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1  In Texas, Delta Dental Insurance Company offers a Dental Provider Organization (DPO) plan.


2 You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid contracted fees.


3 You are responsible for any applicable deductibles, coinsurance, amounts over plan maximums and charges for non-covered services.


4 Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is responsible for 
any costs. Group- and state-specific exceptions may apply. If you are currently undergoing active orthodontic treatment, you may be eligible to continue treatment 
under Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract for specific details about your plan.


LEGAL NOTICES: Access federal and state legal notices related to your plan at deltadentalins.com/about/legal/index-enrollee.html.


Save with PPO
Visit a dentist in the PPO1 network to maximize 
your savings.2 These dentists have agreed to 
reduced fees, and you won’t get charged more 
than your expected share of the bill.3 Find a PPO 
dentist at deltadentalins.com.


Set up an online account
Get information about your plan anytime, 
anywhere by signing up for an Online Services 
account at deltadentalins.com. This free service, 
available once your coverage kicks in, lets you 
check benefits and eligibility information, find a 
network dentist and more.


Check in without an ID card
You don’t need a Delta Dental ID card when you 
visit the dentist. Just provide your name, birth 
date and enrollee ID or social security number. 
If your family members are covered under your 


plan, they will need your information. Prefer to 
take a paper or electronic ID card with you? 
Simply sign in to Online Services, where you can 
view or print your card with the click of a button. 


Coordinate dual coverage 
If you’re covered under two plans, ask your dental 
office to include information about both plans 
with your claim, and we’ll handle the rest.


Understand transition of care
Did you start on a dental treatment plan before 
your PPO coverage kicked in? Generally, multi-
stage procedures are only covered under your 
current plan if treatment began after your plan’s 
effective date of coverage.4 You can find this date 
by logging in to Online Services.


Newly covered?
Visit deltadentalins.com/welcome.


Save with a 
PPO dentist


PPO NON–PPO


Keep Smiling 
Delta Dental PPOSM







Eligibility Primary enrollee, spouse and eligible dependent children to the end of 
the month dependent turns age 26  


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


Deductibles waived for 
Diagnostic & Preventive (D & P)? Yes 


Maximums Delta Dental PPO dentists: $1,500 per person each contract year 
Non Delta Dental PPO dentists: $1,000 per person each contract year 


D & P counts toward maximum?  Yes 
Waiting Period(s)  Basic Benefits 


None 
Major Benefits 


None 
Prosthodontics 


None 
Orthodontics 


None 


* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.


** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier 
dentists and program allowance for non-Delta Dental dentists. 


Delta Dental of Pennsylvania       
One Delta Drive 
Mechanicsburg, PA 17055 


Customer Service 
800-932-0783


Claims Address 
P.O. Box 2105 
Mechanicsburg, PA 17055-6999 


deltadentalins.com 
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. 
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Plan Benefit Highlights for:   BBL Construction Services, LLC. – Silver Plan 
Group No:   18991 


Benefits and  
Covered Services* 


Delta Dental PPO 
dentists** 


Non-Delta Dental PPO 
dentists** 


Diagnostic & Preventive 
Services (D & P)  


Exams, cleanings, x-rays and 
sealants  


100 % 100 % 


Basic Services 
Fillings 80 % 80 % 


Endodontics (root canals)
Covered Under Basic Services 80 % 80 % 


Periodontics (gum treatment)
Covered Under Basic Services 80 % 80 % 


Oral Surgery 
Covered Under Basic Services 80 % 80 % 


Major Services 
Crowns, inlays, onlays and cast 
restorations and TMJ 


50 % 50 % 


Prosthodontics 
     Bridges, dentures and implants 50 % 50 % 


Orthodontic Benefits 
Dependent children to age 20 50 % 50 % 


Orthodontic Maximums $750 Lifetime $750 Lifetime 
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BBL CONSTRUCTION SERVICES, LLC 
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Delta Dental 
One Delta Drive 


Mechanicsburg, PA 17055 


INTRODUCTION 
 
Delta Dental is pleased to welcome you to the group dental plan for BBL Construction Services, LLC.  
Our goal is to provide you with the highest quality dental care and to help you maintain good dental 
health.  We encourage you not to wait until you have a problem to see the dentist, but to see him/her 
on a regular basis. 
 
Using This Evidence of Coverage 
 
This Evidence of Coverage discloses the terms and conditions of your coverage and is designed to help 
you make the most of your dental plan.  It will help you understand how the plan works and how to 
obtain dental care.  Please read this booklet completely and carefully.  Keep in mind that YOU and 
YOUR mean the individuals who are covered.  WE, US and OUR always refer to Delta Dental.  In 
addition, please read the Definition of Terms section, which will explain any words that have special 
or technical meanings under the plan.  
 
The benefit explanations contained in this booklet are subject to all provisions of the Group Dental 
Service Contract on file with your employer, trust fund, or other entity (“Plan Administrator”) and do 
not modify the terms and conditions of that contract in any way, nor shall you accrue any rights 
because of any statement in or omission from this booklet. 
 
Contact Us 
 
If you have any questions about your coverage that are not answered here, please visit our web site 
at www.deltadentalins.com or call our Customer Service Center.  A Customer Service Center 
representative can answer questions you may have about obtaining dental care, help you locate a 
participating dentist, explain benefits, check the status of a claim, and assist you in filing a claim. 
 
Representatives are available by telephone Monday through Friday, 8:00 a.m. to 8:00 p.m. Eastern 
Time at (717) 766-8500 or toll-free at (800) 932-0783.  If you are hearing impaired, you may call our 
toll-free TTY/TDD number at (888) 373-3582.  You can also access Delta Dental’s automated 
information line at (800) 932-0783 to obtain information about enrollee eligibility and benefits, group 
benefits, or claim status.   
 
If you prefer to write Delta Dental with your question(s), please mail your inquiry to the following 
address:  
 
 
 
 
 
 
 
 
SELECTING YOUR DENTIST 
 
Free Choice of Dentist 
 
Delta Dental recognizes that many factors affect the choice of dentist and therefore supports your right 
to freedom of choice regarding your dentist.  This assures that you have full access to the dental 
treatment you need from the dental office of your choice.  You may see any licensed dentist for your 
covered treatment: 
 
 Delta Dental PPO Participating Dentist (“PPO”) 
 Delta Dental Premier Participating Dentist (“Premier”) 
 Non-Participating Dentist 
 
In addition, you may choose your own specialist, and you and your family members can see different 
dentists. 
 
Remember, you enjoy the greatest savings when you choose a PPO dentist.  To take full advantage 
of your benefits, we highly recommend you verify a dentist’s participation status within a Delta Dental 
network with your dental office before each appointment.  Review the section titled “How Claims Are 
Paid” for an explanation of Delta Dental payment procedures to understand the method of payments 
applicable to your dentist selection and how that may impact your out-of-pocket costs. 



http://www.deltadentalins.com/
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Referrals to Specialists 
 
Your dentist may refer you to another dentist for a consultation or specialized treatment or you may 
elect to see a specialist on your own.  If this is done, be sure that the dentist you are referred to is a 
participating dentist.  You can do this by simply asking the specialist when you make your 
appointment.  Visiting a dentist who has agreed to participate in the Delta Dental network can save 
you money, time, and the hassle of paperwork.  Remember, if the dentist is not a participating dentist, 
you may be required to pay all of the treatment cost at the time of service and submit a claim to Delta 
Dental for reimbursement. 
 
Locating a Delta Dental Participating Dentist 
 
There are several ways in which you can locate a participating dentist near you: 
 
 You may access information about the plan through our web site at www.deltadentalins.com.  This 


web site includes a dentist search function allowing you to locate Delta Dental participating 
dentists by location, specialty and network type; or 


 You may also call Delta Dental and one of our representatives will assist you.  He/she can provide 
you with information regarding a dentist’s membership status, specialty and office location.   


 
PLAN INFORMATION 
 
Benefit Summary Chart 
 
The services provided through the plan include all the benefits described in the Benefit Summary 
Chart on the following page, with the exception of those items presented in the Limitations and 
Exclusions section.  The plan covers several categories of benefits when a licensed dentist provides the 
services and when they are within the standards of generally accepted dental practice.  To help you 
understand the types of procedures that are included in each of the categories of services, examples 
and descriptions are provided in the chart.  The enrollee’s share may be higher than the percentages 
listed in the chart, depending on the applicability of deductibles, maximums, the difference between 
the Premier maximum plan allowance or non-participating dentist’s fee and the PPO maximum plan 
allowance or charges for non-covered services.   
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The information in the following chart applies to services provided by Delta Dental PPO 
dentists: 
 
Benefit Summary Chart  
 Paid by Paid By 
Category of Service Delta Dental Enrollee 
 
Diagnostic (deductible waived) 100%* 0% 


Periodic exams (twice per contract year) 
Bitewing x-rays (twice per contract year) 
Full-mouth x-ray (once per 3-year period) 
Palliative emergency treatment 
See note on additional benefits during pregnancy 


Preventive (deductible waived) 100%* 0% 
Prophylaxis (cleaning) (twice per contract year) 
Fluoride treatments (twice per contract year to age 19) 
Sealants (to age 14) 
Space maintainers (to age 14) 
See note on additional benefits during pregnancy 


Basic Restorative       80%* 20% 
Fillings (amalgam “silver” and composite “white” non-molar) 


Major Restorative       0%* 100% 
Single crowns, inlays, onlays 


Oral Surgery       80%* 20% 
Extraction and other oral surgery procedures, incl. pre- and post-operative care 


Endodontics       80%* 20% 
Root canal, pulpal therapy 


Surgical Periodontics       80%* 20% 
Surgical treatment of the gums and supporting structures of the teeth 


Non-Surgical Periodontics       80%* 20% 
Non-surgical treatment of the gums and supporting structures of the teeth 
See note on additional benefits during pregnancy 


Prosthodontics       0%* 100% 
Procedures for replacement of missing teeth by construction or repair of bridges 
and partial or complete dentures 


General Anesthesia and IV Sedation 80%* 20% 
Covered when used in conjunction with covered oral surgical procedures and 
other selected endodontic and periodontic procedures  


Temporomandibular Joint Dysfunction (TMJ)   50%*     50% 
Services relating to hinging joints of the jaw  


 
  Deductibles Maximums 


Individual (Contract year)       $  50.00 $1,000.00 
Family (Contract year)       $150.00 $   n/a 


* Percentages are based on the PPO Allowed Amount, which is the lesser of the dentist’s 
submitted fee or the PPO Maximum Plan Allowance. 
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The information in the following chart applies to services provided by Delta Dental Premier 
dentists, and Non-Participating dentists: 
 
Benefit Summary Chart  
 Paid by Paid By 
Category of Service Delta Dental Enrollee 
 
Diagnostic (deductible waived) 80%* 20% 


Periodic exams (twice per contract year) 
Bitewing x-rays (twice per contract year) 
Full-mouth x-ray (once per 3-year period) 
Palliative emergency treatment 
See note on additional benefits during pregnancy 


Preventive (deductible waived) 80%* 20% 
Prophylaxis (cleaning) (twice per contract year) 
Fluoride treatments (twice per contract year to age 19) 
Sealants (to age 14) 
Space maintainers (to age 14) 
See note on additional benefits during pregnancy 


Basic Restorative       60%* 40% 
Fillings (amalgam “silver” and composite “white” non-molar) 


Major Restorative       0%* 100% 
Single crowns, inlays, onlays 


Oral Surgery       60%* 40% 
Extraction and other oral surgery procedures, incl. pre- and post-operative care 


Endodontics       60%* 40% 
Root canal, pulpal therapy 


Surgical Periodontics       60%* 40% 
Surgical treatment of the gums and supporting structures of the teeth 


Non-Surgical Periodontics       60%* 40% 
Non-surgical treatment of the gums and supporting structures of the teeth 
See note on additional benefits during pregnancy 


Prosthodontics       0%* 100% 
Procedures for replacement of missing teeth by construction or repair of bridges 
and partial or complete dentures 


General Anesthesia and IV Sedation 60%* 40% 
Covered when used in conjunction with covered oral surgical procedures and 
other selected endodontic and periodontic procedures  


Temporomandibular Joint Dysfunction (TMJ)   50%*      50% 
Services relating to hinging joints of the jaw  


 
  Deductibles Maximums 


Individual (Contract year)       $  50.00 $ 750.00 
Family (Contract year)       $150.00 $   n/a 


* Percentages are based on the PPO Allowed Amount, which is the lesser of the dentist’s 
submitted fee or the PPO Maximum Plan Allowance. 
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Copayments 


The plan will pay a percentage of the PPO allowed amount for each covered service, subject to certain 
limitations, and you are responsible for paying the balance.  What you pay is called the copayment and 
is part of your out-of-pocket cost.  You pay this even after a deductible has been met. 
 
The amount of your copayment will depend on the type of service provided and the dentist providing 
the service (see section titled “Selecting Your Dentist”).  Dentists are required to collect your copayment 
for covered services. 
 
It is to your advantage to select PPO dentists because they have agreed to accept the PPO allowed 
amount as payment, which typically results in lower copayments charged to you.  Please read the 
sections titled “Selecting Your Dentist” and “How Claims Are Paid” for more information. 
 
Deductible  
 
Most dental plans have a specific dollar deductible.  The Benefit Summary Chart shows the individual 
and family deductibles that apply.  Deductibles apply to all benefits unless otherwise noted.  Each 
enrolled family member must pay the individual deductible amount each contract year to satisfy the 
plan deductible.  You pay this directly to your dentist for completed services.  The total deductible 
amount paid will not exceed the family deductible for all family members.   
 
Maximum Benefit  
 
Most dental programs have a maximum benefit.  This is the maximum dollar amount a dental plan will 
pay toward the cost of dental care.  The enrollee is personally responsible for paying costs above the 
maximum benefit.  The Benefit Summary Chart shows the maximum benefit amount that applies.  
This is the maximum benefit amount that Delta Dental will pay for covered services per enrollee in a 
contract year. 
 
Note on Additional Benefits During Pregnancy 
 
When an Enrollee is pregnant, Delta Dental will pay for additional services to help improve the oral 
health of the Enrollee during the pregnancy.  The additional services each contract year period while 
the Enrollee is covered under the Contract include: one (1) additional oral exam and either one (1) 
additional routine cleaning or one (1) additional periodontal scaling and root planing per quadrant.  
Written confirmation of the pregnancy must be provided by the Enrollee or her dentist when the claim 
is submitted. 
 
Limitations and Exclusions 
 
Dental plans are designed to help with part of your dental expenses and may not always cover every 
dental need.  The typical program includes limitations and exclusions, meaning the program does not 
cover every aspect of dental care.  This can relate to the type of procedures or the number of visits.  
These limitations and exclusions are carefully detailed in this booklet and you should make yourself 
familiar with them.  Please read the Limitations and Exclusions section to help you understand the 
limitations and exclusions of this dental plan. 
 
HOW CLAIMS ARE PAID 
 
Payment by Delta Dental for any single procedure that is a covered service will be made upon 
completion of the procedure.  If an enrollee loses eligibility or the contract is terminated, Delta Dental 
will pay for any single procedure started while the contract was in effect or the enrollee was eligible. 
Payment for care is applied to the contract year deductible and maximum benefit based on the date of 
service.  After you have satisfied your deductible requirement, Delta Dental will provide payment for 
covered services at the percentage indicated in the Benefit Summary Chart, up to a maximum for each 
enrollee in a contract year.  
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Payment for Services — Delta Dental PPO Dentist 
 
Payment for covered services performed for you by a PPO dentist is calculated based on the PPO 
maximum plan allowance.  PPO dentists have agreed to accept a PPO maximum plan allowance as the 
full charge for covered services. 
 
Delta Dental calculates its share of the maximum plan allowance, or the dentist’s submitted fee, 
whichever is less, (“Delta Dental Payment”) using the applicable percentage from the Benefit Summary 
Chart and sends it directly to the PPO dentist who has submitted the claim.  Delta Dental advises you 
of any charges not payable by Delta Dental for which you are responsible (“Patient Payment”).  These 
charges are generally your share of the maximum plan allowance or submitted fee (copayment), the 
deductible, charges where the maximum benefit has been exceeded, and/or charges for non-covered 
services. 
 
Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 PPO Maximum Plan Allowance = $70 
 Delta Dental Payment (50% of PPO Max. Plan Allow.) = $35 
 Patient Payment = $35 
 
Payment for Services — Delta Dental Premier Dentist 
 
A Delta Dental Premier dentist is a participating dentist, but is not a Delta Dental PPO dentist.  
Premier dentists have not agreed to accept a PPO maximum plan allowance as full payment for 
services, but instead have agreed to accept a Premier maximum plan allowance.  Payment for covered 
services performed for you by a Premier dentist is calculated based on the PPO allowed amount, which 
is the lesser of the dentist’s submitted fee or the PPO maximum plan allowance.   
 
The portion of the allowed amount payable by Delta Dental (“Delta Dental‘s Payment”) is limited to the 
applicable percentage shown in the Benefit Summary Chart.  Delta Dental’s Payment is sent directly to 
the Premier dentist who submitted the claim.  Delta Dental advises you of any charges not payable by 
Delta Dental for which you are responsible (“Enrollee’s Payment”).  These charges are generally your 
share of the allowed amount, as well as any deductibles, charges where the maximum benefit has been 
exceeded, the difference between the Premier maximum plan allowance and the PPO maximum plan 
allowance, and/or charges for non-covered services. 
 
Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 Premier Maximum Plan Allowance = $80 
 PPO Maximum Plan Allowance = $70 
 Delta Dental’s Payment (50% of Max. Plan Allow.) =  $35 
 Enrollee’s Payment = $45 
 
Note:  The enrollee balance of $45 is the sum of the enrollee copayment (50% of the PPO maximum 
plan allowance of $70, which is $35) and the difference between the Premier maximum plan allowance 
and the PPO maximum plan allowance, which is $10. 
 
Payment for Services — Non-Participating Dentist 
 
Payment for services performed for you by a non-participating dentist is also calculated by Delta Dental 
based on the PPO allowed amount, which is the lesser of the dentist’s submitted fee or the PPO 
maximum plan allowance.  The portion of the allowed amount payable by Delta Dental (“Delta Dental‘s 
Payment”) is limited to the applicable percentage shown in the Benefit Summary Chart.   
 
However, when dental services are received from a non-participating dentist, Delta Dental’s Payment is 
sent directly to the primary enrollee.  You are responsible for payment of the non-participating dentist’s 
total fee.  Non-participating dentists will bill you for their normal charges, which may be higher than 
the allowed amount for the service.  You may be required to pay the dentist yourself and then submit a 
claim to Delta Dental for reimbursement.  Since the Delta Dental Payment for services you receive may 
be less than the non-participating dentist’s actual charges, your out-of-pocket cost may be significantly 
higher. 
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Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 PPO Maximum Plan Allowance = $70 
 Delta Dental’s Payment (50% of PPO Max. Plan Allow.) = $35 
 Enrollee’s Payment = $65 
 
Note:  The enrollee balance of $65 is the sum of the enrollee copayment (50% of the PPO Maximum 
Plan Allowance of $70, which is $35) and the difference between the PPO Maximum Plan Allowance 
and the Submitted Amount, which is $30. 
 
How to Submit a Claim 
 
Delta Dental does not require any special claim forms.  Most dental offices have standard claim forms 
available.  Participating dentists will fill out and submit your claims paperwork for you.  Some non-
participating dentists may also provide this service upon your request.  If you receive services from a 
non-participating dentist who does not provide this service, you can submit your own claim directly to 
Delta Dental.  For your convenience, you can print a claim form from our web site: 
www.deltadentalins.com.  Delta Dental shall not be obligated to pay claims submitted more than twelve 
(12) months after the date of the Service, unless it can be shown not to have been reasonably possible 
to submit the claim and the claim was submitted as soon as reasonably possible.  
 
Your dental office should be able to assist you in filling out the claim form.  Fill out the claim form 
completely and mail it to: 
 
 
 
 
 
 
 
 
 
 
Payment Guidelines 
 
Delta Dental does not pay participating dentists any incentive as an inducement to deny, reduce, limit 
or delay any appropriate service. 
 
If you or your dentist files a claim for services more than twelve (12) months after the date you received 
the services, payment may be denied.  If the services were received from a non-participating dentist, 
you are still responsible for the full cost.  If the payment is denied because your participating dentist 
failed to submit the claim on time, you may not be responsible for that payment.  However, if you did 
not tell your participating dentist that you were an enrollee of the plan at the time you received the 
service, you may be responsible for the cost of that service. 
 
We explain to all participating dentists how we determine or deny payment for services.  We describe in 
detail the dental procedures covered as benefits, the conditions under which coverage is provided and 
the program’s limitations and exclusions.  If any claims are not covered, or if limitations or exclusions 
apply to services you have received, you may be responsible for the full payment. 
 
If you have any questions about any dental charges, processing policies and/or how your claim is paid, 
contact Delta Dental. 
 
Optional Treatment and Non-Covered Services 
 
You must pay for any non-covered or optional dental benefits that you choose to have done.  Refer to 
the Limitations and Exclusions section for information about excluded services and limitations.  
Often there are several approaches or different methods that a dentist may use to treat dental needs.  
This program is designed to cover dental treatment using standards of care consistent with the delivery 
of quality, affordable dental treatment to the enrollee.  If you request a treatment that is more costly 
than standard practice, you must pay for the charges in excess of the covered dental benefit. 
 
 
 


 


Delta Dental 
P.O. Box 2105 


Mechanicsburg, PA 17055-6999 



http://www.deltadentalins.com/
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Example: If a metal filling would fix the tooth and you choose to have the tooth crowned, you are 
responsible for paying the difference between the cost of the crown and the cost of the filling.  You 
must pay this money directly to your dentist. 
 
Pre-Treatment Estimates 
 
If you and your dentist are unsure of your benefits for a specific course of treatment, or if treatment 
costs are expected to exceed $300, Delta Dental recommends that you ask for a pre-treatment 
estimate.  You should ask your dentist to submit the claim form in advance of performing the proposed 
services.  Pre-treatment estimate requests are not required but may be submitted for more complicated 
and expensive procedures such as crowns, wisdom tooth extractions, bridges, dentures, or periodontal 
surgery.  You’ll receive an estimate of your share of the cost and how much Delta Dental will pay before 
treatment begins.  Delta Dental will act promptly in returning a pre-treatment estimate to you and the 
attending dentist with non-binding verification of your current availability of benefits and applicable 
maximums.  The pre-treatment estimate is non-binding as the availability of benefits may change 
subsequent to the date of the estimate due to a change in eligibility status, exhaustion of applicable 
maximum benefit or application of frequency of procedure limitations. 
 
Other Health Insurance 
 
Be sure to advise your dentist of all programs under which you have dental coverage and have him or 
her complete the dual coverage portion of the claim form, so that you will receive all benefits to which 
you are entitled.  When you have coverage under more than one benefit program, the primary and 
secondary carriers coordinate the two programs, so that the primary carrier pays its portion first and 
then the secondary carrier pays its portion, not to exceed the dentist’s fees for the covered services.  
 
The following rules will be followed to establish the order of determining the liability of this or any other 
programs: 
 
1. The program covering the enrollee as an employee will determine its benefits before the program 


covering the enrollee as a dependent. 
 
2. The program covering the enrollee as a dependent of an employee whose birthday falls earlier in 


the calendar year will determine it benefits before the program covering the enrollee as a 
dependent of an employee whose birthday falls later in the calendar year.  If both employees 
have the same birthday, the program covering the employee for the longest period will be 
primary over the program covering the employee for the shorter period.  If the other program 
does not have the rule described in this paragraph, but instead has a rule based on gender of 
the employee, the rule of the other plan will determine the order of benefits. 


 
3. The program covering the enrollee having custody of the dependent will determine its benefits 


first; then the program of the spouse of the parent with custody of the dependent; and finally, 
the program of the parent not having custody of the dependent.  However, if the specific terms 
of a court order state that one of the parents is responsible for the health care expenses of the 
dependent, the benefits of that program are considered first.  The prior sentence will not apply 
with respect to any period during which any benefits are actually paid or provided before a 
program has actual knowledge of the court order. 


 
4. The program covering the enrollee as an employee or as a dependent of an employee will 


determine its benefits before one that covers the enrollee as a laid-off or retired employee or as 
the dependent of such person.  If the other plan does not have a rule concerning laid-off or 
retired employees, and as a result each plan determines its benefits after the other, then this 
paragraph will not apply. 


 
5. If the other program does not have a rule establishing the same order of determining liability for 


benefits or is one which is “excess” or always “secondary,” Delta Dental will determine its 
benefits first.  If such determination indicates that Delta Dental should not have been the first 
program to determine its benefits, Delta Dental will be considered as not the first to determine 
its benefits. 


 
6. In situations not described in items 1 through 5, the program under which the enrollee has 


been enrolled for the longest period of time will determine its benefits first. 
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When Delta Dental is the first to determine its benefits, benefits will be paid without regard to coverage 
under any other program.  When Delta Dental is not the first to determine its benefits, and there are 
remaining expenses of the type allowable under this program, Delta Dental will pay only the amount by 
which its benefits under this plan exceed the amount of benefits payable under the other program or 
the amount of such remaining expenses, whichever is less. 
 
ELIGIBILITY AND ENROLLMENT 
 
Eligibility Requirement 
 
You will become eligible to receive benefits on the date stated in the contract after completing any 
eligibility periods required by the group.  Under this dental plan, the eligibility requirement for new 
hires is the first of the month following the date of hire.  You may enroll for individual and family 
coverage. 
 
If your dependents are covered, they will be eligible when you are or as soon as they become 
dependents.  Dependents are your: 
 
 Spouse. 
 
 Married or unmarried children and/or dependent grandchildren until the end of the month of their 


26th birthday.  Such children include: (a) your biological child, (b) your legally adopted child 
(including a child living with the adopting parents and/or grandparents during the period of 
probation), (c) a child for whom you have legal guardianship or temporary guardianship of more 
than 12 months duration and for a shorter period if the guardianship is of a dependent minor and 
granted by testamentary, (d) a stepchild.  Documentation of the above must be furnished upon 
request by Delta Dental. 


 
 Married or unmarried children and/or dependent grandchildren of any age who are incapable of 


self-support by reason of mental or physical incapacity that occurred before the age of 26 (end of 
the month) and were covered prior to age 26 (end of the month).  The dependent child must also be 
chiefly dependent on you for support and maintenance, but is not required to reside with a parent 
or legal guardian who is a primary enrollee.  Eligibility of these dependent children and/or 
grandchildren will not be terminated while the contract remains in force and the dependent child 
and/or grandchild remains in such condition.  Proof of physical or mental disability must be 
furnished as required by Delta Dental. 


 
 Newborn children and/or dependent grandchildren of any primary enrollee for 31 days from: (a) the 


moment of birth, (b) the date of placement for adoption or upon placement in the foster home, or (c) 
the date of appointment for a minor for whom guardianship has been granted by court or 
testamentary appointment.  Proof of birth or adoption or foster home placement must be furnished 
upon request by Delta Dental.  In order for the coverage to continue beyond the 31-day period, you 
must notify the Plan administrator of the birth, adoption, placement in the foster home, or 
appointment of guardianship.    


 
Changes in Eligibility Status 
 
Changes in eligibility status (i.e. marriage, divorce, birth, etc.) must be reported to the Plan 
Administrator within 31 days following the event causing the change.  If you do not change coverage 
when first eligible, you may change later during a subsequent open enrollment period.  Changes 
become effective on the exact day of notification of the change. 
 
Loss of Eligibility 
 
Your coverage ends on the last day of the month in which termination of employment occurs or 
immediately when this program ends.  Coverage for all dependents also ceases at that time, or when 
dependent status is lost.  Your dependent children and/or grandchildren will be disqualified for 
benefits when they reach the disqualifying age. 
 
COMPLAINTS, GRIEVANCES AND APPEALS 
 
Our commitment to you is to ensure quality throughout the entire treatment process: from the 
courtesy extended to you by our customer service representatives to the dental services provided by 
our participating dentists.  If you have questions about any services received, we recommend that you 
first discuss the matter with your dentist.  However, if you continue to have concerns, please call Delta 
Dental’s Customer Service Center. 
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Delta Dental 
One Delta Drive 


Mechanicsburg, PA 17055 


Delta Dental attempts to process all claims within 30 days.  If a claim will be delayed more than 30 
days, Delta Dental will notify the enrollee in writing within 30 days stating the reason for delay. 
 
Questions or complaints regarding eligibility, the denial of dental services or claims, the policies, 
procedures, or operations of Delta Dental, or the quality of dental services performed by the dentist 
may be directed in writing to Delta Dental or by calling Delta Dental at (717) 766-8500 or toll-free at 
(800) 932-0783.  You can also e-mail questions by accessing the “Contact Us” section of Delta Dental’s 
web site at www.deltadentalins.com. 
 
A grievance is a written expression of dissatisfaction with the provision of services or claims practices 
of Delta Dental.  When you write, please include the name of the enrollee, the primary enrollee’s name 
and enrollee ID, and your telephone number on all correspondence.  You should also include a copy of 
the claim form, Benefits Statement, Invoice or other relevant information. 
 
Appeals 
 
Any dissatisfaction with adjustments made or denials of payment should be brought to Delta Dental’s 
attention, and if unresolved to your satisfaction, to the Plan Administrator.  The Plan Administrator will 
advise you of your rights of appeal or other recourse. 
 
Appeals on claims denied must be submitted in writing.  For an explanation as to your rights of appeal, 
please refer to the Claims Denial Review Procedure that is furnished automatically without charge as a 
separate document that accompanies this booklet. 
 
Send your grievance, appeal, or claims review request to Delta Dental at the address shown 
below: 
 
 
 
 
 
 
 
GENERAL PROGRAM INFORMATION 
 
Proof of Claim 
 
Before approving a claim, Delta Dental will be entitled to receive, to such extent as may be lawful, from 
any attending or examining dentist, or from hospitals in which a dentist’s care is provided, such 
information and records relating to attendance to or examination of, or treatment provided to, an 
enrollee as may be required to administer the claim, or that an enrollee be examined by a dental 
consultant retained by Delta Dental, in or near the community or residence.  Delta Dental will in every 
case hold such information and records confidential. 
 
Physical Access 
 
Delta Dental has made efforts to ensure that our offices and the offices and facilities of participating 
dentists are accessible to the disabled.  If you are not able to locate an accessible dentist, please call 
our Customer Service Center and a representative will help you find an alternate dentist. 
 
Access for the Hearing Impaired 
 
The hearing impaired may contact the Customer Service Center through our toll-free TTY/TDD number 
at (888) 373-3582. 
 
Privacy 
 
Delta Dental values its relationship with you.  Protecting your personal information is of great 
importance to us.  Delta Dental will obtain from the enrollee only nonpublic information that relates to 
Delta Dental’s administration of the dental benefits we provide.  Information may include, but not be 
limited to name, address, social security number, enrollee ID, and date of birth.  We do not disclose 
any nonpublic personal information about you to any affiliated or nonaffiliated third parties except as 
is necessary in order to provide our service to you or as we are required or permitted by law.  Delta 
Dental maintains physical, electronic, and procedural security measures to safeguard your nonpublic 
personal information in our possession. 
 



http://www.deltadentalins.com/
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Web Site Security 
 
Delta Dental employs security measures to control access to the eligibility and dental benefit 
information under our control.  Delta Dental uses industry standards, such as firewalls and Secure 
Socket Layers, to safeguard the confidentiality of personal enrollee information. 
 
There are areas of our web site that require a specific user ID and password for web site access.  In 
order to receive a user ID and password, Delta Dental requires enrollees to contractually agree to not 
provide information they may access to other individuals.  The user identification and password 
required for site access is internally validated to ensure this information cannot be viewed without 
proper authority and security authentication. 
 
ENROLLEE RIGHTS AND RESPONSIBILITIES 
 
We believe that you, as a Delta Dental enrollee, have the right to expect quality, affordable care that 
protects not only your dental health, but also your privacy and ability to make informed choices. We 
also believe that you have certain responsibilities to help protect these rights. 
 
The Right to Choose 
 
The Delta Dental system maintains some of the largest dentist networks in the industry — each with a 
full range of specialists — to give you the widest possible choice of dentists.  Dentists are never 
penalized for referring you to a specialist.  You can visit any dentist at any time, without prior 
notification or authorization from Delta Dental. 
 
The Right to Quality Assurance 
 
While we support the right of enrollees to choose their dentist, we recognize our responsibility to 
provide some assurances of quality care. 
 
Therefore, each dentist who has contracted with Delta Dental agrees to provide care that meets the 
standards of the dental profession.  Dentist contracts allow Delta Dental to audit dental offices in 
person — at random and for cause — to help ensure that these standards are met.  If you should ever 
receive substandard care from a Delta Dental dentist, Delta Dental will fully investigate the matter and 
can arrange for you to be reimbursed and/or retreated as needed. 
 
The Right to Affordability 
 
Delta Dental contracts with dentists to provide fair and reasonable compensation.  Those contracts 
also prohibit dentists from billing you for excess charges, “add-on” procedures that should already be 
included, or for any amount that is Delta Dental’s responsibility. 
 
Delta Dental benefit plans are designed to promote preventive care, avoiding dental disease before more 
costly treatment becomes necessary. 
 
The Right to Full Disclosure 
 
You have the right to clear and complete information about your dental benefits, including treatment 
that is subject to limitations or not covered.  You are entitled to know what your share of costs will be 
before you receive treatment (“pre-treatment estimate”), and how your dentist is compensated by Delta 
Dental.  Delta Dental provides materials to explain these features to you. 
 
Delta Dental dentists are not subject to policies sometimes called “gag clauses.”  You are entitled to 
hear about all treatment options your dentist may recommend, whether covered or not, and to obtain a 
second opinion if you choose. 
 
The Right to Fair Review and Appeal 
 
Delta Dental supports your right, as well as your dentist’s, to a fair and prompt review of any of Delta 
Dental’s coverage decisions.  We maintain effective complaint resolution systems in the event of 
disagreement over coverage or concern about the quality of care.  
 
The Responsibility to Protect These Rights 
 
Protection of the rights described above is possible only with your cooperation. In order to ensure the 
continued enjoyment of these rights, you share: 
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 The responsibility to participate in your own dental health — practicing personal dental hygiene 
and receiving regular professional care.  You should avoid substances and behaviors that could 
jeopardize your oral health, and should cooperate with your dentist on his or her recommended 
treatment plans. 


 
 The responsibility to become familiar with your coverage.  This includes meeting any financial 


obligation incurred as a result of treatment (including the appropriate copayments or deductibles 
required by the program). It means cooperation with Delta Dental policies designed to protect 
against health care fraud schemes by fellow enrollees or dentists.  It also means taking advantage 
of the information available on dental health and your dental program so that you can become a 
more informed consumer. 


 
LIMITATIONS AND EXCLUSIONS 
 
Excluded Benefits 
 
The plan covers a wide variety of dental care expenses, but there are some services for which we do not 
provide benefits.  It is important for you to know what these services are before you visit your dentist. 
 
The plan does not provide benefits for: 
 
1. Surgical procedures including but not limited to reduction of fractures, removal of tumors and 


removal of impacted teeth are subject to the provisions described in the Other Health 
Insurance section of this booklet. 


 
2. Treatment or materials with respect to skeletal malformation, except for treatment due to 


accidental injury to sound natural teeth within 12 months of the accident or treatment 
necessary due to congenital disease or anomaly, or treatment of enamel hypoplasia (lack of 
development), except that this exclusion shall not apply to covered dependent children or 
eligible newborn children so long as such dependent children continue to be eligible.  When 
services are not excluded under this provision as to these dependent children who continue to 
be eligible, other limitations and exclusions of this section shall specifically apply. 


 
3. Treatment that increases the vertical dimension of an occlusion, replaces tooth structure lost by 


attrition or erosion, or otherwise unless it is part of a treatment dentally necessary due to 
accident or injury. 


 
4. Treatment or materials primarily for cosmetic purposes including but not limited to treatment 


of fluorosis (a type of discoloration of the teeth) and porcelain or other veneers not for 
restorative purposes, except as part of a treatment dentally necessary due to accident or injury 
and except for reconstructive surgery necessary because of a congenital disease or anomaly of a 
covered dependent child which has resulted in a functional defect.  If services are not excluded 
as to particular teeth under this provision, cosmetic treatment of teeth adjacent or near the 
affected teeth are excluded. 


 
5. Treatment or materials for which the enrollee would have no legal obligation to pay. 
 
6. Services provided or materials furnished prior to the effective eligibility date of an enrollee 


under this plan, unless the treatment was a year in duration and completed after the enrollee 
became eligible if no other limitations shall apply. 


 
7. Periodontal splinting, equilibration, gnathological recordings and associated treatment and 


extra-oral grafts. 
 
8. Preventive plaque control programs, including oral hygiene instruction programs.  
 
9. Myofunctional therapy, unless covered by the exception in Item 2, above. 
 
10. Temporomandibular joint dysfunction treatment that is medical in nature. 
 
11. Prescription drugs including topically applied medication for treatment of periodontal disease, 


pre-medication, analgesias, separate charges for local anesthetics, general anesthesia except as 
a covered benefit in conjunction with a covered oral surgery procedure. 


 
12. Implants and related services, unless covered by the exception Item 2, above. 
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13. Experimental procedures that have not been accepted by the American Dental Association. 
 
14. Services provided or material furnished after the termination date of coverage for which 


premium has been paid, as applicable to individual enrollees, except this shall not apply to 
services commenced while the plan was in effect or the enrollee was eligible. 


 
15. Charges for hospitalization or any other surgical treatment facility, including hospital visits. 
 
16. Dental practice administrative services including but not limited to, preparation of claims, any 


non-treatment phase of dentistry such as provision of an antiseptic environment, sterilization of 
equipment or infection control, or any ancillary materials used during the routine course of 
providing treatment such as cotton swabs, gauze, bibs, masks, or relaxation techniques such 
as music. 


 
17. Replacement of existing restorations for any purpose other than restoring active carious lesions 


or demonstrable breakdown of the restoration. 
 
Limitations 
 
Benefits to enrollees are limited as follows: 
 
Limitation on Optional Treatment Plan.  In all cases in which there are optional plans of treatment 
carrying different treatment costs, payment will be made only for the applicable percentage of the least 
costly course of treatment, so long as such treatment will restore the oral condition in a professionally 
accepted manner, with the balance of the treatment cost remaining the responsibility of the enrollee.  
Such optional treatment includes, but is not limited to, specialized techniques involving gold, precision 
partial attachments, overlays, implants, bridge attachments, precision dentures, personalization or 
characterization such as jewels or lettering, shoulders on crowns or other means of unbundling 
procedures into individual components not customarily performed alone in generally accepted dental 
practice. 
 
Limitation on Major Restorative Benefits.  If a tooth can be restored with amalgam, synthetic 
porcelain or plastic, but the enrollee and the dentist select another type of restoration, the obligation of 
Delta Dental shall be only to pay the applicable percentage of the fee appropriate to the least costly 
restorative procedure.  The balance of the treatment shall be considered a dental treatment excluded 
from coverage under this plan.   
 
• Replacement of crowns, jackets, inlays and onlays shall be provided no more often than once in any 


five-year period and then only in the event that the existing crown, jacket, inlay or onlay is not 
satisfactory and cannot be made satisfactory.  The five-year period shall be measured from the date 
on which the restoration was last supplied, whether paid for under the provisions of this plan, 
under any prior dental care contract, or by the enrollee. 


 
Limitation on Prosthodontic Benefits.  Replacement of an existing denture will be made only if it is 
unsatisfactory and cannot be made satisfactory.  Services, including denture repair and relining, which 
are necessary to make such appliances fit will be provided as outlined in the section “Covered 
Benefits.”  Prosthodontic appliances and abutment crowns will be replaced only after five years has 
elapsed following any prior provision of such appliances and abutment crowns under any plan 
procedure. 
 
Limitation on Periodontal Surgery.  Benefits for periodontal surgery in the same quadrant are 
limited to once in any five-year period.  The five-year period shall be measured from the date on which 
the last periodontal surgery was performed in that quadrant, whether paid for under the provisions of 
this plan, under any prior dental contract, or by the enrollee. 
 
