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AND THOSE RETIREES NOT ELIGIBLE FOR MEDICARE

SUMMARY COMPARISON OF HEALTH PLANS FOR EMPLOYEES

TRANSFER PERIOD: FALL 2007
BENEFITS & RATES AS OF
JULY 2007. SUBJECT TO CHANGE.

TYPE OF PLAN

PPO/INDEMNITY

HMO

POS

HMO

HMO

POS

HMO

HMO

HMO

HMO

HMO

MONTH lY BASIC COVERAGE: S0 BASIC COVERAGE:S0 BASIC ONLY BASIC ONLY BASIC ONLY BASIC ONLY BASIC ONLY BASIC ONLY BASIC ONLY BASIC ONLY BASIC ONLY
EMPLOYEE OPTION RETIREE OPTION RETIREE OPTION Individual: $96.33 Individual: $235.63 Ind.: $62.45 Individual: $531.46 Individual: $71.16 Individual: $159.96 Individual: $68.77 | Individual: $165.08 | Individual: $68.64
COST | individual: $6.08 Individual: $113.15 | Individual: $84.49 Family: $236.11 Family: $604.46 Fam.: $213.52 Family: $1,301.05 Family: $311.45 Family: $492.11 Family: $229.38 | Family: $472.83 | Family: $209.09
RATES EFFECTIVE 7/1/07 Family: $15.32 Family: $211.60 Family: $207.01 BASIC WITH RETIREE OPTION | BASIC WITH RETIREE OPTION | BASIC WITH RETIREE OPTION | BASIC WITH RETIREE OPTION |BASIC WITH RETIREE OPTION BASIC WITH RETIREE OPTION BASIC W/RETIREE BASIC WITH RETIREE BASIC WITH RETIREE
// Y y Y
SUBJECT TO CHANGE Individual: $239.23 Individual: $310.34 Ind.: $137.16 Individual: $678.36 Individual: $176.06 Individual: $300.98 OPTION: Ind: $161.88 OPTION: Ind: $339.44 |OPTION: Ind: $149.06
( )
Family: $586.16 Family: $787.59 Fam.: $396.65 Family: $1,659.55 Family: $557.25 Family: $865.80 Family: $487.19 Family: $923.57 Family: $414.18
PHONE | GHI: 212-501-4444  B(: 800-433-9592 800-HIP-TALK 800-767-8672 800-445-USHC 800-244-6224 800-406-0806 | 800-441-5741 |877-244-4466
WEB SITE www.ghi.com  www.empireblue.com www.hipusa.com www.empireblue.com www.aetna.com www.cigna.com/healthcare | www.vytra.com www.healthnet.com www.ghihmo.com
Covered in full minus copayments as specified
MEDICAL/SURGICAL |Paricipating provider's services provided at no cost except $15 copayment for office ) ) . pay P Covered in full minus copays as
 In-Network or |visits to Medical Providers/Praciitioners. $20 for Surgeons, all Surgical Subspecialiies | Covered in full. $0 co-pay. DS 'mpuy. (ove:end n full, . $15 copay. $15 copay. helo\.ﬂ. L] (qre Physu.lun (F) ref(.errul specified below. Primary Care $10 per visit. FU" coverage
s e e . . " . Out of Network: Covered 80% affer deductible. required or cost will be subject to deductible " .
Participating Provider |and Dermatologists (a full list appears on www.ghi.com). . o Physician (PCP) referral required. .
and coinsurance as specified below. When services
e Qut-of-Network _ _ .
or Non-Participating | 5200 deductible per person (5500 per family) per calendar year. N/A (55255300;::1;01 :;(iill;;hhle per person Innetwork benefis only Innetwork benefis only fS;l;?llle; 22755([)] Not applicable. Ee T o are prowded
SACTEEE DOE TG E or approved Full coverage Full coverage
After deductible met, GHI pays 100% of the NYC Non-Participating Provider Schedule 80% of the customary charges as determined by HIP. ) by a WTRA When services When services
. ' . . . 80% of reasonable and customary fees
Co-Insurance/ |of Allowances. (Note: Schedule does not represent current provider charges). 0o Customary charges are based on nationally recognized Not aonlicable. In-network benefis onlv. | Not anplicable. In-nefwork benefits onl determined by Aetna. unl Not aoolicabl $10 per visi. § ices lited bel . . .
Schedule |If you have the Optional Rider, the Rider will provide for an average 75% increase opay. fee schedule. Patient responsible for 20% plus charges |~ PP oo - EAOricbenetis only. - ot appiicabie. fr-network benets only- u:h ¢ grsmlne Tyde o, Umess 01 OppCanle. per visi. 366 services Tisied BeION. primary are prOVIded are prOVIded
in existing NYC Schedule of Allowances for in-hospital and related procedures. in excess of customary charge. OIerwise spectied. ..
physician or approved or approved
If you use non-participating physicians for in-hospital care, you may incur catastrophic
expenses. GHI Catastrophic Coverage pays additional amounts under such circumstances. Single: $2,500; family: $7,500. eX(epI for by a by a
When you have, in a calendar year, $1,500 in covered out-of-pocket expenses based After $2,000 co-insurance per person ($4,000 After coinsurance expenses reach above s N
Stop Loss/ upon physicians’ usual and customary fees, GHI pays 100% of the reasonable and A for family) payment at 100% of customary charges. ] : : . specified amounts, Aetna will pay " Am!u.u ! ou.i ofpocket maximun: (Opﬂymems HeUIth Net GHI/ HMO
g . ; ! : No limit—in network. . A Not applicable. In-network benefits only. | Not applicable. In-network benefits only. ) Not applicable. Individual: $2,000. o . .
Cutustrophu customary charges. The service to which Catastrophic Coverage applies and also Charges in excess of covered charges remain the 100% of reasonable and customary fees. i as speufled primary primary
