care Covered in Full Subject to $50 Deductible

Home Infusion Therapy

Covered in Full

20% Coinsurance

Services must be ordered by a Physician/
authorized Health Care Professional and
provided by an agency or office licensed/

Subject to $50 Deductible certified to provide infusion therapy as part of a
primary service (such as chemotherapy,
radiation therapy and home health care).

Hospice Care

Benefit Name In Network Out of Network Limits and Additional Information
, 20% Colnsurance

Hosplce Care Inpatient Covered [n Full Subject to Deductible

Outpatient and Office Professional Services

Professional Services

Benefit Name In Network Out of Network Limits and Additional Information
Office Surgery gg:ci-aﬁzts -%igaé?::;ment ‘g?:l/;e(t:;‘t’;slgr;ntf;lble :

POPISpodalis- 340 Z0% Covaurnce,

Diagnostic Laboratory and Pathology ll:l(;‘,lrlSpeclalist - Coveredin g%]fc? '{;sgﬂfgme

DBiagnostic Laboratory and Pathology
Enhanced Benefits

Radiation Therapy
Chemotherapy

Infusion Therapy Services
Dialysis

Mental Health Care
Maternity Care

Telehealth

TeleMedicine Program

Chiropractic Care
Allergy Testing
Allergy Treatment Including Serum

Hearing Evaluaticns Routine

Rehab and Habilitation

PCP/Specialist - $40
Copayment
PCP/Specialist - $25
Copayment

PCP/Specialist - Inclusive of
Primary Service

PCP/Specialist - Covered in
Full

PCP/Speclalist - $25
Copayment

PCP/Speciatist - Covered in
Full

PCP - $25 Copayment
Specialist - $40 Copayment

PCP/Specialist - $10
Copayment

PCP/Speclalist - $25
Copayment

PCP - $25 Copayment
Specialist - $40 Copayment
PCP/Specialist - Covered in
Full

PCP/Specialist - $40
Copayment

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Inclusive of Primary Service
20% Coinsurance

Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Colnsurance
Subject to Deductible

20%.Colnsurance
Subject to Deductible

Not Covered

20% Colnsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Colnsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Is inclusive in the Home Care benefit and not
covered as a separate benefit.

$0 Kids Copay applies to PCP and Specialist -

Covers online internet consultations between
the member and the providers who participate in
our TeleMedicine MDLIve Program for medical
and behavioral health conditions that are not
emergency conditions.

Allergy Testing includes injections and scratch
and prick tests.

Includes desensitization treatments (Injections &
serums).

1 Exam per plan year
Limits are combined INN and OON.

Outpatient Facility
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Benefit Name

Out of Network

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

In Network

$40 Copayment
$40 Copayment

$40 Copayment

Outpatient Professional Services

Benefit Name

In Network

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Ccinsurance
Subject to Deductible

Out of Network

45 Visits per contract year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and cccupational therapy.

45 Visits per contract year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per contract year

Includes aggregate of visits for INN and OON
and professional and facllity covered services
for physical, speech, and occupational therapy.

Limits and Additional Information

Physical Rehabillitation

Occupational Rehabilitation

Speech Rehabilitation

Preventive Services

PCP/Spsclallst - $40
Copayment

PCP/Specialist - $40
Copayment

PCP/Specialist - $40

.~ Copayment

20% Coinsurance
Subject to Deductible

20% Cainsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

45 Visits per contract year .
Includes aggregate of visits for INN-and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per contract year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per contract year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and cccupational therapy.