Limitation on Sealants.  Treatment with sealants as a covered Service is limited to applications to 
eight posterior teeth.  Applications to deciduous teeth or teeth with caries are not covered 
Services.  Sealants will be replaced only after three (3) years have elapsed following any prior provision 
of such materials. 
 
Limitation on Occlusal Restorations.  Single-surface occlusal restorations of a tooth to which a 
sealant has been applied within twelve months, and two or three surface restorations within six 
months, which include occlusal surfaces on which sealants have been placed are not covered 
Services.  If a single-surface occlusal restoration is performed on a tooth from twelve to thirty-six 
months after a sealant has been applied to that tooth, the obligation of Delta Dental shall be only to 
pay the fee appropriate to the restoration in excess of the fee paid for the application of the sealant. 
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DEFINITION OF TERMS 
 
The following are definitions of words that have special or technical meanings under the plan. 
 
Attending Dentist Statement: The written report of a series of procedures recommended for the 
treatment of a specific dental disease, defect or injury, prepared for an enrollee by a dentist as a result 
of an examination made by such dentist. 
 
Benefits Statement: The statement you receive after a claim is processed, detailing how your claim 
payment was calculated including the procedures and fees submitted and the amount for which you 
are responsible. 
 
Calendar Year: The time period beginning on January 1st and ending on December 31st. 
 
Claim Form: A written or electronically submitted document to request payment for completed dental 
treatment or to request a pre-treatment estimate for proposed dental treatment.  The claim form is also 
sometimes called an Attending Dentist’s Statement. 
 
Company: The employer, union or other organization or group contracting to obtain benefits. 
 
Contract: The written agreement between Delta Dental and BBL Construction Services, LLC to provide 
dental benefits.  The contract, together with this Evidence of Coverage, forms the terms and conditions 
of benefits available to you under the dental plan. 
 
Contract Year: The 12-month period beginning on the effective date and each yearly period thereafter. 
 
Copayment: Your share of the cost of a covered service, usually expressed as a percentage of the PPO 
allowed amount. 
 
Deductible: The dollar amount enrollees must pay toward completed treatment before Delta Dental’s 
payment is applied to those services in a given period.  
 
Delta Dental PPO: A dental care program under which all fees paid by Delta Dental for covered 
services shall be based on the PPO allowed amount, subject to any applicable copayments, deductibles 
and maximums. 
 
Delta Dental PPO (“PPO”) Dentist: A participating dentist who is a member of the Delta Dental PPO 
dentist network. 
 
Delta Dental Premier (“Premier”) Dentist: A participating dentist who is a member of the Delta 
Dental Premier dentist network.  
 
Delta Dental PPO (“PPO”) Maximum Plan Allowance: The maximum amount payable by Delta Dental 
for a covered dental service if the subscriber is enrolled in a PPO program.  Delta Dental establishes 
the maximum plan allowance for each procedure through a review of proprietary filed fee data and 
actual submitted claims.  Maximum plan allowances are typically set annually to reflect charges based 
on actual submitted claims from dentists in the same geographical area with similar professional 
standing.  The subscriber’s financial obligation beyond the maximum plan allowance is determined by 
any maximums, deductible and co-payment amounts. 
 
Delta Dental Premier (“Premier”) Maximum Plan Allowance: The maximum amount payable by 
Delta Dental for a covered dental service if the subscriber is enrolled in a Premier program.  Delta 
Dental establishes the maximum plan allowance for each procedure through a review of proprietary 
filed fee data and actual submitted claims.  Maximum plan allowances are typically set annually to 
reflect charges based on actual submitted claims from dentists in the same geographical area with 
similar professional standing.  The enrollee’s financial obligation beyond the maximum plan allowance 
is determined by any maximums, deductible and copayment amounts. 
 
Dependent: Eligible family members as defined in the Eligibility and Enrollment section of this 
Evidence of Coverage. 
 
Effective Date: The date the dental program begins.  This date is given on the front cover of this 
Evidence of Coverage. 
 
Employee: An employee of the company who meets the eligibility requirements, accepted by Delta 
Dental, for enrollment under the contract, and who is so specified for enrollment. 
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Enrollee: Collectively, the primary enrollee and all enrolled dependents. 
 
Exclusions: Services that are not covered under this dental plan. 
 
Family: The primary enrollee and all enrolled dependents of the primary enrollee. 
 
Limitations: The number of services allowed, frequency of services allowed, and the most affordable 
dentally appropriate service. 
 
Maximum Benefit: The total maximum dollar amount Delta Dental will pay toward the cost of covered 
dental care incurred by an individual enrollee in a given period. 
 
Network: A collective expression for all participating dentists who have contracted with Delta Dental to 
offer services to enrollees and who have agreed to abide by certain administrative guidelines. 
 
Non-Participating Dentist: A dentist who has not contracted with Delta Dental and who is not 
contractually bound to abide by Delta Dental’s administrative guidelines. 
 
Out-of-Pocket Costs: The portion of dental fees that you pay.  Out-of-pocket costs include your 
deductible, copayment, any amount exceeding the maximum benefit amount, and services not covered 
by the dental plan. 
 
Participating Dentist: A dentist who contracts with Delta Dental and agrees to abide by certain 
administrative guidelines.  
 
PPO Allowed Amount: For covered services, the PPO allowed amount under this plan is the lesser of 
the dentist’s submitted fee or the PPO maximum plan allowance.  For non-covered services, the PPO 
allowed amount is zero. 
 
Pre-Treatment Estimate: A pre-treatment estimate gives a non-binding estimate of how much of a 
proposed treatment plan will be covered under an enrollee’s dental program and what the enrollee’s 
out-of-pocket cost will be. 
 
Primary Enrollee: An employee who is enrolled in this dental plan. 
 
Services: Treatment performed by a dentist or under his/her supervision and direction and when 
necessary, customary and reasonable, as determined by Delta Dental, using standards of generally 
accepted dental practice. 
 
Single Procedure: A dental procedure to which a separate procedure number is assigned by Delta 
Dental. 
 
Submitted Amount: The amount the dental office actually submits on the claim form.  This is the fee 
normally charged by the dentist for services provided to all enrollees, regardless of insurance coverage. 
 
Treatment: A caring for or dealing with an oral condition. 
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APPENDIX A 
 
(1)  Denial of payment based upon lack of coverage of benefit under the Contract or 
Enrollee’s eligibility status i.e., claim benefit determinations that are not considered 
Utilization Review under Article 49 of the New York Insurance Law.  
 
If a post-service claim1 is denied in whole or in part, Delta Dental shall notify the Enrollee 
and the attending dentist of the denial in writing within thirty (30) days after the claim is 
filed, unless special circumstances require an extension of time, not exceeding fifteen (15) 
days, for processing.  If there is an extension, the Enrollee and the attending dentist shall be 
notified of the extension and the reason for the extension within the original thirty (30) day 
period.  If an extension is necessary because either the Enrollee or the attending dentist did 
not submit the information necessary to decide the claim, the notice of extension shall 
specifically describe the required information.  The Enrollee or the attending dentist shall 
be afforded at least forty-five (45) days from receipt of the notice within which to provide 
the specific information.  The extension period (15 days) – within which a decision must be 
made by Delta Dental – will begin to run from the date on which the Enrollee’s response is 
received by the plan (without regard to whether all of the requested information is 
provided) or, if earlier, the due date established by the plan for furnishing the requested 
information (at least 45 days). 
 
The notice of denial shall explain the specific reason or reasons why the claim was denied 
in whole or in part, including a specific reference to the pertinent Contract provisions on 
which the denial is based, a description of any additional material or information necessary 
for the Enrollee to perfect the claim and an explanation as to why such information is 
necessary.  The notice of denial shall also contain an explanation of Delta Dental’s claim 
review and appeal process and the time limits applicable to such process, including a 
statement of the Enrollee’s right to bring a civil action under ERISA upon completion of 
Delta Dental’s second level of review.  The notice shall refer to any internal rule, guideline, 
and protocol that was relied upon (and that a copy will be provided free of charge upon 
request).  
 
If the Enrollee or the attending dentist wants the denial of benefits reviewed, the Enrollee or 
the attending dentist must write to Delta Dental within one hundred eighty (180) days of the 
date on the denial letter.  In the letter, the Enrollee or attending dentist should state why the 
claim should not have been denied.  Also any other documents, data, information or 
comments which are thought to have bearing on the claim including the denial notice, 
should accompany the request for review.  The Enrollee or the attending dentist is entitled 
to receive upon request and free of charge reasonable access to and copies of all documents, 
records, and other information relevant to the denied claim.  The review will take into 
account all comments, documents, records, or other information, regardless of whether such 
information was submitted or considered in the initial benefit determination. 


                                                 
1 Delta Dental does not condition receipt of a benefit, in whole or in part, on approval of the benefit in 
advance of obtaining dental care. Additionally, Delta Dental does not conduct concurrent review relating to 
continued or extended health care services, or additional services for an insured undergoing a course of 
continued treatment.  
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The review shall be conducted on behalf of Delta Dental by a person who is neither the 
individual who made the claim denial that is the subject of the review, nor the subordinate 
of such individual.  If the review is of a claim denial based in whole or in part on a clinical 
judgment in applying the terms of the Contract, Delta Dental shall consult with a dentist 
who has appropriate training and experience in the pertinent field of dentistry and who is 
neither the Delta Dental dental consultant who made the claim denial nor the subordinate of 
such consultant.  The identity of the Delta Dental dental consultant whose advice was 
obtained in connection with the denial of the claim whether or not the advice was relied 
upon in making the benefit determination is also available to the Enrollee or the attending 
dentist upon request.  In making the review, Delta Dental will not afford deference to the 
initial adverse benefit determination.  
 
If after review, Delta Dental continues to deny the claim, Delta Dental shall notify the 
Enrollee and the attending dentist in writing of the decision on the request for review within 
thirty (30) days of the date the request is received.  Delta Dental shall send to the Enrollee 
or attending dentist a notice, which contains the specific reason or reasons for the adverse 
determination and reference to the specific Contract provisions on which the benefit 
determination is based.  The notice shall state that the Enrollee is entitled to receive, upon 
request and free of charge, reasonable access to, and copies of all documents, records and 
other information relevant to the Enrollee’s claim for benefits.  The notice shall refer to any 
internal rule, guideline, and protocol that was relied upon (and that a copy will be provided 
free of charge upon request).  The notice shall state that if the claim denial is based on lack 
of dental necessity, experimental treatment or a clinical judgment in applying the terms of 
the Contract, an explanation is available free of charge upon request by either the Enrollee 
or the attending dentist.  The notice shall also state that the Enrollee has a right to bring an 
action under ERISA upon completion of Delta Dental’s second level of review, and shall 
state:  “You and your plan may have other voluntary alternative dispute resolution options, 
such as mediation.  One way to find out what may be available is to contact your local U.S. 
Department of Labor Office and your State insurance regulatory agency.”  
 
If in the opinion of the Enrollee or attending dentist, the matter warrants further 
consideration, the Enrollee or the attending dentist should advise Delta Dental in writing as 
soon as possible.  The matter shall then be immediately referred to Delta’s Dental Affairs 
Committee.  This stage can include a clinical examination, if not done previously, and a 
hearing before Delta’s Dental Affairs Committee if requested by the Enrollee or the 
attending dentist.  The Dental Affairs Committee will render a decision within thirty (30) 
days of the request for further consideration. The decision of the Dental Affairs Committee 
shall be final insofar as Delta Dental is concerned.  Recourse thereafter would be to the 
state regulatory agency, a designated state administrative review board, or to the courts with 
an ERISA or other civil action.  
 
(2) Denial of a covered benefit where the service is not dentally necessary, appropriate or 
efficient, i.e., claim benefit determinations that are considered Utilization Review under Article 49 
of the New York Insurance Law. 


 
See Attachment One.  
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ATTACHMENT ONE 
 
 


DELTA DENTAL OF NEW YORK’S UTILIZATION REVIEW AND  
INTERNAL APPEALS PROCEDURES 


 
 
I. Definitions 
 
 A. Adverse Determination shall mean a determination by a Utilization Review 


Agent that an admission, extension of stay, or other health care service, upon 
review based on the information provided, is not medically necessary.  


 
 B. Appeal Determination shall mean a determination by Delta Dental of New 


York’s Dental Affairs Committee that a health care service, upon review 
based on the information provided, is not medically necessary. 


 
 C. Clinical Peer Reviewer shall mean a physician who possesses a current and 


valid non-restricted license to practice medicine or a health care professional 
other than a licensed physician who:  (1) where applicable, possesses a 
current and valid non-restricted license, certificate or registration or, where 
no provision for a license, certificate or registration exists, is credentialed by 
the national accrediting body appropriate to the profession, and (2) is in the 
same profession and same or similar specialty as the Health Care Provider 
who typically manages the medical condition or disease or provides the 
Health Care Service or treatment under review.  


 
 D. Clinical Standards shall mean those guidelines and standards set forth in the 


Utilization Review Plan by the Utilization Review Agent whose Adverse 
Determination is under appeal. 


 
 E. Enrollee shall mean a person subject to Utilization Review. 
 
 F. External Appeal shall mean an appeal conducted by an External Appeal 


Agent pursuant to Section 4914 of the New York Insurance Law. 
 
 G. External Appeal Agent shall mean an entity certified by the superintendent 


pursuant to Section 4911 of the New York Insurance Law. 
 
 H. Final Adverse Determination shall mean an Adverse Determination which 


has been upheld by a Utilization Review Agent with respect to a proposed 
Health Care Service following a standard appeal, or an expedited appeal 
where applicable, pursuant to Section 4904 of the New York Insurance Law. 
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 I. Health Care Provider shall mean a Health Care Service or a facility licensed 
pursuant to Article 28, 36, or 47 of the Public Health Law or a facility 
licensed pursuant to Article 19, 23, 31, or 32 of the Mental Hygiene Law. 


 
 J. Health Care Service shall mean:  (1) for purposes of appeals requested 


pursuant to Paragraph two of Subsection b of Section 4910 of Title 2 the 
New York Insurance Law, Health Care Service shall mean experimental or 
investigational procedures, treatments or services, including services 
provided within a clinical trial, and the provision of a pharmaceutical 
product pursuant to prescription by the patient's attending physician for a use 
other than those uses for which such pharmaceutical product has been 
approved for marketing by the Federal Food and Drug Administration to the 
extent that coverage for such service is prohibited by law from being 
excluded under the plan, or (2) in all other cases, health care procedures, 
treatments or services provided by a facility licensed pursuant to Article 28, 
36, 44, or 47 of the Public Health Law pursuant to Article 19, 23, 31, or 32 
of the Mental Hygiene Law, or provided by a health care professional, and 
the provision of pharmaceutical products or services or durable medical 
equipment. 


 
 K. Utilization Review shall mean the review to determine whether a Health 


Care Service that has been provided is being provided or is proposed to be 
provided to a patient, whether undertaken prior to, concurrent with or 
subsequent to the delivery of such service, is medically necessary.  None of 
the following shall be considered Utilization Review:  (1) denials based on 
failure to obtain a Health Care Service from a designated or approved Health 
Care Provider as required under a contract, (2) where any determination is 
rendered pursuant to Subdivision 3(a) of Section 2807(c) of the Public 
Health Law, (3) the review of the appropriateness of the application of a 
particular coding to a patient, including the assignment of diagnosis and 
procedure, (4) any issues relating to the determination of the amount or 
extent of payment other than determinations to deny payment based on an 
Adverse Determination, and (5) any determination of any coverage issues 
other than whether a Health Care Service is or was medically necessary. 


 
 L. Utilization Review Agent shall mean any insurer subject to Article 32 or 43 


of the New York Insurance Law performing Utilization Review and any 
independent Utilization Review Agent performing Utilization Review under 
contract with such insurer. 


 
 M. Utilization Review Plan shall mean:  (1) a description of the process for 


developing the written clinical review criteria, (2) a description of the types 
of written clinical information which the plan might consider in its clinical 
review, including but not limited to a set of specific written clinical review 
criteria, (3) a description of practice guidelines and standards used by a 
Utilization Review Agent in carrying out a determination of medical 
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necessity, (4) the procedures for scheduled review and evaluation of the 
written clinical review criteria, and (5) a description of the qualifications and 
experience of the health care professionals who developed the criteria, who 
are responsible for periodic evaluation of the criteria and of the health care 
professionals or others who use the written clinical review criteria in the 
process of Utilization Review. 


 
 


II. Standard Claims & Appeals Procedure  
 


A. Claims for Benefits:  In the case of a post-service claim2 which has 
been denied on the basis that such service was not dentally necessary, 
Delta Dental shall notify the Enrollee and the attending dentist of its 
Adverse Determination in writing within a reasonable period of time, 
but not later than thirty (30) days after the claim is filed.  However, 
this period may be extended one time by Delta Dental for up to fifteen 
(15) days, if necessary due to the failure of the Enrollee to submit the 
information necessary to decide the claim. If there is an extension, the 
Enrollee and the attending dentist shall be notified of the extension and 
the reason for the extension within the original thirty (30) day period. 
The notice of extension shall specifically describe the required 
information, and the Enrollee or the attending dentist shall be afforded 
at least forty-five (45) days from receipt of the notice within which to 
provide the specific information. The extension period (15 days) – 
within which a decision must be made by Delta Dental – will begin to 
run from the date on which the Enrollee’s response is received by the 
plan (without regard to whether all of the requested information is 
provided) or, if earlier, the due date established by the plan for 
furnishing the requested information (at least 45 days). 


 
B. Reconsideration of Adverse Determination:  In the event the 


Utilization Review of a claim results in an Adverse Determination, and 
this determination was made without attempting to discuss such matter 
with the attending dentist who specifically recommended the health 
care service, procedure or treatment, the attending dentist shall have 
the opportunity to request a reconsideration of the Adverse 
Determination.  Such reconsideration shall be conducted by the 
attending dentist and the Clinical Peer Reviewer making the initial 
determination or a designated Clinical Peer Reviewer if the original 
Clinical Peer Reviewer cannot be available. If the Adverse 


                                                 
2 Delta Dental does not condition receipt of a benefit, in whole or in part, on approval of the benefit in 
advance of obtaining dental care. Additionally, Delta Dental does not conduct concurrent review relating to 
continued or extended health care services, or additional services for an insured undergoing a course of 
continued treatment. 
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Determination is upheld after reconsideration, Delta Dental shall 
notify the Enrollee of the Adverse Determination as provided below in 
Section III(A). 


 
C. Informal Inquiry Option:  If a claim is denied in whole or in part, an 


Enrollee may make an informal inquiry regarding general program and 
eligibility questions by contacting Delta Dental via its toll-free number at 
1-800-932-0783.  Every caller has access to a supervisor if dissatisfied 
with the response.   


 
D. Non-emergency Appeals of Adverse Determination:  In lieu of making 


an informal inquiry, an Enrollee or his or her attending dentist may 
choose to appeal the Adverse Determination.  The Enrollee may do so 
within one hundred eighty (180) days, either by writing to Delta Dental 
or by calling Delta Dental at its toll-free number. Written 
acknowledgement of the filing of the appeal to the appealing party will 
be provided to the Enrollee and the attending dentist within fifteen (15) 
days of the filing of the appeal.  The letter or oral request for appeal 
should state why the claim should not have been denied.  Also any 
other documents, data, information or comments which are thought to 
have bearing on the claim including the denial notice, should 
accompany the request for review.  Both the Enrollee and the attending 
dentist are entitled to receive upon request and free of charge 
reasonable access to and copies of all documents, records, and other 
information relevant to the denied claim. 


 
E. Notification of Information Necessary to Conduct the Appeal:  If Delta 


Dental requires information necessary to conduct a standard internal 
appeal, Delta Dental shall notify the Enrollee and the attending dentist, in 
writing within fifteen (15) days of receipt of the appeal, to identify and 
request the necessary information.  In the event that only a portion of 
such necessary information is received, Delta Dental shall request the 
missing information, in writing, within five (5) business days of receipt 
of the partial information. 


 
F. The Review:  The review shall be conducted for Delta Dental by a 


Clinical Peer Reviewer who is neither the Clinical Peer Reviewer who 
made the claim denial that is the subject of the review, nor the 
subordinate of such individual.  The review will take into account all 
comments, documents, records, or other information, regardless of 
whether such information was submitted or considered in the initial 
benefit determination.  If the review is of a claim denial based in 
whole or in part on a lack of dental necessity, experimental treatment, 
or a clinical judgment in applying the terms of the Contract, Delta 
Dental shall consult with a dentist who has appropriate training and 
experience in the pertinent field of dentistry and who is neither the 
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Delta Dental dental consultant who made the claim denial nor the 
subordinate of such consultant. The identity of the Delta Dental dental 
consultant whose advice was obtained in connection with the denial of 
the claim whether or not the advice was relied upon in making the 
benefit determination is also available on request.  In making the 
review, Delta Dental will not afford deference to the initial Adverse 
Determination. A clinical examination at Delta Dental's cost may be 
implemented, along with discussion among dentist consultants.  At this 
point, the Enrollee may also request a hearing.   


 
G. Final Adverse Determination:  Delta Dental shall make a Final 


Adverse Determination within thirty (30) days of the date the request 
for appeal is received. Delta Dental shall advise the Enrollee and the 
attending dentist of the Appeal Determination within two (2) days of 
the rendering of such determination. Notification of the Final Adverse 
Determination will be provided in accordance with Section III(B) 
below.  


 
H. Appeal to Delta’s Dental Affairs Committee:  If in the opinion of the 


Enrollee or the attending dentist the matter warrants further 
consideration and the Enrollee chooses not to file an External Appeal 
pursuant to Section 4914 of the New York Insurance Article, the 
Enrollee or attending dentist should advise Delta Dental in writing as 
soon as possible.  The matter shall be immediately referred to Delta’s 
Dental Affairs Committee. Delta's Dental Affairs Committee, which 
contains at least one licensed dentist, will review the claim and either 
approve payment for the dental service or issue an Adverse 
Determination.  If the Dental Affairs Committee requires information 
necessary to conduct the Internal Appeal, Delta Dental shall notify the 
Enrollee or attending dentist, in writing within fifteen (15) days of 
receipt of the appeal, to identify and request the necessary information.  
In the event that only a portion of such necessary information is received, 
Delta Dental shall request the missing information, in writing, within 
five (5) business days of receipt of the partial information. This stage 
can include a clinical examination, if not done previously, and a 
hearing before the Dental Affairs Committee if requested. The Dental 
Affairs Committee will render a decision within thirty (30) days of the 
request for further consideration. The decision of the Dental Affairs 
Committee shall be final insofar as Delta Dental is concerned.  
Recourse thereafter would be to the courts with an ERISA or other 
civil action or the filing of an External Appeal pursuant to Section 
4914 of the New York Insurance Article, if the time period for doing so 
had not previously expired.  
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III. Distribution of Information to Enrollees/Attending Dentists Upon Entry of 
Adverse Determination  


 
A. Content of Notification of Adverse Determination (See Exhibit A, 


attached hereto).  A notice of an initial Adverse Determination will 
include:  


1. The specific reason or reasons for the Adverse 
Determination including the clinical rationale, if any;  


 
2. Reference to the specific plan provisions on which the 


Adverse Determination is based;   
 


3. Instructions on how to initiate standard and expedited 
appeals including a description of the Delta Dental's review 
procedures and the time limits applicable to such 
procedures and a statement of the Enrollee's right to bring a 
civil action under Section 502(a) of ERISA upon 
completion of the second level of review of Delta Dental’s 
Internal Appeals Procedure;  


 
4. Instructions on how to initiate an External Appeal pursuant 


to Section 4914 of the New York Insurance Law;  
 


5. If an internal rule, guideline, protocol, or other similar 
criterion was relied upon in making the Adverse 
Determination, a statement that a copy of such will be 
provided free of charge upon request;   


 
6. If the Adverse Determination is based on dental necessity 


or experimental treatment or similar exclusion or limit, a 
statement that an explanation applying the terms of the plan 
to the Enrollee’s medical circumstances is available upon 
request;  


 
7. A description of any additional material or information 


necessary for the claimant to perfect the claim and an 
explanation of why such material or information is 
necessary.  
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B. Content of Notification of Adverse Determination on Review i.e., “Final 
Adverse Determination.”(See Exhibit B, attached hereto). If after the 
claim is reviewed, Delta Dental continues to deny the claim, Delta 
Dental shall send the Enrollee/attending dentist a notice, which 
contains:   
 


1. A clear statement describing the basis and clinical rationale 
for the denial as applicable to the insured including the 
specific reason or reasons for the determination, reference 
to the specific plan provisions upon which the Adverse 
Determination is based; 


 
2. A clear statement that the notice constitutes the Final 


Adverse Determination;  
 
3. The insured’s coverage type;   


 
4. The name and full address of Delta Dental’s Utilization 


Review Agent;   
 


5. Delta Dental’s contact person and his or her telephone 
number;   


 
6. A description of the health care service that was denied, 


including the dates of the service, the name of the facility 
and/or physician proposed to provide the treatment and the 
developer/manufacturer of the health care service;   


 
7. A statement that the Enrollee and the attending dentist may 


be eligible for an External Appeal and the time frames for 
requesting an appeal;  


 
8. A clear statement written in bolded text that the forty-five 


(45) day time frame for requesting an External Appeal 
begins upon receipt of the Final Adverse Determination of 
the first level appeal, regardless of whether or not a second 
level appeal is requested, and that by choosing the request a 
second level internal appeal, the time may expire for the 
Enrollee to request an External Appeal; 


 
9. A copy of the standard description of the External Appeal 


process as developed jointly by the superintendent and 
commission, including a form and instructions for 
requesting an External Appeal;3   


                                                 
3 Such information will also be provided by Delta Dental within three business days of a request by an 
Enrollee or an Enrollee’s designee.  
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10. A statement that the Enrollee is entitled to receive, upon 


request and free of charge, reasonable access to, and copies 
of, all documents, records, and other information relevant 
to the claimant's claim for benefits;  


 
11. A statement that when the Enrollee completes the second 


level of Delta Dental’s Internal Appeals Procedure, the 
Enrollee will then have a right to bring an action under 
Section 502(a) of ERISA; 


 
12. If an internal rule, guideline, protocol, or other similar 


criterion was relied upon in making the Adverse 
Determination, a statement that a copy of such will be 
provided free of charge upon request;   


 
13. If the Adverse Determination is based on a medical 


necessity or experimental treatment or similar exclusion or 
limit, a statement that an explanation applying the terms of 
the plan to the Enrollee’s medical circumstances is 
available upon request; 


 
14. The following statement:  “You and your plan may have 


other voluntary alternative dispute resolution options, such 
as mediation.  One way to find out what may be available is 
to contact your local U.S. Department of Labor Office and 
your State insurance regulatory agency.”  


 
 


IV.  Cooperation with the External Appeal Agent 
 


Delta Dental will facilitate the prompt completion of External Appeal requests 
by: 


 
A. Transmitting the Enrollee's dental and treatment records pursuant to an 


appropriately completed release or release signed by the Enrollee or by a 
person authorized pursuant to law to consent to health care for the 
Enrollee and, in the case of dental necessity appeals, transmit the clinical 
standards used to determine medical necessity for the Health Care 
Service within three (3) business days of receiving notification regarding 
the identity and address of the certified External Appeal Agent to which 
the subject appeal is assigned. 
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B. Providing information requested by the assigned certified External 
Appeal Agent as soon as is reasonably possible, but in no event shall 
Delta Dental take longer than two (2) business days to provide the 
requested information. 


 
C. Providing the form and instructions, developed jointly by the 


superintendent and commissioner, for the attending dentist to request an 
External Appeal in connection with a retrospective adverse utilization 
review determination under Section 4904 of the Insurance Law, within 
three (3) business days of an attending dentist’s request for a copy of the 
form.  


 
D. In the event that an Adverse Determination is overturned on External 


Appeal, or in the event that Delta Dental reverses a denial which is the 
subject of an External Appeal, Delta Dental shall make payment for the 
Health Care Service which is the basis of the External Appeal to the 
Enrollee. 


 
E. No fee will be charged by Delta Dental to an Enrollee for an External 


Appeal. 
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NOTICE OF ADVERSE DETERMINATION 
 
This notice, provided to you pursuant to the requirements of Article 49 of the New York 
Insurance Law and the United States Department of Labor Claims Procedure Regulations 
constitutes an Adverse Determination of your claim.  
 
 


Reasons for the Determination 
 
The NOTICE OF PAYMENT OR ACTION attached hereto outlines the specific 
reason(s) and the specific plan provision(s) on which the determination was based.   
 
 


Availability of Clinical Review Criteria Relied Upon to Make this Determination 
 
Upon request and free of charge, Delta Dental will provide to you a copy of any internal 
rule, guideline or protocol, and/or an explanation of the scientific or clinical judgment if 
relied upon in denying your claim. 
 
 


Instructions on How to Initiate a Standard Appeal 
& How to Initiate an External Appeal 


 
If you or your attending dentist want the denial of benefits reviewed, you or your 
attending dentist must contact Delta Dental, either in writing or by calling Delta Dental’s 
toll-free number, 1-800-932-0783. within one hundred eighty (180) days of the date on 
this notice.  Failure to comply with such requirements may lead to forfeiture of your 
right to challenge this denial, even when a request for clarification has been made.  
You should state why the claim should not have been denied.  Also, any other documents, 
data, information or comments which are thought to have bearing on the claim including 
the denial notice, should accompany the request for review.  You or your attending 
dentist are entitled to receive, upon request and free of charge, reasonable access to and 
copies of all documents, records, and other information relevant to the denied claim.  The 
review will take into account all comments, documents, records, or other information, 
regardless of whether such information was submitted or considered initially. 
 
The review shall be conducted for Delta Dental by a Clinical Peer Reviewer who is 
neither the Clinical Peer Reviewer who made the claim denial that is the subject of the 
review, nor the subordinate of such individual.  If the review of a claim denial is based in 
whole or in part on a lack of dental necessity, experimental treatment, or a clinical 
judgment in applying the terms of the Contract, Delta Dental shall consult with a dentist 
who has appropriate training and experience in the pertinent field of dentistry who is 
neither the Delta Dental dental consultant who made the claim denial nor the subordinate 
of such dental consultant.  The identity of such dental consultant is available upon request 
whether or not the advice was relied upon.  In making the review, Delta Dental will not 
afford deference to the initial Adverse Determination. 
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If after review, Delta Dental continues to deny the claim, Delta Dental shall notify you 
and your attending dentist in writing of the decision on the request for review within 
thirty (30) days of the date the request is received.  Delta Dental shall send you and your 
attending dentist a notice, similar to this notice.  If in the opinion of you or your attending 
dentist, the matter warrants further consideration, you have two choices:  (1) you may 
continue to avail yourself of Delta Dental’s Internal Appeals Procedure and eventually, 
upon completion of Delta Dental’s second level of review, file an action in the courts 
pursuant to section 502(a) of ERISA; or (2) you may file an External Appeal with the 
New York Insurance Department. Attached hereto is “Standard Description and 
Instructions for Health Care Consumers to Request an External Appeal.” More 
information on these two options will be provided to you after you complete the first 
level of review. 
 
 


Additional Necessary information which Must be Provided 
in Order for Delta Dental to Render a Decision on your Appeal 


 
If you should choose to avail yourself of Delta Dental’s Internal Appeals Procedure, Delta 
Dental may require additional information in order to render a decision on your appeal.  If 
this is the case, Delta Dental has attached to this notice a separate sheet containing a list of 
such necessary information, which also explains why such material or information is 
necessary. Please submit such information to the address listed thereon.  Please also include 
any other documents, data information or comments which you believe to have bearing 
on the claim including this denial notice. 
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NOTICE OF FINAL ADVERSE DETERMINATION 
 
This Notice is to inform you that upon review of your request for appeal of the Adverse 
Determination of your claim for benefits, Delta Dental continues to deny your claim.  
Attached are copies of the following:  (1) a copy of the standard description of and 
instructions for initiating New York’s External Appeal process; and (2) an application 
form for requesting an External Appeal. Upon completion of the second level of Delta 
Dental’s Internal Appeals Procedure, you will then have a right to bring an action under 
Section 502(a) of ERISA. 
 
Please note that you or your attending dentist now have a right to file an External 
Appeal with the State of New York Insurance Department, but you must do so within 
forty-five (45) days from the date of your receipt of THIS NOTICE.  Even though 
Delta Dental’s plan provides for two levels of review, the forty-five (45) day time 
period for requesting an External Appeal begins upon receipt of THIS NOTICE, the 
Final Adverse Determination of the first level appeal, regardless of whether or not a 
second level appeal is requested.  By choosing to request a second level internal appeal, 
the time may expire for you to request an External Appeal. 
 
Additionally, you and your plan may have other voluntary alternative dispute resolution 
options, such as mediation.  One way to find out what may be available is to contact your 
local U.S. Department of Labor Office and your State insurance regulatory agency.   
 
 
Availability of Clinical Review Criteria Relied Upon to Make this Determination  
 
Upon request and free of charge, Delta Dental will provide to you a copy of any 
documents, records or other information relevant to your claim for benefits, as well as 
any internal rule, guideline or protocol, and/or an explanation of the scientific or clinical 
judgment if relied upon in denying your claim. 
 
 
1. Coverage Type:  
 
 
2. Description of the Service for which payment was denied:  
 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
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3. Basis and clinical rationale for the denial: 
 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
4. Specific criteria and standards, including interpretive guidelines on which the 


decision was based: 
 
 ___________________________________________________________________


___________________________________________________________________
___________________________________________________________________ 


 ___________________________________________________________________ 
 
 
5. Plan provisions upon which the determination is based:  
 
 ___________________________________________________________________


___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
6. The following is the name, business address, and business telephone number of the 


Delta Dental representative who has responsibility for Delta Dental’s Internal 
Appeals Procedure: 


 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
7. The following is the name, business address, and business telephone number of the 


Utilization Review Agent, if different from the answer provided in number 6, above: 
 
 ___________________________________________________________________ 
 ___________________________________________________________________


___________________________________________________________________ 
 ___________________________________________________________________ 
 
By: __________________________ 
Title: ___________________________ 
Date: ___________________________ 







 


 
deltadentalins.com 


 


HIPAA Notice of Privacy Practices 


CONFIDENTIALITY OF YOUR HEALTH INFORMATION 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY. 


This notice is required by law to inform you of how Delta Dental and its affiliates ("Delta 
Dental") protect the confidentiality of your health care information in our possession. Protected 
Health Information (PHI) is defined as individually identifiable information regarding a patient's 
health care history, mental or physical condition or treatment. Some examples of PHI include 
your name, address, telephone and/or fax number, electronic mail address, social security 
number or other identification number, date of birth, date of treatment, treatment records, x-rays, 
enrollment and claims records. Delta Dental receives, uses and discloses your PHI to administer 
your benefit plan or as permitted or required by law. Any other disclosure of your PHI without 
your authorization is prohibited. 


We follow the privacy practices described in this notice and federal and state privacy 
requirements that apply to our administration of your benefits. Delta Dental reserves the right to 
change our privacy practice effective for all PHI maintained. We will update this notice if there 
are material changes and redistribute it to you within 60 days of the change to our practices. We 
will also promptly post a revised notice on our website.  A copy may be requested anytime by 
contacting the address or phone number at the end of this notice. You should receive a copy of 
this notice at the time of enrollment in a Delta Dental program and will be informed on how to 
obtain a copy at least every three years.  


PERMITTED USES AND DISCLOSURES OF YOUR PHI 


Uses and disclosures of your PHI for treatment, payment or health care operations 
Your explicit authorization is not required to disclose information about yourself for purposes of 
health care treatment, payment of claims, billing of premiums, and other health care operations. 
If your benefit plan is sponsored by your employer or another party, we may provide PHI to your 
employer or plan sponsor to administer your benefits. As permitted by law, we may disclose PHI 
to third-party affiliates that perform services for Delta Dental to administer your benefits, and 
who have signed a contract agreeing to protect the confidentiality of your PHI, and have 
implemented privacy policies and procedures that comply with applicable federal and state law. 


Some examples of disclosure and use for treatment, payment or operations include: processing 
your claims, collecting enrollment information and premiums, reviewing the quality of health 
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care you receive, providing customer service, resolving your grievances, and sharing payment 
information with other insurers. Some other examples are: 


• Uses and/or disclosures of PHI in facilitating treatment. For example, Delta Dental may use or 
disclose your PHI to determine eligibility for services requested by your provider. 


• Uses and/or disclosures of PHI for payment. For example, Delta Dental may use and disclose 
your PHI to bill you or your plan sponsor. 


• Uses and/or disclosures of PHI for health care operations. For example, Delta Dental may use 
and disclose your PHI to review the quality of care provided by our network of providers. 


Other permitted uses and disclosures without an authorization 
We are permitted to disclose your PHI upon your request, or to your authorized personal 
representative (with certain exceptions), when required by the U. S. Secretary of Health and 
Human Services to investigate or determine our compliance with the law, and when otherwise 
required by law. Delta Dental may disclose your PHI without your prior authorization in 
response to the following: 
 


• Court order;  
• Order of a board, commission, or administrative agency for purposes of adjudication pursuant 


to its lawful authority;  
• Subpoena in a civil action;  
• Investigative subpoena of a government board, commission, or agency;  
• Subpoena in an arbitration;  
• Law enforcement search warrant; or  
• Coroner's request during investigations.  


Some other examples include: to notify or assist in notifying a family member, another person, 
or a personal representative of your condition; to assist in disaster relief efforts; to report victims 
of abuse, neglect or domestic violence to appropriate authorities; for organ donation purposes; to 
avert a serious threat to health or safety; for specialized government functions such as military 
and veterans activities; for workers' compensation purposes; and, with certain restrictions, we are 
permitted to use and/or disclose your PHI for underwriting, provided it does not contain genetic 
information. Information can also be de-identified or summarized so it cannot be traced to you 
and, in selected instances, for research purposes with the proper oversight.   


Disclosures Delta Dental makes with your authorization 
Delta Dental will not use or disclose your PHI without your prior written authorization unless 
permitted by law. If you grant an authorization, you can later revoke that authorization, in 
writing, to stop the future use and disclosure. The authorization will be obtained from you by 
Delta Dental or by a person requesting your PHI from Delta Dental. 
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YOUR RIGHTS REGARDING PHI 


You have the right to request an inspection of and obtain a copy of your PHI. 
You may access your PHI by contacting Delta Dental at the address at the bottom of this notice.  
You must include (1) your name, address, telephone number and identification number, and (2) 
the PHI you are requesting. Delta Dental may charge a reasonable fee for providing you copies 
of your PHI. Delta Dental will only maintain that PHI that we obtain or utilize in providing your 
health care benefits. Most PHI, such as treatment records or x-rays, is returned by Delta Dental 
to the dentist after we have completed our review of that information. You may need to contact 
your health care provider to obtain PHI that Delta Dental does not possess. 


You may not inspect or copy PHI compiled in reasonable anticipation of, or use in, a civil, 
criminal, or administrative action or proceeding, or PHI that is otherwise not subject to 
disclosure under federal or state law. In some circumstances, you may have a right to have this 
decision reviewed. Please contact Delta Dental as noted below if you have questions about 
access to your PHI. 


You have the right to request a restriction of your PHI. 
You have the right to ask that we limit how we use and disclose your PHI, however, you may not 
restrict our legal or permitted uses and disclosures of PHI. While we will consider your request, 
we are not legally required to accept those requests that we cannot reasonably implement or 
comply with during an emergency.  If we accept your request, we will put our understanding in 
writing.    
 
You have the right to correct or update your PHI. 
You may request to make an amendment of PHI we maintain about you. In certain cases, we 
may deny your request for an amendment. If we deny your request for amendment, you have the 
right to file a statement of disagreement with us and we may prepare a rebuttal to your statement 
and will provide you with a copy of any such rebuttal. If your PHI was sent to us by another, we 
may refer you to that person to amend your PHI. For example, we may refer you to your dentist 
to amend your treatment chart or to your employer, if applicable, to amend your enrollment 
information. Please contact the privacy office as noted below if you have questions about 
amending your PHI. 
 
You have rights related to the use and disclosure of your PHI for marketing.  
Delta Dental agrees to obtain your authorization for the use or disclosure of PHI for marketing 
when required by law. You have the opportunity to opt-out of marketing that is permitted by law 
without an authorization. Delta Dental does not use your PHI for fundraising purposes. 
 