the services which coniribute to the $1,500 deductible are: surgery, anesthesia, patient's responsibility. Excess charges will be the member's Family: $4,000.
maternity care, in-hospital medical care, radiation, chemotherapy and expenses related responsibility. bel ow. No thSiCi(]n physi(iun
to in-hospital X-ray and laboratory services. :
U — . referrals needed except for except for
Maximums |$2,000,000 lifetime per person. In-network no maximum. Unlimited. g]u?_m]:l;oliﬂhrsn;g%o 000 annual per member Unlimited. Unlimited. $1,000,000 None. Unlimited lifefime maximum. P P
RN P i Precertification required for inpatient admis- | Precertification by PCP required for inpatient for OB/ GYN, (0puymems (Opuymenfs
re e There is no charge if you are Must contact plan prior fo going out of nefwork sion.; hom.e health (ur.e; homeinfusion Iher-. udmissifm; ho_me health {ure; hom_e infusion Precgnif.icut.ion (equi(ed for outpatient surgery, ) ) - . or. o
Notification No nofification or approval required to go out of network. referred by your primary physi- | for certain services (hospital, skilled nursing, amhulato- | P .""Y“‘.“' L O.“U‘m"o"ul 'herf]py’ 'her.“py’ p.hy.s'm.l theropy; of(umnonu' ther-. hospitazation, npafient mental ek, siled PCP referrals required. Sen./ues.urrunqed. L 0 T POdlUmSTS, as speufled as Speﬂfled
and / or Approvul . A ] hospice; skilled nursing; speech therapy; car- | apy; hospice; skilled nursing; speech therapy; | nursing facility care and home care or benefits Notify Cigna within 48 hours for emergency.
cian and use services in network. | ry surgery, home care, MRI's, CAT scans). diac rehab; MRI; MRA; durable medical cardiac rehab; MRI; MRA: durable medical | will be substantially reduced. (hiropmdors beIOW. below_
.. Adult i i 4 ouside network equipment; inpatient & outpatient surgery. | equipment; inpatienty & outpatient surgery. !
Sumple Restrictions ) ult preventive care no! Covere ouside nefwork. Maternity; Air Ambulance. Maternity; Air Ambulance. . . . . Must use in-network PCP to coordinate . 0 th | | i (]
Not applicable. N/A (Preventive care for children covered out of network Routine preventive care is only covered in-network. 0 ferral Not applicable. pihaimologisis
(POS Plan) subject to deductible and coinsurance.) In-network benefits only. In-network benefits only. care and issue reterrals. d Ment |
- - - — and mMenta
As many days as medically necessary, semi- | As many days as medically necessary, semi-pri- | $100 hospitalizati hen referred by PCP or if . . o
HOS.P I|TA[=-IZATI|(ON Covered in full without limit. private room & hoard covered in full with | vate room & board covered in full with prior udmine?isslhgrue(:;:rng;:g,uro:mecisrii:Arlriihou’: refertr)(:Ii 5100 hospltullzum{n co-pfly i Prlm.u W e phy5|c.|(fn w.||| urrunge i H I h P d
Lo I emor, OF | After $300 deductible per admission ($750 per person per calendar year maximum). S0 co-pay. prior precertification from Empire’s Medical | precertfication by PCP from Empire’s Medical | precerffication is required in order fo avoid referred by PCP °f"f.“dm'"ed affer admission fo i participating hospital 9"{1 ealth Providers.
Purtmpaimg Provider For employees and non-Medicare refirees: Full 365 days covered by Blue Cross Innetwork: S0 Covered in ol Mapqgemem un.d subject to copay of $250 Muﬁ(fgemem qnd subject to copay of $250 substantial reduction in benefifs. emergency room visit. manage hospital care. $150 per admission.
; K under hasic. New York City Healthline must be contacted to avoid penalty of $250 per (;]u?:)f n(:ertv;ork'(g)s:ré d %‘g‘;euflll(:r:le.ducﬁble ;’;i':”::rﬂz :;:1:("'"”"1 $625 per calendar redr"(':’d"l:?t"é mximum $625 per calendar year e e e e
° -0f- . 0f q n .. X Y (] b ) ] ¥ b .
?ll:)'n(fp('l‘ r‘:mo:;ﬁ: | doy to_u maximum of 3500 per udmlss[on- prior o any scheduled hosptal adrission N/A Precertification required in order to avoid substantial | $100 hospitalization co-pay if admitted E?g rgency .(10::’ o'nlyd. .I.flosdp"?il' e?Tfrgt:incyﬂro;m, Emergency admissions Emergency admissions Emergency admissions
PAIING | and within 48 hours of emergency admission. ke o st b ad reduction in benefits. If admitted after emergency | after emergency room visit. per vist. Hawed 1t actitiee. T admite e | . ored in full covered in full. covered in full.
Provider IIEIWOIKDENENISIOILYS n-network benetits only. $150 inpatient copay would apply.

room visit, hospitalization covered in full.

IN-HOSPITAL SPECIALIST
CONSULTATION

Payment in full for participating providers. Reimbursement for non-participating
is covered under NYC Schedule of Allowances. Limited to one per specialty
per confinement for each condifion. Covered only upon referral of your provider.

Covered in full.

