Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024
The Excelsior Plan: NYS Health Insurance Program Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) documentwill help you choose a health plan. The SBC shows you how you and the plan would
#A  sharethe cost for covered health care services. NOTE: Information aboutthe cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to geta copy of the complete terms of coverage, visit www.cs.ny.gov or call 1-877-7-NYSHIP
(1-877-769-7447). 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.healthcare.gov/sbc-glossary/ or call 1-877-7-NYSHIP (1-877-769-7447) to request a copy.

ImportantQuestions | Answers Why This Matters:
You must pay all the costs up to the deductible amount before
$1,500 per enrollee, per spouse/domestic partner, and per all this plan begins to pay for covered services that are not
Whatis the overall dependent children combined. This deductible only appliesto the provided at a network facility or by a participating provider. The
deductible? Basic Medical Program. The deductible only applieswhen you seek deductible renews each year. See the chart starting on page 2
out-of-network services. for how much you pay for covered services after you meet the
deductible.

Yes. The deductible does not apply to care rendered ata network
facility or by a participating provider, preventive care services as

Are there services . . Most services rendered by a participating provider or at a
covered before you dsg'r&%(i\byr’:he feder.a:jl Pat|ent’tr]P;9teqt|on ant(:lj?ff(cj)rde}.tél(? Cgre Agt " network facility require only a copayment and do not count
meet your ( ) nearing a|ds, prosinetic wigs, modriied sofid 100d products, toward the Basic Medical Program deductible. The deductible
deductible? second opinion for cancer diagnosis, external ma§tectomy pros.tht-.)ses, only applies when you seek out-of-network services.
E— emergency services, emergency ambulance services, or prescription

drugs.
Are there other You don’t have to meet deductibles for specific services, but
deductibles for No. see the chart starting on page 2 for other costs for services this
specific services? plan covers.

In-Network Max: Individual $9,450/Family $18,900. Out-of-Network The out-of-nocket limit is the most vou could pav durina a
Whatis the out-of- Coinsurance Max: $4,750 per enrollee, per spouse/domestic partner, coverage pe?iod (usually one year) fgr your she?reyof the gost of
pocketlimit for this and per all dependentchildren combined for the Basic Medical Program covered services. This limit helps you plan for health care
plan? and non-network outpatient Mental Health and Substance Use expenses '

Program. :

Premiums, balance-billed charges, and health care this plan does not
cover do not count toward either out-of-pocket limit. In-Network Max
excludes non-network expenses and ancillary charges. Out-of-Network
Coinsurance Max excludes facility copays, penalties, and expenses
incurred under the Prescription Drug Program, Managed Physical
Medicine Program services or Home Care Advocacy Program.

Even though you pay these expenses, they don’t count toward
the out-of-pocket limit.

Whatis notincluded

in the out-of-pocket
limit?
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Answers

| Important Questions

Why This Matters:

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

Will you pay less if
you use a network
provider?

Yes. See www.cs.ny.gov/employee-benefits or call 1-877-7-NYSHIP
and select the appropriate program for a list of participating providers.

Do youneeda
referral to see a

specialist?

You can see the specialist you choose without permission from

No. You don’t need a referral to see a specialist. .
this plan.

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common | Services You May - . Limitations, Exceptions, & Other Important
Medical Event Need Netw_ork Provider Out-of-Network Provider Information
(You will pay the least) (You will pay the most)
Primary care visit to 1
treat an injury or oD ol 20% coinsurance
If you visit a illness none
health care ol e $35 copaymenthvisit 0 i
rovider’s office Specialist visit 20% coinsurance
or clinic Preventive No ch Most senvi : y Certain services are covered when rendered by a non-
care/screening/ 0 charge OS Services not covere participating provider, including well-care services for
immunization children.
Diaanostic test $35 copaymentloffice visit; | 20% coinsurance in an
(x_-rgmork) $85 copaymentloutpatient | office; none
Y hospital no coverage in a hospital
If you have a test 20% coinsurance in an Precertification required if notan emergency or an
Imaging (CT/PET T r—— ofﬁc(:a' inpatient procedure. If not precertified, the cost will be
scans, MRIs) pay no coyvera e in a hospital greater. The test or procedure is not covered if
g P determined not to be medically necessary.