You have the right to request or receive confidential communications from us by 
alternative means or at a different address. 
Alternate or confidential communication is available if disclosure of your PHI to the address on 
file could endanger you. You may be required to provide us with a statement of possible danger, 
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as well as specify a different address or another method of contact. Please make this request in 
writing to the address noted at the end of this notice. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of 
your PHI. 
You have a right to an accounting of disclosures with some restrictions. This right does not apply 
to disclosures for purposes of treatment, payment, or health care operations or for information we 
disclosed after we received a valid authorization from you. Additionally, we do not need to 
account for disclosures made to you, to family members or friends involved in your care, or for 
notification purposes. We do not need to account for disclosures made for national security 
reasons, certain law enforcement purposes or disclosures made as part of a limited data set. 
Please contact us at the number at the end of this notice if you would like to receive an 
accounting of disclosures or if you have questions about this right.  
 
You have the right to get this notice by email. 
A copy of this notice is posted on the Delta Dental website. You may also request an email copy 
or paper copy of this notice by calling our Customer Service number listed at the bottom of this 
notice.   
 
You have the right to be notified following a breach of unsecured protected health 
information. 


Delta Dental will notify you in writing, at the address on file, if we discover we compromised the 
privacy of your PHI. 


 
COMPLAINTS 
You may file a complaint with Delta Dental and/or with the U. S. Secretary of Health and 
Human Services if you believe Delta Dental has violated your privacy rights. Complaints to 
Delta Dental may be filed by notifying the contact below. We will not retaliate against you for 
filing a complaint. 
 
CONTACTS 
You may contact Delta Dental at 866-530-9675, or you may write to the address listed below for 
further information about the complaint process or any of the information contained in this 
notice. 
Delta Dental  
P.O. Box 997330 
Sacramento, CA 95899-7330 
  
This notice is effective on and after January 1, 2017. 
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Note: Delta Dental’s privacy practices reflect applicable federal law as well as known state law 
and regulations. If applicable state law is more protective of information than the federal 
privacy laws, Delta Dental protects information in accordance with the state law. 
 
Last Significant Changes to this notice: 


• Clarified that Delta Dental does not use your PHI for fundraising purposes. Effective 
January 1, 2016 


• Clarified that Delta Dental’s privacy policy reflect federal and state requirements. – 
effective January 1, 2015 


•  Updated contact information (mailing address and phone number) – effective July 1, 
2013 


• Updated Delta Dental’s duty to notify affected individuals if a breach of their unsecured 
PHI occurs – effective July 1, 2013 


• Clarified that Delta Dental does not and will not sell your information without your 
express written authorization – effective July 1, 2013 


• Clarified several instances where the law requires individual authorization to use and 
disclose information (e.g., fundraising and marketing as noted above) – effective July 1, 
2013 


 
DELTA DENTAL AND ITS AFFILIATES 
Delta Dental of California offers and administers fee-for-service dental programs for groups 
headquartered in the state of California.  
Delta Dental of New York offers and administers fee-for-service programs in New York. 
Delta Dental of Pennsylvania and its affiliates offer and administer fee for-service dental 
programs in Delaware, Maryland, Pennsylvania, West Virginia and the District of Columbia. 
Delta Dental of Pennsylvania's affiliates are Delta Dental of Delaware; Delta Dental of the 
District of Columbia and Delta Dental of West Virginia.  
Delta Dental Insurance Company offers and administers fee-for-service dental programs to 
groups headquartered or located in Alabama, Florida, Georgia, Louisiana, Mississippi, Montana, 
Nevada, Texas and Utah and vision programs to groups headquartered in West Virginia. 
DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, 
Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of California; AR, CO, IA, ME, 
MI, NC, NH, OK, OR, RI, SC, SD, VT, WA, WI, WY — Dentegra Insurance Company; AK, 
CT, DC, DE, FL, GA, KS, LA, MS, MT, TN and WV — Delta Dental Insurance Company; HI, 
ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of 
Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha Dental of New Mexico, Inc.; NY 
— Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania; VA — Delta Dental of 
Virginia. Delta Dental Insurance Company acts as the DeltaCare USA administrator in all these 
states. These companies are financially responsible for their own products. 
Dentegra Insurance Company.  
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Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document 
written in your language. For free help, please call 1-800-932-0783 (TTY: 711). 


¿Puede leer este documento? Si no, podemos hacer que alguien lo lea por usted. También puede obtener este documento 
escrito en su idioma. Para obtener ayuda gratuita, llame al 1-800-932-0783 (TTY: 711). (Spanish) 


您能自行閱讀本文件嗎？如果不能，我們可請人幫助您閱讀。您還可以請人以您的語言撰寫本文件。如需免費幫助，


請致電 1-800-932-0783 (TTY: 711)。(Chinese) 


Bạn có đọc được tài liệu này không? Nếu không, chúng tôi sẽ cử một ai đó giúp bạn đọc. Bạn cũng có thể nhận được tài liệu 
này viết bằng ngôn ngữ của bạn. Để nhận được trợ giúp miễn phí, vui lòng gọi 1-800-932-0783 (TTY: 711). (Vietnamese) 


이 문서를 읽으실 수 있습니까? 그렇지 않다면, 다른 사람이 대신 읽어드리도록 도와드릴 수 있습니다. 또한 이


문서를 귀하의 모국어로 번역해드릴 수 있습니다. 무료 지원을 요청하시려면, 1-800-932-0783 (TTY: 711)번으로


연락하십시오. (Korean) 


Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong sa iyo na basahin ito. Maaaring makuha mo rin 
ang dokumentong ito nang nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang 1-800-932-0783 (TTY: 711). 
(Tagalog)  


Вы можете прочитать этот документ? Если нет, то вы можете попросить кого-нибудь в нашей компании помочь вам 
прочитать этот документ. Вы также можете получить этот документ на своем языке. Для получения бесплатной 
помощи, просьба звонить по номеру 1-800-932-0783 (TTY: 711). (Russian) 


 بلغتك. مكتوبًا المستند ھذا على الحصول أيضًا يمكنك ربما قراءتھا. في يساعدك من لك نُوفّر أن يمكننا تستطيع, لا كنت إذا المستند؟ ھذا قراءة تستطيع ھل
 )TTY: (711. )Arabic( 1-800-932-0783 ـب اتصل المجانية للمساعدة


Èske w ka li dokiman sa a? Si w pa kapab, nou ka fè yon moun ede w li l. Ou ka gen posiblite pou jwenn dokiman sa a tou ki 
ekri nan lang ou. Pou jwenn èd gratis, tanpri rele 1-800-932-0783 (TTY: 711). (Haitian Creole) 


Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide à le lire. Vous 
pouvez également obtenir ce document écrit dans votre langue. Pour obtenir de l’assistance gratuitement, veuillez appeler 
le 1-800-932-0783 (TTY : 711). (French) 


Możesz przeczytać ten dokument? Jeśli nie, możemy Ci w tym pomóc. Możesz także otrzymać ten dokument w swoim języku 
ojczystym. Po bezpłatną pomoc zadzwoń pod numer 1-800-932-0783 (TTY: 711). (Polish) 


Você consegue ler este documento? Se não, podemos pedir para alguém ajudá-lo a ler. Você também pode receber este 
documento escrito em seu idioma. Para obter ajuda gratuita, ligue 1-800-932-0783 (TTS: 711). (Portuguese) 


Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche essere in 
grado di ricevere questo documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero 1-800-932-0783 (TTY: 
711). (Italian) 


この文書をお読みになれますか？お読みになれない場合には、読むためのお手伝いをさせていただけます。この文書をご希望の言語


に訳したものをお送りできる場合もあります。無料のサポートについては、1-800-932-0783 (TTY: 711) までご連絡ください。


(Japanese) 


Können Sie dieses Dokument lesen? Falls nicht, können wir Ihnen einen Mitarbeiter zur Verfügung stellen, der Sie dabei 
unterstützen wird. Möglicherweise können Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie für kostenlose 
Hilfe bitte folgende Nummer an: 1-800-932-0783 (TTY: 711). (German) 


 اين بتوانيد است ممکن ھمچنين .کند کمک شما به متن اين خواندن در تا بخواھيا شخصی از قادريم ما توانيد، نمی که صورتی در بخوانيد؟ را متن اين توانيد می آيا
 TTY 711.( Farsi) (Persian:( 1-800-932-0783 :بگيريد تماس شماره اين با رايگان کمک برای .کنيد دريافت خود زبان به را متن


 דעם באקומען אױך מעגליך קענט איר .לײענען העלפן אײך קען דו עמעצער ,ניט אױב ?דאָקומענט דאָזיקן דעם לײענען איר קענט
 )Yiddish( .(TTY: 711) 0783-932-800-1 קלינגט׃ ביטע ,הילף אומזיסטע פאר .שפּראך אײער אין דאָקומענט דאָזיקן
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Delta Dental 
One Delta Drive 


Mechanicsburg, PA 17055 


INTRODUCTION 
 
Delta Dental is pleased to welcome you to the group dental plan for BBL Construction Services, LLC.  
Our goal is to provide you with the highest quality dental care and to help you maintain good dental 
health.  We encourage you not to wait until you have a problem to see the dentist, but to see him/her 
on a regular basis. 
 
Using This Evidence of Coverage 
 
This Evidence of Coverage discloses the terms and conditions of your coverage and is designed to help 
you make the most of your dental plan.  It will help you understand how the plan works and how to 
obtain dental care.  Please read this booklet completely and carefully.  Keep in mind that YOU and 
YOUR mean the individuals who are covered.  WE, US and OUR always refer to Delta Dental.  In 
addition, please read the Definition of Terms section, which will explain any words that have special 
or technical meanings under the plan.  
 
The benefit explanations contained in this booklet are subject to all provisions of the Group Dental 
Service Contract on file with your employer, trust fund, or other entity (“Plan Administrator”) and do 
not modify the terms and conditions of that contract in any way, nor shall you accrue any rights 
because of any statement in or omission from this booklet. 
 
Contact Us 
 
If you have any questions about your coverage that are not answered here, please visit our web site 
at www.deltadentalins.com or call our Customer Service Center.  A Customer Service Center 
representative can answer questions you may have about obtaining dental care, help you locate a 
participating dentist, explain benefits, check the status of a claim, and assist you in filing a claim. 
 
Representatives are available by telephone Monday through Friday, 8:00 a.m. to 8:00 p.m. Eastern 
Time at (717) 766-8500 or toll-free at (800) 932-0783.  If you are hearing impaired, you may call our 
toll-free TTY/TDD number at (888) 373-3582.  You can also access Delta Dental’s automated 
information line at (800) 932-0783 to obtain information about enrollee eligibility and benefits, group 
benefits, or claim status.   
 
If you prefer to write Delta Dental with your question(s), please mail your inquiry to the following 
address:  
 
 
 
 
 
 
 
 
SELECTING YOUR DENTIST 
 
Free Choice of Dentist 
 
Delta Dental recognizes that many factors affect the choice of dentist and therefore supports your right 
to freedom of choice regarding your dentist.  This assures that you have full access to the dental 
treatment you need from the dental office of your choice.  You may see any licensed dentist for your 
covered treatment: 
 
 Delta Dental PPO Participating Dentist (“PPO”) 
 Delta Dental Premier Participating Dentist (“Premier”) 
 Non-participating Dentist 
 
In addition, you may choose your own specialist, and you and your family members can see different 
dentists. 
 
Remember, you enjoy the greatest savings when you choose a PPO dentist.  To take full advantage 
of your benefits, we highly recommend you verify a dentist’s participation status within a Delta Dental 
network with your dental office before each appointment.  Review the section titled “How Claims Are 
Paid” for an explanation of Delta Dental payment procedures to understand the method of payments 
applicable to your dentist selection and how that may impact your out-of-pocket costs. 



http://www.deltadentalins.com/
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Referrals to Specialists 
 
Your dentist may refer you to another dentist for a consultation or specialized treatment or you may 
elect to see a specialist on your own.  If this is done, be sure that the dentist you are referred to is a 
participating dentist.  You can do this by simply asking the specialist when you make your 
appointment.  Visiting a dentist who has agreed to participate in the Delta Dental network can save 
you money, time, and the hassle of paperwork.  Remember, if the dentist is not a participating dentist, 
you may be required to pay all of the treatment cost at the time of service and submit a claim to Delta 
Dental for reimbursement. 
 
Locating a Delta Dental Participating Dentist 
 
There are several ways in which you can locate a participating dentist near you: 
 
 You may access information about the plan through our web site at www.deltadentalins.com.  


This web site includes a dentist search function allowing you to locate Delta Dental participating 
dentists by location, specialty and network type; or 


 You may also call Delta Dental and one of our representatives will assist you.  He/she can 
provide you with information regarding a dentist’s membership status, specialty and office 
location.   


 
PLAN INFORMATION 
 
Benefit Summary Charts 
 
The services provided through the plan include all the benefits described in the Benefit Summary 
Charts on the following pages, with the exception of those items presented in the Limitations and 
Exclusions section.  The plan covers several categories of benefits when a licensed dentist provides the 
services and when they are within the standards of generally accepted dental practice.  To help you 
understand the types of procedures that are included in each of the categories of services, examples 
and descriptions are provided in the charts.  The enrollee’s share may be higher than the percentages 
listed in the charts, depending on the applicability of deductibles, maximums, the difference between 
the Non-participating Dentist’s fee and the Non-participating Dentist Maximum Plan Allowance or 
charges for non-covered services.   
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The information in the following chart applies to services provided by Delta Dental PPO dentists 
only. 
 
Benefit Summary Chart  
 Paid by Paid By 
Category of Service Delta Dental Enrollee 
 
Diagnostic (deductible waived) 100%* 0% 


Periodic exams (twice per contract year) 
Bitewing x-rays (twice per contract year) 
Full-mouth x-ray (once per 3-year period) 
Palliative emergency treatment 
See note on additional benefits during pregnancy 


Preventive (deductible waived) 100%* 0% 
Prophylaxis (cleaning) (twice per contract year) 
Fluoride treatments (twice per contract year to age 19) 
Sealants (to age 14) 
Space maintainers (to age 14) 
See note on additional benefits during pregnancy 


Basic Restorative       90%* 10% 
Fillings (amalgam “silver” and composite “white” non-molar) 


Major Restorative       60%* 40% 
Single crowns, inlays, onlays 


Oral Surgery       90%* 10% 
Extraction and other oral surgery procedures, incl. pre- and post-operative care 


Endodontics       90%* 10% 
Root canal, pulpal therapy 


Surgical Periodontics       90%* 10% 
Surgical treatment of the gums and supporting structures of the teeth 


Non-Surgical Periodontics       90%* 10% 
Non-surgical treatment of the gums and supporting structures of the teeth 
See note on additional benefits during pregnancy 


Prosthodontics       60%* 40% 
Procedures for replacement of missing teeth by construction or repair of bridges 
and partial or complete dentures 


Orthodontics (deductible waived) 50%* 50% 
For eligible dependents to age 20 


General Anesthesia and IV Sedation 90%* 10% 
Covered when used in conjunction with covered oral surgical procedures and 
other selected endodontic and periodontic procedures  


Temporomandibular Joint Dysfunction (TMJ) 
Services relating to hinging joints of the jaw 50%* 50% 


Denture Repair & Relining       60%* 40% 
 
  Deductibles Maximums 


Individual (Contract year)       $  50.00 $2,000.00 
Family (Contract year)       $150.00 $   n/a 
Orthodontics (Lifetime)       $  n/a $1,500.00 


* For Delta Dental PPO dentists, percentages are based on the PPO Allowed Amount, which is 
the lesser of the dentist’s submitted fee or the PPO Maximum Plan Allowance.   
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The information in the following chart applies to services provided by Delta Dental Premier 
dentists and Non-participating Dentists only. 
 
Benefit Summary Chart  
 Paid by Paid By 
Category of Service Delta Dental Enrollee 
 
Diagnostic (deductible waived) 100%* 0% 


Periodic exams (twice per contract year) 
Bitewing x-rays (twice per contract year) 
Full-mouth x-ray (once per 3-year period) 
Palliative emergency treatment 
See note on additional benefits during pregnancy 


Preventive (deductible waived) 100%* 0% 
Prophylaxis (cleaning) (twice per contract year) 
Fluoride treatments (twice per contract year to age 19) 
Sealants (to age 14) 
Space maintainers (to age 14) 
See note on additional benefits during pregnancy 


Basic Restorative       80%* 20% 
Fillings (amalgam “silver” and composite “white” non-molar) 


Major Restorative       50%* 50% 
Single crowns, inlays, onlays 


Oral Surgery       80%* 20% 
Extraction and other oral surgery procedures, incl. pre- and post-operative care 


Endodontics       80%* 20% 
Root canal, pulpal therapy 


Surgical Periodontics       80%* 20% 
Surgical treatment of the gums and supporting structures of the teeth 


Non-Surgical Periodontics       80%* 20% 
Non-surgical treatment of the gums and supporting structures of the teeth 
See note on additional benefits during pregnancy 


Prosthodontics       50%* 50% 
Procedures for replacement of missing teeth by construction or repair of bridges 
and partial or complete dentures 


Orthodontics (deductible waived) 50%* 50% 
For eligible dependents to age 20 


General Anesthesia and IV Sedation 80%* 20% 
Covered when used in conjunction with covered oral surgical procedures and 
other selected endodontic and periodontic procedures  


Temporomandibular Joint Dysfunction (TMJ) 
Services relating to hinging joints of the jaw 50%* 50% 


Denture Repair & Relining       50%* 50% 
  Deductibles Maximums 


Individual (Contract year)       $  50.00 $1,500.00 
Family (Contract year)       $150.00 $   n/a 
Orthodontics (Lifetime)       $  n/a $1,500.00 


* For Delta Dental Premier Dentists, percentages are based on the Premier Allowed Amount, 
which is the lesser of the dentist’s submitted fee or the Premier Maximum Plan Allowance.  
For Non-participating Dentists, percentages are based on the Non-participating Dentist 
Allowed Amount, which is the lesser of the dentist’s submitted fee or the Non-participating 
Dentist Maximum Plan Allowance. 
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Copayments 
 
The plan will pay a percentage of the applicable allowed amount (PPO allowed amount for PPO dentists 
or Premier allowed amount for Premier and Non-participating Dentists) for each covered service, 
subject to certain limitations, and you are responsible for paying the balance.  What you pay is called 
the copayment and is part of your out-of-pocket cost.  You pay this even after a deductible has been 
met. 
 
The amount of your copayment will depend on the type of service provided and the dentist providing 
the service (see section titled “Selecting Your Dentist”).  Dentists are required to collect your copayment 
for covered services. 
 
It is to your advantage to select PPO dentists because they have agreed to accept the PPO allowed 
amount as payment, which typically results in lower copayments charged to you.  Please read the 
sections titled “Selecting Your Dentist” and “How Claims Are Paid” for more information. 
 
Deductible  
 
Most dental plans have a specific dollar deductible.  The Benefit Summary Charts show the individual 
and family deductibles that apply, depending on the participation status of the dentist providing the 
services.  Deductibles apply to all benefits unless otherwise noted.  Each enrolled family member must 
pay the individual deductible amount each contract year to satisfy the plan deductible.  You pay this 
directly to your dentist for completed services.  The total deductible amount paid will not exceed the 
family deductible for all family members.   
 
Maximum Benefit  
 
Most dental programs have a maximum benefit.  This is the maximum dollar amount a dental plan will 
pay toward the cost of dental care.  The enrollee is personally responsible for paying costs above the 
maximum benefit.  The Benefit Summary Charts show the maximum benefit amount that applies, 
depending on the participation status of the dentist providing the services.  This is the maximum 
benefit amount that Delta Dental will pay for covered services per enrollee in a contract year. 
 
Note on Additional Benefits During Pregnancy 
 
When an Enrollee is pregnant, Delta Dental will pay for additional services to help improve the oral 
health of the Enrollee during the pregnancy.  The additional services while the Enrollee is covered 
under the Contract include: one (1) additional oral exam and either one (1) additional routine cleaning 
or one (1) additional periodontal scaling and root planing per quadrant.  Written confirmation of the 
pregnancy must be provided by the Enrollee or her dentist when the claim is submitted. 
 
Limitations and Exclusions 
 
Dental plans are designed to help with part of your dental expenses and may not always cover every 
dental need.  The typical program includes limitations and exclusions, meaning the program does not 
cover every aspect of dental care.  This can relate to the type of procedures or the number of visits.  
These limitations and exclusions are carefully detailed in this booklet and you should make yourself 
familiar with them.  Please read the Limitations and Exclusions section to help you understand the 
limitations and exclusions of this dental plan. 
 
HOW CLAIMS ARE PAID 
 
Payment by Delta Dental for any single procedure that is a covered service will be made upon 
completion of the procedure.  If an enrollee loses eligibility or the contract is terminated, Delta Dental 
will pay for any single procedure started while the contract was in effect or the enrollee was eligible.  
Payment for care is applied to the contract year deductible and maximum benefit based on the date of 
service.  After you have satisfied your deductible requirement, Delta Dental will provide payment for 
covered services at the percentage indicated in the Benefit Summary Chart, up to a maximum for each 
enrollee in a contract year.  
 
Payment for Services — Delta Dental PPO Dentist 
 
Payment for covered services performed for you by a PPO dentist is calculated based on the PPO 
maximum plan allowance.  PPO dentists have agreed to accept a PPO maximum plan allowance as the 
full charge for covered services. 
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Delta Dental calculates its share of the maximum plan allowance, or the dentist’s submitted fee, 
whichever is less, (“Delta Dental Payment”) using the applicable percentage from the Benefit Summary 
Chart and sends it directly to the PPO dentist who has submitted the claim.  Delta Dental advises you 
of any charges not payable by Delta Dental for which you are responsible (“Patient Payment”).  These 
charges are generally your share of the maximum plan allowance or submitted fee (copayment), the 
deductible, charges where the maximum benefit has been exceeded, and/or charges for non-covered 
services. 
 
Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 


Submitted Amount (Dentist Fee) = $100 
PPO Maximum Plan Allowance = $70 
PPO Allowed Amount =    $70 
Co-payment (50% of PPO Allowed Amount) =  $35 
Delta Dental Payment =  $35 
Enrollee Payment = $35 


 
Payment for Services — Delta Dental Premier Dentist 
 
A Delta Dental Premier dentist is a participating dentist, but is not a Delta Dental PPO dentist.  
Premier dentists have not agreed to accept a PPO maximum plan allowance as full payment for 
services, but instead have agreed to accept a Premier maximum plan allowance.  Payment for covered 
services performed for you by a Premier dentist is calculated based on the Premier allowed amount, 
which is the lesser of the dentist’s submitted fee or the Premier maximum plan allowance.   
 
The portion of the Premier allowed amount payable by Delta Dental (“Delta Dental‘s Payment”) is 
limited to the applicable percentage shown in the Benefit Summary Chart.  Delta Dental’s Payment is 
sent directly to the Premier dentist who submitted the claim.  Delta Dental advises you of any charges 
not payable by Delta Dental for which you are responsible (“Enrollee’s Payment”).  These charges are 
generally your share of the Premier allowed amount, as well as any deductibles, charges where the 
maximum benefit has been exceeded, and/or charges for non-covered services. 
 
Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 


Submitted Amount (Dentist Fee) = $100 
Premier Maximum Plan Allowance = $80 
Premier Allowed Amount = $80 
Co-payment (50% of Premier Allowed Amount) =  $40 
Delta Dental Payment =  $40 
Enrollee Payment = $40 


 
Payment for Services — Non-participating Dentist 
 
Payment for services performed for you by a Non-participating Dentist is also calculated by Delta 
Dental based on the Non-participating Dentist Allowed Amount, which is the lesser of the dentist’s 
submitted fee or the Non-participating Dentist Maximum Plan Allowance.  The portion of the Non-
participating Dentist Allowed Amount payable by Delta Dental (“Delta Dental‘s Payment”) is limited to 
the applicable percentage shown in the Benefit Summary Chart.   
 
However, when dental services are received from a Non-participating Dentist, Delta Dental’s Payment is 
sent directly to the primary enrollee.  You are responsible for payment of the Non-participating 
Dentist’s total fee.  Non-participating Dentists will bill you for their normal charges, which may be 
higher than the Non-participating Dentist Allowed Amount for the service.  You may be required to pay 
the dentist yourself and then submit a claim to Delta Dental for reimbursement.  Since the Delta 
Dental Payment for services you receive may be less than the Non-participating Dentist’s actual 
charges, your out-of-pocket cost may be significantly higher. 
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Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 Non-participating Dentist Maximum Plan Allowance = $80 
 Non-participating Dentist Allowed Amount = $80 
 Co-payment (50% of Non-participating Dentist Allowed Amount) = $40 


Delta Dental Payment = $40 
 Enrollee Payment = $60 
 
Note:  The enrollee balance of $60 is the sum of the enrollee copayment (50% of the Non-participating 
Dentist Maximum Plan Allowance of $80, which is $40) and the difference between the Non-
participating Dentist Allowed Amount and the Submitted Amount, which is $20. 
 
Orthodontic Payments 
 
Unless otherwise specified in the contract, Delta Dental will pay half of its orthodontic payment up 
front, at the time of banding.  (Delta Dental’s orthodontic payment is calculated in the same manner as 
the “Delta Dental Payment” in the above examples.)  The remaining half will be paid one year later.  If 
the treatment time is 12 months or less, Delta Dental’s orthodontic payment will be paid as a lump 
sum at the beginning of the orthodontic treatment.  If treatment began prior to the enrollee becoming 
eligible with Delta Dental, any payments made by a previous dental carrier will be applied to the 
enrollee’s lifetime orthodontic maximum. 
 
How to Submit a Claim 
 
Delta Dental does not require any special claim forms.  Most dental offices have standard claim forms 
available.  Participating dentists will fill out and submit your claims paperwork for you.  Some Non-
participating Dentists may also provide this service upon your request.  If you receive services from a 
Non-participating Dentist who does not provide this service, you can submit your own claim directly to 
Delta Dental.  For your convenience, you can print a claim form from our web site: 
www.deltadentalins.com.  Delta Dental shall not be obligated to pay claims submitted more than twelve 
(12) months after the date of the Service, unless it can be shown not to have been reasonably possible 
to submit the claim and the claim was submitted as soon as reasonably possible. 
 
Your dental office should be able to assist you in filling out the claim form.  Fill out the claim form 
completely and mail it to: 
 
 
 
 
 
 
 
 
Payment Guidelines 
 
Delta Dental does not pay participating dentists any incentive as an inducement to deny, reduce, limit 
or delay any appropriate service. 
 
If you or your dentist files a claim for services more than twelve (12) months after the date you received 
the services, payment may be denied.  If the services were received from a Non-participating Dentist, 
you are still responsible for the full cost.  If the payment is denied because your participating dentist 
failed to submit the claim on time, you may not be responsible for that payment.  However, if you did 
not tell your participating dentist that you were an enrollee of the plan at the time you received the 
service, you may be responsible for the cost of that service. 
 
We explain to all participating dentists how we determine or deny payment for services.  We describe in 
detail the dental procedures covered as benefits, the conditions under which coverage is provided and 
the program’s limitations and exclusions.  If any claims are not covered, or if limitations or exclusions 
apply to services you have received, you may be responsible for the full payment. 
 
If you have any questions about any dental charges, processing policies and/or how your claim is paid, 
contact Delta Dental. 


 


Delta Dental 
P.O. Box 2105  


Mechanicsburg, PA 17055-6999 



http://www.deltadentalins.com/
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Optional Treatment and Non-Covered Services 
 
You must pay for any non-covered or optional dental benefits that you choose to have done.  Refer to 
the Limitations and Exclusions section for information about excluded services and limitations. 
 
Often there are several approaches or different methods that a dentist may use to treat dental needs.  
This program is designed to cover dental treatment using standards of care consistent with the delivery 
of quality, affordable dental treatment to the enrollee.  If you request a treatment that is more costly 
than standard practice, you must pay for the charges in excess of the covered dental benefit. 
 
Example: If a metal filling would fix the tooth and you choose to have the tooth crowned, you are 
responsible for paying the difference between the cost of the crown and the cost of the filling.  You 
must pay this money directly to your dentist. 
 
Pre-Treatment Estimates 
 
If you and your dentist are unsure of your benefits for a specific course of treatment, or if treatment 
costs are expected to exceed $300, Delta Dental recommends that you ask for a pre-treatment 
estimate.  You should ask your dentist to submit the claim form in advance of performing the proposed 
services.  Pre-treatment estimate requests are not required but may be submitted for more complicated 
and expensive procedures such as crowns, wisdom tooth extractions, bridges, dentures, or periodontal 
surgery.  You’ll receive an estimate of your share of the cost and how much Delta Dental will pay before 
treatment begins.  Delta Dental will act promptly in returning a pre-treatment estimate to you and the 
attending dentist with non-binding verification of your current availability of benefits and applicable 
maximums.  The pre-treatment estimate is non-binding as the availability of benefits may change 
subsequent to the date of the estimate due to a change in eligibility status, exhaustion of applicable 
maximum benefit or application of frequency of procedure limitations. 
 
Other Health Insurance 
 
Be sure to advise your dentist of all programs under which you have dental coverage and have him or 
her complete the dual coverage portion of the claim form, so that you will receive all benefits to which 
you are entitled.  When you have coverage under more than one benefit program, the primary and 
secondary carriers coordinate the two programs, so that the primary carrier pays its portion first and 
then the secondary carrier pays its portion, not to exceed the dentist’s fees for the covered services.  
 
The following rules will be followed to establish the order of determining the liability of this or any other 
programs: 
 
1. The program covering the enrollee as an employee will determine its benefits before the program 


covering the enrollee as a dependent. 
 
2. The program covering the enrollee as a dependent of an employee whose birthday falls earlier in 


the calendar year will determine it benefits before the program covering the enrollee as a 
dependent of an employee whose birthday falls later in the calendar year.  If both employees 
have the same birthday, the program covering the employee for the longest period will be 
primary over the program covering the employee for the shorter period.  If the other program 
does not have the rule described in this paragraph, but instead has a rule based on gender of 
the employee, the rule of the other plan will determine the order of benefits. 


 
3. The program covering the enrollee having custody of the dependent will determine its benefits 


first; then the program of the spouse of the parent with custody of the dependent; and finally, 
the program of the parent not having custody of the dependent.  However, if the specific terms 
of a court order state that one of the parents is responsible for the health care expenses of the 
dependent, the benefits of that program are considered first.  The prior sentence will not apply 
with respect to any period during which any benefits are actually paid or provided before a 
program has actual knowledge of the court order. 


 
4. The program covering the enrollee as an employee or as a dependent of an employee will 


determine its benefits before one that covers the enrollee as a laid-off or retired employee or as 
the dependent of such person.  If the other plan does not have a rule concerning laid-off or 
retired employees, and as a result each plan determines its benefits after the other, then this 
paragraph will not apply. 
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5. If the other program does not have a rule establishing the same order of determining liability for 
benefits or is one which is “excess” or always “secondary,” Delta Dental will determine its 
benefits first.  If such determination indicates that Delta Dental should not have been the first 
program to determine its benefits, Delta Dental will be considered as not the first to determine 
its benefits. 


 
6. In situations not described in items 1 through 5, the program under which the enrollee has 


been enrolled for the longest period of time will determine its benefits first. 
 
When Delta Dental is the first to determine its benefits, benefits will be paid without regard to coverage 
under any other program.  When Delta Dental is not the first to determine its benefits, and there are 
remaining expenses of the type allowable under this program, Delta Dental will pay only the amount by 
which its benefits under this plan exceed the amount of benefits payable under the other program or 
the amount of such remaining expenses, whichever is less. 
 
ELIGIBILITY AND ENROLLMENT 
 
Eligibility Requirement 
 
You will become eligible to receive benefits on the date stated in the contract after completing any 
eligibility periods required by the group.  Under this dental plan, the eligibility requirement for new 
hires is the first of the month following the date of hire.  You may enroll for individual and family 
coverage. 
 
If your dependents are covered, they will be eligible when you are or as soon as they become 
dependents.  Dependents are your: 
 
 Spouse. 


 
 Married or unmarried children and/or dependent grandchildren until the end of the month of 


their 26th birthday.  Such children include: (a) your biological child, (b) your legally adopted child 
(including a child living with the adopting parents and/or grandparents during the period of 
probation), (c) a child for whom you have legal guardianship or temporary guardianship of more 
than 12 months duration and for a shorter period if the guardianship is of a dependent minor 
and granted by testamentary, (d) a stepchild.  Documentation of the above must be furnished 
upon request by Delta Dental. 


 
 Married or unmarried children and/or dependent grandchildren of any age who are incapable of 


self-support by reason of mental or physical incapacity that occurred before the age of 26 (end of 
the month) and were covered prior to age 26 (end of the month).  The dependent child must also 
be chiefly dependent on you for support and maintenance, but is not required to reside with a 
parent or legal guardian who is a primary enrollee.  Eligibility of these dependent children and/or 
grandchildren will not be terminated while the contract remains in force and the dependent child 
and/or grandchild remains in such condition.  Proof of physical or mental disability must be 
furnished as required by Delta Dental. 


 
 Newborn children and/or dependent grandchildren of any primary enrollee for 31 days from: (a) 


the moment of birth, (b) the date of placement for adoption or upon placement in the foster home, 
or (c) the date of appointment for a minor for whom guardianship has been granted by court or 
testamentary appointment.  Proof of birth or adoption or foster home placement must be 
furnished upon request by Delta Dental.  In order for the coverage to continue beyond the 31-day 
period, you must notify the Plan administrator of the birth, adoption, placement in the foster 
home, or appointment of guardianship.    


 
Changes in Eligibility Status 
 
Changes in eligibility status (i.e. marriage, divorce, birth, etc.) must be reported to the Plan 
Administrator within 31 days following the event causing the change.  If you do not change coverage 
when first eligible, you may change later during a subsequent open enrollment period.  Changes 
become effective on the exact day of notification of the change. 
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Loss of Eligibility 
 
Your coverage ends on the last day of the month in which termination of employment occurs or 
immediately when this program ends.  Coverage for all dependents also ceases at that time, or when 
dependent status is lost.  Your dependent children and/or grandchildren will be disqualified for 
benefits when they reach the disqualifying age. 
 
COMPLAINTS, GRIEVANCES AND APPEALS 
 
Our commitment to you is to ensure quality throughout the entire treatment process: from the 
courtesy extended to you by our customer service representatives to the dental services provided by 
our participating dentists.  If you have questions about any services received, we recommend that you 
first discuss the matter with your dentist.  However, if you continue to have concerns, please call Delta 
Dental’s Customer Service Center. 
 
Delta Dental attempts to process all claims within 30 days.  If a claim will be delayed more than 30 
days, Delta Dental will notify the enrollee in writing within 30 days stating the reason for delay. 
 
Questions or complaints regarding eligibility, the denial of dental services or claims, the policies, 
procedures, or operations of Delta Dental, or the quality of dental services performed by the dentist 
may be directed in writing to Delta Dental or by calling Delta Dental at (717) 766-8500 or toll-free at 
(800) 932-0783.  You can also e-mail questions by accessing the “Contact Us” section of Delta Dental’s 
web site at www.deltadentalins.com. 
 
A grievance is a written expression of dissatisfaction with the provision of services or claims practices 
of Delta Dental.  When you write, please include the name of the enrollee, the primary enrollee’s name 
and enrollee ID, and your telephone number on all correspondence.  You should also include a copy of 
the claim form, Benefits Statement, Invoice or other relevant information. 
 
Appeals 
 
Any dissatisfaction with adjustments made or denials of payment should be brought to Delta Dental’s 
attention, and if unresolved to your satisfaction, to the Plan Administrator.  The Plan Administrator will 
advise you of your rights of appeal or other recourse. 
 
Appeals on claims denied must be submitted in writing.  For an explanation as to your rights of appeal, 
please refer to the Claims Denial Review Procedure that is furnished automatically without charge as a 
separate document that accompanies this booklet. 
 
Send your grievance, appeal, or claims review request to Delta Dental at the address shown 
below: 
 
 
 
 
 
 
GENERAL PROGRAM INFORMATION 
 
Proof of Claim 
 
Before approving a claim, Delta Dental will be entitled to receive, to such extent as may be lawful, from 
any attending or examining dentist, or from hospitals in which a dentist’s care is provided, such 
information and records relating to attendance to or examination of, or treatment provided to, an 
enrollee as may be required to administer the claim, or that an enrollee be examined by a dental 
consultant retained by Delta Dental, in or near the community or residence.  Delta Dental will in every 
case hold such information and records confidential. 
 
Physical Access 
 
Delta Dental has made efforts to ensure that our offices and the offices and facilities of participating 
dentists are accessible to the disabled.  If you are not able to locate an accessible dentist, please call 
our Customer Service Center and a representative will help you find an alternate dentist. 
 
 


 


Delta Dental 
One Delta Drive 


Mechanicsburg, PA 17055 



http://www.deltadentalins.com/
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Access for the Hearing Impaired 
 
The hearing impaired may contact the Customer Service Center through our toll-free TTY/TDD number 
at (888) 373-3582. 
 
Privacy 
 
Delta Dental values its relationship with you.  Protecting your personal information is of great 
importance to us.  Delta Dental will obtain from the enrollee only nonpublic information that relates to 
Delta Dental’s administration of the dental benefits we provide.  Information may include, but not be 
limited to name, address, social security number, enrollee ID, and date of birth.  We do not disclose 
any nonpublic personal information about you to any affiliated or nonaffiliated third parties except as 
is necessary in order to provide our service to you or as we are required or permitted by law.  Delta 
Dental maintains physical, electronic, and procedural security measures to safeguard your nonpublic 
personal information in our possession. 
 
Web Site Security 
 
Delta Dental employs security measures to control access to the eligibility and dental benefit 
information under our control.  Delta Dental uses industry standards, such as firewalls and Secure 
Socket Layers, to safeguard the confidentiality of personal enrollee information. 
 
There are areas of our web site that require a specific user ID and password for web site access.  In 
order to receive a user ID and password, Delta Dental requires enrollees to contractually agree to not 
provide information they may access to other individuals.  The user identification and password 
required for site access is internally validated to ensure this information cannot be viewed without 
proper authority and security authentication. 
 
ENROLLEE RIGHTS AND RESPONSIBILITIES 
 
We believe that you, as a Delta Dental enrollee, have the right to expect quality, affordable care that 
protects not only your dental health, but also your privacy and ability to make informed choices. We 
also believe that you have certain responsibilities to help protect these rights. 
 
The Right to Choose 
 
The Delta Dental system maintains some of the largest dentist networks in the industry — each with a 
full range of specialists — to give you the widest possible choice of dentists.  Dentists are never 
penalized for referring you to a specialist.  You can visit any dentist at any time, without prior 
notification or authorization from Delta Dental. 
 
The Right to Quality Assurance 
 
While we support the right of enrollees to choose their dentist, we recognize our responsibility to 
provide some assurances of quality care. 
 
Therefore, each dentist who has contracted with Delta Dental agrees to provide care that meets the 
standards of the dental profession.  Dentist contracts allow Delta Dental to audit dental offices in 
person — at random and for cause — to help ensure that these standards are met.  If you should ever 
receive substandard care from a Delta Dental dentist, Delta Dental will fully investigate the matter and 
can arrange for you to be reimbursed and/or retreated as needed. 
 
The Right to Affordability 
 
Delta Dental contracts with dentists to provide fair and reasonable compensation.  Those contracts 
also prohibit dentists from billing you for excess charges, “add-on” procedures that should already be 
included, or for any amount that is Delta Dental’s responsibility. 
 
Delta Dental benefit plans are designed to promote preventive care, avoiding dental disease before more 
costly treatment becomes necessary. 
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The Right to Full Disclosure 
 
You have the right to clear and complete information about your dental benefits, including treatment 
that is subject to limitations or not covered.  You are entitled to know what your share of costs will be 
before you receive treatment (“pre-treatment estimate”), and how your dentist is compensated by Delta 
Dental.  Delta Dental provides materials to explain these features to you. 
 
Delta Dental dentists are not subject to policies sometimes called “gag clauses.”  You are entitled to 
hear about all treatment options your dentist may recommend, whether covered or not, and to obtain a 
second opinion if you choose. 
 