SURGERY
(In or out of hospital)

Payment in full for participating providers. Reimbursement for non-participating
is covered under NYC Schedule of Allowances. Mandatory Health Line notification
required for surgical procedures. Blue Cross covers outpatient facility charges after 20%

ASSISTANT AT SURGERY

deductible (max. of $200 per individual)

Covered in full.

Schedule of Allowances.

Covered in full.

IN-HOSPITAL
ANESTHESIA

Payment in full for participating providers. Reimbursement for non-participating
is covered under NYC Schedule of Allowances.

Covered in full.

MATERNITY
AND RELATED CARE

Blue Cross covers mother's hospital stay after $300 deductible.

For most other charges, GHI payment in full for participating providers.
Reimbursement for non-participating is covered under NYC Schedule of Allowances.
See Newborn Well-Baby Nursery Charges below.

Covered in full.

NEWBORN WELL-BABY
NURSERY CHARGES

Initial in-hospital pediatric visit payment in full for parficipating providers.
Reimbursement for non-parficipating is covered up to a $60 maximum per confinement.

Covered in full.

NEWBORN WELL-BABY
MEDICAL CARE

Eleven out-of-hospital visits covered from birth through 23 months. Ages 2-19: one out-of-
hospital visit per year according to the New York State Department of Health Guidelines.

Immunizing agents relative o adult vaccinations for influenza and pneumonia covered in full with

PREVENTIVE CARE
(Including Well-Child
Care & Immunization)

$15 copay for office visit. Covered only when rendered by CBP paricipating provider. For non-
Medicare eligible employees and their eligible dependents age 45 and older, GHI-CBP will provide
for annual physical through (BP participating providers only with $15 copay. No copay for lab and
diagnostic radiological services when completed in office of exam. Outside lab or radiological sub-
ject to provisions of S15 copay currently in effect for lab and diagnostic X-rays. Well-child care &
immunization: GHI will provide necessary immunizations as recommended by the American
Academy of Pediatrics for hepatitus A, varicella and pneumococcal conjugate vaccine (Prevnar).

Covered in full.

In network: SO co-pay.

Covered in full.

Out-of-network: Covered 80%

after deductible.

All services covered
in full with prior
precertification from
Empire’s Medical
Management
and subject
fo copay of
$250 individual /
maximum $625
per calendar year per
contract for any
inpatient admission.

All services covered
in full with prior
precerfification

from your PCP by
Empire’s Medical
Management and
subject to copay of
$250 individual /
maximum $625
per calendar year per
contract for any
inpatient admission.

In-network covered in full when referred by PCP.
Out-of-network or without referral for hospitalization,
subject to deductible and coinsurance.

Covered in full.

Arranged by primary care physician. No charge.

Covered in full.

Covered in full.

Covered in full.

In-network covered in full when referred by PCP.
Out-of-network or without referral for surgery,
subject to deductible and coinsurance.

In-network covered in full when surgery referred
by PCP. Out-of-network or without referral for surgery,
subject fo deductible and coinsurance.

Covered in full when referred by PCP.

Arranged by primary care physician. No charge.

Outpatient surgery in provider's
office covered in full with $5
copay.

Covered in full.

Covered in full.

Covered in full when surgery
referred by PCP.

Arranged by primary care physician. No charge.

Covered in full when
medically necessary.

Covered in full.

Covered in full.

In-network covered in full when hospitalization
referred by PCP. Out-of-network or without referral for
hospitalization, subject to deductible and coinsurance.

Covered in full when hopitalization
referred by PCP.

Arranged by primary care physician. No charge.

Covered in full.

Covered in full.

Covered in full.

In network: $20 copay for first OB visit only. $100 hospi-
talization co-pay. Out of network subject to deductible
and co-insurance for OB visits and hospitalization.

In network: $20 copay for first OB visit
only. $100 hospitalization co-pay.

First visit o confirm pregnancy, $10.

Per visit thereafter, no charge. Hospital charges
per admission, $150. Delivery charges, none.

S5 copay first visit only.

Covered in full.

In network: First visit $15 copay
0B/GYN visits. Hospital covered
in full.

In-network covered in full when hospitalization
referred by PCP. Out-of-network or without referral
for hosp., subject to deductible and coinsurance.

Covered in full when hopitalization
referred by PCP

Covered in full.

Covered in full.

Covered in full.

Covered in full if added to
plan/contract within 30 days.

In network S0 copay in New York, $20 copay other
areas. Out of network subject to deductible and co-insur-
ance.

S0 copay in New York,
$20 copay other areas.

Covered in full.

Covered in full.

Covered in full.

Covered in full.

Covered in full, including
roufine physicals.

In network: Covered in full.

Out-of-network: Adult preventive care not covered.
Preventive care for children covered 80% after

deduible.

Covered in full to age 19.

Covered in full to age 19.

In-network routine physicals, roufine GYN exams, mammo-
grams, well-child care covered in full, $15 copay. (In NY no
copay for well-<hild care.) Out-of-network or without referral,
routine physicals & routine GYN examsnot covered.
Mammograms, well-child care subject to deductible & co-
insurance.

In-network routine physicals, routine GYN
exams, mammograms, well-child care
covered in full, $15 copay. (In NY no
copay for well-child care.)

Dependent preventive care (birth to age 19), well
child care physical exams, routine immunizations
and injections: NY residents: no charge. NJ resi-

dents: $10 copay per visit.

S5 copay. Copay is waived
for well child visits if it meets
standard set by the American
Academy of Pediatricians.