For more information see the plan documents at www.cs.ny.gov or call 1-877-7-NYSHIP (1-877-769-7447).
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What You Will Pay

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

Common Services You May

Limitations, Exceptions, & Other Important

Medical Event Information

$10 for 1-30 day supply; Certain medications require prior authorization for

$30 for 31-90 day supply coverage.
Level 1 or for most from a Network Pharmacy; .
Generic Drugs $25 for 31-90 day supply Copaymentwaived at a network pharmacy for:
from a Mail Service or e Oral chemotherapy drugs when used to treat
Specialty Pharmacy cancer; tamoxifen, raloxifene, anastrozole and
exemestane when prescribed for the primary
If you need drugs 345 for 1-30 day supply; prevention of breast cancer
to treat your $100 for 31-90day supply e Genericoral contraceptive drugs/devices or brand-
ilness or lIS?l\J/SLZc;rP(;?)Egce)Snd from a Network Pharmacy; name contraceptive drugs/devices without a
cMond!tl?n t' Tl $100 for 31-90day supply | Claims for your out-of- generic equivalent(single-source brand-name
at:)cgﬁtm ormation from a Mail Service or pocket costs may be eligible drugs/devices)
prescription drug Specialty Pharmacy for partial reimbursement e Medications used for emergency contraception and
coverage is $85 for 1-30 day supply; pregnancy termination
avallable at $200 for 31-90 day supply e Adultimmunizations and certain prescription drugs
WWW.CS.ny.gov Level 3 or Non- from a Network Pharmacy: and over-the-counter medications that are
referred Druas ’ considered preventive under the Patient Protection
P g $200 for 31-90 day supply and Affordable Care Act (PPACA). To learn more,
from a Mail Service or go to www.hhs.gov/healthcare/about-the-
Specialty Pharmacy aca/preventive-care/indexhtml
Applicable copayment Thereis anancillary charge for covered brand-name
Specialty drugs based on the drug drugsthat have a genericequivalentin addition to the
copayment level Level 3 copayment.
$35 copayment/office visit;
Facility fee $95 copayment/non- 20% coinsurance in an office;
If you have (e.g., ambulatory hospital outpatient surgery; | No coverage in a hospital , , 5 » , ,
outpatient surgery center) $130 copaymentioutpatient | Setting Prov.|derf9e in addition to facility fee. gpphes only if the
surgery hospital surgery provider bills separately from the facility.
Physician/ 20% coinsurance in an
surgeon fees $35 copayment/surgery office sefting

For more information see the plan documents at www.cs.ny.gov or call 1-877-7-NYSHIP (1-877-769-7447). 30f7
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What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

Common Services You May

Medical Event

Emergency room If admitted, emergency copayment is waived and only

care $130 copaymentivisit $130 copaymentivisit the inpatientcopayment applies.
If you need Eerlr;]esrqsrrtl:’:i/or:edlcal $70 copaymenttrip $70 copaymenttrip Not subject to deductible or coinsurance.
LER G $40 copayment/office visit;
medical attention - " 20% coinsurance
Urgent care $85 copaymenthvisit to a none
hospital-owned urgent care
center
Facility fee $250 copayment/inpatient

(e.g., hospital room) | stay MOEHERES Precertification required; $200 penalty if hospitalization is
not precertified. Maximum of four inpatient hospital

385 per service. You pay the | copayments per year, per enrollee, per spouse/domestic

:: g : uiti;?\s’faa $50 copayment/service for | first $50 for radiology, partner, and per all dependentchildren combined each
P y Physician/ radiology, anesthesiology | anesthesiologyand calendar year. Separate provider fee in addition to facility
surgeon fees and pathology; pathology; fee ifthe provideris not affiliated with the facility where
No charge for other services | 20% coinsurance for other | the surgery is performed.
services
If youneed - : . P Precertification is required for some mental health care
mental health. Outpatient services | $35 copaymentivisit 20% coinsurance and substance use care.
behavioral Maximum of four inpatient copayments per enrollee, per
health, or Inbatient services $250 copaymentfinpatient No Coveraae spouse/domestic partner, and per all dependent children
substance use P stay g combined each calendaryear. Precertification is required
services for some mental health care and substance use care.
- No charge for routine S Routine obstetrical ultrasounds may be subject to a $35
If you are Office visits prenatal and postnatal care 20% coinsurance copayment.
regnant ildbi '
P Childbirth/delivery No charge 20% coinsurance none

professional services

For more information see the plan documents at www.cs.ny.gov or call 1-877-7-NYSHIP (1-877-769-7447). 40f7
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Common
Medical Event

Services You May

Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If youneed help
recovering or
have other
special health
needs

If youneed help
recovering or
have other
special health
needs

If your child
needs dental or
eye care

For more information see the plan documents at www.cs.ny.gov or call 1-877-7-NYSHIP (1-877-769-7447).