The Right to Fair Review and Appeal 
 
Delta Dental supports your right, as well as your dentist’s, to a fair and prompt review of any of Delta 
Dental’s coverage decisions.  We maintain effective complaint resolution systems in the event of 
disagreement over coverage or concern about the quality of care.  
 
The Responsibility to Protect These Rights 
 
Protection of the rights described above is possible only with your cooperation. In order to ensure the 
continued enjoyment of these rights, you share: 
 
 The responsibility to participate in your own dental health — practicing personal dental hygiene 


and receiving regular professional care.  You should avoid substances and behaviors that could 
jeopardize your oral health, and should cooperate with your dentist on his or her recommended 
treatment plans. 


 
 The responsibility to become familiar with your coverage.  This includes meeting any financial 


obligation incurred as a result of treatment (including the appropriate copayments or deductibles 
required by the program). It means cooperation with Delta Dental policies designed to protect 
against health care fraud schemes by fellow enrollees or dentists.  It also means taking advantage 
of the information available on dental health and your dental program so that you can become a 
more informed consumer. 


 
LIMITATIONS AND EXCLUSIONS 
 
Excluded Benefits 
 
The plan covers a wide variety of dental care expenses, but there are some services for which we do not 
provide benefits.  It is important for you to know what these services are before you visit your dentist. 
 
The plan does not provide benefits for: 
 
1. Surgical procedures including but not limited to reduction of fractures, removal of tumors and 


removal of impacted teeth are subject to the provisions described in the Other Health 
Insurance section of this booklet. 


 
2. Treatment or materials with respect to skeletal malformation, except for treatment due to 


accidental injury to sound natural teeth within 12 months of the accident or treatment 
necessary due to congenital disease or anomaly, or treatment of enamel hypoplasia (lack of 
development), except that this exclusion shall not apply to covered dependent children or 
eligible newborn children so long as such dependent children continue to be eligible.  When 
services are not excluded under this provision as to these dependent children who continue to 
be eligible, other limitations and exclusions of this section shall specifically apply. 


 
3. Treatment that increases the vertical dimension of an occlusion, replaces tooth structure lost by 


attrition or erosion, or otherwise unless it is part of a treatment dentally necessary due to 
accident or injury. 
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4. Treatment or materials primarily for cosmetic purposes including but not limited to treatment 
of fluorosis (a type of discoloration of the teeth) and porcelain or other veneers not for 
restorative purposes, except as part of a treatment dentally necessary due to accident or injury 
and except for reconstructive surgery necessary because of a congenital disease or anomaly of a 
covered dependent child which has resulted in a functional defect.  If services are not excluded 
as to particular teeth under this provision, cosmetic treatment of teeth adjacent or near the 
affected teeth are excluded. 


 
5. Treatment or materials for which the enrollee would have no legal obligation to pay. 
 
6. Services provided or materials furnished prior to the effective eligibility date of an enrollee 


under this plan, unless the treatment was a year in duration and completed after the enrollee 
became eligible if no other limitations shall apply. 


 
7. Periodontal splinting, equilibration, gnathological recordings and associated treatment and 


extra-oral grafts. 
 
8. Preventive plaque control programs, including oral hygiene instruction programs. 
 
9. Myofunctional therapy, unless covered by the exception in Item 2, above. 
 
10. Temporomandibular joint dysfunction treatment that is medical in nature. 
 
11. Prescription drugs including topically applied medication for treatment of periodontal disease, 


pre-medication, analgesias, separate charges for local anesthetics, general anesthesia except as 
a covered benefit in conjunction with a covered oral surgery procedure. 


 
12. Implants and related services, unless covered by the exception Item 2, above. 
 
13. Experimental procedures that have not been accepted by the American Dental Association. 
 
14. Services provided or material furnished after the termination date of coverage for which 


premium has been paid, as applicable to individual enrollees, except this shall not apply to 
services commenced while the plan was in effect or the enrollee was eligible. 


 
15. Charges for hospitalization or any other surgical treatment facility, including hospital visits. 
 
16. Dental practice administrative services including but not limited to, preparation of claims, any 


non-treatment phase of dentistry such as provision of an antiseptic environment, sterilization of 
equipment or infection control, or any ancillary materials used during the routine course of 
providing treatment such as cotton swabs, gauze, bibs, masks, or relaxation techniques such 
as music. 


 
17. Replacement of existing restorations for any purpose other than restoring active carious lesions 


or demonstrable breakdown of the restoration. 
 
Limitations 
 
Benefits to enrollees are limited as follows: 
 
Limitation on Optional Treatment Plan.  In all cases in which there are optional plans of treatment 
carrying different treatment costs, payment will be made only for the applicable percentage of the least 
costly course of treatment, so long as such treatment will restore the oral condition in a professionally 
accepted manner, with the balance of the treatment cost remaining the responsibility of the enrollee.  
Such optional treatment includes, but is not limited to, specialized techniques involving gold, precision 
partial attachments, overlays, implants, bridge attachments, precision dentures, personalization or 
characterization such as jewels or lettering, shoulders on crowns or other means of unbundling 
procedures into individual components not customarily performed alone in generally accepted dental 
practice. 
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Limitation on Major Restorative Benefits.  If a tooth can be restored with amalgam, synthetic 
porcelain or plastic, but the enrollee and the dentist select another type of restoration, the obligation of 
Delta Dental shall be only to pay the applicable percentage of the fee appropriate to the least costly 
restorative procedure.  The balance of the treatment shall be considered a dental treatment excluded 
from coverage under this plan.   
 
• Replacement of crowns, jackets, inlays and onlays shall be provided no more often than once in any 


five-year period and then only in the event that the existing crown, jacket, inlay or onlay is not 
satisfactory and cannot be made satisfactory.  The five-year period shall be measured from the date 
on which the restoration was last supplied, whether paid for under the provisions of this plan, 
under any prior dental care contract, or by the enrollee. 


 
Limitation on Prosthodontic Benefits.  Replacement of an existing denture will be made only if it is 
unsatisfactory and cannot be made satisfactory.  Services, including denture repair and relining, which 
are necessary to make such appliances fit will be provided as outlined in the section “Covered 
Benefits.”  Prosthodontic appliances and abutment crowns will be replaced only after five years has 
elapsed following any prior provision of such appliances and abutment crowns under any plan 
procedure. 
 
Limitation on Orthodontic Benefits.  Orthodontic benefits are limited to devices and procedures for 
the correction of malposed teeth of dependents up to age 20, through the completion of the procedures; 
or to the date coverage terminates, which ever occurs first.  The obligation of Delta Dental to make 
monthly or other periodic payments for orthodontic treatment will cease upon termination of treatment 
for any reason, prior to completion of the procedure.  Delta Dental will not make any payment for 
repair or replacement of orthodontic appliances. 
 
Limitation on Periodontal Surgery.  Benefits for periodontal surgery in the same quadrant are 
limited to once in any five-year period.  The five-year period shall be measured from the date on which 
the last periodontal surgery was performed in that quadrant, whether paid for under the provisions of 
this plan, under any prior dental contract, or by the enrollee. 
 
Limitation on Sealants.  Treatment with sealants as a covered Service is limited to applications to 
eight posterior teeth.  Applications to deciduous teeth or teeth with caries are not covered 
Services.  Sealants will be replaced only after three (3) years have elapsed following any prior provision 
of such materials. 
 
Limitation on Occlusal Restorations.  Single-surface occlusal restorations of a tooth to which a 
sealant has been applied within twelve months, and two or three surface restorations within six 
months, which include occlusal surfaces on which sealants have been placed are not covered 
Services.  If a single-surface occlusal restoration is performed on a tooth from twelve to thirty-six 
months after a sealant has been applied to that tooth, the obligation of Delta Dental shall be only to 
pay the fee appropriate to the restoration in excess of the fee paid for the application of the sealant. 
 
DEFINITION OF TERMS 
 
The following are definitions of words that have special or technical meanings under the plan. 
 
Attending Dentist Statement: The written report of a series of procedures recommended for the 
treatment of a specific dental disease, defect or injury, prepared for an enrollee by a dentist as a result 
of an examination made by such dentist. 
 
Benefits Statement: The statement you receive after a claim is processed, detailing how your claim 
payment was calculated including the procedures and fees submitted and the amount for which you 
are responsible. 
 
Calendar Year: The time period beginning on January 1st and ending on December 31st. 
 
Claim Form: A written or electronically submitted document to request payment for completed dental 
treatment or to request a pre-treatment estimate for proposed dental treatment.  The claim form is also 
sometimes called an Attending Dentist’s Statement. 
 
Company: The employer, union or other organization or group contracting to obtain benefits. 
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Contract: The written agreement between Delta Dental and BBL Construction Services, LLC to provide 
dental benefits.  The contract, together with this Evidence of Coverage, forms the terms and conditions 
of benefits available to you under the dental plan. 
 
Contract Year: The 12-month period beginning on the effective date and each yearly period thereafter. 
 
Copayment: Your share of the cost of a covered service, usually expressed as a percentage of the 
applicable allowed amount. 
 
Deductible: The dollar amount enrollees must pay toward completed treatment before Delta Dental’s 
payment is applied to those services in a given period. 
 
Delta Dental Payment:  The portion of the PPO Allowed Amount, the Premier Allowed Amount or the 
Non-participating Dentist Allowed Amount payable by Delta Dental. 
 
Delta Dental PPO with Point of Service (POS) Option: A dental care program under which all fees 
paid by Delta Dental for covered services provided by a PPO dentist shall be based on the PPO allowed 
amount, subject to any applicable copayments, deductibles and maximums.  All fees paid by Delta 
Dental for services provided by a Premier dentist who is not a PPO dentist or by a Non-participating 
Dentist shall be based on the Premier allowed amount. 
 
Delta Dental PPO (“PPO”) Dentist: A participating dentist who is a member of the Delta Dental PPO 
dentist network. 
 
Delta Dental Premier (“Premier”) Dentist: A participating dentist who is a member of the Delta 
Dental Premier dentist network.  
 
Delta Dental PPO (“PPO”) Maximum Plan Allowance: The maximum amount payable by Delta Dental 
for a covered dental service if the subscriber is enrolled in a PPO program.  Delta Dental establishes 
the maximum plan allowance for each procedure through a review of proprietary filed fee data and 
actual submitted claims.  Maximum plan allowances are typically set annually to reflect charges based 
on actual submitted claims from dentists in the same geographical area with similar professional 
standing.  The subscriber’s financial obligation beyond the maximum plan allowance is determined by 
any maximums, deductible and co-payment amounts. 
 
Delta Dental Premier (“Premier”) Maximum Plan Allowance: The maximum amount payable by 
Delta Dental for a covered dental service if the subscriber is enrolled in a Premier program.  Delta 
Dental establishes the maximum plan allowance for each procedure through a review of proprietary 
filed fee data and actual submitted claims.  Maximum plan allowances are typically set annually to 
reflect charges based on actual submitted claims from dentists in the same geographical area with 
similar professional standing.  The enrollee’s financial obligation beyond the maximum plan allowance 
is determined by any maximums, deductible and copayment amounts. 
 
Dependent: Eligible family members as defined in the Eligibility and Enrollment section of this 
Evidence of Coverage. 
 
Effective Date: The date the dental program begins.  This date is given on the front cover of this 
Evidence of Coverage. 
 
Employee: An employee of the company who meets the eligibility requirements, accepted by Delta 
Dental, for enrollment under the contract, and who is so specified for enrollment. 
 
Enrollee: Collectively, the primary enrollee and all enrolled dependents. 
 
Exclusions: Services that are not covered under this dental plan. 
 
Family: The primary enrollee and all enrolled dependents of the primary enrollee. 
 
Limitations: The number of services allowed, frequency of services allowed, and the most affordable 
dentally appropriate service. 
 
Maximum Benefit: The total maximum dollar amount Delta Dental will pay toward the cost of covered 
dental care incurred by an individual enrollee in a given period. 
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Network: A collective expression for all participating dentists who have contracted with Delta Dental to 
offer services to enrollees and who have agreed to abide by certain administrative guidelines. 
 
Non-participating Dentist: A dentist who has not contracted with Delta Dental and who is not 
contractually bound to abide by Delta Dental’s administrative guidelines. 
 
Non-participating Dentist Allowed Amount:  For covered services, the Non-participating Dentist 
Allowed Amount under this plan is the lesser of the dentist’s submitted fee or the Non-participating 
Dentist Maximum Plan Allowance.  For non-covered services, the Non-participating Dentist Allowed 
Amount is zero. 
 
Non-participating Dentist Maximum Plan Allowance:  The maximum amount payable by Delta 
Dental for a covered dental service if the enrollee is enrolled in a Delta Dental PPO program.  Delta 
Dental defines the Non-participating Dentist Maximum Plan Allowance for each procedure up to the 
80th percentile of the Delta submitted charges database as published by Delta Dental Plans 
Association. The enrollee’s financial obligation beyond the Non-participating Dentist Maximum Plan 
Allowance is determined by any maximums, deductible and co-payment amounts. 
 
Out-of-Pocket Costs: The portion of dental fees that you pay.  Out-of-pocket costs include your 
deductible, copayment, any amount exceeding the maximum benefit amount, and services not covered 
by the dental plan. 
 
Participating Dentist: A dentist who contracts with Delta Dental and agrees to abide by certain 
administrative guidelines.  
 
PPO Allowed Amount: For covered services, the PPO allowed amount under this plan is the lesser of 
the dentist’s submitted fee or the PPO maximum plan allowance.  For non-covered services, the PPO 
allowed amount is zero. 
 
Premier Allowed Amount: For covered services, the Premier allowed amount under this plan is the 
lesser of the dentist’s submitted fee or the Premier maximum plan allowance.  For non-covered 
services, the Premier allowed amount is zero. 
 
Pre-Treatment Estimate: A pre-treatment estimate gives a non-binding estimate of how much of a 
proposed treatment plan will be covered under an enrollee’s dental program and what the enrollee’s 
out-of-pocket cost will be. 
 
Primary Enrollee: An employee who is enrolled in this dental plan. 
 
Services: Treatment performed by a dentist or under his/her supervision and direction and when 
necessary, customary and reasonable, as determined by Delta Dental, using standards of generally 
accepted dental practice. 
 
Single Procedure: A dental procedure to which a separate procedure number is assigned by Delta 
Dental. 
 
Submitted Amount: The amount the dental office actually submits on the claim form.  This is the fee 
normally charged by the dentist for services provided to all enrollees, regardless of insurance coverage. 
 
Treatment: A caring for or dealing with an oral condition. 
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APPENDIX A 
 
(1)  Denial of payment based upon lack of coverage of benefit under the Contract or 
Enrollee’s eligibility status i.e., claim benefit determinations that are not considered 
Utilization Review under Article 49 of the New York Insurance Law.  
 
If a post-service claim1 is denied in whole or in part, Delta Dental shall notify the Enrollee 
and the attending dentist of the denial in writing within thirty (30) days after the claim is 
filed, unless special circumstances require an extension of time, not exceeding fifteen (15) 
days, for processing.  If there is an extension, the Enrollee and the attending dentist shall be 
notified of the extension and the reason for the extension within the original thirty (30) day 
period.  If an extension is necessary because either the Enrollee or the attending dentist did 
not submit the information necessary to decide the claim, the notice of extension shall 
specifically describe the required information.  The Enrollee or the attending dentist shall 
be afforded at least forty-five (45) days from receipt of the notice within which to provide 
the specific information.  The extension period (15 days) – within which a decision must be 
made by Delta Dental – will begin to run from the date on which the Enrollee’s response is 
received by the plan (without regard to whether all of the requested information is 
provided) or, if earlier, the due date established by the plan for furnishing the requested 
information (at least 45 days). 
 
The notice of denial shall explain the specific reason or reasons why the claim was denied 
in whole or in part, including a specific reference to the pertinent Contract provisions on 
which the denial is based, a description of any additional material or information necessary 
for the Enrollee to perfect the claim and an explanation as to why such information is 
necessary.  The notice of denial shall also contain an explanation of Delta Dental’s claim 
review and appeal process and the time limits applicable to such process, including a 
statement of the Enrollee’s right to bring a civil action under ERISA upon completion of 
Delta Dental’s second level of review.  The notice shall refer to any internal rule, guideline, 
and protocol that was relied upon (and that a copy will be provided free of charge upon 
request).  
 
If the Enrollee or the attending dentist wants the denial of benefits reviewed, the Enrollee or 
the attending dentist must write to Delta Dental within one hundred eighty (180) days of the 
date on the denial letter.  In the letter, the Enrollee or attending dentist should state why the 
claim should not have been denied.  Also any other documents, data, information or 
comments which are thought to have bearing on the claim including the denial notice, 
should accompany the request for review.  The Enrollee or the attending dentist is entitled 
to receive upon request and free of charge reasonable access to and copies of all documents, 
records, and other information relevant to the denied claim.  The review will take into 
account all comments, documents, records, or other information, regardless of whether such 
information was submitted or considered in the initial benefit determination. 


                                                 
1 Delta Dental does not condition receipt of a benefit, in whole or in part, on approval of the benefit in 
advance of obtaining dental care. Additionally, Delta Dental does not conduct concurrent review relating to 
continued or extended health care services, or additional services for an insured undergoing a course of 
continued treatment.  
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The review shall be conducted on behalf of Delta Dental by a person who is neither the 
individual who made the claim denial that is the subject of the review, nor the subordinate 
of such individual.  If the review is of a claim denial based in whole or in part on a clinical 
judgment in applying the terms of the Contract, Delta Dental shall consult with a dentist 
who has appropriate training and experience in the pertinent field of dentistry and who is 
neither the Delta Dental dental consultant who made the claim denial nor the subordinate of 
such consultant.  The identity of the Delta Dental dental consultant whose advice was 
obtained in connection with the denial of the claim whether or not the advice was relied 
upon in making the benefit determination is also available to the Enrollee or the attending 
dentist upon request.  In making the review, Delta Dental will not afford deference to the 
initial adverse benefit determination.  
 
If after review, Delta Dental continues to deny the claim, Delta Dental shall notify the 
Enrollee and the attending dentist in writing of the decision on the request for review within 
thirty (30) days of the date the request is received.  Delta Dental shall send to the Enrollee 
or attending dentist a notice, which contains the specific reason or reasons for the adverse 
determination and reference to the specific Contract provisions on which the benefit 
determination is based.  The notice shall state that the Enrollee is entitled to receive, upon 
request and free of charge, reasonable access to, and copies of all documents, records and 
other information relevant to the Enrollee’s claim for benefits.  The notice shall refer to any 
internal rule, guideline, and protocol that was relied upon (and that a copy will be provided 
free of charge upon request).  The notice shall state that if the claim denial is based on lack 
of dental necessity, experimental treatment or a clinical judgment in applying the terms of 
the Contract, an explanation is available free of charge upon request by either the Enrollee 
or the attending dentist.  The notice shall also state that the Enrollee has a right to bring an 
action under ERISA upon completion of Delta Dental’s second level of review, and shall 
state:  “You and your plan may have other voluntary alternative dispute resolution options, 
such as mediation.  One way to find out what may be available is to contact your local U.S. 
Department of Labor Office and your State insurance regulatory agency.”  
 
If in the opinion of the Enrollee or attending dentist, the matter warrants further 
consideration, the Enrollee or the attending dentist should advise Delta Dental in writing as 
soon as possible.  The matter shall then be immediately referred to Delta’s Dental Affairs 
Committee.  This stage can include a clinical examination, if not done previously, and a 
hearing before Delta’s Dental Affairs Committee if requested by the Enrollee or the 
attending dentist.  The Dental Affairs Committee will render a decision within thirty (30) 
days of the request for further consideration. The decision of the Dental Affairs Committee 
shall be final insofar as Delta Dental is concerned.  Recourse thereafter would be to the 
state regulatory agency, a designated state administrative review board, or to the courts with 
an ERISA or other civil action.  
 
(2) Denial of a covered benefit where the service is not dentally necessary, appropriate or 
efficient, i.e., claim benefit determinations that are considered Utilization Review under Article 49 
of the New York Insurance Law. 


 
See Attachment One.  
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ATTACHMENT ONE 
 
 


DELTA DENTAL OF NEW YORK’S UTILIZATION REVIEW AND  
INTERNAL APPEALS PROCEDURES 


 
 
I. Definitions 
 
 A. Adverse Determination shall mean a determination by a Utilization Review 


Agent that an admission, extension of stay, or other health care service, upon 
review based on the information provided, is not medically necessary.  


 
 B. Appeal Determination shall mean a determination by Delta Dental of New 


York’s Dental Affairs Committee that a health care service, upon review 
based on the information provided, is not medically necessary. 


 
 C. Clinical Peer Reviewer shall mean a physician who possesses a current and 


valid non-restricted license to practice medicine or a health care professional 
other than a licensed physician who:  (1) where applicable, possesses a 
current and valid non-restricted license, certificate or registration or, where 
no provision for a license, certificate or registration exists, is credentialed by 
the national accrediting body appropriate to the profession, and (2) is in the 
same profession and same or similar specialty as the Health Care Provider 
who typically manages the medical condition or disease or provides the 
Health Care Service or treatment under review.  


 
 D. Clinical Standards shall mean those guidelines and standards set forth in the 


Utilization Review Plan by the Utilization Review Agent whose Adverse 
Determination is under appeal. 


 
 E. Enrollee shall mean a person subject to Utilization Review. 
 
 F. External Appeal shall mean an appeal conducted by an External Appeal 


Agent pursuant to Section 4914 of the New York Insurance Law. 
 
 G. External Appeal Agent shall mean an entity certified by the superintendent 


pursuant to Section 4911 of the New York Insurance Law. 
 
 H. Final Adverse Determination shall mean an Adverse Determination which 


has been upheld by a Utilization Review Agent with respect to a proposed 
Health Care Service following a standard appeal, or an expedited appeal 
where applicable, pursuant to Section 4904 of the New York Insurance Law. 
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 I. Health Care Provider shall mean a Health Care Service or a facility licensed 
pursuant to Article 28, 36, or 47 of the Public Health Law or a facility 
licensed pursuant to Article 19, 23, 31, or 32 of the Mental Hygiene Law. 


 
 J. Health Care Service shall mean:  (1) for purposes of appeals requested 


pursuant to Paragraph two of Subsection b of Section 4910 of Title 2 the 
New York Insurance Law, Health Care Service shall mean experimental or 
investigational procedures, treatments or services, including services 
provided within a clinical trial, and the provision of a pharmaceutical 
product pursuant to prescription by the patient's attending physician for a use 
other than those uses for which such pharmaceutical product has been 
approved for marketing by the Federal Food and Drug Administration to the 
extent that coverage for such service is prohibited by law from being 
excluded under the plan, or (2) in all other cases, health care procedures, 
treatments or services provided by a facility licensed pursuant to Article 28, 
36, 44, or 47 of the Public Health Law pursuant to Article 19, 23, 31, or 32 
of the Mental Hygiene Law, or provided by a health care professional, and 
the provision of pharmaceutical products or services or durable medical 
equipment. 


 
 K. Utilization Review shall mean the review to determine whether a Health 


Care Service that has been provided is being provided or is proposed to be 
provided to a patient, whether undertaken prior to, concurrent with or 
subsequent to the delivery of such service, is medically necessary.  None of 
the following shall be considered Utilization Review:  (1) denials based on 
failure to obtain a Health Care Service from a designated or approved Health 
Care Provider as required under a contract, (2) where any determination is 
rendered pursuant to Subdivision 3(a) of Section 2807(c) of the Public 
Health Law, (3) the review of the appropriateness of the application of a 
particular coding to a patient, including the assignment of diagnosis and 
procedure, (4) any issues relating to the determination of the amount or 
extent of payment other than determinations to deny payment based on an 
Adverse Determination, and (5) any determination of any coverage issues 
other than whether a Health Care Service is or was medically necessary. 


 
 L. Utilization Review Agent shall mean any insurer subject to Article 32 or 43 


of the New York Insurance Law performing Utilization Review and any 
independent Utilization Review Agent performing Utilization Review under 
contract with such insurer. 


 
 M. Utilization Review Plan shall mean:  (1) a description of the process for 


developing the written clinical review criteria, (2) a description of the types 
of written clinical information which the plan might consider in its clinical 
review, including but not limited to a set of specific written clinical review 
criteria, (3) a description of practice guidelines and standards used by a 
Utilization Review Agent in carrying out a determination of medical 
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necessity, (4) the procedures for scheduled review and evaluation of the 
written clinical review criteria, and (5) a description of the qualifications and 
experience of the health care professionals who developed the criteria, who 
are responsible for periodic evaluation of the criteria and of the health care 
professionals or others who use the written clinical review criteria in the 
process of Utilization Review. 


 
 


II. Standard Claims & Appeals Procedure  
 


A. Claims for Benefits:  In the case of a post-service claim2 which has 
been denied on the basis that such service was not dentally necessary, 
Delta Dental shall notify the Enrollee and the attending dentist of its 
Adverse Determination in writing within a reasonable period of time, 
but not later than thirty (30) days after the claim is filed.  However, 
this period may be extended one time by Delta Dental for up to fifteen 
(15) days, if necessary due to the failure of the Enrollee to submit the 
information necessary to decide the claim. If there is an extension, the 
Enrollee and the attending dentist shall be notified of the extension and 
the reason for the extension within the original thirty (30) day period. 
The notice of extension shall specifically describe the required 
information, and the Enrollee or the attending dentist shall be afforded 
at least forty-five (45) days from receipt of the notice within which to 
provide the specific information. The extension period (15 days) – 
within which a decision must be made by Delta Dental – will begin to 
run from the date on which the Enrollee’s response is received by the 
plan (without regard to whether all of the requested information is 
provided) or, if earlier, the due date established by the plan for 
furnishing the requested information (at least 45 days). 


 
B. Reconsideration of Adverse Determination:  In the event the 


Utilization Review of a claim results in an Adverse Determination, and 
this determination was made without attempting to discuss such matter 
with the attending dentist who specifically recommended the health 
care service, procedure or treatment, the attending dentist shall have 
the opportunity to request a reconsideration of the Adverse 
Determination.  Such reconsideration shall be conducted by the 
attending dentist and the Clinical Peer Reviewer making the initial 
determination or a designated Clinical Peer Reviewer if the original 
Clinical Peer Reviewer cannot be available. If the Adverse 


                                                 
2 Delta Dental does not condition receipt of a benefit, in whole or in part, on approval of the benefit in 
advance of obtaining dental care. Additionally, Delta Dental does not conduct concurrent review relating to 
continued or extended health care services, or additional services for an insured undergoing a course of 
continued treatment. 
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Determination is upheld after reconsideration, Delta Dental shall 
notify the Enrollee of the Adverse Determination as provided below in 
Section III(A). 


 
C. Informal Inquiry Option:  If a claim is denied in whole or in part, an 


Enrollee may make an informal inquiry regarding general program and 
eligibility questions by contacting Delta Dental via its toll-free number at 
1-800-932-0783.  Every caller has access to a supervisor if dissatisfied 
with the response.   


 
D. Non-emergency Appeals of Adverse Determination:  In lieu of making 


an informal inquiry, an Enrollee or his or her attending dentist may 
choose to appeal the Adverse Determination.  The Enrollee may do so 
within one hundred eighty (180) days, either by writing to Delta Dental 
or by calling Delta Dental at its toll-free number. Written 
acknowledgement of the filing of the appeal to the appealing party will 
be provided to the Enrollee and the attending dentist within fifteen (15) 
days of the filing of the appeal.  The letter or oral request for appeal 
should state why the claim should not have been denied.  Also any 
other documents, data, information or comments which are thought to 
have bearing on the claim including the denial notice, should 
accompany the request for review.  Both the Enrollee and the attending 
dentist are entitled to receive upon request and free of charge 
reasonable access to and copies of all documents, records, and other 
information relevant to the denied claim. 


 
E. Notification of Information Necessary to Conduct the Appeal:  If Delta 


Dental requires information necessary to conduct a standard internal 
appeal, Delta Dental shall notify the Enrollee and the attending dentist, in 
writing within fifteen (15) days of receipt of the appeal, to identify and 
request the necessary information.  In the event that only a portion of 
such necessary information is received, Delta Dental shall request the 
missing information, in writing, within five (5) business days of receipt 
of the partial information. 


 
F. The Review:  The review shall be conducted for Delta Dental by a 


Clinical Peer Reviewer who is neither the Clinical Peer Reviewer who 
made the claim denial that is the subject of the review, nor the 
subordinate of such individual.  The review will take into account all 
comments, documents, records, or other information, regardless of 
whether such information was submitted or considered in the initial 
benefit determination.  If the review is of a claim denial based in 
whole or in part on a lack of dental necessity, experimental treatment, 
or a clinical judgment in applying the terms of the Contract, Delta 
Dental shall consult with a dentist who has appropriate training and 
experience in the pertinent field of dentistry and who is neither the 
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Delta Dental dental consultant who made the claim denial nor the 
subordinate of such consultant. The identity of the Delta Dental dental 
consultant whose advice was obtained in connection with the denial of 
the claim whether or not the advice was relied upon in making the 
benefit determination is also available on request.  In making the 
review, Delta Dental will not afford deference to the initial Adverse 
Determination. A clinical examination at Delta Dental's cost may be 
implemented, along with discussion among dentist consultants.  At this 
point, the Enrollee may also request a hearing.   


 
G. Final Adverse Determination:  Delta Dental shall make a Final 


Adverse Determination within thirty (30) days of the date the request 
for appeal is received. Delta Dental shall advise the Enrollee and the 
attending dentist of the Appeal Determination within two (2) days of 
the rendering of such determination. Notification of the Final Adverse 
Determination will be provided in accordance with Section III(B) 
below.  


 
H. Appeal to Delta’s Dental Affairs Committee:  If in the opinion of the 


Enrollee or the attending dentist the matter warrants further 
consideration and the Enrollee chooses not to file an External Appeal 
pursuant to Section 4914 of the New York Insurance Article, the 
Enrollee or attending dentist should advise Delta Dental in writing as 
soon as possible.  The matter shall be immediately referred to Delta’s 
Dental Affairs Committee. Delta's Dental Affairs Committee, which 
contains at least one licensed dentist, will review the claim and either 
approve payment for the dental service or issue an Adverse 
Determination.  If the Dental Affairs Committee requires information 
necessary to conduct the Internal Appeal, Delta Dental shall notify the 
Enrollee or attending dentist, in writing within fifteen (15) days of 
receipt of the appeal, to identify and request the necessary information.  
In the event that only a portion of such necessary information is received, 
Delta Dental shall request the missing information, in writing, within 
five (5) business days of receipt of the partial information. This stage 
can include a clinical examination, if not done previously, and a 
hearing before the Dental Affairs Committee if requested. The Dental 
Affairs Committee will render a decision within thirty (30) days of the 
request for further consideration. The decision of the Dental Affairs 
Committee shall be final insofar as Delta Dental is concerned.  
Recourse thereafter would be to the courts with an ERISA or other 
civil action or the filing of an External Appeal pursuant to Section 
4914 of the New York Insurance Article, if the time period for doing so 
had not previously expired.  
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III. Distribution of Information to Enrollees/Attending Dentists Upon Entry of 
Adverse Determination  


 
A. Content of Notification of Adverse Determination (See Exhibit A, 


attached hereto).  A notice of an initial Adverse Determination will 
include:  


1. The specific reason or reasons for the Adverse 
Determination including the clinical rationale, if any;  


 
2. Reference to the specific plan provisions on which the 


Adverse Determination is based;   
 


3. Instructions on how to initiate standard and expedited 
appeals including a description of the Delta Dental's review 
procedures and the time limits applicable to such 
procedures and a statement of the Enrollee's right to bring a 
civil action under Section 502(a) of ERISA upon 
completion of the second level of review of Delta Dental’s 
Internal Appeals Procedure;  


 
4. Instructions on how to initiate an External Appeal pursuant 


to Section 4914 of the New York Insurance Law;  
 


5. If an internal rule, guideline, protocol, or other similar 
criterion was relied upon in making the Adverse 
Determination, a statement that a copy of such will be 
provided free of charge upon request;   


 
6. If the Adverse Determination is based on dental necessity 


or experimental treatment or similar exclusion or limit, a 
statement that an explanation applying the terms of the plan 
to the Enrollee’s medical circumstances is available upon 
request;  


 
7. A description of any additional material or information 


necessary for the claimant to perfect the claim and an 
explanation of why such material or information is 
necessary.  
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B. Content of Notification of Adverse Determination on Review i.e., “Final 
Adverse Determination.”(See Exhibit B, attached hereto). If after the 
claim is reviewed, Delta Dental continues to deny the claim, Delta 
Dental shall send the Enrollee/attending dentist a notice, which 
contains:   
 


1. A clear statement describing the basis and clinical rationale 
for the denial as applicable to the insured including the 
specific reason or reasons for the determination, reference 
to the specific plan provisions upon which the Adverse 
Determination is based; 


 
2. A clear statement that the notice constitutes the Final 


Adverse Determination;  
 
3. The insured’s coverage type;   


 
4. The name and full address of Delta Dental’s Utilization 


Review Agent;   
 


5. Delta Dental’s contact person and his or her telephone 
number;   


 
6. A description of the health care service that was denied, 


including the dates of the service, the name of the facility 
and/or physician proposed to provide the treatment and the 
developer/manufacturer of the health care service;   


 
7. A statement that the Enrollee and the attending dentist may 


be eligible for an External Appeal and the time frames for 
requesting an appeal;  


 
8. A clear statement written in bolded text that the forty-five 


(45) day time frame for requesting an External Appeal 
begins upon receipt of the Final Adverse Determination of 
the first level appeal, regardless of whether or not a second 
level appeal is requested, and that by choosing the request a 
second level internal appeal, the time may expire for the 
Enrollee to request an External Appeal; 


 
9. A copy of the standard description of the External Appeal 


process as developed jointly by the superintendent and 
commission, including a form and instructions for 
requesting an External Appeal;3   


                                                 
3 Such information will also be provided by Delta Dental within three business days of a request by an 
Enrollee or an Enrollee’s designee.  
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10. A statement that the Enrollee is entitled to receive, upon 


request and free of charge, reasonable access to, and copies 
of, all documents, records, and other information relevant 
to the claimant's claim for benefits;  


 
11. A statement that when the Enrollee completes the second 


level of Delta Dental’s Internal Appeals Procedure, the 
Enrollee will then have a right to bring an action under 
Section 502(a) of ERISA; 


 
12. If an internal rule, guideline, protocol, or other similar 


criterion was relied upon in making the Adverse 
Determination, a statement that a copy of such will be 
provided free of charge upon request;   


 
13. If the Adverse Determination is based on a medical 


necessity or experimental treatment or similar exclusion or 
limit, a statement that an explanation applying the terms of 
the plan to the Enrollee’s medical circumstances is 
available upon request; 


 
14. The following statement:  “You and your plan may have 


other voluntary alternative dispute resolution options, such 
as mediation.  One way to find out what may be available is 
to contact your local U.S. Department of Labor Office and 
your State insurance regulatory agency.”  


 
 


IV.  Cooperation with the External Appeal Agent 
 


Delta Dental will facilitate the prompt completion of External Appeal requests 
by: 


 
A. Transmitting the Enrollee's dental and treatment records pursuant to an 


appropriately completed release or release signed by the Enrollee or by a 
person authorized pursuant to law to consent to health care for the 
Enrollee and, in the case of dental necessity appeals, transmit the clinical 
standards used to determine medical necessity for the Health Care 
Service within three (3) business days of receiving notification regarding 
the identity and address of the certified External Appeal Agent to which 
the subject appeal is assigned. 
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B. Providing information requested by the assigned certified External 
Appeal Agent as soon as is reasonably possible, but in no event shall 
Delta Dental take longer than two (2) business days to provide the 
requested information. 


 
C. Providing the form and instructions, developed jointly by the 


superintendent and commissioner, for the attending dentist to request an 
External Appeal in connection with a retrospective adverse utilization 
review determination under Section 4904 of the Insurance Law, within 
three (3) business days of an attending dentist’s request for a copy of the 
form.  


 
D. In the event that an Adverse Determination is overturned on External 


Appeal, or in the event that Delta Dental reverses a denial which is the 
subject of an External Appeal, Delta Dental shall make payment for the 
Health Care Service which is the basis of the External Appeal to the 
Enrollee. 


 
E. No fee will be charged by Delta Dental to an Enrollee for an External 


Appeal. 
 







 


NY-AP-AT-03 


NOTICE OF ADVERSE DETERMINATION 
 
This notice, provided to you pursuant to the requirements of Article 49 of the New York 
Insurance Law and the United States Department of Labor Claims Procedure Regulations 
constitutes an Adverse Determination of your claim.  
 
 


Reasons for the Determination 
 
The NOTICE OF PAYMENT OR ACTION attached hereto outlines the specific 
reason(s) and the specific plan provision(s) on which the determination was based.   
 
 


Availability of Clinical Review Criteria Relied Upon to Make this Determination 
 
Upon request and free of charge, Delta Dental will provide to you a copy of any internal 
rule, guideline or protocol, and/or an explanation of the scientific or clinical judgment if 
relied upon in denying your claim. 
 
 


Instructions on How to Initiate a Standard Appeal 
& How to Initiate an External Appeal 


 
If you or your attending dentist want the denial of benefits reviewed, you or your 
attending dentist must contact Delta Dental, either in writing or by calling Delta Dental’s 
toll-free number, 1-800-932-0783. within one hundred eighty (180) days of the date on 
this notice.  Failure to comply with such requirements may lead to forfeiture of your 
right to challenge this denial, even when a request for clarification has been made.  
You should state why the claim should not have been denied.  Also, any other documents, 
data, information or comments which are thought to have bearing on the claim including 
the denial notice, should accompany the request for review.  You or your attending 
dentist are entitled to receive, upon request and free of charge, reasonable access to and 
copies of all documents, records, and other information relevant to the denied claim.  The 
review will take into account all comments, documents, records, or other information, 
regardless of whether such information was submitted or considered initially. 
 
The review shall be conducted for Delta Dental by a Clinical Peer Reviewer who is 
neither the Clinical Peer Reviewer who made the claim denial that is the subject of the 
review, nor the subordinate of such individual.  If the review of a claim denial is based in 
whole or in part on a lack of dental necessity, experimental treatment, or a clinical 
judgment in applying the terms of the Contract, Delta Dental shall consult with a dentist 
who has appropriate training and experience in the pertinent field of dentistry who is 
neither the Delta Dental dental consultant who made the claim denial nor the subordinate 
of such dental consultant.  The identity of such dental consultant is available upon request 
whether or not the advice was relied upon.  In making the review, Delta Dental will not 
afford deference to the initial Adverse Determination. 
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If after review, Delta Dental continues to deny the claim, Delta Dental shall notify you 
and your attending dentist in writing of the decision on the request for review within 
thirty (30) days of the date the request is received.  Delta Dental shall send you and your 
attending dentist a notice, similar to this notice.  If in the opinion of you or your attending 
dentist, the matter warrants further consideration, you have two choices:  (1) you may 
continue to avail yourself of Delta Dental’s Internal Appeals Procedure and eventually, 
upon completion of Delta Dental’s second level of review, file an action in the courts 
pursuant to section 502(a) of ERISA; or (2) you may file an External Appeal with the 
New York Insurance Department. Attached hereto is “Standard Description and 
Instructions for Health Care Consumers to Request an External Appeal.” More 
information on these two options will be provided to you after you complete the first 
level of review. 
 
 


Additional Necessary information which Must be Provided 
in Order for Delta Dental to Render a Decision on your Appeal 


 
If you should choose to avail yourself of Delta Dental’s Internal Appeals Procedure, Delta 
Dental may require additional information in order to render a decision on your appeal.  If 
this is the case, Delta Dental has attached to this notice a separate sheet containing a list of 
such necessary information, which also explains why such material or information is 
necessary. Please submit such information to the address listed thereon.  Please also include 
any other documents, data information or comments which you believe to have bearing 
on the claim including this denial notice. 
 







EXHIBIT B 
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NOTICE OF FINAL ADVERSE DETERMINATION 
 
This Notice is to inform you that upon review of your request for appeal of the Adverse 
Determination of your claim for benefits, Delta Dental continues to deny your claim.  
Attached are copies of the following:  (1) a copy of the standard description of and 
instructions for initiating New York’s External Appeal process; and (2) an application 
form for requesting an External Appeal. Upon completion of the second level of Delta 
Dental’s Internal Appeals Procedure, you will then have a right to bring an action under 
Section 502(a) of ERISA. 
 