Children through 18-no cost in
accordance with HN's schedule of
covered well exams. 19 and over-
S15 copay, in accordance with HN's
schedule of covered well exam.

Covered in full. Nutritional
counseling: $15 copay, two vis-
its. Acupuncture: S15 copay, up
to six visits.

Payment in full for participating providers. S15 copayment for office visits to Medical Providers/

In network: Covered in full.

Covered in full in-network

Covered in full in-network

In-network S15 copay to PCP. $20 specialists when

S15 copay fo PCP. $20 specialists

Covered in full with $15 pep,

OFFICE VISIT Praciiioners. $20 for Surgeons, all Surgical .Syhspeciglties and Dermotologists (a full list appears on Covered in full. SO co-pay. Out-of-network: Covered 80% after deductible. with $15 copay. with $15 copay for PCP. seen with referral from PCP. Out-of-network or without | \ oo coon with referral from PCP. $10 per visit. Covered in full with S5 copay. $20 specialist copay. Covered in full with S15 copay.
www.ghi.com). Reimbursement for non-parficipating is covered under NYC Schedule of Allowances. referral subject fo deductible and coinsurance.
SPECIALIST Payment in full for participating providers except for $15 copayment for office visits fo Medical Providers/ - : T01par visi Whan reterred by, primary ciro
Praitioners. $20 for Surgeons, all Surgical Subspecialiies and Dermotologists (a full st appears on . In network: Covered in full. Covered in full in-network Covered in full in-network In-network covered in full with 520 copay and Covered in full with $20 copay hysician. Women have direct access fo Covered in full with $5 copay . Covered in full — $15 copay
CONSULTATION — Covered in full. S0 co-pa i Phy ( d f "
OUT-OF-HOSPITAL www.ghi.com). Reimbursement for non-parficipating is covered under NYC Schedule of Allowances. 30 pay. Out-of-network: Covered 80% after deductible. with $15 copay. with $15 copay and PCP referral. referral from PCP. OUH)f:network or'wnhoui and referral from PCP. parficipating OB/GYN for well-woman gynecological | with referral from PCP. overed IN TUll. | i g referral from PCP.
Limited fo one per specialty per year for each condition. Covered only upon referral of your provider. referral subject fo deduciible and coinsurance. care and acute gynecological conditions.
. I . . . ) . X-rays covered in full s part
X-RAYS AND :Fz:]:l:)";fum"e:;rfg:?I]I:Iszu:::rsif;:wiilfs e);(ep;rh()irulselrff(s?::i{ ?e";;Ar?\:ELTum Covered i full. $0 copa In network: Covered in full. Covered in full in-network Covered in full in-network Isnz-r[;e:\:o(:k :::]/er;ed ||n fl:)l!lmifhn:‘f:or:zlofrrt‘)ﬁ’n:'::; Covered in full with referral from PCP. covered In fU" of office visit. Lab tests covered ( d . f " Lab tests covered in full.
LABORATORY TESTS Reimhurs‘;nzem fo nonartcpating i mcz{z dpun der NVC Sche dbli oprllowm;ces 30 opay. Out-ofnetwork: Covered 80% after deductible. with $0 copay. with $0 copay. referrurst]e(tytopdpez'ucﬁble and coinsurance $20 copay may apply. at in-network fa (Il“y in full. Members must use overed I TUll. 1y oys$15 copay.
" ) . assigned radiologist.
. ) : N . s Referral care covered in full when medically
D potke! expenses funepesiod serv!ces.oPre (erhf.lc.uho'n by GH.I 5 b Welfure . b.enefn Not covered out of network. Supplemental necessary and approved and coordinated through Referral care covered in full when . h Covered in full on in-patient .
PRIVATE DUTY |Managed Care Department is required. Out of network: 80% of participating provider | for employees: No coverage first 72 , - Not d Not d ; ; : Covered in full when medically . : Covered in full when approved
NURSING | schedule of al s after $250 deducible per pers lendar year. $100.000 | hours. reimbursed a 80% for up 1o Welfare Fund benefit for employees, as described of covered. of covered. Aetna. Non-referred care subject to deductible medically necessary and approved scary and anoroved by Ci basis only when medically Not covered. in advance by medical diredt
r:milr:lfn? pgr;v;:sl:: P:r ;raurwilhoitl:)cplﬁo?]:rrig:r' ‘;"238'0(309:”1‘;] Z:::tr)nal ridér 504 s.ubse(wem hours in nhoSpitsl under HIP Prime.” & coinsurance. Precertfication required or benefts | and coordinated through Aetna. VST SpRIOTEE HAE necessary. A By A
e : ’ will be substantially reduced.
] S0 copay up to allowed amount. S0 copay up to allowed amount. - B B :
AMBULANCE SERVICE | Coverage at 80% of GHI's schedule of allowances. Covered in full. SO co-pay. I(;]u::‘ﬁlr;tosrﬁ'c& I\)/(;Ze 4 80% after deducible You pay difference hetween allowed You pay difference between allowed Covered in full when medically necessary. [(T:)::ir;cllllnnf:cllsv::en Emergency care per ride, no charge. [(T:)::ir;cllllnnf:cll:::en [(T:)::ir;cllllnnf:cllsv::en [(T:)::ir;cllllnnf:cllsv::en
- ’ . amount and fotal charge. amount and fotal charge. Y v Y v _ Y - ry Y ik
After $50 copayment, emergency room covered by Blue Cross for sudden or serious o Covered anyfime, anywhere in the world, Covered anytime, anywhere in the $50 co-pay for outoatient emergency room visi dSS :"p,"y {f;" emerg:qq ‘:‘,’e i [SI5pq, S?OJP‘*‘"",I'“ f‘ff’p"ysf;sr Qs $35 conay. Waived if admitted