Preventive Professional Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

Limits and Additional Information

Adult Physical Examination

Adult Immunizations

Well Child Visits and Immunizations

Routine GYN Visit

Pre/Post-Natal Care

Mammography Screening Professional
Colonoscopy Screening Professional

Bene Density Screening Professional

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

Full

PCP/Speclalist - Covered in

Full

PCP/Specialist - Covered in

Full

Full

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

Full :

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

20% Coinsurance -
- Subject to Deductible

20% Coinsurance
Subject to Deductible

0% Coinsurance
20% Coinsurance

Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Cainsurance
Subject to Deductible

- 20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Preventive Facility Services Meeting Federal Guidelines*

1 Exam per calendar year

Benefit Name In Network Out of Network Limits and Additional Information
o
Cervical Cytology Preventative Covered In Full gﬂﬁ]e(é?x?;?d":;m
Mammography Screening Facility Covered in Full é?:{;}e?itgsggjn:;ible
. 20% Coinsurance
Colonoscopy Screening Facility Covered in Full Subject to Deduciible
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Benefit Name In Network Out of Network Limits and Additional Information
Bone Density Screening Facllity Covered in Full g?_zg ecc‘t)i(gslg:n::tlbl o

Preventive services in addition to those required under Federal Guidelines - Professional

Benefit Name In Network Out of Network Limits and Additional Information
Pr_ostafe Cancer Screening 'IZS:’ISpeclallsf - Covered "" gzzsjecé?itgsgr:dn:;ible

Mammography Screening Professional ::E“P /Specialist - Covered in gﬂz‘}e?:?ltzs;;nuc;tble

Coloncsc‘opvacreening Professional ::Elr ISgeciglIst - Coveredin gﬁ‘;ﬁ;ﬂzs;gadn&ble‘ 3

Bone Density Screening Professional gg:ﬁziﬁ?"s' - $40 g?xl;/;e?:?itl;slgzjn:;ible

Preventive services in addition to those required under Federal Guidelines - Facility

Benefit Name In Network Out of Network Limits and Additional Information
. " 20% Ccinsurance '
Mammography Scteempg Facllity Covered in Full Subject to Deductible
. - . 20% Coinsurance
Colonoscopy Screening Facility Covered in Full Subject to Deductible
. ) 20% Colnsurance
Bone Density Screening Faclility $40 Copayment Subject to Deductible
Other Benefits
Additional Benefits
Benefit Name In Network Out of Network Limits and Additional Information
Treatment of Diabetes Preventive N/A N/A
Treatment of Diabetes - Non-Insulin Drugs  PCP/Specialist - $25 20% Coinsurance Limited to a 30 day supply for retail pharmacy or
and Supplies Copayment Subject to Deductible a 80 day supply for mail order pharmacy.
PCP/Specialist - $0 20% Colnsurance Limited to a 80 day supply for retail pharmacy or
Treatment of Diabetes - Insulln Copayment Subject to Deductible a 80 day supply for mail order pharmacy.
" . . PCP/Specialist - $25 20% Cainsurance
Diabetic Equipment Copayment Subject to Deductible
. PCP/Specialist - 20% 20% Coinsurance
Durable _Med:l Equipment (DME) Colnsurance Subject to Dedu ctible
PCP/Specialist - 20% 20% Coinsurance
Medical Supplies Coinsurance Subject to Deductible
PCP/Speclalist - $40 50% Caoinsurance .
Acupuncture Copayment ~ Sublectto Deductible 10 Visits per contract year
Private Duty Nursing PCP/Specialist - Not Covered Not Covered Not Covered

Diagnoses

Benefit Name

In Network

Out of Network

Limits and Additional Information

Reimbursement for Travel and Lodging
Expenses

Emergency Services

PCP/Specialist - Not Covered Not Covered

Not Covered

ER Facility
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Benefit Name In Network Out of Network Limits and Additional Information
Prior Authorizatiocn may not apply to any -
. emergency care services. Emergency services
Facility Emergency Room Visit $150 Copayment $150 Copayment are covered worldwide f provided by a hospital
facility. - i
Transportation
Benefit Name In Network Out of Network Limits and Additional Information
Prehospital Emergency and Transportation - " : - : '
Ground or Water ! $150 Copayment. - $150 Copayment
Urgent Care
Benefit Name In Network Out of Network Limits and Additional Information
20% Coinsurance
Urgent Care Center Facility Visit $40 Copayment Subject to Deductible
Ancillary Benefits
Vision
Benefit Name In Network Out of Network Limits and Additional Information
‘ . 20% Colnsurance : ' :
’Pedlatvric Eye Exams - Routine $49 Copgyment Subject to Deductible 1 Exam per calendar yegr