Please note that you or your attending dentist now have a right to file an External 
Appeal with the State of New York Insurance Department, but you must do so within 
forty-five (45) days from the date of your receipt of THIS NOTICE.  Even though 
Delta Dental’s plan provides for two levels of review, the forty-five (45) day time 
period for requesting an External Appeal begins upon receipt of THIS NOTICE, the 
Final Adverse Determination of the first level appeal, regardless of whether or not a 
second level appeal is requested.  By choosing to request a second level internal appeal, 
the time may expire for you to request an External Appeal. 
 
Additionally, you and your plan may have other voluntary alternative dispute resolution 
options, such as mediation.  One way to find out what may be available is to contact your 
local U.S. Department of Labor Office and your State insurance regulatory agency.   
 
 
Availability of Clinical Review Criteria Relied Upon to Make this Determination  
 
Upon request and free of charge, Delta Dental will provide to you a copy of any 
documents, records or other information relevant to your claim for benefits, as well as 
any internal rule, guideline or protocol, and/or an explanation of the scientific or clinical 
judgment if relied upon in denying your claim. 
 
 
1. Coverage Type:  
 
 
2. Description of the Service for which payment was denied:  
 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
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3. Basis and clinical rationale for the denial: 
 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
4. Specific criteria and standards, including interpretive guidelines on which the 


decision was based: 
 
 ___________________________________________________________________


___________________________________________________________________
___________________________________________________________________ 


 ___________________________________________________________________ 
 
 
5. Plan provisions upon which the determination is based:  
 
 ___________________________________________________________________


___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
6. The following is the name, business address, and business telephone number of the 


Delta Dental representative who has responsibility for Delta Dental’s Internal 
Appeals Procedure: 


 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
7. The following is the name, business address, and business telephone number of the 


Utilization Review Agent, if different from the answer provided in number 6, above: 
 
 ___________________________________________________________________ 
 ___________________________________________________________________


___________________________________________________________________ 
 ___________________________________________________________________ 
 
By: __________________________ 
Title: ___________________________ 
Date: ___________________________ 







 


 
deltadentalins.com 


 


HIPAA Notice of Privacy Practices 


CONFIDENTIALITY OF YOUR HEALTH INFORMATION 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY. 


This notice is required by law to inform you of how Delta Dental and its affiliates ("Delta 
Dental") protect the confidentiality of your health care information in our possession. Protected 
Health Information (PHI) is defined as individually identifiable information regarding a patient's 
health care history, mental or physical condition or treatment. Some examples of PHI include 
your name, address, telephone and/or fax number, electronic mail address, social security 
number or other identification number, date of birth, date of treatment, treatment records, x-rays, 
enrollment and claims records. Delta Dental receives, uses and discloses your PHI to administer 
your benefit plan or as permitted or required by law. Any other disclosure of your PHI without 
your authorization is prohibited. 


We follow the privacy practices described in this notice and federal and state privacy 
requirements that apply to our administration of your benefits. Delta Dental reserves the right to 
change our privacy practice effective for all PHI maintained. We will update this notice if there 
are material changes and redistribute it to you within 60 days of the change to our practices. We 
will also promptly post a revised notice on our website.  A copy may be requested anytime by 
contacting the address or phone number at the end of this notice. You should receive a copy of 
this notice at the time of enrollment in a Delta Dental program and will be informed on how to 
obtain a copy at least every three years.  


PERMITTED USES AND DISCLOSURES OF YOUR PHI 


Uses and disclosures of your PHI for treatment, payment or health care operations 
Your explicit authorization is not required to disclose information about yourself for purposes of 
health care treatment, payment of claims, billing of premiums, and other health care operations. 
If your benefit plan is sponsored by your employer or another party, we may provide PHI to your 
employer or plan sponsor to administer your benefits. As permitted by law, we may disclose PHI 
to third-party affiliates that perform services for Delta Dental to administer your benefits, and 
who have signed a contract agreeing to protect the confidentiality of your PHI, and have 
implemented privacy policies and procedures that comply with applicable federal and state law. 


Some examples of disclosure and use for treatment, payment or operations include: processing 
your claims, collecting enrollment information and premiums, reviewing the quality of health 
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care you receive, providing customer service, resolving your grievances, and sharing payment 
information with other insurers. Some other examples are: 


• Uses and/or disclosures of PHI in facilitating treatment. For example, Delta Dental may use or 
disclose your PHI to determine eligibility for services requested by your provider. 


• Uses and/or disclosures of PHI for payment. For example, Delta Dental may use and disclose 
your PHI to bill you or your plan sponsor. 


• Uses and/or disclosures of PHI for health care operations. For example, Delta Dental may use 
and disclose your PHI to review the quality of care provided by our network of providers. 


Other permitted uses and disclosures without an authorization 
We are permitted to disclose your PHI upon your request, or to your authorized personal 
representative (with certain exceptions), when required by the U. S. Secretary of Health and 
Human Services to investigate or determine our compliance with the law, and when otherwise 
required by law. Delta Dental may disclose your PHI without your prior authorization in 
response to the following: 
 


• Court order;  
• Order of a board, commission, or administrative agency for purposes of adjudication pursuant 


to its lawful authority;  
• Subpoena in a civil action;  
• Investigative subpoena of a government board, commission, or agency;  
• Subpoena in an arbitration;  
• Law enforcement search warrant; or  
• Coroner's request during investigations.  


Some other examples include: to notify or assist in notifying a family member, another person, 
or a personal representative of your condition; to assist in disaster relief efforts; to report victims 
of abuse, neglect or domestic violence to appropriate authorities; for organ donation purposes; to 
avert a serious threat to health or safety; for specialized government functions such as military 
and veterans activities; for workers' compensation purposes; and, with certain restrictions, we are 
permitted to use and/or disclose your PHI for underwriting, provided it does not contain genetic 
information. Information can also be de-identified or summarized so it cannot be traced to you 
and, in selected instances, for research purposes with the proper oversight.   


Disclosures Delta Dental makes with your authorization 
Delta Dental will not use or disclose your PHI without your prior written authorization unless 
permitted by law. If you grant an authorization, you can later revoke that authorization, in 
writing, to stop the future use and disclosure. The authorization will be obtained from you by 
Delta Dental or by a person requesting your PHI from Delta Dental. 
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YOUR RIGHTS REGARDING PHI 


You have the right to request an inspection of and obtain a copy of your PHI. 
You may access your PHI by contacting Delta Dental at the address at the bottom of this notice.  
You must include (1) your name, address, telephone number and identification number, and (2) 
the PHI you are requesting. Delta Dental may charge a reasonable fee for providing you copies 
of your PHI. Delta Dental will only maintain that PHI that we obtain or utilize in providing your 
health care benefits. Most PHI, such as treatment records or x-rays, is returned by Delta Dental 
to the dentist after we have completed our review of that information. You may need to contact 
your health care provider to obtain PHI that Delta Dental does not possess. 


You may not inspect or copy PHI compiled in reasonable anticipation of, or use in, a civil, 
criminal, or administrative action or proceeding, or PHI that is otherwise not subject to 
disclosure under federal or state law. In some circumstances, you may have a right to have this 
decision reviewed. Please contact Delta Dental as noted below if you have questions about 
access to your PHI. 


You have the right to request a restriction of your PHI. 
You have the right to ask that we limit how we use and disclose your PHI, however, you may not 
restrict our legal or permitted uses and disclosures of PHI. While we will consider your request, 
we are not legally required to accept those requests that we cannot reasonably implement or 
comply with during an emergency.  If we accept your request, we will put our understanding in 
writing.    
 
You have the right to correct or update your PHI. 
You may request to make an amendment of PHI we maintain about you. In certain cases, we 
may deny your request for an amendment. If we deny your request for amendment, you have the 
right to file a statement of disagreement with us and we may prepare a rebuttal to your statement 
and will provide you with a copy of any such rebuttal. If your PHI was sent to us by another, we 
may refer you to that person to amend your PHI. For example, we may refer you to your dentist 
to amend your treatment chart or to your employer, if applicable, to amend your enrollment 
information. Please contact the privacy office as noted below if you have questions about 
amending your PHI. 
 
You have rights related to the use and disclosure of your PHI for marketing.  
Delta Dental agrees to obtain your authorization for the use or disclosure of PHI for marketing 
when required by law. You have the opportunity to opt-out of marketing that is permitted by law 
without an authorization. Delta Dental does not use your PHI for fundraising purposes. 
 
You have the right to request or receive confidential communications from us by 
alternative means or at a different address. 
Alternate or confidential communication is available if disclosure of your PHI to the address on 
file could endanger you. You may be required to provide us with a statement of possible danger, 
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as well as specify a different address or another method of contact. Please make this request in 
writing to the address noted at the end of this notice. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of 
your PHI. 
You have a right to an accounting of disclosures with some restrictions. This right does not apply 
to disclosures for purposes of treatment, payment, or health care operations or for information we 
disclosed after we received a valid authorization from you. Additionally, we do not need to 
account for disclosures made to you, to family members or friends involved in your care, or for 
notification purposes. We do not need to account for disclosures made for national security 
reasons, certain law enforcement purposes or disclosures made as part of a limited data set. 
Please contact us at the number at the end of this notice if you would like to receive an 
accounting of disclosures or if you have questions about this right.  
 
You have the right to get this notice by email. 
A copy of this notice is posted on the Delta Dental website. You may also request an email copy 
or paper copy of this notice by calling our Customer Service number listed at the bottom of this 
notice.   
 
You have the right to be notified following a breach of unsecured protected health 
information. 


Delta Dental will notify you in writing, at the address on file, if we discover we compromised the 
privacy of your PHI. 


 
COMPLAINTS 
You may file a complaint with Delta Dental and/or with the U. S. Secretary of Health and 
Human Services if you believe Delta Dental has violated your privacy rights. Complaints to 
Delta Dental may be filed by notifying the contact below. We will not retaliate against you for 
filing a complaint. 
 
CONTACTS 
You may contact Delta Dental at 866-530-9675, or you may write to the address listed below for 
further information about the complaint process or any of the information contained in this 
notice. 
Delta Dental  
P.O. Box 997330 
Sacramento, CA 95899-7330 
  
This notice is effective on and after January 1, 2017. 
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Note: Delta Dental’s privacy practices reflect applicable federal law as well as known state law 
and regulations. If applicable state law is more protective of information than the federal 
privacy laws, Delta Dental protects information in accordance with the state law. 
 
Last Significant Changes to this notice: 


• Clarified that Delta Dental does not use your PHI for fundraising purposes. Effective 
January 1, 2016 


• Clarified that Delta Dental’s privacy policy reflect federal and state requirements. – 
effective January 1, 2015 


•  Updated contact information (mailing address and phone number) – effective July 1, 
2013 


• Updated Delta Dental’s duty to notify affected individuals if a breach of their unsecured 
PHI occurs – effective July 1, 2013 


• Clarified that Delta Dental does not and will not sell your information without your 
express written authorization – effective July 1, 2013 


• Clarified several instances where the law requires individual authorization to use and 
disclose information (e.g., fundraising and marketing as noted above) – effective July 1, 
2013 


 
DELTA DENTAL AND ITS AFFILIATES 
Delta Dental of California offers and administers fee-for-service dental programs for groups 
headquartered in the state of California.  
Delta Dental of New York offers and administers fee-for-service programs in New York. 
Delta Dental of Pennsylvania and its affiliates offer and administer fee for-service dental 
programs in Delaware, Maryland, Pennsylvania, West Virginia and the District of Columbia. 
Delta Dental of Pennsylvania's affiliates are Delta Dental of Delaware; Delta Dental of the 
District of Columbia and Delta Dental of West Virginia.  
Delta Dental Insurance Company offers and administers fee-for-service dental programs to 
groups headquartered or located in Alabama, Florida, Georgia, Louisiana, Mississippi, Montana, 
Nevada, Texas and Utah and vision programs to groups headquartered in West Virginia. 
DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, 
Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of California; AR, CO, IA, ME, 
MI, NC, NH, OK, OR, RI, SC, SD, VT, WA, WI, WY — Dentegra Insurance Company; AK, 
CT, DC, DE, FL, GA, KS, LA, MS, MT, TN and WV — Delta Dental Insurance Company; HI, 
ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of 
Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha Dental of New Mexico, Inc.; NY 
— Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania; VA — Delta Dental of 
Virginia. Delta Dental Insurance Company acts as the DeltaCare USA administrator in all these 
states. These companies are financially responsible for their own products. 
Dentegra Insurance Company.  







LAP_PPO_PRE_DDP #99505 


Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document 
written in your language. For free help, please call 1-800-932-0783 (TTY: 711). 


¿Puede leer este documento? Si no, podemos hacer que alguien lo lea por usted. También puede obtener este documento 
escrito en su idioma. Para obtener ayuda gratuita, llame al 1-800-932-0783 (TTY: 711). (Spanish) 


您能自行閱讀本文件嗎？如果不能，我們可請人幫助您閱讀。您還可以請人以您的語言撰寫本文件。如需免費幫助，


請致電 1-800-932-0783 (TTY: 711)。(Chinese) 


Bạn có đọc được tài liệu này không? Nếu không, chúng tôi sẽ cử một ai đó giúp bạn đọc. Bạn cũng có thể nhận được tài liệu 
này viết bằng ngôn ngữ của bạn. Để nhận được trợ giúp miễn phí, vui lòng gọi 1-800-932-0783 (TTY: 711). (Vietnamese) 


이 문서를 읽으실 수 있습니까? 그렇지 않다면, 다른 사람이 대신 읽어드리도록 도와드릴 수 있습니다. 또한 이


문서를 귀하의 모국어로 번역해드릴 수 있습니다. 무료 지원을 요청하시려면, 1-800-932-0783 (TTY: 711)번으로


연락하십시오. (Korean) 


Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong sa iyo na basahin ito. Maaaring makuha mo rin 
ang dokumentong ito nang nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang 1-800-932-0783 (TTY: 711). 
(Tagalog)  


Вы можете прочитать этот документ? Если нет, то вы можете попросить кого-нибудь в нашей компании помочь вам 
прочитать этот документ. Вы также можете получить этот документ на своем языке. Для получения бесплатной 
помощи, просьба звонить по номеру 1-800-932-0783 (TTY: 711). (Russian) 


 بلغتك. مكتوبًا المستند ھذا على الحصول أيضًا يمكنك ربما قراءتھا. في يساعدك من لك نُوفّر أن يمكننا تستطيع, لا كنت إذا المستند؟ ھذا قراءة تستطيع ھل
 )TTY: (711. )Arabic( 1-800-932-0783 ـب اتصل المجانية للمساعدة


Èske w ka li dokiman sa a? Si w pa kapab, nou ka fè yon moun ede w li l. Ou ka gen posiblite pou jwenn dokiman sa a tou ki 
ekri nan lang ou. Pou jwenn èd gratis, tanpri rele 1-800-932-0783 (TTY: 711). (Haitian Creole) 


Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide à le lire. Vous 
pouvez également obtenir ce document écrit dans votre langue. Pour obtenir de l’assistance gratuitement, veuillez appeler 
le 1-800-932-0783 (TTY : 711). (French) 


Możesz przeczytać ten dokument? Jeśli nie, możemy Ci w tym pomóc. Możesz także otrzymać ten dokument w swoim języku 
ojczystym. Po bezpłatną pomoc zadzwoń pod numer 1-800-932-0783 (TTY: 711). (Polish) 


Você consegue ler este documento? Se não, podemos pedir para alguém ajudá-lo a ler. Você também pode receber este 
documento escrito em seu idioma. Para obter ajuda gratuita, ligue 1-800-932-0783 (TTS: 711). (Portuguese) 


Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche essere in 
grado di ricevere questo documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero 1-800-932-0783 (TTY: 
711). (Italian) 


この文書をお読みになれますか？お読みになれない場合には、読むためのお手伝いをさせていただけます。この文書をご希望の言語


に訳したものをお送りできる場合もあります。無料のサポートについては、1-800-932-0783 (TTY: 711) までご連絡ください。


(Japanese) 


Können Sie dieses Dokument lesen? Falls nicht, können wir Ihnen einen Mitarbeiter zur Verfügung stellen, der Sie dabei 
unterstützen wird. Möglicherweise können Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie für kostenlose 
Hilfe bitte folgende Nummer an: 1-800-932-0783 (TTY: 711). (German) 


 اين بتوانيد است ممکن ھمچنين .کند کمک شما به متن اين خواندن در تا بخواھيا شخصی از قادريم ما توانيد، نمی که صورتی در بخوانيد؟ را متن اين توانيد می آيا
 TTY 711.( Farsi) (Persian:( 1-800-932-0783 :بگيريد تماس شماره اين با رايگان کمک برای .کنيد دريافت خود زبان به را متن


 דעם באקומען אױך מעגליך קענט איר .לײענען העלפן אײך קען דו עמעצער ,ניט אױב ?דאָקומענט דאָזיקן דעם לײענען איר קענט
 )Yiddish( .(TTY: 711) 0783-932-800-1 קלינגט׃ ביטע ,הילף אומזיסטע פאר .שפּראך אײער אין דאָקומענט דאָזיקן
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Delta Dental 
One Delta Drive 


Mechanicsburg, PA 17055 


INTRODUCTION 
 
Delta Dental is pleased to welcome you to the group dental plan for BBL Construction Services, LLC.  
Our goal is to provide you with the highest quality dental care and to help you maintain good dental 
health.  We encourage you not to wait until you have a problem to see the dentist, but to see him/her 
on a regular basis. 
 
Using This Evidence of Coverage 
 
This Evidence of Coverage discloses the terms and conditions of your coverage and is designed to help 
you make the most of your dental plan.  It will help you understand how the plan works and how to 
obtain dental care.  Please read this booklet completely and carefully.  Keep in mind that YOU and 
YOUR mean the individuals who are covered.  WE, US and OUR always refer to Delta Dental.  In 
addition, please read the Definition of Terms section, which will explain any words that have special 
or technical meanings under the plan.  
 
The benefit explanations contained in this booklet are subject to all provisions of the Group Dental 
Service Contract on file with your employer, trust fund, or other entity (“Plan Administrator”) and do 
not modify the terms and conditions of that contract in any way, nor shall you accrue any rights 
because of any statement in or omission from this booklet. 
 
Contact Us 
 
If you have any questions about your coverage that are not answered here, please visit our web site 
at www.deltadentalins.com or call our Customer Service Center.  A Customer Service Center 
representative can answer questions you may have about obtaining dental care, help you locate a 
participating dentist, explain benefits, check the status of a claim, and assist you in filing a claim. 
 
Representatives are available by telephone Monday through Friday, 8:00 a.m. to 8:00 p.m. Eastern 
Time at (717) 766-8500 or toll-free at (800) 932-0783.  If you are hearing impaired, you may call our 
toll-free TTY/TDD number at (888) 373-3582.  You can also access Delta Dental’s automated 
information line at (800) 932-0783 to obtain information about enrollee eligibility and benefits, group 
benefits, or claim status.   
 
If you prefer to write Delta Dental with your question(s), please mail your inquiry to the following 
address:  
 
 
 
 
 
 
 
 
SELECTING YOUR DENTIST 
 
Free Choice of Dentist 
 
Delta Dental recognizes that many factors affect the choice of dentist and therefore supports your right 
to freedom of choice regarding your dentist.  This assures that you have full access to the dental 
treatment you need from the dental office of your choice.  You may see any licensed dentist for your 
covered treatment: 
 
 Delta Dental PPO Participating Dentist (“PPO”) 
 Delta Dental Premier Participating Dentist (“Premier”) 
 Non-Participating Dentist 
 
In addition, you may choose your own specialist, and you and your family members can see different 
dentists. 
 
Remember, you enjoy the greatest savings when you choose a PPO dentist.  To take full advantage 
of your benefits, we highly recommend you verify a dentist’s participation status within a Delta Dental 
network with your dental office before each appointment.  Review the section titled “How Claims Are 
Paid” for an explanation of Delta Dental payment procedures to understand the method of payments 
applicable to your dentist selection and how that may impact your out-of-pocket costs. 



http://www.deltadentalins.com/
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Referrals to Specialists 
 
Your dentist may refer you to another dentist for a consultation or specialized treatment or you may 
elect to see a specialist on your own.  If this is done, be sure that the dentist you are referred to is a 
participating dentist.  You can do this by simply asking the specialist when you make your 
appointment.  Visiting a dentist who has agreed to participate in the Delta Dental network can save 
you money, time, and the hassle of paperwork.  Remember, if the dentist is not a participating dentist, 
you may be required to pay all of the treatment cost at the time of service and submit a claim to Delta 
Dental for reimbursement. 
 
Locating a Delta Dental Participating Dentist 
 
There are several ways in which you can locate a participating dentist near you: 
 
 You may access information about the plan through our web site at www.deltadentalins.com.  This 


web site includes a dentist search function allowing you to locate Delta Dental participating 
dentists by location, specialty and network type; or 


 You may also call Delta Dental and one of our representatives will assist you.  He/she can provide 
you with information regarding a dentist’s membership status, specialty and office location.   


 
PLAN INFORMATION 
 
Benefit Summary Charts 
 
The services provided through the plan include all the benefits described in the Benefit Summary 
Charts on the following pages, with the exception of those items presented in the Limitations and 
Exclusions section.  The plan covers several categories of benefits when a licensed dentist provides the 
services and when they are within the standards of generally accepted dental practice.  To help you 
understand the types of procedures that are included in each of the categories of services, examples 
and descriptions are provided in the charts.  The enrollee’s share may be higher than the percentages 
listed in the charts, depending on the applicability of deductibles, maximums, the difference between 
the non-participating dentist’s fee and the PPO maximum plan allowance or charges for non-covered 
services.   
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The information in the following chart applies to services provided by Delta Dental PPO dentists 
only. 
 
Benefit Summary Chart  
 Paid by Paid By 
Category of Service Delta Dental Enrollee 
 
Diagnostic (deductible waived) 100%* 0% 


Periodic exams (twice per contract year) 
Bitewing x-rays (twice per contract year) 
Full-mouth x-ray (once per 3-year period) 
Palliative emergency treatment 
See note on additional benefits during pregnancy 


Preventive (deductible waived) 100%* 0% 
Prophylaxis (cleaning) (twice per contract year) 
Fluoride treatments (twice per contract year to age 19) 
Sealants (to age 14) 
Space maintainers (to age 14) 
See note on additional benefits during pregnancy 


Basic Restorative       80%* 20% 
Fillings (amalgam “silver” and composite “white” non-molar) 


Major Restorative       50%* 50% 
Single crowns, inlays, onlays 


Oral Surgery       80%* 20% 
Extraction and other oral surgery procedures, incl. pre- and post-operative care 


Endodontics       80%* 20% 
Root canal, pulpal therapy 


Surgical Periodontics       80%* 20% 
Surgical treatment of the gums and supporting structures of the teeth 


Non-Surgical Periodontics       80%* 20% 
Non-surgical treatment of the gums and supporting structures of the teeth 
See note on additional benefits during pregnancy 


Prosthodontics       50%* 50% 
Procedures for replacement of missing teeth by construction or repair of bridges 
and partial or complete dentures 


Orthodontics (deductible waived) 50%* 50% 
For eligible dependents to age 20 


General Anesthesia and IV Sedation 80%* 20% 
Covered when used in conjunction with covered oral surgical procedures and 
other selected endodontic and periodontic procedures  


Temporomandibular Joint Dysfunction (TMJ) 
Services relating to hinging joints of the jaw 50%* 50% 


Denture Repair & Relining       50%* 50% 
 
  Deductibles Maximums 


Individual (Contract year)       $  50.00 $1,500.00 
Family (Contract year)       $150.00 $   n/a 
Orthodontics (Lifetime)       $  n/a $   750.00 


* For Delta Dental PPO dentists, percentages are based on the PPO Allowed Amount, which is 
the lesser of the dentist’s submitted fee or the PPO Maximum Plan Allowance.   
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The information in the following chart applies to services provided by Delta Dental Premier 
dentists and Non-Participating dentists only. 
 
Benefit Summary Chart  
 Paid by Paid By 
Category of Service Delta Dental Enrollee 
 
Diagnostic (deductible waived) 100%* 0% 


Periodic exams (twice per contract year) 
Bitewing x-rays (twice per contract year) 
Full-mouth x-ray (once per 3-year period) 
Palliative emergency treatment 
See note on additional benefits during pregnancy 


Preventive (deductible waived) 100%* 0% 
Prophylaxis (cleaning) (twice per contract year) 
Fluoride treatments (twice per contract year to age 19) 
Sealants (to age 14) 
Space maintainers (to age 14) 
See note on additional benefits during pregnancy 


Basic Restorative       80%* 20% 
Fillings (amalgam “silver” and composite “white” non-molar) 


Major Restorative       50%* 50% 
Single crowns, inlays, onlays 


Oral Surgery       80%* 20% 
Extraction and other oral surgery procedures, incl. pre- and post-operative care 


Endodontics       80%* 20% 
Root canal, pulpal therapy 


Surgical Periodontics       80%* 20% 
Surgical treatment of the gums and supporting structures of the teeth 


Non-Surgical Periodontics       80%* 20% 
Non-surgical treatment of the gums and supporting structures of the teeth 
See note on additional benefits during pregnancy 


Prosthodontics       50%* 50% 
Procedures for replacement of missing teeth by construction or repair of bridges 
and partial or complete dentures 


Orthodontics (deductible waived) 50%* 50% 
For eligible dependents to age 20 


General Anesthesia and IV Sedation 80%* 20% 
Covered when used in conjunction with covered oral surgical procedures and 
other selected endodontic and periodontic procedures  


Temporomandibular Joint Dysfunction (TMJ) 
Services relating to hinging joints of the jaw 50%* 50% 


Denture Repair & Relining       50%* 50% 
 
  Deductibles Maximums 


Individual (Contract year)       $  50.00 $1,000.00 
Family (Contract year)       $150.00 $   n/a 
Orthodontics (Lifetime)       $  n/a $   750.00 


* For Delta Dental Premier dentists and Non-Participating dentists, percentages are based on the 
Premier Allowed Amount, which is the lesser of the dentist’s submitted fee or the Premier 
Maximum Plan Allowance.    
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Copayments 
 
The plan will pay a percentage of the applicable allowed amount (PPO allowed amount for PPO dentists 
or Premier allowed amount for Premier and Non-Participating dentists) for each covered service, subject 
to certain limitations, and you are responsible for paying the balance.  What you pay is called the 
copayment and is part of your out-of-pocket cost.  You pay this even after a deductible has been met. 
 
The amount of your copayment will depend on the type of service provided and the dentist providing 
the service (see section titled “Selecting Your Dentist”).  Dentists are required to collect your copayment 
for covered services. 
 
It is to your advantage to select PPO dentists because they have agreed to accept the PPO allowed 
amount as payment, which typically results in lower copayments charged to you.  Please read the 
sections titled “Selecting Your Dentist” and “How Claims Are Paid” for more information. 
 
Deductible  
 
Most dental plans have a specific dollar deductible.  The Benefit Summary Charts show the individual 
and family deductibles that apply, depending on the participation status of the dentist providing the 
services.  Deductibles apply to all benefits unless otherwise noted.  Each enrolled family member must 
pay the individual deductible amount each contract year to satisfy the plan deductible.  You pay this 
directly to your dentist for completed services.  The total deductible amount paid will not exceed the 
family deductible for all family members.   
 
Maximum Benefit  
 
Most dental programs have a maximum benefit.  This is the maximum dollar amount a dental plan will 
pay toward the cost of dental care.  The enrollee is personally responsible for paying costs above the 
maximum benefit.  The Benefit Summary Charts show the maximum benefit amount that applies, 
depending on the participation status of the dentist providing the services.  This is the maximum 
benefit amount that Delta Dental will pay for covered services per enrollee in a contract year. 
 
Note on Additional Benefits During Pregnancy 
 
When an Enrollee is pregnant, Delta Dental will pay for additional services to help improve the oral 
health of the Enrollee during the pregnancy.  The additional services while the Enrollee is covered 
under the Contract include: one (1) additional oral exam and either one (1) additional routine cleaning 
or one (1) additional periodontal scaling and root planing per quadrant.  Written confirmation of the 
pregnancy must be provided by the Enrollee or her dentist when the claim is submitted. 
 
Limitations and Exclusions 
 
Dental plans are designed to help with part of your dental expenses and may not always cover every 
dental need.  The typical program includes limitations and exclusions, meaning the program does not 
cover every aspect of dental care.  This can relate to the type of procedures or the number of visits.  
These limitations and exclusions are carefully detailed in this booklet and you should make yourself 
familiar with them.  Please read the Limitations and Exclusions section to help you understand the 
limitations and exclusions of this dental plan. 
 
HOW CLAIMS ARE PAID 
 
Payment by Delta Dental for any single procedure that is a covered service will be made upon 
completion of the procedure.  If an enrollee loses eligibility or the contract is terminated, Delta Dental 
will pay for any single procedure started while the contract was in effect or the enrollee was eligible.  
Payment for care is applied to the contract year deductible and maximum benefit based on the date of 
service.  After you have satisfied your deductible requirement, Delta Dental will provide payment for 
covered services at the percentage indicated in the Benefit Summary Chart, up to a maximum for each 
enrollee in a contract year.  
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Payment for Services — Delta Dental PPO Dentist 
 
Payment for covered services performed for you by a PPO dentist is calculated based on the PPO 
maximum plan allowance.  PPO dentists have agreed to accept a PPO maximum plan allowance as the 
full charge for covered services. 
 
Delta Dental calculates its share of the maximum plan allowance, or the dentist’s submitted fee, 
whichever is less, (“Delta Dental Payment”) using the applicable percentage from the Benefit Summary 
Chart and sends it directly to the PPO dentist who has submitted the claim.  Delta Dental advises you 
of any charges not payable by Delta Dental for which you are responsible (“Patient Payment”).  These 
charges are generally your share of the maximum plan allowance or submitted fee (copayment), the 
deductible, charges where the maximum benefit has been exceeded, and/or charges for non-covered 
services. 
 
Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 PPO Maximum Plan Allowance = $70 
 Delta Dental Payment (50% of PPO Max. Plan Allow.) = $35 
 Patient Payment = $35 
 
Payment for Services — Delta Dental Premier Dentist 
 
A Delta Dental Premier dentist is a participating dentist, but is not a Delta Dental PPO dentist.  
Premier dentists have not agreed to accept a PPO maximum plan allowance as full payment for 
services, but instead have agreed to accept a Premier maximum plan allowance.  Payment for covered 
services performed for you by a Premier dentist is calculated based on the Premier allowed amount, 
which is the lesser of the dentist’s submitted fee or the Premier maximum plan allowance.   
 
The portion of the Premier allowed amount payable by Delta Dental (“Delta Dental‘s Payment”) is 
limited to the applicable percentage shown in the Benefit Summary Chart.  Delta Dental’s Payment is 
sent directly to the Premier dentist who submitted the claim.  Delta Dental advises you of any charges 
not payable by Delta Dental for which you are responsible (“Enrollee’s Payment”).  These charges are 
generally your share of the Premier allowed amount, as well as any deductibles, charges where the 
maximum benefit has been exceeded, and/or charges for non-covered services. 
 
Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 Premier Maximum Plan Allowance = $80 
 Delta Dental’s Payment (50% of Premier Max. Plan Allow.) =  $40 
 Enrollee’s Payment = $40 
 
Payment for Services — Non-Participating Dentist 
 
Payment for services performed for you by a non-participating dentist is also calculated by Delta Dental 
based on the Premier allowed amount, which is the lesser of the dentist’s submitted fee or the Premier 
maximum plan allowance.  The portion of the Premier allowed amount payable by Delta Dental (“Delta 
Dental‘s Payment”) is limited to the applicable percentage shown in the Benefit Summary Chart.   
 
However, when dental services are received from a non-participating dentist, Delta Dental’s Payment is 
sent directly to the primary enrollee.  You are responsible for payment of the non-participating dentist’s 
total fee.  Non-participating dentists will bill you for their normal charges, which may be higher than 
the Premier allowed amount for the service.  You may be required to pay the dentist yourself and then 
submit a claim to Delta Dental for reimbursement.  Since the Delta Dental Payment for services you 
receive may be less than the non-participating dentist’s actual charges, your out-of-pocket cost may be 
significantly higher. 
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Example (assuming this is a procedure that is covered at a 50%/50% copayment level, the maximum 
benefit has not been exceeded and the deductible has been met): 
 
 Submitted Amount (Dentist Fee) = $100 
 Premier Maximum Plan Allowance = $80 
 Delta Dental’s Payment (50% of Premier Max. Plan Allow.) = $40 
 Enrollee’s Payment = $60 
 
Note:  The enrollee balance of $60 is the sum of the enrollee copayment (50% of the Premier Maximum 
Plan Allowance of $80, which is $40) and the difference between the Premier Maximum Plan Allowance 
and the Submitted Amount, which is $20. 
 
Orthodontic Payments 
 
Unless otherwise specified in the contract, Delta Dental will pay half of its orthodontic payment up 
front, at the time of banding.  (Delta Dental’s orthodontic payment is calculated in the same manner as 
the “Delta Dental Payment” in the above examples.)  The remaining half will be paid one year later.  If 
the treatment time is 12 months or less, Delta Dental’s orthodontic payment will be paid as a lump 
sum at the beginning of the orthodontic treatment.  If treatment began prior to the enrollee becoming 
eligible with Delta Dental, any payments made by a previous dental carrier will be applied to the 
enrollee’s lifetime orthodontic maximum. 
 
How to Submit a Claim 
 
Delta Dental does not require any special claim forms.  Most dental offices have standard claim forms 
available.  Participating dentists will fill out and submit your claims paperwork for you.  Some non-
participating dentists may also provide this service upon your request.  If you receive services from a 
non-participating dentist who does not provide this service, you can submit your own claim directly to 
Delta Dental.  For your convenience, you can print a claim form from our web site: 
www.deltadentalins.com.  Delta Dental shall not be obligated to pay claims submitted more than twelve 
(12) months after the date of the Service, unless it can be shown not to have been reasonably possible 
to submit the claim and the claim was submitted as soon as reasonably possible. 
 
Your dental office should be able to assist you in filling out the claim form.  Fill out the claim form 
completely and mail it to: 
 
 
 
 
 
 
 
 
 
Payment Guidelines 
 
Delta Dental does not pay participating dentists any incentive as an inducement to deny, reduce, limit 
or delay any appropriate service. 
 
If you or your dentist files a claim for services more than twelve (12) months after the date you received 
the services, payment may be denied.  If the services were received from a non-participating dentist, 
you are still responsible for the full cost.  If the payment is denied because your participating dentist 
failed to submit the claim on time, you may not be responsible for that payment.  However, if you did 
not tell your participating dentist that you were an enrollee of the plan at the time you received the 
service, you may be responsible for the cost of that service. 
 
We explain to all participating dentists how we determine or deny payment for services.  We describe in 
detail the dental procedures covered as benefits, the conditions under which coverage is provided and 
the program’s limitations and exclusions.  If any claims are not covered, or if limitations or exclusions 
apply to services you have received, you may be responsible for the full payment. 
 
If you have any questions about any dental charges, processing policies and/or how your claim is paid, 
contact Delta Dental. 
 
 


 


Delta Dental 
P.O. Box 2105 


Mechanicsburg, PA 17055-6999 



http://www.deltadentalins.com/
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Optional Treatment and Non-Covered Services 
 
You must pay for any non-covered or optional dental benefits that you choose to have done.  Refer to 
the Limitations and Exclusions section for information about excluded services and limitations. 
 
Often there are several approaches or different methods that a dentist may use to treat dental needs.  
This program is designed to cover dental treatment using standards of care consistent with the delivery 
of quality, affordable dental treatment to the enrollee.  If you request a treatment that is more costly 
than standard practice, you must pay for the charges in excess of the covered dental benefit. 
 
Example: If a metal filling would fix the tooth and you choose to have the tooth crowned, you are 
responsible for paying the difference between the cost of the crown and the cost of the filling.  You 
must pay this money directly to your dentist. 
 
Pre-Treatment Estimates 
 
If you and your dentist are unsure of your benefits for a specific course of treatment, or if treatment 
costs are expected to exceed $300, Delta Dental recommends that you ask for a pre-treatment 
estimate.  You should ask your dentist to submit the claim form in advance of performing the proposed 
services.  Pre-treatment estimate requests are not required but may be submitted for more complicated 
and expensive procedures such as crowns, wisdom tooth extractions, bridges, dentures, or periodontal 
surgery.  You’ll receive an estimate of your share of the cost and how much Delta Dental will pay before 
treatment begins.  Delta Dental will act promptly in returning a pre-treatment estimate to you and the 
attending dentist with non-binding verification of your current availability of benefits and applicable 
maximums.  The pre-treatment estimate is non-binding as the availability of benefits may change 
subsequent to the date of the estimate due to a change in eligibility status, exhaustion of applicable 
maximum benefit or application of frequency of procedure limitations. 
 
Other Health Insurance 
 
Be sure to advise your dentist of all programs under which you have dental coverage and have him or 
her complete the dual coverage portion of the claim form, so that you will receive all benefits to which 
you are entitled.  When you have coverage under more than one benefit program, the primary and 
secondary carriers coordinate the two programs, so that the primary carrier pays its portion first and 
then the secondary carrier pays its portion, not to exceed the dentist’s fees for the covered services.  
 
The following rules will be followed to establish the order of determining the liability of this or any other 
programs: 
 
1. The program covering the enrollee as an employee will determine its benefits before the program 


covering the enrollee as a dependent. 
 
2. The program covering the enrollee as a dependent of an employee whose birthday falls earlier in 


the calendar year will determine it benefits before the program covering the enrollee as a 
dependent of an employee whose birthday falls later in the calendar year.  If both employees 
have the same birthday, the program covering the employee for the longest period will be 
primary over the program covering the employee for the shorter period.  If the other program 
does not have the rule described in this paragraph, but instead has a rule based on gender of 
the employee, the rule of the other plan will determine the order of benefits. 


 
3. The program covering the enrollee having custody of the dependent will determine its benefits 


first; then the program of the spouse of the parent with custody of the dependent; and finally, 
the program of the parent not having custody of the dependent.  However, if the specific terms 
of a court order state that one of the parents is responsible for the health care expenses of the 
dependent, the benefits of that program are considered first.  The prior sentence will not apply 
with respect to any period during which any benefits are actually paid or provided before a 
program has actual knowledge of the court order. 


 
4. The program covering the enrollee as an employee or as a dependent of an employee will 


determine its benefits before one that covers the enrollee as a laid-off or retired employee or as 
the dependent of such person.  If the other plan does not have a rule concerning laid-off or 
retired employees, and as a result each plan determines its benefits after the other, then this 
paragraph will not apply. 
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5. If the other program does not have a rule establishing the same order of determining liability for 
benefits or is one which is “excess” or always “secondary,” Delta Dental will determine its 
benefits first.  If such determination indicates that Delta Dental should not have been the first 
program to determine its benefits, Delta Dental will be considered as not the first to determine 
its benefits. 


 
6. In situations not described in items 1 through 5, the program under which the enrollee has 


been enrolled for the longest period of time will determine its benefits first. 
 
When Delta Dental is the first to determine its benefits, benefits will be paid without regard to coverage 
under any other program.  When Delta Dental is not the first to determine its benefits, and there are 
remaining expenses of the type allowable under this program, Delta Dental will pay only the amount by 
which its benefits under this plan exceed the amount of benefits payable under the other program or 
the amount of such remaining expenses, whichever is less. 
 
ELIGIBILITY AND ENROLLMENT 
 
Eligibility Requirement 
 
You will become eligible to receive benefits on the date stated in the contract after completing any 
eligibility periods required by the group.  Under this dental plan, the eligibility requirement for new 
hires is the first of the month following the date of hire.  You may enroll for individual and family 
coverage. 
 
If your dependents are covered, they will be eligible when you are or as soon as they become 
dependents.  Dependents are your: 
 
 Spouse. 
 