Childbirth/delivery
facility services

Home health care

Rehabilitation
services

Habilitation services

Skilled nursing care

Durable medical
equipment

Hospice services
Children’seye exam
Children’s glasses

Children’s dental
check-up

(You will pay the least)

$250 copaymentivisit

No charge

$35 copaymentivisit

$35 copaymentivisit

No charge

No charge

No charge
Not covered
Not covered

Not covered

(You will pay the most)

No coverage

50% coinsurance

No coverage

No coverage

50% coinsurance for

covered services at home;
no coverage in a skilled

nursing facility

50% coinsurance

No coverage
Not covered
Not covered

Not covered

Although precertification is not required, it is
recommended that you notify the Hospital Program if you
and/or your baby are in the hospital for more than 48
hours if your baby was delivered vaginally or 96 hours if
your baby was delivered by c-section.

No charge when precertified; non-network benefits apply
if not precertified. No non-network coverage for the first
48 hours of home-based nursing care.

Covered under Managed Physical Medicine Program for
office visits; outpatient hospital rehabilitation services
covered when medically necessary following a related
hospitalization/surgery.

Covered services through Managed Physical Medicine
Program only.

Precertification required; non-network benefits apply if
home care is not precertified. No non-network coverage
for the first 48 hours. No coverage for Medicare-primary
enrollees.

Precertification required; non-network benefits apply if
not precertified. Diabetic supplies are covered with no
cost to you if you use a Home Care Advocacy Program
(HCAP) provider. Non-network benefits apply if you use
a non-network provider. No out-of-pocket limit for non-
network benefits.

none

none

none

none
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Excluded Services & Other Covered Services:

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

e Hearing aids e Weight loss e Long-term care e Dental care (adult & child), except for the correction of damage caused by an
programs accident
e Custodial Care e Routine eye care e Non-emergency care e Non-network hospital, skilled nursing facility or hospice care, exceptin an
(adult & child) when traveling outside the emergency, when there is no network facility within 30 miles of your residence or
u.s. when no facility within 30 miles of your residence can provide the service you require
e Cosmeticsurgery® e Routine foot care e Servicesthat are e Non-network habilitation and rehabilitation services under the Managed Physical
experimental or Medicine Program

investigational, or not
medically necessary

1 With the exception of a diagnosis of gender dysphoria and determination of medical necessity

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

e Acupuncture e Chiropractic care e Diabetic shoes
e Bariatric surgery (with limitations) o Infertility treatment (with limitations) e Telehealth

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after itends. The contact information for those agencies is: New York
State Department of Financial Services at 1-800-342-3736 or www.dfs.ny.gov, U.S. Department of Health and Human Services at 1-877-267-2323 x1565 or www.cciio.cms.gov,
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. 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 complaintagainst your plan for a denial of a claim. This complaintis called a grievance or
appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Y our plan documents also provide complete information to
submita claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:

The Empire Planat 1-877-7-NYSHIP (1-877-769-7447) and choose the appropriate program

The New York State Department of Civil Service, Employee Benefits Division at 518-457-5754 or 1-800-833-4344

The New York State Department of Financial Services at 518-474-6600 or 1-800-342-3736

Additionally, a consumer assistance program can help you file your appeal. Contact Community Service Society of New York, Community Health Advocates at 888-614-
5400 or www.communityhealthadvocates.org

Does this plan provide Minimum Essential Coverage? Yes

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

Language Access Services:
Spanish (Espafiol): Para obtener asistenciaen Espafiol, llameal 1-877-769-7447.

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

For more information see the plan documents at www.cs.ny.gov or call 1-877-7-NYSHIP (1-877-769-7447). 6 of 7
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Aboutthese Coveraae Examples:

u
L :

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 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 are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of

Mia’s Simple Fracture
(in-network emergency room visit

and a hospital delivery)

B The plan’s overall deductible $0
M Specialist copayment $35
W Hospital (facility) copayment $250
® Other copayment $35

This EXAMPLE eventincludes 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 $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $400

Coinsurance $0

Whatisn’t covered
Limits or exclusions $60
The total Peg would pay is $460

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

a well-controlled condition)

M The plan’s overall deductible $0
W Specialist copayment $35
W Hospital (facility) copayment $0
m Other copayment $35

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,000

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,020

and follow-up care)

M The plan’s overall deductible $0
M Specialist copayment $35
W Hospital (facility) copayment $130
m Other copayment $35

This EXAMPLE eventincludes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $400

Coinsurance $0
What isn’t covered

Limits or exclusions $0

The total Mia would pay is $400
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