EMERGENCY |illness or accidental injury. Copay waived if admitted to hospital. Empire also covers the dinful In network: Covered in full. $35 copay waived if $35 copay waived if 24 hours a day, 7 days a week. $35 copay world, 24 hours a day, 7 days a week. $35 b P y'fh 'pl' . "gency pa o || °’15° "‘e 2’22“ "'P"['“g ?e"‘Y‘"’:'" °<' °f5°Ilfe- :DPUY 2 2 .
SERVICE hysici d non invasive nathol diol d cardiol Covered in full. SO co-pay. i " 4 80% after deduciibl admited within 24hours. admitted within 24 hours. for emergency room visit (waived if admitted) ; it bwaived i No charge if hospitalized. Physician’s office, urgent center. 325 copay for emer- | for urgent care at urgent core center. | Must notify GHI/HMO within
emergency room physicians and non invasive pathology, radiology and cardiology Out-of-network: Covered 80% after deductible. or emergency room visit (waived it admitied). copay for emergency room visit (waived i " . t hospital. Waived if | $50 1 hospital
) " o . . $10 copay. Physician out of office, $10 copay. | 9¢ncy care af hospital. Waived | esopay/athospiialiemercency/room:g /4 81hoyys}
services rendered in the emergency room. - Urgent and emergency care is available fo $100 hospitalization co-pay. admitted). $100 hospitalization co-pay. admitted. Waived i admitted.
Access fo over 668,000 providers and 8,500 members nafionwide throuah Empire’s
OUT-OF-AREA CARE Out-of-area care applies fo ! . hospitals nationwide particpating in the Blue | - oo ot d't!'] | P ider net ) ) Emergency room care as previously described. | Emergency room care as Covered in full for medially Emergency room care as
. - T A Out-of-area care applies to emergency service only. Card® PPO Program. BlueCard® Worldwide ueCard™ program's traditional provider net- | Worldwide emergency care coverage Worldwide emergency care coverage ot . . . .
. . N Wwork. buest membership Is available 10 : : - . T -
AND /OR TRAVEL |Benefits are paid without regard o any geographical limitations emergency service only C K. Guest membership is available to HMO Emergency hospitalization is covered. $150 previously described. Emergency | necessary emergancy room care, | previously described. Emergency
all 1-800-HIP-TALK. provides healthcare coverage for members A . as described above. as described above. NN NN
COVERAGE Call 1-800-HIP-TALK. L : | members living in another city for ot least 90 copay. hospitalization is covered. less $50 copay. hospitalization is covered.
traveling in Europe, Caribbean, Latin America, days through local Blue Crossand)/or Blue
N b Chd h Asia, South Pacific, Africa and the Middle East. Shield plans, Gl e e L Covered in full when medically In;l)uﬁent sl;}lledlst;wices sud[; qli‘ﬁhdYSi-
1 H v 170t . F— y A Cal, occupational therapy and skille
SKILLED Aor::;muym 0‘;990’3:‘5 :Ucol\?::t:oe for slfiflgd :lnuersﬁ;e (;z'cil?try:zc(l(:::[;hich Covered in full unlimited days In network: Covered in full O I AU A Covered in full up to 60 days per I:tis::IOuI:ellinilr::(::lolrnkAt;‘r’]Zregt:rz’ffurllle‘thl:::kus';'l))r:r: ;iound Covered i full when meicall Inpatient healthcor fucifie such o sklled necessary; 45 doys per colendar | ursing ‘p“’e covered i“p¥”|| foacom | covered in full 120 days
NURSING may includs 30 in mggm o s?n i h?)s e A $0 copa vs Outobetwork Rot coesed calendar year. Precertification calendar year. Precertification e dulys and 35 |necessary in liev of hospitalzafion and | nursing and rehabiltaion, up to 60 days per | year. Must be admitted within | bined maximum of 90 consecuive days |« y
FACILITY Ioryh dial therup " sicu)II Th e siczl me?iicine y pay. ’ : by Empire’s Medical Management by PCP from Empire’s Medical physician visits per calendar year. Precerification when coordinated through Aetna. contract year: S0 copay. three days of inpatient hospital | per calendar year when medically nec peryear.
Py P, BOY Py ’ Program is required. Management Program is required. required or benefits will be substantially reduced. stay. ;ﬁgw "(;!d ‘;%Pm"'ed in advance by
medical director.
: - : In-network covered in full with $20 copay and referral
ROUTINE N: ' ;10;’:'7?: f?:lc?z: 025;25((:::): \ f:t;v?(]li'rzb:)llc:d:sf?rsgsé()s l:;h ; Snil::ll:(}?rs ,o;?:: visits. Not covered Not covered Not covered Not covered from PCP, or diabefcs anly. Covered infll with 520 copay and Routine care of the feet not covered Routine footcare no covered | Routine cae ofthe fee Routine core of he fet
PODIATRIC CARE [? parlicpating p P pay ' : : : ' Out-of-network or without referral, subject to deductible | referral from PCP, for diabetics only. : except when pafient is diabefic. | not covered. not covered.

Reimbursement for non-participating is covered under NYC Schedule of Allowances.

ALLERGY TESTING AND
ALLERGY TREATMENTS

Payment in full for participating providers except for $15 copayment for office
visits. Reimbursement for non-participating is covered under NYC Schedule of
Allowances. More than 30 visits subject to medical review by GHI.