 Married or unmarried children and/or dependent grandchildren until the end of the month of their 


26th birthday.  Such children include: (a) your biological child, (b) your legally adopted child 
(including a child living with the adopting parents and/or grandparents during the period of 
probation), (c) a child for whom you have legal guardianship or temporary guardianship of more 
than 12 months duration and for a shorter period if the guardianship is of a dependent minor and 
granted by testamentary, (d) a stepchild.  Documentation of the above must be furnished upon 
request by Delta Dental. 


 
 Married or unmarried children and/or dependent grandchildren of any age who are incapable of 


self-support by reason of mental or physical incapacity that occurred before the age of 26 (end of 
the month) and were covered prior to age 26 (end of the month).  The dependent child must also be 
chiefly dependent on you for support and maintenance, but is not required to reside with a parent 
or legal guardian who is a primary enrollee.  Eligibility of these dependent children and/or 
grandchildren will not be terminated while the contract remains in force and the dependent child 
and/or grandchild remains in such condition.  Proof of physical or mental disability must be 
furnished as required by Delta Dental. 


 
 Newborn children and/or dependent grandchildren of any primary enrollee for 31 days from: (a) the 


moment of birth, (b) the date of placement for adoption or upon placement in the foster home, or (c) 
the date of appointment for a minor for whom guardianship has been granted by court or 
testamentary appointment.  Proof of birth or adoption or foster home placement must be furnished 
upon request by Delta Dental.  In order for the coverage to continue beyond the 31-day period, you 
must notify the Plan administrator of the birth, adoption, placement in the foster home, or 
appointment of guardianship.    


 
Changes in Eligibility Status 
 
Changes in eligibility status (i.e. marriage, divorce, birth, etc.) must be reported to the Plan 
Administrator within 31 days following the event causing the change.  If you do not change coverage 
when first eligible, you may change later during a subsequent open enrollment period.  Changes 
become effective on the exact day of notification of the change. 
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Loss of Eligibility 
 
Your coverage ends on the last day of the month in which termination of employment occurs or 
immediately when this program ends.  Coverage for all dependents also ceases at that time, or when 
dependent status is lost.  Your dependent children and/or grandchildren will be disqualified for 
benefits when they reach the disqualifying age. 
 
COMPLAINTS, GRIEVANCES AND APPEALS 
 
Our commitment to you is to ensure quality throughout the entire treatment process: from the 
courtesy extended to you by our customer service representatives to the dental services provided by 
our participating dentists.  If you have questions about any services received, we recommend that you 
first discuss the matter with your dentist.  However, if you continue to have concerns, please call Delta 
Dental’s Customer Service Center. 
 
Delta Dental attempts to process all claims within 30 days.  If a claim will be delayed more than 30 
days, Delta Dental will notify the enrollee in writing within 30 days stating the reason for delay. 
 
Questions or complaints regarding eligibility, the denial of dental services or claims, the policies, 
procedures, or operations of Delta Dental, or the quality of dental services performed by the dentist 
may be directed in writing to Delta Dental or by calling Delta Dental at (717) 766-8500 or toll-free at 
(800) 932-0783.  You can also e-mail questions by accessing the “Contact Us” section of Delta Dental’s 
web site at www.deltadentalins.com. 
 
A grievance is a written expression of dissatisfaction with the provision of services or claims practices 
of Delta Dental.  When you write, please include the name of the enrollee, the primary enrollee’s name 
and enrollee ID, and your telephone number on all correspondence.  You should also include a copy of 
the claim form, Benefits Statement, Invoice or other relevant information. 
 
Appeals 
 
Any dissatisfaction with adjustments made or denials of payment should be brought to Delta Dental’s 
attention, and if unresolved to your satisfaction, to the Plan Administrator.  The Plan Administrator will 
advise you of your rights of appeal or other recourse. 
 
Appeals on claims denied must be submitted in writing.  For an explanation as to your rights of appeal, 
please refer to the Claims Denial Review Procedure that is furnished automatically without charge as a 
separate document that accompanies this booklet. 
 
Send your grievance, appeal, or claims review request to Delta Dental at the address shown 
below: 
 
 
 
 
 
 
 
GENERAL PROGRAM INFORMATION 
 
Proof of Claim 
 
Before approving a claim, Delta Dental will be entitled to receive, to such extent as may be lawful, from 
any attending or examining dentist, or from hospitals in which a dentist’s care is provided, such 
information and records relating to attendance to or examination of, or treatment provided to, an 
enrollee as may be required to administer the claim, or that an enrollee be examined by a dental 
consultant retained by Delta Dental, in or near the community or residence.  Delta Dental will in every 
case hold such information and records confidential. 
 
Physical Access 
 
Delta Dental has made efforts to ensure that our offices and the offices and facilities of participating 
dentists are accessible to the disabled.  If you are not able to locate an accessible dentist, please call 
our Customer Service Center and a representative will help you find an alternate dentist. 
 


 


Delta Dental 
One Delta Drive 


Mechanicsburg, PA 17055 



http://www.deltadentalins.com/
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Access for the Hearing Impaired 
 
The hearing impaired may contact the Customer Service Center through our toll-free TTY/TDD number 
at (888) 373-3582. 
 
Privacy 
 
Delta Dental values its relationship with you.  Protecting your personal information is of great 
importance to us.  Delta Dental will obtain from the enrollee only nonpublic information that relates to 
Delta Dental’s administration of the dental benefits we provide.  Information may include, but not be 
limited to name, address, social security number, enrollee ID, and date of birth.  We do not disclose 
any nonpublic personal information about you to any affiliated or nonaffiliated third parties except as 
is necessary in order to provide our service to you or as we are required or permitted by law.  Delta 
Dental maintains physical, electronic, and procedural security measures to safeguard your nonpublic 
personal information in our possession. 
 
Web Site Security 
 
Delta Dental employs security measures to control access to the eligibility and dental benefit 
information under our control.  Delta Dental uses industry standards, such as firewalls and Secure 
Socket Layers, to safeguard the confidentiality of personal enrollee information. 
 
There are areas of our web site that require a specific user ID and password for web site access.  In 
order to receive a user ID and password, Delta Dental requires enrollees to contractually agree to not 
provide information they may access to other individuals.  The user identification and password 
required for site access is internally validated to ensure this information cannot be viewed without 
proper authority and security authentication. 
 
ENROLLEE RIGHTS AND RESPONSIBILITIES 
 
We believe that you, as a Delta Dental enrollee, have the right to expect quality, affordable care that 
protects not only your dental health, but also your privacy and ability to make informed choices. We 
also believe that you have certain responsibilities to help protect these rights. 
 
The Right to Choose 
 
The Delta Dental system maintains some of the largest dentist networks in the industry — each with a 
full range of specialists — to give you the widest possible choice of dentists.  Dentists are never 
penalized for referring you to a specialist.  You can visit any dentist at any time, without prior 
notification or authorization from Delta Dental. 
 
The Right to Quality Assurance 
 
While we support the right of enrollees to choose their dentist, we recognize our responsibility to 
provide some assurances of quality care. 
 
Therefore, each dentist who has contracted with Delta Dental agrees to provide care that meets the 
standards of the dental profession.  Dentist contracts allow Delta Dental to audit dental offices in 
person — at random and for cause — to help ensure that these standards are met.  If you should ever 
receive substandard care from a Delta Dental dentist, Delta Dental will fully investigate the matter and 
can arrange for you to be reimbursed and/or retreated as needed. 
 
The Right to Affordability 
 
Delta Dental contracts with dentists to provide fair and reasonable compensation.  Those contracts 
also prohibit dentists from billing you for excess charges, “add-on” procedures that should already be 
included, or for any amount that is Delta Dental’s responsibility. 
 
Delta Dental benefit plans are designed to promote preventive care, avoiding dental disease before more 
costly treatment becomes necessary. 
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The Right to Full Disclosure 
 
You have the right to clear and complete information about your dental benefits, including treatment 
that is subject to limitations or not covered.  You are entitled to know what your share of costs will be 
before you receive treatment (“pre-treatment estimate”), and how your dentist is compensated by Delta 
Dental.  Delta Dental provides materials to explain these features to you. 
 
Delta Dental dentists are not subject to policies sometimes called “gag clauses.”  You are entitled to 
hear about all treatment options your dentist may recommend, whether covered or not, and to obtain a 
second opinion if you choose. 
 
The Right to Fair Review and Appeal 
 
Delta Dental supports your right, as well as your dentist’s, to a fair and prompt review of any of Delta 
Dental’s coverage decisions.  We maintain effective complaint resolution systems in the event of 
disagreement over coverage or concern about the quality of care.  
 
The Responsibility to Protect These Rights 
 
Protection of the rights described above is possible only with your cooperation. In order to ensure the 
continued enjoyment of these rights, you share: 
 
 The responsibility to participate in your own dental health — practicing personal dental hygiene 


and receiving regular professional care.  You should avoid substances and behaviors that could 
jeopardize your oral health, and should cooperate with your dentist on his or her recommended 
treatment plans. 


 
 The responsibility to become familiar with your coverage.  This includes meeting any financial 


obligation incurred as a result of treatment (including the appropriate copayments or deductibles 
required by the program). It means cooperation with Delta Dental policies designed to protect 
against health care fraud schemes by fellow enrollees or dentists.  It also means taking advantage 
of the information available on dental health and your dental program so that you can become a 
more informed consumer. 


 
LIMITATIONS AND EXCLUSIONS 
 
Excluded Benefits 
 
The plan covers a wide variety of dental care expenses, but there are some services for which we do not 
provide benefits.  It is important for you to know what these services are before you visit your dentist. 
 
The plan does not provide benefits for: 
 
1. Surgical procedures including but not limited to reduction of fractures, removal of tumors and 


removal of impacted teeth are subject to the provisions described in the Other Health 
Insurance section of this booklet. 


 
2. Treatment or materials with respect to skeletal malformation, except for treatment due to 


accidental injury to sound natural teeth within 12 months of the accident or treatment 
necessary due to congenital disease or anomaly, or treatment of enamel hypoplasia (lack of 
development), except that this exclusion shall not apply to covered dependent children or 
eligible newborn children so long as such dependent children continue to be eligible.  When 
services are not excluded under this provision as to these dependent children who continue to 
be eligible, other limitations and exclusions of this section shall specifically apply. 


 
3. Treatment that increases the vertical dimension of an occlusion, replaces tooth structure lost by 


attrition or erosion, or otherwise unless it is part of a treatment dentally necessary due to 
accident or injury. 


 
 
 
 
 
 







BBL Construction Services, LLC Dental Plan Evidence of Coverage 
 


EOC-NY-POS-06 13 


4. Treatment or materials primarily for cosmetic purposes including but not limited to treatment 
of fluorosis (a type of discoloration of the teeth) and porcelain or other veneers not for 
restorative purposes, except as part of a treatment dentally necessary due to accident or injury 
and except for reconstructive surgery necessary because of a congenital disease or anomaly of a 
covered dependent child which has resulted in a functional defect.  If services are not excluded 
as to particular teeth under this provision, cosmetic treatment of teeth adjacent or near the 
affected teeth are excluded. 


 
5. Treatment or materials for which the enrollee would have no legal obligation to pay. 
 
6. Services provided or materials furnished prior to the effective eligibility date of an enrollee 


under this plan, unless the treatment was a year in duration and completed after the enrollee 
became eligible if no other limitations shall apply. 


 
7. Periodontal splinting, equilibration, gnathological recordings and associated treatment and 


extra-oral grafts. 
 
8. Preventive plaque control programs, including oral hygiene instruction programs. 
 
9. Myofunctional therapy, unless covered by the exception in Item 2, above. 
 
10. Temporomandibular joint dysfunction treatment that is medical in nature. 
 
11. Prescription drugs including topically applied medication for treatment of periodontal disease, 


pre-medication, analgesias, separate charges for local anesthetics, general anesthesia except as 
a covered benefit in conjunction with a covered oral surgery procedure. 


 
12. Implants and related services, unless covered by the exception Item 2, above. 
 
13. Experimental procedures that have not been accepted by the American Dental Association. 
 
14. Services provided or material furnished after the termination date of coverage for which 


premium has been paid, as applicable to individual enrollees, except this shall not apply to 
services commenced while the plan was in effect or the enrollee was eligible. 


 
15. Charges for hospitalization or any other surgical treatment facility, including hospital visits. 
 
16. Dental practice administrative services including but not limited to, preparation of claims, any 


non-treatment phase of dentistry such as provision of an antiseptic environment, sterilization of 
equipment or infection control, or any ancillary materials used during the routine course of 
providing treatment such as cotton swabs, gauze, bibs, masks, or relaxation techniques such 
as music. 


 
17. Replacement of existing restorations for any purpose other than restoring active carious lesions 


or demonstrable breakdown of the restoration. 
 
Limitations 
 
Benefits to enrollees are limited as follows: 
 
Limitation on Optional Treatment Plan.  In all cases in which there are optional plans of treatment 
carrying different treatment costs, payment will be made only for the applicable percentage of the least 
costly course of treatment, so long as such treatment will restore the oral condition in a professionally 
accepted manner, with the balance of the treatment cost remaining the responsibility of the enrollee.  
Such optional treatment includes, but is not limited to, specialized techniques involving gold, precision 
partial attachments, overlays, implants, bridge attachments, precision dentures, personalization or 
characterization such as jewels or lettering, shoulders on crowns or other means of unbundling 
procedures into individual components not customarily performed alone in generally accepted dental 
practice. 
 
Limitation on Major Restorative Benefits.  If a tooth can be restored with amalgam, synthetic 
porcelain or plastic, but the enrollee and the dentist select another type of restoration, the obligation of 
Delta Dental shall be only to pay the applicable percentage of the fee appropriate to the least costly 
restorative procedure.  The balance of the treatment shall be considered a dental treatment excluded 
from coverage under this plan.   
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• Replacement of crowns, jackets, inlays and onlays shall be provided no more often than once in any 
five-year period and then only in the event that the existing crown, jacket, inlay or onlay is not 
satisfactory and cannot be made satisfactory.  The five-year period shall be measured from the date 
on which the restoration was last supplied, whether paid for under the provisions of this plan, 
under any prior dental care contract, or by the enrollee. 


 
Limitation on Prosthodontic Benefits.  Replacement of an existing denture will be made only if it is 
unsatisfactory and cannot be made satisfactory.  Services, including denture repair and relining, which 
are necessary to make such appliances fit will be provided as outlined in the section “Covered 
Benefits.”  Prosthodontic appliances and abutment crowns will be replaced only after five years has 
elapsed following any prior provision of such appliances and abutment crowns under any plan 
procedure. 
 
Limitation on Orthodontic Benefits.  Orthodontic benefits are limited to devices and procedures for 
the correction of malposed teeth of dependents up to age 20, through the completion of the procedures; 
or to the date coverage terminates, which ever occurs first.  The obligation of Delta Dental to make 
monthly or other periodic payments for orthodontic treatment will cease upon termination of treatment 
for any reason, prior to completion of the procedure.  Delta Dental will not make any payment for 
repair or replacement of orthodontic appliances. 
 
Limitation on Periodontal Surgery.  Benefits for periodontal surgery in the same quadrant are 
limited to once in any five-year period.  The five-year period shall be measured from the date on which 
the last periodontal surgery was performed in that quadrant, whether paid for under the provisions of 
this plan, under any prior dental contract, or by the enrollee. 
 
Limitation on Sealants.  Treatment with sealants as a covered Service is limited to applications to 
eight posterior teeth.  Applications to deciduous teeth or teeth with caries are not covered 
Services.  Sealants will be replaced only after three (3) years have elapsed following any prior provision 
of such materials. 
 
Limitation on Occlusal Restorations.  Single-surface occlusal restorations of a tooth to which a 
sealant has been applied within twelve months, and two or three surface restorations within six 
months, which include occlusal surfaces on which sealants have been placed are not covered 
Services.  If a single-surface occlusal restoration is performed on a tooth from twelve to thirty-six 
months after a sealant has been applied to that tooth, the obligation of Delta Dental shall be only to 
pay the fee appropriate to the restoration in excess of the fee paid for the application of the sealant. 
 
DEFINITION OF TERMS 
 
The following are definitions of words that have special or technical meanings under the plan. 
 
Attending Dentist Statement: The written report of a series of procedures recommended for the 
treatment of a specific dental disease, defect or injury, prepared for an enrollee by a dentist as a result 
of an examination made by such dentist. 
 
Benefits Statement: The statement you receive after a claim is processed, detailing how your claim 
payment was calculated including the procedures and fees submitted and the amount for which you 
are responsible. 
 
Calendar Year: The time period beginning on January 1st and ending on December 31st. 
 
Claim Form: A written or electronically submitted document to request payment for completed dental 
treatment or to request a pre-treatment estimate for proposed dental treatment.  The claim form is also 
sometimes called an Attending Dentist’s Statement. 
 
Company: The employer, union or other organization or group contracting to obtain benefits. 
 
Contract: The written agreement between Delta Dental and BBL Construction Services, LLC to provide 
dental benefits.  The contract, together with this Evidence of Coverage, forms the terms and conditions 
of benefits available to you under the dental plan. 
 
Contract Year: The 12-month period beginning on the effective date and each yearly period thereafter. 
 
Copayment: Your share of the cost of a covered service, usually expressed as a percentage of the 
applicable allowed amount. 
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Deductible: The dollar amount enrollees must pay toward completed treatment before Delta Dental’s 
payment is applied to those services in a given period. 
 
Delta Dental PPO with Point of Service (POS) Option: A dental care program under which all fees 
paid by Delta Dental for covered services provided by a PPO dentist shall be based on the PPO allowed 
amount, subject to any applicable copayments, deductibles and maximums.  All fees paid by Delta 
Dental for services provided by a Premier dentist who is not a PPO dentist or by a Non-Participating 
dentist shall be based on the Premier allowed amount. 
 
Delta Dental PPO (“PPO”) Dentist: A participating dentist who is a member of the Delta Dental PPO 
dentist network. 
 
Delta Dental Premier (“Premier”) Dentist: A participating dentist who is a member of the Delta 
Dental Premier dentist network.  
 
Delta Dental PPO (“PPO”) Maximum Plan Allowance: The maximum amount payable by Delta Dental 
for a covered dental service if the subscriber is enrolled in a PPO program.  Delta Dental establishes 
the maximum plan allowance for each procedure through a review of proprietary filed fee data and 
actual submitted claims.  Maximum plan allowances are typically set annually to reflect charges based 
on actual submitted claims from dentists in the same geographical area with similar professional 
standing.  The subscriber’s financial obligation beyond the maximum plan allowance is determined by 
any maximums, deductible and co-payment amounts. 
 
Delta Dental Premier (“Premier”) Maximum Plan Allowance: The maximum amount payable by 
Delta Dental for a covered dental service if the subscriber is enrolled in a Premier program.  Delta 
Dental establishes the maximum plan allowance for each procedure through a review of proprietary 
filed fee data and actual submitted claims.  Maximum plan allowances are typically set annually to 
reflect charges based on actual submitted claims from dentists in the same geographical area with 
similar professional standing.  The enrollee’s financial obligation beyond the maximum plan allowance 
is determined by any maximums, deductible and copayment amounts. 
 
Dependent: Eligible family members as defined in the Eligibility and Enrollment section of this 
Evidence of Coverage. 
 
Effective Date: The date the dental program begins.  This date is given on the front cover of this 
Evidence of Coverage. 
 
Employee: An employee of the company who meets the eligibility requirements, accepted by Delta 
Dental, for enrollment under the contract, and who is so specified for enrollment. 
 
Enrollee: Collectively, the primary enrollee and all enrolled dependents. 
 
Exclusions: Services that are not covered under this dental plan. 
 
Family: The primary enrollee and all enrolled dependents of the primary enrollee. 
 
Limitations: The number of services allowed, frequency of services allowed, and the most affordable 
dentally appropriate service. 
 
Maximum Benefit: The total maximum dollar amount Delta Dental will pay toward the cost of covered 
dental care incurred by an individual enrollee in a given period. 
 
Network: A collective expression for all participating dentists who have contracted with Delta Dental to 
offer services to enrollees and who have agreed to abide by certain administrative guidelines. 
 
Non-Participating Dentist: A dentist who has not contracted with Delta Dental and who is not 
contractually bound to abide by Delta Dental’s administrative guidelines. 
 
Out-of-Pocket Costs: The portion of dental fees that you pay.  Out-of-pocket costs include your 
deductible, copayment, any amount exceeding the maximum benefit amount, and services not covered 
by the dental plan. 
 
Participating Dentist: A dentist who contracts with Delta Dental and agrees to abide by certain 
administrative guidelines.  
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PPO Allowed Amount: For covered services, the PPO allowed amount under this plan is the lesser of 
the dentist’s submitted fee or the PPO maximum plan allowance.  For non-covered services, the PPO 
allowed amount is zero. 
 
Premier Allowed Amount: For covered services, the Premier allowed amount under this plan is the 
lesser of the dentist’s submitted fee or the Premier maximum plan allowance.  For non-covered 
services, the Premier allowed amount is zero. 
 
Pre-Treatment Estimate: A pre-treatment estimate gives a non-binding estimate of how much of a 
proposed treatment plan will be covered under an enrollee’s dental program and what the enrollee’s 
out-of-pocket cost will be. 
 
Primary Enrollee: An employee who is enrolled in this dental plan. 
 
Services: Treatment performed by a dentist or under his/her supervision and direction and when 
necessary, customary and reasonable, as determined by Delta Dental, using standards of generally 
accepted dental practice. 
 
Single Procedure: A dental procedure to which a separate procedure number is assigned by Delta 
Dental. 
 
Submitted Amount: The amount the dental office actually submits on the claim form.  This is the fee 
normally charged by the dentist for services provided to all enrollees, regardless of insurance coverage. 
 
Treatment: A caring for or dealing with an oral condition. 
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APPENDIX A 
 
(1)  Denial of payment based upon lack of coverage of benefit under the Contract or 
Enrollee’s eligibility status i.e., claim benefit determinations that are not considered 
Utilization Review under Article 49 of the New York Insurance Law.  
 
If a post-service claim1 is denied in whole or in part, Delta Dental shall notify the Enrollee 
and the attending dentist of the denial in writing within thirty (30) days after the claim is 
filed, unless special circumstances require an extension of time, not exceeding fifteen (15) 
days, for processing.  If there is an extension, the Enrollee and the attending dentist shall be 
notified of the extension and the reason for the extension within the original thirty (30) day 
period.  If an extension is necessary because either the Enrollee or the attending dentist did 
not submit the information necessary to decide the claim, the notice of extension shall 
specifically describe the required information.  The Enrollee or the attending dentist shall 
be afforded at least forty-five (45) days from receipt of the notice within which to provide 
the specific information.  The extension period (15 days) – within which a decision must be 
made by Delta Dental – will begin to run from the date on which the Enrollee’s response is 
received by the plan (without regard to whether all of the requested information is 
provided) or, if earlier, the due date established by the plan for furnishing the requested 
information (at least 45 days). 
 
The notice of denial shall explain the specific reason or reasons why the claim was denied 
in whole or in part, including a specific reference to the pertinent Contract provisions on 
which the denial is based, a description of any additional material or information necessary 
for the Enrollee to perfect the claim and an explanation as to why such information is 
necessary.  The notice of denial shall also contain an explanation of Delta Dental’s claim 
review and appeal process and the time limits applicable to such process, including a 
statement of the Enrollee’s right to bring a civil action under ERISA upon completion of 
Delta Dental’s second level of review.  The notice shall refer to any internal rule, guideline, 
and protocol that was relied upon (and that a copy will be provided free of charge upon 
request).  
 
If the Enrollee or the attending dentist wants the denial of benefits reviewed, the Enrollee or 
the attending dentist must write to Delta Dental within one hundred eighty (180) days of the 
date on the denial letter.  In the letter, the Enrollee or attending dentist should state why the 
claim should not have been denied.  Also any other documents, data, information or 
comments which are thought to have bearing on the claim including the denial notice, 
should accompany the request for review.  The Enrollee or the attending dentist is entitled 
to receive upon request and free of charge reasonable access to and copies of all documents, 
records, and other information relevant to the denied claim.  The review will take into 
account all comments, documents, records, or other information, regardless of whether such 
information was submitted or considered in the initial benefit determination. 


                                                 
1 Delta Dental does not condition receipt of a benefit, in whole or in part, on approval of the benefit in 
advance of obtaining dental care. Additionally, Delta Dental does not conduct concurrent review relating to 
continued or extended health care services, or additional services for an insured undergoing a course of 
continued treatment.  
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The review shall be conducted on behalf of Delta Dental by a person who is neither the 
individual who made the claim denial that is the subject of the review, nor the subordinate 
of such individual.  If the review is of a claim denial based in whole or in part on a clinical 
judgment in applying the terms of the Contract, Delta Dental shall consult with a dentist 
who has appropriate training and experience in the pertinent field of dentistry and who is 
neither the Delta Dental dental consultant who made the claim denial nor the subordinate of 
such consultant.  The identity of the Delta Dental dental consultant whose advice was 
obtained in connection with the denial of the claim whether or not the advice was relied 
upon in making the benefit determination is also available to the Enrollee or the attending 
dentist upon request.  In making the review, Delta Dental will not afford deference to the 
initial adverse benefit determination.  
 
If after review, Delta Dental continues to deny the claim, Delta Dental shall notify the 
Enrollee and the attending dentist in writing of the decision on the request for review within 
thirty (30) days of the date the request is received.  Delta Dental shall send to the Enrollee 
or attending dentist a notice, which contains the specific reason or reasons for the adverse 
determination and reference to the specific Contract provisions on which the benefit 
determination is based.  The notice shall state that the Enrollee is entitled to receive, upon 
request and free of charge, reasonable access to, and copies of all documents, records and 
other information relevant to the Enrollee’s claim for benefits.  The notice shall refer to any 
internal rule, guideline, and protocol that was relied upon (and that a copy will be provided 
free of charge upon request).  The notice shall state that if the claim denial is based on lack 
of dental necessity, experimental treatment or a clinical judgment in applying the terms of 
the Contract, an explanation is available free of charge upon request by either the Enrollee 
or the attending dentist.  The notice shall also state that the Enrollee has a right to bring an 
action under ERISA upon completion of Delta Dental’s second level of review, and shall 
state:  “You and your plan may have other voluntary alternative dispute resolution options, 
such as mediation.  One way to find out what may be available is to contact your local U.S. 
Department of Labor Office and your State insurance regulatory agency.”  
 
If in the opinion of the Enrollee or attending dentist, the matter warrants further 
consideration, the Enrollee or the attending dentist should advise Delta Dental in writing as 
soon as possible.  The matter shall then be immediately referred to Delta’s Dental Affairs 
Committee.  This stage can include a clinical examination, if not done previously, and a 
hearing before Delta’s Dental Affairs Committee if requested by the Enrollee or the 
attending dentist.  The Dental Affairs Committee will render a decision within thirty (30) 
days of the request for further consideration. The decision of the Dental Affairs Committee 
shall be final insofar as Delta Dental is concerned.  Recourse thereafter would be to the 
state regulatory agency, a designated state administrative review board, or to the courts with 
an ERISA or other civil action.  
 
(2) Denial of a covered benefit where the service is not dentally necessary, appropriate or 
efficient, i.e., claim benefit determinations that are considered Utilization Review under Article 49 
of the New York Insurance Law. 


 
See Attachment One.  
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ATTACHMENT ONE 
 
 


DELTA DENTAL OF NEW YORK’S UTILIZATION REVIEW AND  
INTERNAL APPEALS PROCEDURES 


 
 
I. Definitions 
 
 A. Adverse Determination shall mean a determination by a Utilization Review 


Agent that an admission, extension of stay, or other health care service, upon 
review based on the information provided, is not medically necessary.  


 
 B. Appeal Determination shall mean a determination by Delta Dental of New 


York’s Dental Affairs Committee that a health care service, upon review 
based on the information provided, is not medically necessary. 


 
 C. Clinical Peer Reviewer shall mean a physician who possesses a current and 


valid non-restricted license to practice medicine or a health care professional 
other than a licensed physician who:  (1) where applicable, possesses a 
current and valid non-restricted license, certificate or registration or, where 
no provision for a license, certificate or registration exists, is credentialed by 
the national accrediting body appropriate to the profession, and (2) is in the 
same profession and same or similar specialty as the Health Care Provider 
who typically manages the medical condition or disease or provides the 
Health Care Service or treatment under review.  


 
 D. Clinical Standards shall mean those guidelines and standards set forth in the 


Utilization Review Plan by the Utilization Review Agent whose Adverse 
Determination is under appeal. 


 
 E. Enrollee shall mean a person subject to Utilization Review. 
 
 F. External Appeal shall mean an appeal conducted by an External Appeal 


Agent pursuant to Section 4914 of the New York Insurance Law. 
 
 G. External Appeal Agent shall mean an entity certified by the superintendent 


pursuant to Section 4911 of the New York Insurance Law. 
 
 H. Final Adverse Determination shall mean an Adverse Determination which 


has been upheld by a Utilization Review Agent with respect to a proposed 
Health Care Service following a standard appeal, or an expedited appeal 
where applicable, pursuant to Section 4904 of the New York Insurance Law. 


 







Delta Dental of New York, Inc. - Utilization Review and Internal Appeals Procedures 
Page 2 


NY-AP-AT-03 


 I. Health Care Provider shall mean a Health Care Service or a facility licensed 
pursuant to Article 28, 36, or 47 of the Public Health Law or a facility 
licensed pursuant to Article 19, 23, 31, or 32 of the Mental Hygiene Law. 


 
 J. Health Care Service shall mean:  (1) for purposes of appeals requested 


pursuant to Paragraph two of Subsection b of Section 4910 of Title 2 the 
New York Insurance Law, Health Care Service shall mean experimental or 
investigational procedures, treatments or services, including services 
provided within a clinical trial, and the provision of a pharmaceutical 
product pursuant to prescription by the patient's attending physician for a use 
other than those uses for which such pharmaceutical product has been 
approved for marketing by the Federal Food and Drug Administration to the 
extent that coverage for such service is prohibited by law from being 
excluded under the plan, or (2) in all other cases, health care procedures, 
treatments or services provided by a facility licensed pursuant to Article 28, 
36, 44, or 47 of the Public Health Law pursuant to Article 19, 23, 31, or 32 
of the Mental Hygiene Law, or provided by a health care professional, and 
the provision of pharmaceutical products or services or durable medical 
equipment. 


 
 K. Utilization Review shall mean the review to determine whether a Health 


Care Service that has been provided is being provided or is proposed to be 
provided to a patient, whether undertaken prior to, concurrent with or 
subsequent to the delivery of such service, is medically necessary.  None of 
the following shall be considered Utilization Review:  (1) denials based on 
failure to obtain a Health Care Service from a designated or approved Health 
Care Provider as required under a contract, (2) where any determination is 
rendered pursuant to Subdivision 3(a) of Section 2807(c) of the Public 
Health Law, (3) the review of the appropriateness of the application of a 
particular coding to a patient, including the assignment of diagnosis and 
procedure, (4) any issues relating to the determination of the amount or 
extent of payment other than determinations to deny payment based on an 
Adverse Determination, and (5) any determination of any coverage issues 
other than whether a Health Care Service is or was medically necessary. 


 
 L. Utilization Review Agent shall mean any insurer subject to Article 32 or 43 


of the New York Insurance Law performing Utilization Review and any 
independent Utilization Review Agent performing Utilization Review under 
contract with such insurer. 


 
 M. Utilization Review Plan shall mean:  (1) a description of the process for 


developing the written clinical review criteria, (2) a description of the types 
of written clinical information which the plan might consider in its clinical 
review, including but not limited to a set of specific written clinical review 
criteria, (3) a description of practice guidelines and standards used by a 
Utilization Review Agent in carrying out a determination of medical 
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necessity, (4) the procedures for scheduled review and evaluation of the 
written clinical review criteria, and (5) a description of the qualifications and 
experience of the health care professionals who developed the criteria, who 
are responsible for periodic evaluation of the criteria and of the health care 
professionals or others who use the written clinical review criteria in the 
process of Utilization Review. 


 
 


II. Standard Claims & Appeals Procedure  
 


A. Claims for Benefits:  In the case of a post-service claim2 which has 
been denied on the basis that such service was not dentally necessary, 
Delta Dental shall notify the Enrollee and the attending dentist of its 
Adverse Determination in writing within a reasonable period of time, 
but not later than thirty (30) days after the claim is filed.  However, 
this period may be extended one time by Delta Dental for up to fifteen 
(15) days, if necessary due to the failure of the Enrollee to submit the 
information necessary to decide the claim. If there is an extension, the 
Enrollee and the attending dentist shall be notified of the extension and 
the reason for the extension within the original thirty (30) day period. 
The notice of extension shall specifically describe the required 
information, and the Enrollee or the attending dentist shall be afforded 
at least forty-five (45) days from receipt of the notice within which to 
provide the specific information. The extension period (15 days) – 
within which a decision must be made by Delta Dental – will begin to 
run from the date on which the Enrollee’s response is received by the 
plan (without regard to whether all of the requested information is 
provided) or, if earlier, the due date established by the plan for 
furnishing the requested information (at least 45 days). 


 
B. Reconsideration of Adverse Determination:  In the event the 


Utilization Review of a claim results in an Adverse Determination, and 
this determination was made without attempting to discuss such matter 
with the attending dentist who specifically recommended the health 
care service, procedure or treatment, the attending dentist shall have 
the opportunity to request a reconsideration of the Adverse 
Determination.  Such reconsideration shall be conducted by the 
attending dentist and the Clinical Peer Reviewer making the initial 
determination or a designated Clinical Peer Reviewer if the original 
Clinical Peer Reviewer cannot be available. If the Adverse 


                                                 
2 Delta Dental does not condition receipt of a benefit, in whole or in part, on approval of the benefit in 
advance of obtaining dental care. Additionally, Delta Dental does not conduct concurrent review relating to 
continued or extended health care services, or additional services for an insured undergoing a course of 
continued treatment. 
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Determination is upheld after reconsideration, Delta Dental shall 
notify the Enrollee of the Adverse Determination as provided below in 
Section III(A). 


 
C. Informal Inquiry Option:  If a claim is denied in whole or in part, an 


Enrollee may make an informal inquiry regarding general program and 
eligibility questions by contacting Delta Dental via its toll-free number at 
1-800-932-0783.  Every caller has access to a supervisor if dissatisfied 
with the response.   


 
D. Non-emergency Appeals of Adverse Determination:  In lieu of making 


an informal inquiry, an Enrollee or his or her attending dentist may 
choose to appeal the Adverse Determination.  The Enrollee may do so 
within one hundred eighty (180) days, either by writing to Delta Dental 
or by calling Delta Dental at its toll-free number. Written 
acknowledgement of the filing of the appeal to the appealing party will 
be provided to the Enrollee and the attending dentist within fifteen (15) 
days of the filing of the appeal.  The letter or oral request for appeal 
should state why the claim should not have been denied.  Also any 
other documents, data, information or comments which are thought to 
have bearing on the claim including the denial notice, should 
accompany the request for review.  Both the Enrollee and the attending 
dentist are entitled to receive upon request and free of charge 
reasonable access to and copies of all documents, records, and other 
information relevant to the denied claim. 


 
E. Notification of Information Necessary to Conduct the Appeal:  If Delta 


Dental requires information necessary to conduct a standard internal 
appeal, Delta Dental shall notify the Enrollee and the attending dentist, in 
writing within fifteen (15) days of receipt of the appeal, to identify and 
request the necessary information.  In the event that only a portion of 
such necessary information is received, Delta Dental shall request the 
missing information, in writing, within five (5) business days of receipt 
of the partial information. 


 
F. The Review:  The review shall be conducted for Delta Dental by a 


Clinical Peer Reviewer who is neither the Clinical Peer Reviewer who 
made the claim denial that is the subject of the review, nor the 
subordinate of such individual.  The review will take into account all 
comments, documents, records, or other information, regardless of 
whether such information was submitted or considered in the initial 
benefit determination.  If the review is of a claim denial based in 
whole or in part on a lack of dental necessity, experimental treatment, 
or a clinical judgment in applying the terms of the Contract, Delta 
Dental shall consult with a dentist who has appropriate training and 
experience in the pertinent field of dentistry and who is neither the 
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Delta Dental dental consultant who made the claim denial nor the 
subordinate of such consultant. The identity of the Delta Dental dental 
consultant whose advice was obtained in connection with the denial of 
the claim whether or not the advice was relied upon in making the 
benefit determination is also available on request.  In making the 
review, Delta Dental will not afford deference to the initial Adverse 
Determination. A clinical examination at Delta Dental's cost may be 
implemented, along with discussion among dentist consultants.  At this 
point, the Enrollee may also request a hearing.   


 
G. Final Adverse Determination:  Delta Dental shall make a Final 


Adverse Determination within thirty (30) days of the date the request 
for appeal is received. Delta Dental shall advise the Enrollee and the 
attending dentist of the Appeal Determination within two (2) days of 
the rendering of such determination. Notification of the Final Adverse 
Determination will be provided in accordance with Section III(B) 
below.  


 
H. Appeal to Delta’s Dental Affairs Committee:  If in the opinion of the 


Enrollee or the attending dentist the matter warrants further 
consideration and the Enrollee chooses not to file an External Appeal 
pursuant to Section 4914 of the New York Insurance Article, the 
Enrollee or attending dentist should advise Delta Dental in writing as 
soon as possible.  The matter shall be immediately referred to Delta’s 
Dental Affairs Committee. Delta's Dental Affairs Committee, which 
contains at least one licensed dentist, will review the claim and either 
approve payment for the dental service or issue an Adverse 
Determination.  If the Dental Affairs Committee requires information 
necessary to conduct the Internal Appeal, Delta Dental shall notify the 
Enrollee or attending dentist, in writing within fifteen (15) days of 
receipt of the appeal, to identify and request the necessary information.  
In the event that only a portion of such necessary information is received, 
Delta Dental shall request the missing information, in writing, within 
five (5) business days of receipt of the partial information. This stage 
can include a clinical examination, if not done previously, and a 
hearing before the Dental Affairs Committee if requested. The Dental 
Affairs Committee will render a decision within thirty (30) days of the 
request for further consideration. The decision of the Dental Affairs 
Committee shall be final insofar as Delta Dental is concerned.  
Recourse thereafter would be to the courts with an ERISA or other 
civil action or the filing of an External Appeal pursuant to Section 
4914 of the New York Insurance Article, if the time period for doing so 
had not previously expired.  
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III. Distribution of Information to Enrollees/Attending Dentists Upon Entry of 
Adverse Determination  


 
A. Content of Notification of Adverse Determination (See Exhibit A, 


attached hereto).  A notice of an initial Adverse Determination will 
include:  


1. The specific reason or reasons for the Adverse 
Determination including the clinical rationale, if any;  


 
2. Reference to the specific plan provisions on which the 


Adverse Determination is based;   
 


3. Instructions on how to initiate standard and expedited 
appeals including a description of the Delta Dental's review 
procedures and the time limits applicable to such 
procedures and a statement of the Enrollee's right to bring a 
civil action under Section 502(a) of ERISA upon 
completion of the second level of review of Delta Dental’s 
Internal Appeals Procedure;  


 
4. Instructions on how to initiate an External Appeal pursuant 


to Section 4914 of the New York Insurance Law;  
 


5. If an internal rule, guideline, protocol, or other similar 
criterion was relied upon in making the Adverse 
Determination, a statement that a copy of such will be 
provided free of charge upon request;   


 
6. If the Adverse Determination is based on dental necessity 


or experimental treatment or similar exclusion or limit, a 
statement that an explanation applying the terms of the plan 
to the Enrollee’s medical circumstances is available upon 
request;  


 
7. A description of any additional material or information 


necessary for the claimant to perfect the claim and an 
explanation of why such material or information is 
necessary.  
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B. Content of Notification of Adverse Determination on Review i.e., “Final 
Adverse Determination.”(See Exhibit B, attached hereto). If after the 
claim is reviewed, Delta Dental continues to deny the claim, Delta 
Dental shall send the Enrollee/attending dentist a notice, which 
contains:   
 


1. A clear statement describing the basis and clinical rationale 
for the denial as applicable to the insured including the 
specific reason or reasons for the determination, reference 
to the specific plan provisions upon which the Adverse 
Determination is based; 


 
2. A clear statement that the notice constitutes the Final 


Adverse Determination;  
 
3. The insured’s coverage type;   


 
4. The name and full address of Delta Dental’s Utilization 


Review Agent;   
 


5. Delta Dental’s contact person and his or her telephone 
number;   


 
6. A description of the health care service that was denied, 


including the dates of the service, the name of the facility 
and/or physician proposed to provide the treatment and the 
developer/manufacturer of the health care service;   


 
7. A statement that the Enrollee and the attending dentist may 


be eligible for an External Appeal and the time frames for 
requesting an appeal;  


 
8. A clear statement written in bolded text that the forty-five 


(45) day time frame for requesting an External Appeal 
begins upon receipt of the Final Adverse Determination of 
the first level appeal, regardless of whether or not a second 
level appeal is requested, and that by choosing the request a 
second level internal appeal, the time may expire for the 
Enrollee to request an External Appeal; 


 
9. A copy of the standard description of the External Appeal 


process as developed jointly by the superintendent and 
commission, including a form and instructions for 
requesting an External Appeal;3   


                                                 
3 Such information will also be provided by Delta Dental within three business days of a request by an 
Enrollee or an Enrollee’s designee.  
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10. A statement that the Enrollee is entitled to receive, upon 


request and free of charge, reasonable access to, and copies 
of, all documents, records, and other information relevant 
to the claimant's claim for benefits;  


 
11. A statement that when the Enrollee completes the second 


level of Delta Dental’s Internal Appeals Procedure, the 
Enrollee will then have a right to bring an action under 
Section 502(a) of ERISA; 


 
12. If an internal rule, guideline, protocol, or other similar 


criterion was relied upon in making the Adverse 
Determination, a statement that a copy of such will be 
provided free of charge upon request;   


 
13. If the Adverse Determination is based on a medical 


necessity or experimental treatment or similar exclusion or 
limit, a statement that an explanation applying the terms of 
the plan to the Enrollee’s medical circumstances is 
available upon request; 


 
14. The following statement:  “You and your plan may have 


other voluntary alternative dispute resolution options, such 
as mediation.  One way to find out what may be available is 
to contact your local U.S. Department of Labor Office and 
your State insurance regulatory agency.”  