Pediatric Eyewear - Routine
Adult Eye Exams - Routine

Adult Eyewear - Routine

Rx Benefits

Not Covered
$40 Copayment

Not Covered

Not Covered

20% Coinsurance
Subject to Deductible

Not Covered

Not Covered

1 Exam per calendar year

Not Covered

Rx Plan

Benefit Name In Network Out of Network Limits and Additional Information
Rx Plan $5/$35/$70 $0 Generics for Kids
Rx Benefits
Benefit Name In Network Out of Network Limits and Additional Information
Days Supply Per Retall Order 30
Days Supply Per Mail Order S0
Copays Per Mail Order Supply 2
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This document is not a contract. It is only intended to highlight the coverage of this program. Benefits are determined by the
terms of the contract. Any inconsistencies between this document and the contract shall be resolved in favor of the contract in
effect at the time services are rendered. All benefits are subject to medical necessity. All day and visit limits are combined
limits for both in and out of network benefits.

* For non-grandfathered groups, Preventive Services coverage required by the Patient Protection and Affordable Care Act are
not quoted herein. Please refer to the United States Preventive Services Task Force (USPSTF) list of items and services
rated "A" or "B", the guidelines supported by the Health Resources and Services Administration (HRSA) and the list of
immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) for a complete list of services that
are covered pursuant to the Patient Protection and Affordable Care Act requirements.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Exteilus BCBS: Excellus B|u"PPU Slgnatum Eupay 1

MADISON ONEIDA HERKIMER HEALTH CONS.
Coverage Period: 07/01/2025 - 06/30/2026
e Coverage for: Family | Plan Type: PPO

o The Summary of Benefits and (nverage (SB() document will help you choose a health plan. The SBC shows you how you and the plan would share the cost for covered
A health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-499-1275 or visit Our website at www.excellusbcbs.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cciio.cms.gov or www.healthcare.gov/sbe-glossary or call 1-800-499-1275 to request a copy.

tmportant Questions abaatisH AnswersE e xsias bl Why This MatterstBUR S at S (e it Samisiylns S i AR S RS S8 s o ]

What is the overall deductible?

Are there services covered
|before you meet your
deductible?
;" Are there other deductibles for |
|specificservices?
}

| What is the out-of-pocket limit
| for this plan?

What is noﬁnduded in the out-

of-pocket limit?

'Will you pay less if you use a
|network provider?

Do you need a referral to see a
|spedialist?

| Two Person/$1,500 Family

INo

jGeneraIIy, you must pay all of the costs from praviders up to the deductible amount before this plan begins to pay. If i
lyou have other family members on the plan, each family member must meet their own individual deductible until the ‘
tﬂtal amount of deductible expenses paid by all family members meets the overall family deductible

| Out-of-Network: $500 Individual/$1,000

\
Thls pli covers some items and services even if you haven't yet met the deductible amount. Buta conayment or \
| coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before you {

| Yes, Preventive Care ; ; :
L j\ meet your deductible. See a list of covered preventive services at https:/fwww.healthcare.gov/coverage/preventive-
] B ¥ w(are—beneftsl & N T e B L X
| No J You dun t have to meet dedumbles forspecwfc services.

B In Network: $2,000 Individual/$4,000 Two 1' o e . |

i | Person/$6,000 Family; Out-of-Network:
| $4,000 Individual/$8,000 Two Person/
1$12,000 Family ] 7 : _ el

|Costs forgpremiums, bakince blling charges, } Even though you pay these expenses, they don't count toward the out-of-pocket limit. ?
and health care. thls plan doesn’ tcover.