Covered in full. SO co-pay.

In netwrok: SO co-pay.

Out-of-network: Covered 80% after deducible.

Covered in full in-network with $15
copay (waived for treatments).

Covered in full in-network with $15
copay (waived for treatments).

and coinsurance, for diabefics only.

In-network covered in full with $20 copay and
referral from PCP. Out-of-network or without
referral subject to deductible and coinsurance.

CHIROPRACTIC CARE

Payment in full for participating providers except for 15 copayment for
office visits. Reimbursement for non-participating is covered under NYC
Schedule of Allowances. Coverage is unlimited, subject fo medical review.

Covered in full when services
provided through HIP
chiropractors.

In netwrok: S0 co-pay.

Out-of-network: Covered 80% after deductible.

Covered in full in-network with $15
copay (when medically necessary).

Covered in full in-network with $15
copay (when medically necessary). PCP
referral required

RADIATION THERAPY

Payment in full fo parficipating providers. Reimbursement
for non-participating covered under NYC Schedule of Allowances.

Covered in full. SO co-pay.

In netwrok: SO co-pay.

Out-of-network: Covered 80% after deduciible.

Covered in full in-network. SO copay.

Covered in full in-network. S0 copay.

In-network covered in full with $20 copay and referral
from PCP. Out-of-network or without referral subject fo
deductible and coinsurance. Precertification required or
benefits will be substantially reduced. Also, access to
Natural Alternatives™ Programwhich provides negotiated
discounted fees for chiropractic manipulation.

Covered in full with $20 copay
and referral from PCP.

Covered in full with $20 copay and referral
from PCP. Also, access fo Natural
Alternatives™ Program which provides nego-
tiated discounted fees for chiropractic
manipulation.

$10 per visit.

Allergy festing and treatment
covered in full with S5 copay.

Covered in full after $15 pep
office, $20 specialist office copay.

S15 copay with PCP referral.

S10 per visit when referred by primary care
physician. (See Physical Therapy short-term

rehab if NJ residents) $10 copay per visit in NY.

Covered in full when medically
necessary with $5 copay.

$20 copay per visit. Unlimited
visits when medically necessary.
Prior authorizafion necessary for
second and subsequent visits

S15 copay with PCP referral
when medically necessary.

In-network covered in full with $20 copay and
referral from PCP. Out-of-network or without
referral subject to deductible and coinsurance.

Covered in full with $20 copay
and referral from PCP.

Outpatient, no charge.

Covered in full.

Covered in full.

Covered in full.

VISITING NURSE
SERVICE

Payment in full to parficipating providers. Precertification by GHI's Managed Care
Department is required. Up to 200 visits per year. Non-participating providers

are covered subject to $50 deductible per episode; 80% of Schedule of Allowances.
Maximum of 40 visits per calendar year.

Covered in full. SO co-pay.

In network: Covered in full.
Out-of-network: Not covered.

Covered in full in-network up fo 200
visits per calendar year under home
health care. Precertification by
Empire’s Medical Management
Program is required.

Covered in full in-network up to 200
visits per calendar year under home
health care. Precertification by your PCP
through Empire’s Medical Management
Program is required.

Covered when medically necessary. In-network covered in
full when coordinated by PCP through Aetna’s Patient
Management Dept. Out-of-network subject to deductible
and coinsurance. Precertification required or benefits will
be substantially reduced.

Covered when medically necessary.
Covered in full when coordinated
by PCP through Aetna’s Patient
Management Dept.

PHYSICAL THERAPY

Payment in full for participating providers except for $15 copayment for office
visits. Reimbursement for non-participating is covered under NYC Schedule of
Allowances. More than 16 visits subject to medical review by GHI.

Outpatient: SO co-pay. 90 visits per
calendar year.

APPLIANCES

Included in NYC Schedule of Allowances, subject to separate annual deductible

of $100 per person™ when using GHI preferred provider panel. If non-panel, 50%
reimbursement of allowed charge after deductible. Equipment in excess

of $2,000 must be preauthorized by GHI.

Outpatient: In network covered in full; 60 visits/year combined with non-network visits.
Evaluations/assessments covered (limit five visits per year combined with mental health). Out-of-network

ALCOHOLISM

AND

DRUG ABUSE
(Chemical Dependency)

treatment covered at 75% of network allowance; 60 visits/year combined with network visits. Inpatient: In
network detoxification covered in full; 30 days/year, 60 days lifetime combined with rehabilitation treat-
ment. Optional rider increases network benefit with addifional 30 days per year for detoxification and/or
rehabilitation covered at 100%. Out of network defoxification covered at 100% of network allowance, no
rehabilitation henefits. Optional rider increases benefit with 30 days/lifefime for detoxification and/or
rehabilitation, covered at 75% of network allowance. $1,000 co-insurance maximum per admission, cov-
ered at 100% thereafter. Non-network inpatient benefits subject to $500 penalty if not precerified.

Retiree: Durable Medical Equipment
which indudes cruiches, canes,
wheelchairs, commodes and walkers
through rider. In-Service: Additional
Welfare Fund benefit reimbursed at
80% of reasonable charge, subject
t0 $25 dedudtible, $1,500 annual
maximum and $3,000 lifetime

In network: Covered in full.

Out-of-network: Covered 80% after deducible.

In network: S0 annual deducible. Not covered

out of network. In-Service: Supplemental
Welfare Fund benefit for employees,
as described under HIP Prime.