 
 


IV.  Cooperation with the External Appeal Agent 
 


Delta Dental will facilitate the prompt completion of External Appeal requests 
by: 


 
A. Transmitting the Enrollee's dental and treatment records pursuant to an 


appropriately completed release or release signed by the Enrollee or by a 
person authorized pursuant to law to consent to health care for the 
Enrollee and, in the case of dental necessity appeals, transmit the clinical 
standards used to determine medical necessity for the Health Care 
Service within three (3) business days of receiving notification regarding 
the identity and address of the certified External Appeal Agent to which 
the subject appeal is assigned. 
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B. Providing information requested by the assigned certified External 
Appeal Agent as soon as is reasonably possible, but in no event shall 
Delta Dental take longer than two (2) business days to provide the 
requested information. 


 
C. Providing the form and instructions, developed jointly by the 


superintendent and commissioner, for the attending dentist to request an 
External Appeal in connection with a retrospective adverse utilization 
review determination under Section 4904 of the Insurance Law, within 
three (3) business days of an attending dentist’s request for a copy of the 
form.  


 
D. In the event that an Adverse Determination is overturned on External 


Appeal, or in the event that Delta Dental reverses a denial which is the 
subject of an External Appeal, Delta Dental shall make payment for the 
Health Care Service which is the basis of the External Appeal to the 
Enrollee. 


 
E. No fee will be charged by Delta Dental to an Enrollee for an External 


Appeal. 
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NOTICE OF ADVERSE DETERMINATION 
 
This notice, provided to you pursuant to the requirements of Article 49 of the New York 
Insurance Law and the United States Department of Labor Claims Procedure Regulations 
constitutes an Adverse Determination of your claim.  
 
 


Reasons for the Determination 
 
The NOTICE OF PAYMENT OR ACTION attached hereto outlines the specific 
reason(s) and the specific plan provision(s) on which the determination was based.   
 
 


Availability of Clinical Review Criteria Relied Upon to Make this Determination 
 
Upon request and free of charge, Delta Dental will provide to you a copy of any internal 
rule, guideline or protocol, and/or an explanation of the scientific or clinical judgment if 
relied upon in denying your claim. 
 
 


Instructions on How to Initiate a Standard Appeal 
& How to Initiate an External Appeal 


 
If you or your attending dentist want the denial of benefits reviewed, you or your 
attending dentist must contact Delta Dental, either in writing or by calling Delta Dental’s 
toll-free number, 1-800-932-0783. within one hundred eighty (180) days of the date on 
this notice.  Failure to comply with such requirements may lead to forfeiture of your 
right to challenge this denial, even when a request for clarification has been made.  
You should state why the claim should not have been denied.  Also, any other documents, 
data, information or comments which are thought to have bearing on the claim including 
the denial notice, should accompany the request for review.  You or your attending 
dentist are entitled to receive, upon request and free of charge, reasonable access to and 
copies of all documents, records, and other information relevant to the denied claim.  The 
review will take into account all comments, documents, records, or other information, 
regardless of whether such information was submitted or considered initially. 
 
The review shall be conducted for Delta Dental by a Clinical Peer Reviewer who is 
neither the Clinical Peer Reviewer who made the claim denial that is the subject of the 
review, nor the subordinate of such individual.  If the review of a claim denial is based in 
whole or in part on a lack of dental necessity, experimental treatment, or a clinical 
judgment in applying the terms of the Contract, Delta Dental shall consult with a dentist 
who has appropriate training and experience in the pertinent field of dentistry who is 
neither the Delta Dental dental consultant who made the claim denial nor the subordinate 
of such dental consultant.  The identity of such dental consultant is available upon request 
whether or not the advice was relied upon.  In making the review, Delta Dental will not 
afford deference to the initial Adverse Determination. 
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If after review, Delta Dental continues to deny the claim, Delta Dental shall notify you 
and your attending dentist in writing of the decision on the request for review within 
thirty (30) days of the date the request is received.  Delta Dental shall send you and your 
attending dentist a notice, similar to this notice.  If in the opinion of you or your attending 
dentist, the matter warrants further consideration, you have two choices:  (1) you may 
continue to avail yourself of Delta Dental’s Internal Appeals Procedure and eventually, 
upon completion of Delta Dental’s second level of review, file an action in the courts 
pursuant to section 502(a) of ERISA; or (2) you may file an External Appeal with the 
New York Insurance Department. Attached hereto is “Standard Description and 
Instructions for Health Care Consumers to Request an External Appeal.” More 
information on these two options will be provided to you after you complete the first 
level of review. 
 
 


Additional Necessary information which Must be Provided 
in Order for Delta Dental to Render a Decision on your Appeal 


 
If you should choose to avail yourself of Delta Dental’s Internal Appeals Procedure, Delta 
Dental may require additional information in order to render a decision on your appeal.  If 
this is the case, Delta Dental has attached to this notice a separate sheet containing a list of 
such necessary information, which also explains why such material or information is 
necessary. Please submit such information to the address listed thereon.  Please also include 
any other documents, data information or comments which you believe to have bearing 
on the claim including this denial notice. 
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NOTICE OF FINAL ADVERSE DETERMINATION 
 
This Notice is to inform you that upon review of your request for appeal of the Adverse 
Determination of your claim for benefits, Delta Dental continues to deny your claim.  
Attached are copies of the following:  (1) a copy of the standard description of and 
instructions for initiating New York’s External Appeal process; and (2) an application 
form for requesting an External Appeal. Upon completion of the second level of Delta 
Dental’s Internal Appeals Procedure, you will then have a right to bring an action under 
Section 502(a) of ERISA. 
 
Please note that you or your attending dentist now have a right to file an External 
Appeal with the State of New York Insurance Department, but you must do so within 
forty-five (45) days from the date of your receipt of THIS NOTICE.  Even though 
Delta Dental’s plan provides for two levels of review, the forty-five (45) day time 
period for requesting an External Appeal begins upon receipt of THIS NOTICE, the 
Final Adverse Determination of the first level appeal, regardless of whether or not a 
second level appeal is requested.  By choosing to request a second level internal appeal, 
the time may expire for you to request an External Appeal. 
 
Additionally, you and your plan may have other voluntary alternative dispute resolution 
options, such as mediation.  One way to find out what may be available is to contact your 
local U.S. Department of Labor Office and your State insurance regulatory agency.   
 
 
Availability of Clinical Review Criteria Relied Upon to Make this Determination  
 
Upon request and free of charge, Delta Dental will provide to you a copy of any 
documents, records or other information relevant to your claim for benefits, as well as 
any internal rule, guideline or protocol, and/or an explanation of the scientific or clinical 
judgment if relied upon in denying your claim. 
 
 
1. Coverage Type:  
 
 
2. Description of the Service for which payment was denied:  
 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
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3. Basis and clinical rationale for the denial: 
 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
4. Specific criteria and standards, including interpretive guidelines on which the 


decision was based: 
 
 ___________________________________________________________________


___________________________________________________________________
___________________________________________________________________ 


 ___________________________________________________________________ 
 
 
5. Plan provisions upon which the determination is based:  
 
 ___________________________________________________________________


___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
6. The following is the name, business address, and business telephone number of the 


Delta Dental representative who has responsibility for Delta Dental’s Internal 
Appeals Procedure: 


 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 
 
7. The following is the name, business address, and business telephone number of the 


Utilization Review Agent, if different from the answer provided in number 6, above: 
 
 ___________________________________________________________________ 
 ___________________________________________________________________


___________________________________________________________________ 
 ___________________________________________________________________ 
 
By: __________________________ 
Title: ___________________________ 
Date: ___________________________ 







 


 
deltadentalins.com 


 


HIPAA Notice of Privacy Practices 


CONFIDENTIALITY OF YOUR HEALTH INFORMATION 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY. 


This notice is required by law to inform you of how Delta Dental and its affiliates ("Delta 
Dental") protect the confidentiality of your health care information in our possession. Protected 
Health Information (PHI) is defined as individually identifiable information regarding a patient's 
health care history, mental or physical condition or treatment. Some examples of PHI include 
your name, address, telephone and/or fax number, electronic mail address, social security 
number or other identification number, date of birth, date of treatment, treatment records, x-rays, 
enrollment and claims records. Delta Dental receives, uses and discloses your PHI to administer 
your benefit plan or as permitted or required by law. Any other disclosure of your PHI without 
your authorization is prohibited. 


We follow the privacy practices described in this notice and federal and state privacy 
requirements that apply to our administration of your benefits. Delta Dental reserves the right to 
change our privacy practice effective for all PHI maintained. We will update this notice if there 
are material changes and redistribute it to you within 60 days of the change to our practices. We 
will also promptly post a revised notice on our website.  A copy may be requested anytime by 
contacting the address or phone number at the end of this notice. You should receive a copy of 
this notice at the time of enrollment in a Delta Dental program and will be informed on how to 
obtain a copy at least every three years.  


PERMITTED USES AND DISCLOSURES OF YOUR PHI 


Uses and disclosures of your PHI for treatment, payment or health care operations 
Your explicit authorization is not required to disclose information about yourself for purposes of 
health care treatment, payment of claims, billing of premiums, and other health care operations. 
If your benefit plan is sponsored by your employer or another party, we may provide PHI to your 
employer or plan sponsor to administer your benefits. As permitted by law, we may disclose PHI 
to third-party affiliates that perform services for Delta Dental to administer your benefits, and 
who have signed a contract agreeing to protect the confidentiality of your PHI, and have 
implemented privacy policies and procedures that comply with applicable federal and state law. 


Some examples of disclosure and use for treatment, payment or operations include: processing 
your claims, collecting enrollment information and premiums, reviewing the quality of health 
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care you receive, providing customer service, resolving your grievances, and sharing payment 
information with other insurers. Some other examples are: 


• Uses and/or disclosures of PHI in facilitating treatment. For example, Delta Dental may use or 
disclose your PHI to determine eligibility for services requested by your provider. 


• Uses and/or disclosures of PHI for payment. For example, Delta Dental may use and disclose 
your PHI to bill you or your plan sponsor. 


• Uses and/or disclosures of PHI for health care operations. For example, Delta Dental may use 
and disclose your PHI to review the quality of care provided by our network of providers. 


Other permitted uses and disclosures without an authorization 
We are permitted to disclose your PHI upon your request, or to your authorized personal 
representative (with certain exceptions), when required by the U. S. Secretary of Health and 
Human Services to investigate or determine our compliance with the law, and when otherwise 
required by law. Delta Dental may disclose your PHI without your prior authorization in 
response to the following: 
 


• Court order;  
• Order of a board, commission, or administrative agency for purposes of adjudication pursuant 


to its lawful authority;  
• Subpoena in a civil action;  
• Investigative subpoena of a government board, commission, or agency;  
• Subpoena in an arbitration;  
• Law enforcement search warrant; or  
• Coroner's request during investigations.  


Some other examples include: to notify or assist in notifying a family member, another person, 
or a personal representative of your condition; to assist in disaster relief efforts; to report victims 
of abuse, neglect or domestic violence to appropriate authorities; for organ donation purposes; to 
avert a serious threat to health or safety; for specialized government functions such as military 
and veterans activities; for workers' compensation purposes; and, with certain restrictions, we are 
permitted to use and/or disclose your PHI for underwriting, provided it does not contain genetic 
information. Information can also be de-identified or summarized so it cannot be traced to you 
and, in selected instances, for research purposes with the proper oversight.   


Disclosures Delta Dental makes with your authorization 
Delta Dental will not use or disclose your PHI without your prior written authorization unless 
permitted by law. If you grant an authorization, you can later revoke that authorization, in 
writing, to stop the future use and disclosure. The authorization will be obtained from you by 
Delta Dental or by a person requesting your PHI from Delta Dental. 
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YOUR RIGHTS REGARDING PHI 


You have the right to request an inspection of and obtain a copy of your PHI. 
You may access your PHI by contacting Delta Dental at the address at the bottom of this notice.  
You must include (1) your name, address, telephone number and identification number, and (2) 
the PHI you are requesting. Delta Dental may charge a reasonable fee for providing you copies 
of your PHI. Delta Dental will only maintain that PHI that we obtain or utilize in providing your 
health care benefits. Most PHI, such as treatment records or x-rays, is returned by Delta Dental 
to the dentist after we have completed our review of that information. You may need to contact 
your health care provider to obtain PHI that Delta Dental does not possess. 


You may not inspect or copy PHI compiled in reasonable anticipation of, or use in, a civil, 
criminal, or administrative action or proceeding, or PHI that is otherwise not subject to 
disclosure under federal or state law. In some circumstances, you may have a right to have this 
decision reviewed. Please contact Delta Dental as noted below if you have questions about 
access to your PHI. 


You have the right to request a restriction of your PHI. 
You have the right to ask that we limit how we use and disclose your PHI, however, you may not 
restrict our legal or permitted uses and disclosures of PHI. While we will consider your request, 
we are not legally required to accept those requests that we cannot reasonably implement or 
comply with during an emergency.  If we accept your request, we will put our understanding in 
writing.    
 
You have the right to correct or update your PHI. 
You may request to make an amendment of PHI we maintain about you. In certain cases, we 
may deny your request for an amendment. If we deny your request for amendment, you have the 
right to file a statement of disagreement with us and we may prepare a rebuttal to your statement 
and will provide you with a copy of any such rebuttal. If your PHI was sent to us by another, we 
may refer you to that person to amend your PHI. For example, we may refer you to your dentist 
to amend your treatment chart or to your employer, if applicable, to amend your enrollment 
information. Please contact the privacy office as noted below if you have questions about 
amending your PHI. 
 
You have rights related to the use and disclosure of your PHI for marketing.  
Delta Dental agrees to obtain your authorization for the use or disclosure of PHI for marketing 
when required by law. You have the opportunity to opt-out of marketing that is permitted by law 
without an authorization. Delta Dental does not use your PHI for fundraising purposes. 
 
You have the right to request or receive confidential communications from us by 
alternative means or at a different address. 
Alternate or confidential communication is available if disclosure of your PHI to the address on 
file could endanger you. You may be required to provide us with a statement of possible danger, 
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as well as specify a different address or another method of contact. Please make this request in 
writing to the address noted at the end of this notice. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of 
your PHI. 
You have a right to an accounting of disclosures with some restrictions. This right does not apply 
to disclosures for purposes of treatment, payment, or health care operations or for information we 
disclosed after we received a valid authorization from you. Additionally, we do not need to 
account for disclosures made to you, to family members or friends involved in your care, or for 
notification purposes. We do not need to account for disclosures made for national security 
reasons, certain law enforcement purposes or disclosures made as part of a limited data set. 
Please contact us at the number at the end of this notice if you would like to receive an 
accounting of disclosures or if you have questions about this right.  
 
You have the right to get this notice by email. 
A copy of this notice is posted on the Delta Dental website. You may also request an email copy 
or paper copy of this notice by calling our Customer Service number listed at the bottom of this 
notice.   
 
You have the right to be notified following a breach of unsecured protected health 
information. 


Delta Dental will notify you in writing, at the address on file, if we discover we compromised the 
privacy of your PHI. 


 
COMPLAINTS 
You may file a complaint with Delta Dental and/or with the U. S. Secretary of Health and 
Human Services if you believe Delta Dental has violated your privacy rights. Complaints to 
Delta Dental may be filed by notifying the contact below. We will not retaliate against you for 
filing a complaint. 
 
CONTACTS 
You may contact Delta Dental at 866-530-9675, or you may write to the address listed below for 
further information about the complaint process or any of the information contained in this 
notice. 
Delta Dental  
P.O. Box 997330 
Sacramento, CA 95899-7330 
  
This notice is effective on and after January 1, 2017. 
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Note: Delta Dental’s privacy practices reflect applicable federal law as well as known state law 
and regulations. If applicable state law is more protective of information than the federal 
privacy laws, Delta Dental protects information in accordance with the state law. 
 
Last Significant Changes to this notice: 


• Clarified that Delta Dental does not use your PHI for fundraising purposes. Effective 
January 1, 2016 


• Clarified that Delta Dental’s privacy policy reflect federal and state requirements. – 
effective January 1, 2015 


•  Updated contact information (mailing address and phone number) – effective July 1, 
2013 


• Updated Delta Dental’s duty to notify affected individuals if a breach of their unsecured 
PHI occurs – effective July 1, 2013 


• Clarified that Delta Dental does not and will not sell your information without your 
express written authorization – effective July 1, 2013 


• Clarified several instances where the law requires individual authorization to use and 
disclose information (e.g., fundraising and marketing as noted above) – effective July 1, 
2013 


 
DELTA DENTAL AND ITS AFFILIATES 
Delta Dental of California offers and administers fee-for-service dental programs for groups 
headquartered in the state of California.  
Delta Dental of New York offers and administers fee-for-service programs in New York. 
Delta Dental of Pennsylvania and its affiliates offer and administer fee for-service dental 
programs in Delaware, Maryland, Pennsylvania, West Virginia and the District of Columbia. 
Delta Dental of Pennsylvania's affiliates are Delta Dental of Delaware; Delta Dental of the 
District of Columbia and Delta Dental of West Virginia.  
Delta Dental Insurance Company offers and administers fee-for-service dental programs to 
groups headquartered or located in Alabama, Florida, Georgia, Louisiana, Mississippi, Montana, 
Nevada, Texas and Utah and vision programs to groups headquartered in West Virginia. 
DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, 
Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of California; AR, CO, IA, ME, 
MI, NC, NH, OK, OR, RI, SC, SD, VT, WA, WI, WY — Dentegra Insurance Company; AK, 
CT, DC, DE, FL, GA, KS, LA, MS, MT, TN and WV — Delta Dental Insurance Company; HI, 
ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of 
Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha Dental of New Mexico, Inc.; NY 
— Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania; VA — Delta Dental of 
Virginia. Delta Dental Insurance Company acts as the DeltaCare USA administrator in all these 
states. These companies are financially responsible for their own products. 
Dentegra Insurance Company.  
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Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document 
written in your language. For free help, please call 1-800-932-0783 (TTY: 711). 


¿Puede leer este documento? Si no, podemos hacer que alguien lo lea por usted. También puede obtener este documento 
escrito en su idioma. Para obtener ayuda gratuita, llame al 1-800-932-0783 (TTY: 711). (Spanish) 


您能自行閱讀本文件嗎？如果不能，我們可請人幫助您閱讀。您還可以請人以您的語言撰寫本文件。如需免費幫助，


請致電 1-800-932-0783 (TTY: 711)。(Chinese) 


Bạn có đọc được tài liệu này không? Nếu không, chúng tôi sẽ cử một ai đó giúp bạn đọc. Bạn cũng có thể nhận được tài liệu 
này viết bằng ngôn ngữ của bạn. Để nhận được trợ giúp miễn phí, vui lòng gọi 1-800-932-0783 (TTY: 711). (Vietnamese) 


이 문서를 읽으실 수 있습니까? 그렇지 않다면, 다른 사람이 대신 읽어드리도록 도와드릴 수 있습니다. 또한 이


문서를 귀하의 모국어로 번역해드릴 수 있습니다. 무료 지원을 요청하시려면, 1-800-932-0783 (TTY: 711)번으로


연락하십시오. (Korean) 


Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong sa iyo na basahin ito. Maaaring makuha mo rin 
ang dokumentong ito nang nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang 1-800-932-0783 (TTY: 711). 
(Tagalog)  


Вы можете прочитать этот документ? Если нет, то вы можете попросить кого-нибудь в нашей компании помочь вам 
прочитать этот документ. Вы также можете получить этот документ на своем языке. Для получения бесплатной 
помощи, просьба звонить по номеру 1-800-932-0783 (TTY: 711). (Russian) 


 بلغتك. مكتوبًا المستند ھذا على الحصول أيضًا يمكنك ربما قراءتھا. في يساعدك من لك نُوفّر أن يمكننا تستطيع, لا كنت إذا المستند؟ ھذا قراءة تستطيع ھل
 )TTY: (711. )Arabic( 1-800-932-0783 ـب اتصل المجانية للمساعدة


Èske w ka li dokiman sa a? Si w pa kapab, nou ka fè yon moun ede w li l. Ou ka gen posiblite pou jwenn dokiman sa a tou ki 
ekri nan lang ou. Pou jwenn èd gratis, tanpri rele 1-800-932-0783 (TTY: 711). (Haitian Creole) 


Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide à le lire. Vous 
pouvez également obtenir ce document écrit dans votre langue. Pour obtenir de l’assistance gratuitement, veuillez appeler 
le 1-800-932-0783 (TTY : 711). (French) 


Możesz przeczytać ten dokument? Jeśli nie, możemy Ci w tym pomóc. Możesz także otrzymać ten dokument w swoim języku 
ojczystym. Po bezpłatną pomoc zadzwoń pod numer 1-800-932-0783 (TTY: 711). (Polish) 


Você consegue ler este documento? Se não, podemos pedir para alguém ajudá-lo a ler. Você também pode receber este 
documento escrito em seu idioma. Para obter ajuda gratuita, ligue 1-800-932-0783 (TTS: 711). (Portuguese) 


Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche essere in 
grado di ricevere questo documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero 1-800-932-0783 (TTY: 
711). (Italian) 


この文書をお読みになれますか？お読みになれない場合には、読むためのお手伝いをさせていただけます。この文書をご希望の言語


に訳したものをお送りできる場合もあります。無料のサポートについては、1-800-932-0783 (TTY: 711) までご連絡ください。


(Japanese) 


Können Sie dieses Dokument lesen? Falls nicht, können wir Ihnen einen Mitarbeiter zur Verfügung stellen, der Sie dabei 
unterstützen wird. Möglicherweise können Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie für kostenlose 
Hilfe bitte folgende Nummer an: 1-800-932-0783 (TTY: 711). (German) 


 اين بتوانيد است ممکن ھمچنين .کند کمک شما به متن اين خواندن در تا بخواھيا شخصی از قادريم ما توانيد، نمی که صورتی در بخوانيد؟ را متن اين توانيد می آيا
 TTY 711.( Farsi) (Persian:( 1-800-932-0783 :بگيريد تماس شماره اين با رايگان کمک برای .کنيد دريافت خود زبان به را متن


 דעם באקומען אױך מעגליך קענט איר .לײענען העלפן אײך קען דו עמעצער ,ניט אױב ?דאָקומענט דאָזיקן דעם לײענען איר קענט
 )Yiddish( .(TTY: 711) 0783-932-800-1 קלינגט׃ ביטע ,הילף אומזיסטע פאר .שפּראך אײער אין דאָקומענט דאָזיקן
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1  In Texas, Delta Dental Insurance Company offers a Dental Provider Organization (DPO) plan.


2 You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid contracted fees.


3 You are responsible for any applicable deductibles, coinsurance, amounts over plan maximums and charges for non-covered services.


4 Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is responsible for 
any costs. Group- and state-specific exceptions may apply. If you are currently undergoing active orthodontic treatment, you may be eligible to continue treatment 
under Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract for specific details about your plan.


LEGAL NOTICES: Access federal and state legal notices related to your plan at deltadentalins.com/about/legal/index-enrollee.html.


Save with PPO
Visit a dentist in the PPO1 network to maximize 
your savings.2 These dentists have agreed to 
reduced fees, and you won’t get charged more 
than your expected share of the bill.3 Find a PPO 
dentist at deltadentalins.com.


Set up an online account
Get information about your plan anytime, 
anywhere by signing up for an Online Services 
account at deltadentalins.com. This free service, 
available once your coverage kicks in, lets you 
check benefits and eligibility information, find a 
network dentist and more.


Check in without an ID card
You don’t need a Delta Dental ID card when you 
visit the dentist. Just provide your name, birth 
date and enrollee ID or social security number. 
If your family members are covered under your 


plan, they will need your information. Prefer to 
take a paper or electronic ID card with you? 
Simply sign in to Online Services, where you can 
view or print your card with the click of a button. 


Coordinate dual coverage 
If you’re covered under two plans, ask your dental 
office to include information about both plans 
with your claim, and we’ll handle the rest.


Understand transition of care
Did you start on a dental treatment plan before 
your PPO coverage kicked in? Generally, multi-
stage procedures are only covered under your 
current plan if treatment began after your plan’s 
effective date of coverage.4 You can find this date 
by logging in to Online Services.


Newly covered?
Visit deltadentalins.com/welcome.


Save with a 
PPO dentist


PPO NON–PPO


Keep Smiling 
Delta Dental PPOSM







Eligibility Primary enrollee, spouse and eligible dependent children to the end of 
the month dependent turns age 26  


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


Deductibles waived for 
Diagnostic & Preventive (D & P)? Yes 


Maximums Delta Dental PPO dentists: $1,000 per person each contract year 
Non Delta Dental PPO dentists: $750 per person each contract year 


D & P counts toward maximum?  Yes 
Waiting Period(s)  Basic Benefits 


None 
Major Benefits 


None 
Prosthodontics 


None 


* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.


** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier 
dentists and program allowance for non-Delta Dental dentists. 


Delta Dental of Pennsylvania       
One Delta Drive 
Mechanicsburg, PA 17055 


Customer Service 
800-932-0783


Claims Address 
P.O. Box 2105 
Mechanicsburg, PA 17055-6999 


deltadentalins.com 
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. 
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Plan Benefit Highlights for:   BBL Construction Services, LLC. – Bronze Plan 
Group No:   18991 


Benefits and  
Covered Services* 


Delta Dental PPO 
dentists** 


Non-Delta Dental PPO 
dentists** 


Diagnostic & Preventive 
Services (D & P)  


Exams, cleanings, x-rays and 
sealants  


100 % 80 % 


Basic Services 
Fillings 80 % 60 % 


Endodontics (root canals)
Covered Under Basic Services 80 % 60 % 


Periodontics (gum treatment)
Covered Under Basic Services 80 % 60 % 


Oral Surgery 
Covered Under Basic Services 80 % 60 % 


Major Services 
Crowns, inlays, onlays and cast 
restorations,  


0 % 0 % 


Prosthodontics 
     Bridges, dentures and implants 0 % 0 % 


Temporomandibular Joint 
(TMJ) Benefits 50 % 50 % 
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1  In Texas, Delta Dental Insurance Company offers a Dental Provider Organization (DPO) plan.


2 You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid contracted fees.


3 You are responsible for any applicable deductibles, coinsurance, amounts over plan maximums and charges for non-covered services.


4 Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is responsible for 
any costs. Group- and state-specific exceptions may apply. If you are currently undergoing active orthodontic treatment, you may be eligible to continue treatment 
under Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract for specific details about your plan.


LEGAL NOTICES: Access federal and state legal notices related to your plan at deltadentalins.com/about/legal/index-enrollee.html.


Save with PPO
Visit a dentist in the PPO1 network to maximize 
your savings.2 These dentists have agreed to 
reduced fees, and you won’t get charged more 
than your expected share of the bill.3 Find a PPO 
dentist at deltadentalins.com.


Set up an online account
Get information about your plan anytime, 
anywhere by signing up for an Online Services 
account at deltadentalins.com. This free service, 
available once your coverage kicks in, lets you 
check benefits and eligibility information, find a 
network dentist and more.


Check in without an ID card
You don’t need a Delta Dental ID card when you 
visit the dentist. Just provide your name, birth 
date and enrollee ID or social security number. 
If your family members are covered under your 


plan, they will need your information. Prefer to 
take a paper or electronic ID card with you? 
Simply sign in to Online Services, where you can 
view or print your card with the click of a button. 


Coordinate dual coverage 
If you’re covered under two plans, ask your dental 
office to include information about both plans 
with your claim, and we’ll handle the rest.


Understand transition of care
Did you start on a dental treatment plan before 
your PPO coverage kicked in? Generally, multi-
stage procedures are only covered under your 
current plan if treatment began after your plan’s 
effective date of coverage.4 You can find this date 
by logging in to Online Services.


Newly covered?
Visit deltadentalins.com/welcome.


Save with a 
PPO dentist


PPO NON–PPO


Keep Smiling 
Delta Dental PPOSM







Eligibility Primary enrollee, spouse and eligible dependent children to the end of 
the month dependent turns age 26  


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


Deductibles waived for 
Diagnostic & Preventive (D & P)? Yes 


Maximums Delta Dental PPO dentists: $2,000 per person each contract year 
Non Delta Dental PPO dentists: $1,500 per person each contract year 


D & P counts toward maximum?  Yes 
Waiting Period(s)  Basic Benefits 


None 
Major Benefits 


None 
Prosthodontics 


None 
Orthodontics 


None 


* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.


** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier 
dentists and program allowance for non-Delta Dental dentists. 


Delta Dental of Pennsylvania       
One Delta Drive 
Mechanicsburg, PA 17055 


Customer Service 
800-932-0783


Claims Address 
P.O. Box 2105 
Mechanicsburg, PA 17055-6999 


deltadentalins.com 
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. 
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Plan Benefit Highlights for:   BBL Construction Services, LLC. – Gold Plan 
Group No:   18991 


Benefits and  
Covered Services* 


Delta Dental PPO 
dentists** 


Non-Delta Dental PPO 
dentists** 


Diagnostic & Preventive 
Services (D & P)  


Exams, cleanings, x-rays and 
sealants  


100 % 100 % 


Basic Services 
Fillings 90 % 80 % 


Endodontics (root canals)
Covered Under Basic Services 90 % 80 % 


Periodontics (gum treatment)
Covered Under Basic Services 90 % 80 % 


Oral Surgery 
Covered Under Basic Services 90 % 80 % 


Major Services 
Crowns, inlays, onlays and cast 
restorations and TMJ 


60 % 50 % 


Prosthodontics 
     Bridges, dentures and implants 60 % 50 % 


Orthodontic Benefits 
Dependent children to age 20 50 % 50 % 


Orthodontic Maximums $1,500 Lifetime $1,500 Lifetime 
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‡‡Benefit includes coverage for glasses or contact lenses, not both.


This is only a partial list of vision services. Your certificate of benefits will show exactly what is covered and excluded.


subsequent purchases.


Dependent Age Limits 26


Service Frequencies


Exams Every calendar year


Lenses (for glasses or contact lenses)‡‡ Every calendar year


Frames Every two calendar years


Network discounts (cosmetic extras, glasses and contact lenses.) Applies to first purchase & courtesy discount from most providers on


No discountsLaser Correction Surgery Discount Up to 25% off the usual charge or 5%


off promotional price


providers


No discounts


Sample of Covered Services You pay (after copay if applicable):


In-network Out-of-network


Exams Copay $ 20


Materials Copay (waived for non-formulary elective contact lenses) $ 20


Full Feature - Designer


Network Davis Vision


Copay


RK Xchange


RK Xchange Davis Vision Benefit Summary


The Guardian Life Insurance Company of America, 7 Hanover Square, New York, NY 10004


.®, and Pearle®, Sam’s Club®, Target®, Sears®, JCPenney®
Significant out-of-pocket savings available with your Full Feature plan by visiting one of Davis Vision's network locations including
retail centers such as Wal-Mart


Vision Benefit Summary


Guardian provides rich, flexible vision plans covering exams and materials – making it more affordable to keep your eyes healthy.


These days, more and more people are making sure they have access to quality vision care. Regular eye exams not only diagnose
vision problems, they provide early detection of serious health problems such as diabetes, hypertension, neurological disorders and
brain tumors.


About Your Benefits:


Davis Vision's Newtwork


Eye Exams $0 Amount over $50
Single Vision Lenses $0 Amount over $48
Lined Bifocal Lenses $0 Amount over $67
Lined Trifocal Lenses $0 Amount over $86
Lenticular Lenses $0 Amount over $126
Frames 80% of amount over $130* Amount over $48
Contact Lenses (Elective and conventional) 85% of amount over $130* Amount over $105
Contact Lenses (Planned replacement and disposable) 85% of amount over $130* Amount over $105
Contact Lenses (Medically Necessary) $0 Amount over $210
Cosmetic Extras Avg. 40-60% off retail price No discounts
Glasses (Additional pair of frames and lenses) Courtesy discount from most







RK Xchange Davis Vision Benefit Summary


The Guardian Life Insurance Company of America, 7 Hanover Square, New York, NY 10004


With the Davis Vision Designer plans, frames from the Fashion or Designer collections are covered in full in excess of the plan’s materials copay, if applicable. Frames from the


Premier collection are covered in full in excess of a $25 copay applied in addition to the plan’s materials copay, if applicable. Frames from a network provider that are not in the


collections are covered up to the plan’s retail allowance in excess of the plan’s materials copay, if applicable.


Contact lenses from Davis Vision's Collection are available at most private practice locations with Full Feature and Materials Only plans. Contacts from the collection are covered in


full including fitting and evaluation, in excess of the plan's materials copay. Elective contacts that are not part of the Collection are covered up to the plan's elective contact lens


allowance and the materials copay is waived.


For Davis Vision, complete eyeglasses must be purchased at one time from one provider. For example, if a member purchases only lenses, he or she cannot


purchase frames later in the same benefit period. The member is not eligible for new vision materials until the next benefit period.


Only charges for an initial purchase can be used toward the material allowance. Any unused balance remaining after the initial purchase cannot be banked for


future use.


*Due to lower prices available at Wal-mart and Sam's Club locations, discounts do not apply. Members will pay 100% of the amount over their allowance.


Manage Your Benefits:


Enrolled members and their dependents can access


helpful, secure information about their Guardian benefits at


www.guardiananytime.com


Find A Vision Provider


Visit www.GuardianAnytime.com


Click on "Find A Provider"


EXCLUSIONS AND LIMITATIONS


Important Information: This policy provides vision care limited benefits health


insurance only. It does not provide basic hospital, basic medical or major


medical insurance as defined by the New York State Insurance Department.


Coverage is limited to those charges that are necessary for a routine vision


examination. Co-pays apply. The plan does not pay for: orthoptics or vision


training and any associated supplemental testing; medical or surgical treatment


of the eye; and eye examination or corrective eyewear required by an


employer as a condition of employment; replacement of lenses and frames


that are furnished under this plan, which are lost or broken (except at normal


intervals when services are otherwise available or a warranty exists). The plan


limits benefits for blended lenses, oversized lenses, photochromic lenses,


tinted lenses, progressive multifocal lenses, coated or laminated lenses, a


frame that exceeds plan allowance, cosmetic lenses; U-V protected lenses and


optional cosmetic processes.


The services, exclusions and limitations listed above do not constitute a contract


and are a summary only. The Guardian plan documents are the final arbiter of


coverage. Contract #GP-1-DAVIS-05-VIS et al.


Laser Correction Surgery:


Up to 25% off for vision laser surgery.


Laser surgery is not an insured benefit. The surgery is available at a discounted


fee. The covered person must pay the entire discounted fee. In addition, the


laser surgery discount may not be available in all states.
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Members Save on Eyewear Enhancements through 
Davis Network Discounts 


 


 


Designer Plan 
Spectacle Lenses Member Cost 
All ranges of prescriptions (single vision, bifocal, trifocal) Included 
Choice of glass or plastic lenses Included 
Oversize lenses Included 
Fashion or gradient tinting of plastic lenses Included 
Blended Segment Lenses $20 
Coating - Scratch Resistant $20 
Coating - Ultraviolet $12 
Corning™ Photochromic Glass Lenses $20 
Intermediate Vision Lenses $30 
Polycarbonate Lenses $30* 
Progressive Lenses - Standard $50 
Progressive Lenses (VarilexTM, etc.) - Premium $90 
Coating – Ultra Anti-Reflective $60 
Coating - Premium Anti-Reflective $48 
Coating - Standard Anti-Reflective $35 
Hi-Index Lenses $55 
Plastic Photosensitive Lenses $65 
Polarized Lenses $75 
Eyeglass Breakage Warranty Included 


Prices subject to change 


  For standard eyeglass lenses, you will receive the lower of the Davis vision discounted charge or Walmart or Sam’s 
Club everyday low price. 
 *Polycarbonate lenses covered-in-full for monocular patients and patients with prescriptions 6.00 diopters or greater. 


 


www.GuardianLife.com or contact member services at 877-393-7363 for more information 
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Contact Lens Collection 
 


 


• The Davis Vision Contact Lens Collection is available in most participating independent provider offices but not in 
retail locations. At retail locations your plan-specified Allowance for Contact Lenses will be applied. 


• The Collection benefit is offered exclusively with full-feature and materials-only plan designs.* 


• Contact lens evaluation and fittings are included at no additional charge when Collection contacts are prescribed. 


• Contact lenses not included in the Collection are covered up to the plan’s elective contact lens allowance and the 
copay is waived. In addition, when the evaluation, fit, and lenses are supplied by the same vision provider at the 
same time, all costs can be applied to the allowance. 


 


TYPE LENS MANUFACTURER 


Planned Replacement 


Includes two boxes 


(Each box of lenses can last up to one year 
depending on the provider-recommended wearing 


schedule) 


Purevision 


Proclear Compatibles 


Frequency 55 


Bausch & Lomb ® 


CooperVision  


CooperVision 


 


 


 


 


Disposable 
Includes four boxes 


Soflens 38 (6 pack) 


Focus Dailies (30 pack) 


Biomedics XC 


Biomedics 38/Ultraflex 38 


Biomedics 55 


Clear Site (1-Day 30 pack) 


Acuvue 


Acuvue 2 


Acuvue Advance Plus 


1-Day Acuvue (30 Pack) 


Bausch & Lomb ® 


CIBA Vision ® 


CooperVision 


CooperVision 


CooperVision 


CooperVision 


Vistakon 


Vistakon 


Vistakon 


Vistakon 


 
 
 
*Available at most participating independent provider offices. All contacts in our Collection are Single-Vision Spherical 
lenses.  Collection is subject to change. A basic copayment may apply. 
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Value Added Features 


 


 


 
 


One-Year Breakage Warranty 
 


• All plan eyeglasses come with a breakage warranty for repair or 
replacement of the frame and/or lenses for a period of one 
 year from the date of delivery. 


• The one-year breakage warranty applies to all plan-covered 
eyeglasses (i.e., spectacle lenses, Davis Vision Collection frames 
  and frames at national retailers, where our exclusive Collection is not 
displayed). 


 
 
 


 


• A benchmark mail-order contact lens replacement program endorsed 
by lens manufacturers 


• Purchase replacement contact lenses at significant savings 


• Lowest prices, guaranteed 
 


 
 
 


• Nationwide credentialed network of renowned ophthalmologists 
and eye surgeons at pre-eminent Eye Care Centers of  
 Excellence 


• Up to 25% off the provider’s Usual and Customary;* or 5% off 
promotional price (whichever is lower) 


 
o Usual and Customary Fees: $1000-$2400 per eye 
o Davis Vision Typical Pricing: $895-$1800 per eye 


 
 


                                                    * Some centers provide a flat fee equating to these discount levels 
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This is only a partial list of vision services. Your certificate of benefits will show exactly what is covered and excluded.