' The out-of-packet limit is the most you could pay in a year for covered services. If you have other family members in this.
| plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met.
|

| This. plan uses a grovlder netwark, You will pay less if you use a grovader in the plan’ s network, You will anithe mostif |
' you use an out-of-network provider, and you might receive a bill from a provider for the difference between the

| provider's charge and what your plan pays (balance billing). Be aware your network provider might use an out-of- {‘

| Yes. See www.excellusbcbs.com or call
1-800-499-1275 for a list of network

providers. ‘ : : : 2 :
el | network provider for some services (such as lab work). Check with your provider before you getservices.
\You(anseethe specialist you choosewﬂhoutareferral j
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‘11

Common

Medical Event

If you visit a health care
provider’s office or clinic

Services You May Need

Primary care visit to treat an injury or
illness.

Specialist visit

AII opaymen and comsurance cnsts shown |n thls chart are afteryour dedumble has heen met |f a deductlble applles 7 Ny

What You Will Pay

In-Network Provider
(You will pay the least)

, 1§25 Copay/visit
540 (opaﬂvastt

. !AduItPhysma]. No Charge

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood work)

| Adult Immunizations: No
i(harge
|Well Child Visit: No Charge

X -Ray: $40 C_oLay.’VISIt

Blood Work: No Charge ‘ Blood Work: 20% Coinsurance
-If ou have a test . o= 3 » 3
! j, RS » Mlmqglpg (CT/PE_Tscqnsf_MBls_)_ e ] 540 Cogay visit 2% Com_sEr]_ce o B
SSIprescnpnon retail, $10/
If you need drugs to treat  Tier 1 (Generic drugs) prescription mail order Not Covered
|yourillness or condition No Charge Members toage 19 1
‘More information about S
; 35/prescription retail, $70/

| prescription drug coverage s~ Tier 2 (Preferred brand drugs) | f)rescpnpnonpman order ’ Nut Covered
|available at ————— — —— 701 = 5-140', —
| www.excellusbcbs.com Tier 3 (Non-preferred brand drugs) prescrption rtal Nut Covered ‘
ot LIS C I_FE’E'P_T‘_ mallorder -

Facility fee (e.g., ambulatory surgery | . ‘
Ifyouhaveoutpatient (o) $150 Copay 20% Coinsurance s
suﬁrgery i : 'Physician/surgeon fees INO Charge 2(1% Coinsurance _

[Emergencyroomcare | 5150 Copay/visit $150 Copay/visit None
If you need immediate : ; | - \ $150 C_op_aﬂwm \
T e Emergency medical transportation . $150 Copay/visit Deductible does not appr None
B flientare 540 Copay/visit 0% Coinswance —— None
I Facility fee (e.g., hospital room) $250 Copay 20% Coinsurance N
! Ifyou havea hospital stay Physician/surgeon fees No Charge s 20% Coinsurance o
"VW need mental health, Outpatient services 1§25 Copay/visit 20% Coinsurance
’b ha t 1 =t | M ) N

shayipial health, oF Inpatsent services '5250 Copa 120% Coinsurance one

' substance abuse services — Tl Bl Rl Bl i s L
_If youarepregnant  Officev vmts |No Charge - ZG% Comsurance

Out-of-Network Provider
(You will pay the most)

20% Coinsurance

20% Coinsurance

Adult Physical: 20% Colnsurance
Adult Immunizations: 20%
Coinsurance

Well Child Visit: No Charge

‘None

Limitations, Exceptions, & Other Important

Information

X-Ray: 20% Coinsurance ‘
‘None

Covers up to a 30-day supply (retail); 90-day supply (mail

_ order)/prescription
Preauthorization required for certain prescription drugs. If

_ } you don't get a preauthorization, you must pay the entire

' cost and submit a claim to us for reimbursement.