Inpatient covered in network in full up fo 30
days per calendar year. Outpatient covered
in-network combined 30 visits in home,
office, outpatient facility per calendar year.
Precertification by Empire’s Medical
Management s required.

Inpatient covered in network in full up to 30
days per calendar year. Outpatient covered
in-network combined 30 visits in home,
office, outpatient facility per calendar year.
Precertification by your PCP through Empire's
Medical Management is required.

Durable medical equipment, medical
supplies, prosthetics, orthofics covered in
full. Precertification by Empire’s Medical
Management is required. In-network
provider only.

Durable medical equipment, medical
supplies, prosthetics, orthotics covered in
full. Precertification by your PCP through
Empire’s Medical Management is
required. In-network provider only.

IN-NETWORK: Inpatient covered in full under hospitalization or skilled
nursing facility benefit. Outpatient covered in full minus $20 copay
and referral from PCP. Treatment covered over 60-day consecutive
period per incident of illness or injury beginning with first day of
treatment. OUT-OF-NETWORK OR WITHOUT REFERRAL: Inpatient sub-
ject to deductible and coinsurance. Precertification required or bene-
fits will be substantially reduced. Outpatient subject to deducfible and
coinsurance. Treatment covered over 60-day consecufive period per
incident of illness or injury beginning with first day of treatment.

In-network inpatient covered in full under
hospitalization or skilled nursing facility
benefit. In-network outpatient covered in full
minus $20 copay and referral from PCP.
Treatment covered over 60-day consecutive
period per incident of illness or injury begin-
ning with first day of treatment.

Home health care per use, no charge. No coverage
for conditions for which there is not a reasonable
expectation of significant improvement through
short-ferm treatment. HOSPICE CARE: S0 copay.

Covered in full. Not subject to
copay under Home Health Care.
40 visits per calendar year.

Short-ferm rehabilitation and physical therapy com-

hined 60 visits maximum per contract year, $10

copay. No coverage for conditions for which there is
not a reasonable expectation of significant improve-

ment through short-term freatment.

Covered in full under Home Health
Care Program when approved
in advance by Health Net.

Covered in full for 40 visits only,
when medically necessary.

Covered in full with S5 copay.
Short-term rehabilitation only
(two consecutive months per
diagnosis).

Outpatient physical and occupational
therapy for up to 30 visits per year
with $20 copay per visit when
medically necessary.

In-network covered in full when coordinated by PCP. Coverage for
durable medical equipment must be deemed medically necessary
and is subject to the approval of and coordination through
Aetna’s Patient Management Dept. Out-of-network subject fo
deduciible and coinsurance. Must pre-cerify through Aetna if
DME costs exceed $1,500.

Out-patient Psychiatric Care: In/Out network benefit For biologically based conditions - Out-patient mental
health visits rendered by GH1 Behavioral Management Program (GHI/BMP) parficipating providers are unlimited
per person, per calendar year. Each visit is subject to medical necessity. pre-certification under GHI/BMP and $15
office co-pay. GHI Out-of-network Outpatient Mental Health visits rendered by non participating providers are
unlimited per person, per calendar year and are subject to the $200/5500 medical deduciible, 100% coinsurance

based on GHI/BMP participating network schedule of allowances. Out-patient Psychiatric Care: In/Out network
benefit, For Non-Biologically based conditions - Out-patient mental health visits rendered by GHI Behavioral

S0 co-pay. Provides inpatient
hospital benefits for alcohol and
chemical abuse. Maximum 30
days per calendar year. Provides
up to 60 visits for outpatient drug
and/or alcohol treatment.

In network: S0 co-pay.

Out-of-network: Inpafient detoxification and outpatient

rehabilitation covered 80% after deductible.

In-network outpatient: covered up to 60 visits
which may include 20 family counseling visits
per calendar year. Behavioral health care man-
agement must pre-approve all care. In-network
inpatient up fo 7 days defox per calendar year,
30 days rehab, subject to copay of $250 individ-
val/$625 maximum per contract per calendar
year. Behavioral Health Care Management must
pre-approve all care.

In-network outpatient: covered up to 60 visits
which may include 20 family counseling visits
per calendar year. Behavioral health care man-
agement must pre-approve all care. In-network
inpatient up fo 7 days detox per calendar year,
30 days rehab, subject to copay of $250 individ-
val/$625 maximum per contract per calendar
year. Behavioral Health Care Management must
pre-approve all care.

Inpatient: SO copay - 30 days
impatient mental health with unlimited

Inpatient: SO copay - 30 days impatient mental health with

Inpatient: $300,/5750 copay max per year with
no limit on number of days for biologically
based conditions, 30 day limit for non-
biologically based conditions. Outpatient:
treatment for biologically based condifions $15

Inpatient: $300,/5750 copay max per year with
no limit on number of days ¥or biologically
based condifions, 30 day limit for non-
biologically based conditions. Outpatient:
treatment for biologically based conditions $15

Detoxification covered in full for acute phase of freatment
for in-network inpatient. In-network outpatient covered in
full with $20 copay. 60-visit combined annual maximum
for drug and//or alcohol treatment. Out-of-network or
without referral inpatient subject to deductible and coin-
surance. Precertificafion required or benefits willbe sub-
stantially reduced. Covered for 30 days per year for alco-
hol and/or drug addiction. Out-of-network or without
referral outpatient subject to deductible and coinsurance.
60-visit combined annual maximum for drug and/or
alcohol treatment.

Covered in full when coordinated by PCP.
Coverage for durable medical equipment
must be deemed medically necessary and
is subject fo the approval of and coordina-
tion through Aetna’s Patient Management
Dept.