Youmay have to pay for services that aren't preventive. Ask |
your provider if the services needed are preventive. Then
' check what your gLa_waII pay for.1 Exam per calendaryear ,

* For more information about limitations and exceptions, see plan or policy document at www.excellusbcbs.com

_ (nst sharing does not apply for Qreventwe serviges.
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Common

~ WhatYou Wil Pay S

Medical Event Services You May Need In-Network Provider Qut-of-Network Provider Rmiations; Exclig‘t)i::;,tsgt hecimporiant
_ (You will pay the least) (Youwill pay the most) | : e :

Childbirth/delivery professional

‘None

| Deductible is limited to $50 Out-of-Network
|45 Visits per contract year [imit

145 Visits per contract year limit
:45 Days per)}éarlimit ]
‘None )
”Farinﬁy bereavement (odﬁ-s.eling limited to 5 Visits per plan
year

| . No Charge 20% Coinsurance

| services " I il 9 L il

; 3 Childbirth/delivery facility services 5250 Copay |20% Coinsurance

I Home health care No Charge 20% Coinsurance

Rehabilitation services | Sf_&_o Copay/visit | 20% Coinsurance

If you need help recovering Habilitation services 540 Copaypvisit 20% Coinsurance

|or have other special Skilled nursing care 15250 Capay 20% Coinsurance

health needs Durable medical equipment 1 20% Coinsurance 20% Coinsurance
Hospice services | No Charge 20% Coinsurance

o hidensepeeam  S0Copayhist  0%Coinwene

élfyour culc needsdental Children's glasses |Not Covered Not Covered

| or eye care t t

| Children's dental check-up  Not Covered Not Covered

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a it of any other exduded services.

| ®  Cosmetic surgery ®  Dental care (Adult)

. Hearing aids ®  Long-term care

| ®  Routine foot care *  Weight loss programs

e Acupuncture o Bariatric surgery
"o Infertility treatment

o Non-emergency care when traveling outside the U.S.

' Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
L

1 Exam per calendar year

Dental care (Child)

Private-duty nursing

Chim'pr’actic care [
Routine eye care Eﬂdult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. Other coverage options may be available to you too, including
buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, ook at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a grievance for any reason
to your plan. For more information about your rights, this notice, or assistance, contact: the phone number on Your D card or www.excellushcbs.com; Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; New York State Department of Financial Services Consumer Assistance Unit at

* For more information about limitations and exceptions, see plan or policy document at www.excellushcbs.com
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1-800-342-3736 or www.dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or
www.communityhealthadvocates.org. A list of states with Consumer Assistance Programs is available at: https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/affordable-care-act/for-
employers-and-advisers/consumer-assistance-programs.doc and www.cms.gov/CCll0/Resources/Consumer-Assistance-Grants.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE, and certain other coverage.
Ifyou are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Vatue Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Ta see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at www.excellusbchs.com 40f5



About these Coverage Examples:

are based on self-only coverage.

Peqgis Havinga Baby

(9 months of in-network pre-natal care and a hospital delivery)

W The plan's overall deductible 50
B Spedalist copayment $40
B Hospital (facility) copayment $250
H Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost L s12700
In this example, Peg would pay: B

et WL CostSharing _
Deductibles %
Copayments _ - 8580
Coinsurance I
B _ Whatisn'tcovered
Limitsorexclusions %60
Thetotal Pegwouldpayis $640

The plan would be responsible for the other costs of these EXAMPLE covered services.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the
actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and

Managing Joe's type 2 Diabetes

(ayear of routine in-network care of a well-controlled

condition)
I The plan's overall deductible $0
B Specialist copayment $40
B Hospital (facility) copayment $250
B Other cainsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease education)
Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total ExampleCost | $5600
In this example, Joe would pay: s
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7  Whatisn'tcovered
Limitsorexclusions | 820
The total Joe would pay is | 81,140

excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these coverage examples

Mia’s Simple Fracture

(in-network emergency room visit and follow up care)

M Theplan's overall deductible 50
B Spedialist copayment $40
B Hospital (facility) copayment §250
® other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnaostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost [ S280
In this example, Miawould pay: R
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Deductibles | 80
Copayments 9500
Coinsurance 350
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The total Mia would payis ~ $550
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