Short term rental/purchase of certain durable medical
equipment: no charge when approved by Cigna physi-
cian. Initial purchase/fitting of certain external pros-

thetic devices when approved by Cigna physician: cov-

ered up fo $1,000 per contradt year after $200

deductible. Durable medical equipment covered in full.

Covered in full when medically
necessary and obtained through
a VYTRA designated vendor.
Prior authorization required.

Health Net pays 50% of cost of
durable medical equipment (certain
devices require prior authorization) to
a maximum benefit payment of
$1,500 per member per calendar
year. Infernal prosthetics covered in

Detoxification covered in full for acute
phase of treatment for in-network
inpatient. In-network outpatient covered
in full with $20 copay. 60-visit
combined annual maximum for drug
and/or alcohol treatment.

Substance abuse defoxification services available
as inpatient or outpatient, depending on necessity.

Services provided by national network of

Psychological Managed Care Consultants who evalu-
ate patient needs, provide treatment and coordinate
counseling and therapy. Inpatient: $150 copay per

admission, up to 30 days per contract year.

Outpatient Individual: 60 visits per contract year,

Outpatient Group: 60 visits per contract year,
S10 copay per session.

Outpatient drug and alcohol freat-
ment covered in full except

for S5 copay. 60-visit combined
annual maximum for drug and/or
alcohol treatment. Detoxification
covered in full for three periods

of detox in a calendar year for
drug and/or alcohol. Inpatient
rehabilitation not covered.

full. External prosthetics covered to
$5,000 maximum.

$15 copay, 30 visits
per 60-day period.

80% covered to an annual
maximum of $1,500.

Inpatient diagnosis and medical
treatment for drug and alcohol
detoxification covered in full when
approved by Health Net.
Outpatient rehab for drug/alcohol
addiction covered up to 60 visits
per calendar year with $10 copay

20 visits per year. In-network requires

Services provided by CIGNA Behavioral Health.

Inpatient: $150 copay per admission up to 30 days

Impatient: No copay; 30 days per
calendar year. Unlimited biologically
based mental illness and serious

when approved by Health Net.

Inpatient: Detox covered in full,
seven-day combined annual maxi-
mum for drug and/or alcohol treat-
ment. Rehabilitation covered in full,
30-day combined annual maximum
for drug and/or alcohol treatment.
Outpatient: $15 copay per visit, 60-
visit combined annual maximum for
drug/alcohol treatment.

Covered after $20 copay per

Management Program (GHI/BMP) participating providers are unlimited per person, per calendar year. Each visit iitad biologi ; Jor OII0G] One Jor biolog! conci S 1 20 visits per vear. per contract year. Outpatient individual: $20 childhood emotional disorders. visit up fo 20 visits per year. Inpatient: Covered in full, 30-da
OUT-PATIENT is subjec to medical necessity, pre-<ertifcation under GHI/BMP and $15 office co-pay. GHI Optional Rider Benefir | biological and childhood coverage Un||m|I.ed l.)|o|0g|(u| and (hl|fi|_100d coverage : copay, unfiited viss.For nor-iolagically copay, unlivited viss. For nonhiologiclly precertification. $25 copay per visit. ; .P 'Y ; copay/session up fo 20 per contract year. Outpatient | Qutpatient: S5 copay; 20 visits per ; P P ; Y P ; — Y
ol prec U Ottice A n et - s Outpatient: SO copay — 60 visits per calendar year with based conditions S15 copay, 20 visits max. All | based conditions $15 copay, 20 visits max. All . N Precertification required. A - AT Medically necessary visits beyond | annual maximum. Outpatient:
PSYCHIATRIC CARE | i outofnetwork Outpatient Menial Health visits rendered by non participating providers are limited to 30 visits | Outpatient: SO copay — 60 visits per . L i’ - Out-of-network subiect to deductible o Group Therapy: 40 visits maximum per contract year. | calendar year. Unlimited biologically X R ..
. : " JU Vi IRy unlimited coverage for biological and childhood conditions. | mental health substance abuse treatments/ mental health substance abuse treatments/ I $25 copay per visit ) . . - the sixth must be approved in 20 visits per year, S15 copa
annually and are subject o $100 dducibleper perso, er coledr year. Rembursement forthese sevices ill | colendar year with unlimited coverage. | Vo R T hospitalizations are subject to Empire Behavioral | hospitalizaions are subject o Empire Behevioral | and 50% coinsurance. pay per visil. Structured group programs as authorized by Cigna: | based mental illness and serious PP per year, pay.
be 50% of GHI/BMP participating network schedule of allowances. This benefit s not subject to pre-ertification. | for hiological and childhood conditions. ! i Health pre-authorization and approval. Health pre-authorization and approval. S10 copay per session. childhood emotional disorders. advance by Health Net.
FULL-TIME STUDENTS |Covered fo age 23.** Covered fo age 23."* Covered fo age 23."* Covered o age 23.”* Covered to age 23.* Covered fo age 23."* Covered o age 23.”* Covered fo age 23."* Covered o age 23.”* Covered o age 23.”* Covered o age 23.”*

*Additional Welfare henefits. See Red Apple.

** Unmarried dependent students covered unfil the end of the calendar year

of the student's 23rd birthday or graduation, whichever occurs first.

See City Summary Program Description for complete details.This chart is a general outline of benefits provided and is not the contract. Refer to appropriate booklets for contactual provisions. Prepared August 2007.

*Benefits in California and Arizona may

differ. See City Summary Program Description.

PLEASE FOST