‡‡‡The VSP system considers contact lenses to be the equivalent of a full pair of eyeglasses (lenses and frames) so while the member can obtain contact lenses one year and standard


eyeglass lenses the next year, the frames benefit would not be available until 24 months or two calendar years, depending on the plan design, after the date the member obtained the


contact lenses.


‡‡Benefit includes coverage for glasses or contact lenses, not both.


Dependent Age Limits 26


professional service)


Limitless within 12 months of exam.


Service Frequencies


Exams Every calendar year


Lenses (for glasses or contact lenses)‡‡ Every calendar year


Frames Every two calendar years‡‡‡


Network discounts (cosmetic extras, glasses and contact lens


off promotional price


No discounts


Eye Exams $0 Amount over $50


Single Vision Lenses $0 Amount over $48


Lined Bifocal Lenses $0 Amount over $67


Lined Trifocal Lenses $0 Amount over $86


Lenticular Lenses $0 Amount over $126


Frames 80% of amount over $130 Amount over $48


Contact Lenses (Elective) Amount over $130 Amount over $120


Contact Lenses (Medically Necessary) $0 Amount over $210


Contact Lenses (Evaluation and fitting) 15% off UCR No discounts


Cosmetic Extras Avg. 30% off retail price No discounts


Glasses (Additional pair of frames and lenses) 20% off retail price^ No discounts


Laser Correction Surgery Discount Up to 15% off the usual charge or 5%


Sample of Covered Services You pay (after copay if applicable):


In-network Out-of-network


Exams Copay $ 20


Materials Copay (waived for elective contact lenses) $ 20


Full Feature


Network VSP Network Signature Plan


Copay


RK Xchange


RK Xchange VSP Vision Benefit Summary


The Guardian Life Insurance Company of America, 7 Hanover Square, New York, NY 10004


Visit any doctor with your Full Feature plan, but save by visiting any of the 50,000+ locations in the nation's largest vision
network.


Vision Benefit Summary


Guardian provides rich, flexible vision plans covering exams and materials – making it more affordable to keep your eyes healthy.


These days, more and more people are making sure they have access to quality vision care. Regular eye exams not only diagnose
vision problems, they provide early detection of serious health problems such as diabetes, hypertension, neurological disorders and
brain tumors.


About Your Benefits:


VSP Network







RK Xchange VSP Vision Benefit Summary


The Guardian Life Insurance Company of America, 7 Hanover Square, New York, NY 10004


^ For the discount to apply your purchase must be made within 12 months of the eye exam. In addition Full-Feature plans offer 30% off additional prescription glasses and


nonprescription sunglasses, including lens options, if purchased on the same day as the eye exam from the same VSP doctor who provided the exam.


For VSP, only charges for an initial purchase can be used toward the material allowance. Any unused balance remaining after the initial purchase cannot be banked


for future use. The only exception would be if a member purchases contact lenses from an out of network provider, members can use the balance towards


additional contact lenses within the same benefit period.


Manage Your Benefits:


Enrolled members and their dependents can access


helpful, secure information about their Guardian benefits at


www.guardiananytime.com


Find A Vision Provider


Visit www.GuardianAnytime.com


Click on "Find A Provider"


EXCLUSIONS AND LIMITATIONS


Important Information: This policy provides vision care limited benefits health


insurance only. It does not provide basic hospital, basic medical or major


medical insurance as defined by the New York State Insurance Department.


Coverage is limited to those charges that are necessary for a routine vision


examination. Co-pays apply. The plan does not pay for: orthoptics or vision


training and any associated supplemental testing; medical or surgical treatment


of the eye; and eye examination or corrective eyewear required by an


employer as a condition of employment; replacement of lenses and frames


that are furnished under this plan, which are lost or broken (except at normal


intervals when services are otherwise available or a warranty exists). The plan


limits benefits for blended lenses, oversized lenses, photochromic lenses,


tinted lenses, progressive multifocal lenses, coated or laminated lenses, a


frame that exceeds plan allowance, cosmetic lenses; U-V protected lenses and


optional cosmetic processes.


The services, exclusions and limitations listed above do not constitute a


contract and are a summary only. The Guardian plan documents are the final


arbiter of coverage. Contract #GP-1-VSN-96-VIS et al.


Laser Correction Surgery:


On average, 15% off the usual charge or 5% off promotional price for vision


laser surgery. Members’ out-of-pocket costs are limited to $1,800 per eye for


LASIK and $1,500 per eye for PRK.


Laser surgery is not an insured benefit. The surgery is available at a discounted


fee. The covered person must pay the entire discounted fee. In addition, the


laser surgery discount may not be available in all states.
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JOB#4618CL  8/10                   


of light coming through the lenses.


fashionable, they also reduce the amount 


Solid color tints and dyes are not only 


Solid Tints and Dyes 


the lenses. 


and gradually lighten toward the bottom of 


Gradient dyes are usually dark at the top 


Plastic Gradient Dyes 


portion of ultraviolet light in sunlight. 


UV-treated lenses absorb the harmful 


UV Protection 


The result is longer-lasting, clearer lenses.


resistance to normal scratching and pitting. 


applied to plastic lenses to increase their 


Scratch-resistant coatings can be 


Scratch-resistant Coating 


and scratch resistance.


lifestyles. Plus, they provide UV protection 


materials available. They’re great for active 


thinnest, lightest, and most impact-resistant 


Polycarbonate lenses are one of the 


Polycarbonate Lenses 


eye strain caused by overhead lighting. 


reflecting off of the back side of a lens, and 


images, glare from lights at night, light 


Anti-reflective (AR) coatings reduce “ghost” 


Anti-reflective Coating 


out of sunlight.


when exposed to sunlight and lighten when 


Photochromic lenses automatically darken 


Photochromic Lenses 


with distance.


free. Also, the power gradually changes 


that have lines, progressive lenses are line-


Unlike traditional bifocal and trifocal lenses 


Progressive Lenses 


©2010 Vision Service Plan. All rights reserved. VSP and VSP Signature Plan are registered trademarks of Vision Service Plan.


VSP Signature Plan® | Effective January 1, 2011


The Guardian Life Insurance Company of America, New York, NY 10004


Most Popular Lens Options
Guardian Vision featuring the VSP Network


options. Savings average 35-40%.
the VSP Network have nationwide access to competitive pricing on all lens 
For additional value, members covered under the Guardian Vision featuring 


Patient Option Single Vision1 Multifocal1


Solid Tints and Dyes (Pink I and II) $0 $0


Solid Plastic Dye (except Pink I and II) $13 $13


High Luster Edge Polish $14 $14


Plastic Gradient Dye $15 $15


UV Protection $14 $14


Factory Applied Scratch-resistant Coating $15 $15


dependent children.
Polycarbonate lenses are covered in full for 
Polycarbonate Lenses


Photochromic Lenses - Plastic $62 $76


only through VSP Preferred Providers and are subject to change without notice.


1 Prices shown reflect the standard option price for each respective category. Premium options may vary. Prices are valid 


Progressive Lenses


premium progressive lens option categories. 
Your members will get added value with newly priced standard and  


Patient Option Multifocal2


Custom Progressive - Plastic $120 - $160


Premium Progressive - Plastic $80 - $90


Standard Progressive - Plastic $50


Providers and are subject to change without notice.


2 Prices shown reflect the range of prices for each respective category. Prices are valid only through VSP Preferred 


Anti-reflective Coating $37 $37


$23 $28
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This Booklet Includes All Benefits For Which You Are Eligible.


You are covered for any benefits provided to you by the policyholder at no cost.


But if you are required to pay all or part of the cost of insurance you will only be covered for those
benefits you elected in a manner and mode acceptable to Guardian such as an enrollment form and
for which premium has been received by Guardian.


"Please Read This Document Carefully".
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CERTIFICATE OF COVERAGE


The Guardian


7 Hanover Square


New York, New York 10004


The group vision expense coverage described in this Certificate is attached to the group
Policy effective November 1, 2016. This Certificate replaces any Certificate previously
issued under this Plan or under any other plan providing similar or identical benefits issued
to the planholder by Guardian.


GROUP VISION EXPENSE COVERAGE


Guardian certifies that the Employee to whom this Certificate is issued is entitled to the
benefits described herein. However, the Employee must: (a) satisfy all of this Plan�s
eligibility and effective date requirements; (b) be listed in Our and/or the Policyholder�s
records as a validly covered Employee under this Plan; and (c) all required premium
payments must have been made by or on behalf of the Employee.


The Employee and/or his or her Dependents are not covered by any part of this Plan for
which he or she has waived coverage. Such a waiver of coverage is shown in Our and/or
the Policyholder�s records.


Policyholder: BBL CONSTRUCTION SERVICES, INC


Group Policy Number: 00531227


Vice President, Risk Mgt. & Chief Actuary


B040.1220
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Options A , B , C


DEFINITIONS


This section defines certain terms appearing in Your Certificate.


B040.0004


Options A , B , C


Active Work or


Actively At Work:


These terms mean Your performance of all the duties that pertain to Your
work at the place: (1) where it is normally done; or (2) where it is required to
be done by Your Employer


B040.0882


Options A , B , C


Anisometropia: means a condition of unequal refractive state for the two eyes, one eye
requiring different lens correction than the other.


B040.0845


Options A , B , C


Benefit Period: This term means the time period beginning when a covered service is
received and extending for the period shown in this Certificate, during which
benefits for the covered service are available to a Covered Person.


B040.0846


Blended Lenses: This term means bifocals which do not have a visible dividing line.


B040.0847


Coated Lenses: This term means finished lenses to which substance has been added on one
or both surfaces.


B040.0848


Copayment: This term means a charge, expressed as a fixed dollar amount, required to
be paid by or on behalf of a Covered Person to a Preferred Provider at the
time covered vision services are received.


B040.0849


Options A , B , C


Covered Family: This term means You and those of Your dependents who are covered by this
Plan.


B040.0850
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Options A , B , C


Covered Person: This term means You, if You are covered by the Plan, and any of Your
covered dependents.


B040.0890


Options A , B , C


Deductible: This term means any amount which a Covered Person must pay before he
or she is reimbursed for charges for covered services furnished by a
Non-Preferred Provider.


B040.0852


Options A , B , C


Eligibility Date: For Employee coverage, this term means the earliest date You are eligible
for coverage under this Plan. For dependent coverage, this term means the
earliest date on which: (1) You have initial Dependents; and (2) are eligible
for dependent coverage.


B040.0853


Options A , B , C


Employee: This term means a person who works for the Employer and whose income is
reported for tax purposes using a W-2 form.


B040.0854


Options A , B , C


Employer: This term means BBL CONSTRUCTION SERVICES, INC .


B040.0855


Options A , B , C


Enrollment Period: This term means the 31 day period which starts on the date You first
become eligible for dependent coverage.


B040.0856


Options A , B , C


Full-time: This term means You regularly works at least the number of hours in the
normal work week set by the Employer (but not less than 30 hours per
week), at: (1) Your Employer�s place of business; (2) some place where the
Employer�s business requires You to travel; or (3) any other place You and
Your Employer have agreed upon for the performance of occupational duties.


B040.0857
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Options A , B , C


Initial Dependents: This term means eligible dependents You have at the time You first become
eligible for Employee coverage. If at this time You do not have any eligible
dependents, but You later acquire them, the first eligible dependents You
acquire are Your initial dependents.


B040.0859


Options A , B , C


Incurred, or


Incurred Date:


These terms mean: (1) the placing of an order for lenses, frames or contact
lenses; or (2) the date on which such an order was placed.


B040.0860


Options A , B , C


Keratoconus: This term means a development or dystrophic deformity of the cornea in
which it becomes cone shaped due to a thinning and stretching of the tissue
in its central area.


B040.0861


Options A , B , C


Lenticular Lenses: This term means mean high-powered lenses with the desired prescription
power found only in the central portion. The outer portion has a front surface
with a changing radius of curvature.


B040.0862


Options A , B , C


Newly Acquired


Dependent:


This term means an eligible dependent You acquire after You already have
coverage in force for Initial Dependents.


B040.0863


Options A , B , C


Non-Preferred


Provider:


This term means any optometrist, optician, ophthalmologist, or other licensed
and qualified vision care provider that is not under contract with Vision
Service Plan (VSP) as a Preferred Provider.


B040.0864


Options A , B , C


Orthoptics: This term means the teaching and training process for the improvement of
visual perception and coordination of two eyes for efficient and comfortable
binocular vision.


B040.0865
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Options A , B , C


Oversize Lenses: This term means larger than a standard lens blank, to accommodate
prescriptions.


B040.0866


Options A , B , C


Payment Limit: This term means the maximum amount the Plan pays for covered charges
for covered services during either a Benefit Period.


B040.0868


Options A , B , C


Payment Rate: This term means the percentage rate that this Plan pays for covered charges
for covered services.


B040.0869


Options A , B , C


Photochromic


Lenses:


This term means lenses which change color with the intensity of sunlight.


B040.0870


Options A , B , C


Plan: This term means the group vision care expense coverage plan described in
the Policy and this Certificate.


B040.0871


Options A , B , C


Plano Lenses: This term means lenses which have no refractive power (lenses with less
than a +/- .50 diopter power).


B040.0872


Options A , B , C


Preferred Provider: This term means an optometrist, ophthalmologist or optician or other licensed
and qualified vision care provider that: (1) is a current provider of VSP; and
(2) has a participation agreement in force with VSP.


B040.0873


Options A , B , C


Standard Frames: This term means frames valued up to the limit published by VSP which is
given to preferred providers.


Standard Lenses: This term means regular glass or plastic lenses.


B040.0876
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Options A , B , C


Tinted Lenses: This term means lenses which have an additional substance added to
produce constant tint.


B040.0878


Options A , B , C


Usual And


Customary:


This term means that the charge for the covered vision condition: (1) is the
provider�s standard charge for the service furnished; and (2) is not more than
the usual charge made by most other provider�s with similar training and
experience in the same geographic area. If more than one type of service
can be used to treat a vision condition, "usual" refers to the charge for the
least expensive type of service which meets the accepted standards of vision
care practice.


B040.0879


Options A , B , C


Visually Necessary


And Appropriate:


This term means medically or visually necessary for the restoration or
maintenance of a Covered Person�s visual acuity and health and for which
there is no less expensive professionally acceptable alternative.


B040.0880


Options A , B , C


We, Us, Our and


Guardian:


These terms mean The Guardian Life Insurance Company of America.


Your or Your: These terms mean the insured Employee.


B040.0881
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Options A , B , C


GENERAL PROVISIONS


B040.0893


Options A , B , C


Limitation of Authority


No person, except by a writing signed by the President, a Vice President or
a Secretary of Guardian, has the authority to act for Us to: (1) determine
whether any contract, Policy or certificate is to be issued; (2) waive or alter
any provisions of any contract or Policy, or any of Our requirements; (3) bind
Us by any statement or promise relating to any contract, Policy or certificate
issued or to be issued; or (4) accept any information or representation which
is not in a signed application.


B040.0883


Options A , B , C


Incontestability


The Policy is incontestable after two years from its date of issue, except for
non-payment of premiums.


No statement in any application, except a fraudulent statement, made by a
Covered Person will be used to contest the validity of his or her insurance or
to deny a claim for a loss incurred after such insurance has been in force for
two years during his or her lifetime.


If the Policy replaces a plan your Employer had with another insurer, we may
rescind the Policy based on misrepresentations made by the Employer or an
Employee in a signed application for up to two years from the effective date
of the Policy.


In the event Your insurance is rescinded due to a fraudulent statement made
in Your Application, We will refund premiums paid for the periods such
insurance is void. The premium paid by You will be sent to Your last known
address on file with Your Employer or Us.


B040.0884


Options A , B , C


Vision Claims Provisions


Your right to make a claim for vision benefits provided by the Policy is
governed as shown below.


Notice
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You must send Us written notice of an Injury or sickness for which a claim is
being made within 20 days of the date the Injury occurs or the sickness
starts. This notice should include Your name and the Policy number. If the
claim is being made for any other Covered Person, his or her name should
also be shown.


Claim Forms


We will furnish You with forms for filing proof of loss within 15 days of
receipt of notice. If We do not furnish the forms on time, We will accept a
written description and adequate proof of the Injury or sickness that is the
basis of the claim as proof of loss. You must detail the nature and extent of
the loss for which the claim is being made.


Proof Of Loss


You must send written proof to Our designated office within 120 days of the
loss.


Late Notice Of Proof


We will not void or reduce Your claim if You cannot send Us notice and
proof of loss within the required time. In that case, You must send Us notice
and proof as soon as reasonably possible.


Payment Of Benefits


We will pay all vision benefits as soon as we receive written proof of loss.
Unless otherwise required by law or regulation, We pay all vision benefits to
You if you are living. If You are not living, We have the right to pay all vision
benefits to one of the following: (1) Your estate; (2) Your spouse; (3) Your
parents; (4) Your children; or (5) Your brothers and sisters.


When proof of loss is filed, You or any other payee may direct Us, in writing,
to pay vision benefits to the Provider who furnished the covered service for
which benefits became payable. We may honor such direction at Our option.
However, We cannot require that a particular provider furnish such care. You
or any other payee may not assign the right to take legal action under the
Policy to such provider.


Legal Actions


No legal action against the Policy shall be brought until 60 days from the
date proof of loss has been given as shown above. No legal action shall be
brought against the Policy after three years from the date written proof of
loss is required to be given.


Workers� Compensation


The vision benefits provided by the Policy are not in place of, and do not
affect requirements for, coverage by Workers� Compensation.


B034.0901
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Options A , B , C


ELIGIBILITY FOR VISION EXPENSE COVERAGE - EMPLOYEE COVERAGE


B040.0886


Options A , B , C


Eligible Employees Subject to the conditions of eligibility set forth below, and to all of the other
conditions of the Plan, You are eligible if You are in an eligible class of
Employees and are an active Full-Time Employee.


If You are a partner or proprietor, We will treat You like an Employee if You
meet the Plan�s conditions of eligibility.


Conditions of


Eligibility


You are eligible for vision coverage if You are regularly working at least the
number of hours in the normal work week set by the Employer (but not less
than 30 hours per week) at: (1) the Employer�s place of business; (2) some
place where the Employer�s business requires You to travel; or (3) any other
place You and the Employer have agreed upon for the performance of
occupational duties.


Enrollment Requirement: If You must pay all or part of the cost of
Employee coverage, You must enroll and agree to make required payments
within 31 days of Your eligibility date. If You fail to do this, You cannot enroll
until the Plan�s next vision open enrollment period.


This Plan�s vision open enrollment period occurs from September 1st to the
September 30th of each year.


Once You enroll in this Plan, You cannot drop Your vision coverage until this
Plan�s next vision open enrollment period. Once You drop Your vision
coverage, You will not be permitted to enroll again until the next vision open
enrollment period which starts after the date coverage is dropped.


If You initially waived vision coverage under this Plan because You were
covered under another group vision care plan, and You wish to enroll in this
Plan because Your coverage under the other plan ended, You may do so
without waiting until the next vision open enrollment period. But, Your
coverage under the other plan must have ended due to one of the events
listed below:


Termination of Your spouse�s employment.


Loss of eligibility under Your spouse�s vision plan.


Divorce.


Death of Your spouse.


Termination of the other vision plan.


In that case, You must enroll in the vision coverage under this Plan within 30
days of the date that any of the events listed above occurs.


B040.0979
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Options A , B , C


Multiple


Employment


If You work for both the Employer and a covered associated company, or for
more than one covered associated company, We will treat You as if only one
firm employs You. You will not have multiple vision coverage under this plan.


B040.0898


Options A , B , C


The Probationary


Service Period


If You are in an eligible class, You are eligible for vision coverage under this
Plan after You complete the probationary service period, if any, established
by the Employer.


B034.0903


Options A , B , C


When Employee Coverage Starts


You must be Actively At Work and working Your regular number of hours on
the date Your coverage is scheduled to start. And, You must have met all of
the conditions of eligibility which apply to You. if You are not Actively At
Work, We will postpone the start of Your coverage until You return to active
work.


The date Your coverage is scheduled to start is determined as shown below:


If You must pay all or part of the cost of Your coverage, You must elect to
enroll and agree to make the required payments before Your coverage will
start. If You do this on or before Your Eligibility Date, Your coverage is
scheduled to start on Your Eligibility Date. If You do this after Your eligibility
date, Your coverage is scheduled to start on the date You sign Your
enrollment form.


Sometimes a scheduled effective date is not a regularly scheduled work day.
This means: (1) a holiday; (2) a vacation day; or (3) a non-scheduled work
day. In that case, Your coverage is scheduled to start if, on Your last
regularly scheduled work day, You were: (a) Actively At Work; and (b)
working Your regular number of hours.


B040.0900


Options A , B , C


When Employee Coverage Ends


Your coverage will end on the first of the following dates:


The last day of the month in which Your active full-time service ends
for any reason. Such reasons include: (1) disability; (2) death; (3)
retirement; (4) layoff; (5) leave of absence; and (6) the end of
employment.


The last day of the month in which You stop being an eligible
Employee under this Plan.
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The date the group Plan ends, or is discontinued for a class of
Employees to which You below.


The last day of the period for which required payments are made for
You.


You may have the right to continue certain group benefits for a limited
time after Your coverages would otherwise end. Read this Plan
carefully for details.


B040.0905
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Options A , B , C


ELIGIBILITY FOR VISION EXPENSE COVERAGE - DEPENDENT COVERAGE


B040.0959


Options A , B , C


Eligible Dependents For Vision Expense Coverage


B040.0942


Options A , B , C


Your eligible dependents are Your: (1) spouse; and (2) dependent children
who are under age 26.


B034.0904


Options A , B , C


Adopted Children


And Step-Children


Your "dependent children" includes any: (a) stepchildren; (b) newborn
children; (c) legally adopted children; (d) children for whom You are the
court-appointed legal guardian. The term also includes any children for whom
court-ordered decree requires You to provide dependent coverage, and any
proposed adoptive children during any waiting period prior to the formal
adoption.


B034.0906


Options A , B , C


Dependents Not Eligible


We exclude any dependent who is on active duty in any armed force. And
We exclude any dependent who is covered by this Plan as an Employee.


B040.0946


Options A , B , C


Handicapped


Children


You may have a child: (a) with a mental or physical handicap or
developmental disability; and (b) chiefly dependent upon you for support and
maintenance. In that case such a child may remain eligible for dependent
benefits past the age limit subject to the conditions shown below.


His or her condition started before he or she reached the age limit.


He or she became covered for dependent vision benefits before he
or she reached the age limit, and remained continuously covered
until he or she reached the age limit.
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He or she is unmarried and remains: (i) incapable of self-sustaining
employment; and (ii) chiefly dependent upon You for support and
maintenance.


You send us written proof, and we approve such proof, of the child�s
disability and dependence within 31 days from the date he or she
reaches the age limit. After the two year period following the child�s
attainment of the age limit, We can ask for periodic proof that the
child�s condition continues, but We cannot ask for this proof more
than once a year.


The child�s coverage ends when Your coverage ends.


B034.0908


Options A , B , C


When Dependent Coverage Starts


In order for Your dependent coverage to start, You must already be covered
for Employee coverage, or enroll for Employee and dependent coverage at
the same time.


Subject to the Exception below and to all of the other terms of this Plan, the
date Your dependent coverage starts depends on when You elect to enroll
Your Initial Dependents and agree to make any required payments.


If You do this on or before Your Eligibility Date, the dependent�s coverage is
scheduled to start on the later of the date You sign the enrollment form and
the date You become covered for Employee coverage.


If You do this within the Enrollment Period, the coverage is scheduled to
start on the date You become covered for Employee coverage.


If You do this after the Enrollment Period ends, You cannot enroll Your initial
dependents until the next vision open enrollment period.


Once You have dependent coverage for Your Initial Dependents, You must
notify us when You acquire any new dependents and agree to make any
additional payments required for their coverage.


A Newly Acquired Dependent will be covered from the later of the date You
notify us and agree to make any additional payments, and the date the Newly
Acquired Dependent is first eligible. But, You must notify us and agree to
make any additional payments within 31 days after the date he or she
becomes eligible. If You do this more than 31 days after the date the Newly
Acquired Dependent becomes eligible, You cannot enroll the newly acquired
dependent until the next vision open enrollment period.


Once a dependent is enrolled for vision expense coverage under this Plan,
the coverage cannot be dropped until the next vision open enrollment period.
Once coverage is dropped, the dependent cannot be enrolled again until the
next vision open enrollment period which starts after the date coverage is
dropped.


B040.0949
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Options A , B , C


Exception We will postpone the effective date of a dependent�s, other than a newborn
child�s, coverage if, on that date, he or she is: (1) confined to a hospital or
other health care facility; (2) home confined; or (3) unable to carry out the
normal activities of someone of like age and sex. In that case, We will
postpone the effective date of his or her coverage until the day after the
date: (a) his or her discharge from such facility; (b) his or her home
confinement ends; or (c) he or she resumes the normal activities of someone
of like age and sex.


B040.0950


Options A , B , C


Newborn Children We cover Your newborn child for dependent benefits from the moment of
birth if: (1) You are already covered for dependent child coverage when the
child is born; and (2) You notify us within 31 days of the date the child is
born. If You fail to do this, You cannot enroll the child until the next vision
open enrollment period.


If the newborn child is Your first eligible dependent, We cover the child from
the moment of birth if You enroll for dependent coverage and agree to make
any required payments within 31 days of the date of the child�s birth. If You
fail to do this, You cannot enroll the child until the next vision open
enrollment period.


If the newborn child is not Your first eligible dependent, but You did not
previously enroll Your other eligible dependents for vision expense coverage,
You can enroll the child during the next vision open enrollment period, but
only if You also enroll all of Your other eligible dependents at that time.


B034.0910


Options A , B , C


When Dependent


Coverage Ends


Dependent coverage ends for all of Your dependents when Your Employee
coverage ends. Dependent coverage also ends for all of Your dependents
when You stop being a member of a class of Employees eligible for such
coverage. And, it ends when this Plan ends, or when dependent coverage is
dropped from this Plan for all Employees for Your class.


If You are required to pay all or part of the cost of dependent coverage, and
You fail to do so, Your dependent coverage ends. It ends on the last day of
the period for which You made the required payments, unless coverage ends
earlier for other reasons.


Your dependent�s coverage ends when he or she stops being an eligible
dependent. This happens to Your child on the last day of the month in which
Your child attains the age limit, or for Your handicapped child who has
reached the age limit, when he or she marries, or is no longer dependent
upon You for support and maintenance. It happens to a spouse on the last
day of the month in Your marriage ends in legal divorce or annulment.


B034.0911
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Options A , B , C


VISION EXPENSE BENEFITS


This coverage will pay many of a Covered Person�s vision care expenses.
We pay benefits for Covered Charges incurred by a Covered Person. What
We pay and the terms for payment are explained below.


This Certificate includes form(s) GC-SCH-VSP-12-NY, which are the Plan�s
Schedule(s) of Benefits. Your class and benefit options are shown in the
Schedule of Benefits that applies to You. See form(s) GC-SCH-VSP-12-NY.


B034.1126


Options A , B , C


Vision Service Plan -


This Plan�s Vision Care Preferred Provider Organization


This Plan is designed to provide high quality vision care while controlling the
cost of such care. To do this, the Plan encourages a Covered Person to
seek vision care from vision care practitioners and vision care facilities that
belong to Vision Service Plan (VSP), a vision care Preferred Provider
organization (PPO).


This vision care PPO is made up of Preferred Providers in a Covered
Person�s geographic area. When a Covered Person is enrolled in this Plan,
he or she will get an enrollment packet. The packet will: (1) explain how to
obtain benefits; and (2) contain information about current vision care
Preferred Providers. He or she will also receive a list of VSP Preferred
Providers in his or her area.


A Covered Person may receive vision services from any VSP Preferred
Provider. If a Preferred Provider ends his or her relationship with VSP for any
reason, VSP will be responsible for furnishing vision services to Covered
Persons wither through that provider or another VSP Preferred Provider.


Use of the vision care PPO is voluntary. A Covered Person may receive
vision care from any vision care provider he or she chooses. And, he or she
is free to change providers at any time. But, this Plan usually pays more in
benefits for covered services furnished by a Preferred Provider. Conversely,
it usually pays less for covered services not furnished by a vision care
Preferred Provider.


What We pay is based on all the terms of this Plan. Please read this Plan
carefully for specific benefit levels, Copayments, Deductibles, Payment Rates
and Payment Limits.


A Covered Person may call VSP should he or she have any questions about
this Plan.
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Obtaining Services from a Preferred Provider


When a Covered Person wishes to receive services from a Preferred
Provider, he or she must contact the Preferred provider before receiving the
services. The Preferred Provider will contact VSP to verify the Covered
Person�s coverage.


What we pay for charges for covered services is subject to all the terms of
this Plan.


B040.0997


Options A , B , C


Claim Appeals And Arbitration Of Disputes


If a claim for benefits is denied in whole or in part, a written request for full
review of the denial may be sent to VSP.


Vision Appeals.


PO Box 2350
Rancho Cordova, CA 95741


The written request must be made to VSP within 60 days following the denial
of benefits. The request should contain sufficient information to identify the
Covered Person whose benefits were denied. This includes his or her name,
Your social security number and Your date of birth. The Covered Person
must state the reasons he or she believes that the denial of the claim was in
error. And he or she may provide any pertinent documents which he or she
wishes to be reviewed.


VSP will review the claim. VSP will also give the Covered Person the
opportunity to; (1) review pertinent documents; (2) submit any statements,
documents or written arguments in support of the claim; and (3) appear
personally to present materials or arguments.


VSP�s decision, including specific reasons will be sent to the Covered
Person in writing within 120 days after receipt of a request to review.


Any dispute or question arising between VSP and a Covered Person involves
the application, interpretation or performance under this Plan will be settled, if
possible, by amicable and informal negotiations, allowing such opportunity as
may be appropriate under the circumstances for fact finding and mediation. If
any issue cannot be resolved in this fashion, it may be submitted to
arbitration, if both parties agree. The procedure for arbitration shall be
conducted pursuant to the rules of the American Arbitration Association.


Preferred Provider Grievance Procedures


If a Covered person has complaints or grievances concerning Preferred
Providers, he or she may (1) call VSP�s Member Service Department at
800-877-7195, Monday through Friday, 6:00 a.m. to 7:00 p.m. Pacific Time,
or (2) sign onto www.vsp.com and complete the online Member Grievance
Form, or (3) send the complaint in writing, to:







Preferred Provider Grievance Procedures (Cont.)
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VSP Grievances.


PO Box 997100
Sacramento, CA 95899-7100


The following procedures apply:


The Covered Person�s written complaint or grievance will be referred to
VSP�s Professional Relations Vice President for action.


The complaint or grievance will be evaluated and, if deemed appropriate,
the original examining doctor will be contacted.


If the complaint or grievance can be resolved within fifteen (15) days, the
Covered Person will be advised of the disposition. Otherwise, a notice of
receipt of the complaint or grievance will be sent to the Covered Person
advising the time for resolution.


Grievance procedures and complaint forms will be maintained in each
Preferred Provider�s office.


A record of all complaints and grievances will be retained in VSP�s
Professional Relations Department.


B034.1128


Options A , B , C


How This Plan Works


We pay benefits for the covered charges a Covered Person incurs as shown
below. The services and supplies covered under this Plan are explained in
Covered Services and Supplies. What We pay is subject to all of the terms
of this Plan. Read the entire Plan to find out what We limit or exclude.


Covered charges are the Usual and Customary charges for the services and
supplies described below. We pay benefits only for covered charges incurred
by a Covered Person while he or she is covered by this Plan. Charges in
excess of any Payment Limits shown in this Plan are not covered.


If a Covered Person plans to use the services of a Preferred Provider, the
Preferred Provider must receive authorization from VSP. See Obtaining
Services from a Preferred Provider. If authorization is not received, benefits
will be paid as if services and supplies were received from a Non- Preferred
Provider.


If a Covered person receives services or supplies from a Non-Preferred
provider, he or she must submit the itemized bill to VSP for claims payment.
All claims must be sent to VSP within 180 days of the date services are
completed or supplies are received. Failure to give such notice within such
time will not invalidate or reduce any claim if it was not reasonably possible
to give such notice; and that notice was given as soon as reasonably
possible.







GC-VSP-12-NY


00531227/00000.0/ /O25817/9999/0001 P. 17


Copayments: A Covered Person must pay a Copayment each time he or she receives a
vision examination. And, he or she must pay a Copayment each time he or
she receives any vision materials covered by this Plan. We pay benefits for
the covered charges a Covered Person incurs in excess of the Copayment.
This Plan�s Copayments are shown in the Schedule Of Benefits.


Cash Deductibles: There are separate cash Deductibles for each covered services furnished by
a Non-Preferred Provider. These cash Deductibles are shown in the
Schedule Of Benefits. The Covered Person must have covered charges in
excess of the cash Deductible before We pay benefits for the service or
supply.


Payment Limits: Payment limits, durational or monetary, are shown in the Covered Services
and Supplies. When a monetary Payment Limit is set for a pair of materials,
the limit is halved if only one item is purchased.


Payment Rates: Once a Covered Person has paid any applicable Copayment or Deductible,
We pay benefits for covered charges under this Plan at the Payment Rate
shown in the Schedule Of Benefits. What We pay is subject to all of the
terms of this Plan.


Discounts: If a Covered Person receives a vision examination and lenses or frames from
a Preferred Provider, he or she will receive a discount on the cost to
purchase an unlimited number of prescription glasses from the same
Preferred Provider. He or she may also receive a discount on the costs to
evaluate and fit contact lenses. No discount applies to contact lenses or
materials. The discount is available for 12 months after the initial examination
from the same Preferred Provider.


The discounts are:


For prescription glasses 20% off of the Preferred Provider�s. . . . . . . . . .
Usual and Customary fee


For non-prescription sunglasses 20% off of the Preferred Provider�s. . . .
Usual and Customary fee


For contact lens exam (evaluation
and fitting costs


15% off of the Preferred Provider�s
. . . . . . . . . . . . . . . . Usual and Customary fee


Discounts: If a Covered person receives a vision examination and lenses or frames from
a Preferred Provider, he or she will receive a discount on the cost to
purchase an unlimited number of additional prescription glasses and
non-prescription sunglasses from the same Preferred Provider on the same
day.


The discount is:


For prescription glasses 30% off of the Preferred Provider�s. . . . . . . . . .
Usual and Customary fee


For non-prescription sunglasses 30% off of the Preferred Provider�s. . . .
Usual and Customary fee


B034.1131
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Options A , B , C


Covered Services And Supplies


This section lists the types of charges We cover. But, what We pay is
subject to all of the terms of this Plan. Read the entire Plan to find out what
We limit or exclude.


Vision


Examinations:


We cover charges for comprehensive vision care examinations. Such
examinations include a complete analysis of the eyes and related structures
to determine the presence of vision problems or other abnormalities. When a
vision examination indicates that new lenses or frames or both are Visually
Necessary and Appropriate for the proper visual health of a Covered Person,
professional services covered by this Plan include: (1) prescribing and
ordering of proper lenses; (2) assisting in the selection of frames; (3)
verifying the accuracy of finished lenses; (4) proper fitting and adjustment of
frames; (5) subsequent adjustments to frames to maintain comfort and
efficiency; and (6) progress or follow-up work as needed. We only cover
charges for one vision examination for each Covered Person in any one
calendar year Benefit Period.


The comprehensive vision care examination does not include a contact lens
exam (evaluation and fitting).


If a Covered Person receives a vision examination from a Preferred Provider,
We pay benefits in full for the covered charges for that examination in
excess of the Copayment.


If a Covered Person receives a vision examination from a Non-Preferred
Provider, We pay benefits for the covered charges for that examination, in
excess of the cash Deductible, up to $50.00.


B040.1062


Options A , B , C


Standard Lenses: We cover charges for single vision, bifocal, trifocal or Lenticular Lenses.
They must be glass or plastic or for dependent children to age 26,
polycarbonate lenses.


B040.1069


Options A , B , C


We only cover charges for one pair of Standard Lenses in any one calendar
year Benefit Period.


B040.1074


Options A , B , C


If a Covered Person uses a Non-Preferred Provider, We limit what We pay
to: (1) $48.00 for each pair of single vision lenses; (2) $67.00 for each pair of
bifocal lenses; (3) $86.00 for each pair of trifocal lenses; and (4) $126.00 for
each pair of Lenticular Lenses.


B040.1084
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Options A , B , C


If the Covered Person chooses elective contact lenses, We do not cover
Standard Lenses for one calendar year from the date the elective contact
lenses are purchased.


B040.1096


Options A , B , C


Standard Frames: We cover charges for standard frames.


If a Covered Person uses a Preferred Provider, We cover charges up to a
retail frame allowance of $130.00. The Preferred Provider will discount any
amount over the allowance by 20%.


If a Covered Person uses a Non-Preferred Provider, We limit what we pay for
each set of Standard Frames to $48.00.


We only cover charges for one set of Standard Frames in any two calendar
year Benefit Period.


If the covered person chooses elective contact lenses, We do not cover
Standard Frames for two calendar years from the date the elective contacts
are purchased.


B040.1194


Options A , B , C


Necessary Contact


Lenses:


We cover charges for Necessary Contact Lenses. We cover such charges,
and charges for related professional services, only if the lenses are needed:
(1) following cataract surgery; (2) to correct extreme visual acuity problems
that cannot be corrected with spectacle lenses; (3) for certain conditions of
Anisometropia; or (4) for Keratoconus.


And, We only cover charges for one pair of Necessary Contact Lenses in
any one calendar year Benefit Period.


If a Covered Person receives Necessary Contact Lenses from a Preferred
Provider, We pay 100% of covered charges.


If a Covered Person receives Necessary Contact Lenses from a
Non-Preferred Provider, We limit what We pay for covered charges for such
lenses to $210.00 in any one calendar year Benefit Period.


B040.1163


Options A , B , C


Elective Contact


Lenses:


We cover charges for elective contact lenses, but only in place of standard
lenses and standard frames. We cover charges for hard, rigid gas
permeable, soft, disposable, 30-day extended wear, daily-wear and planned
replacement elective contact lenses.


If the Covered Person chooses elective contact lenses, We do not cover
charges for Standard Lenses for one calendar year and standard frames for
two calendar years from the date the elective contact lenses are purchased.







Covered Services And Supplies (Cont.)
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If a Covered Person uses a Preferred Provider, We limit what We pay for
elective contact lenses to $130.00


If a Covered Person uses a Non-Preferred Provider, We limit what We pay
for elective contact lenses to $130.00.


We cover charges for one set of elective contact lenses in any one calendar
year Benefit Period.


B040.1175


Options A , B , C


If This Plan Replaces Another VSP Plan


If, prior to being covered under this Plan, a Covered Person was covered by
another vision care plan with VSP under which he or she received a covered
service, the date he or she received such a covered service will be used as
the last date of service when applying the Benefit Period limitations under
this Plan.


B040.1202


Options A , B , C


Exclusions


We will not cover charges for:


Orthoptics or vision training and any associated supplemental testing.


Medical or surgical treatment of the eyes.


Any vision examination or corrective eyewear required by an employer
as a condition of employment.


B040.1203


Options A , B , C


Plano Lenses (lenses with less than a +/- .50 diopter power).


Two sets of glasses in lieu of bifocals.


Replacement of lenses and frames furnished under this Plan which are
lost or broken, except at normal intervals when services are otherwise
available.


Refitting of contact lenses after the initial 90 day fitting period.
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Routine maintenance of contact lenses such as polishing or cleaning.


Corneal refractive therapy (CRT) or Orthokeratology (using contact
lenses to change the shape of the cornea in order to reduce myopia).


A frame that costs more than the plan allowance.


B040.1206


Options A , B , C


Blended lenses.


B040.1207


Options A , B , C


Oversized Lenses.


B040.1208


Options A , B , C


Progressive multifocal lenses.


B040.1209


Options A , B , C


Polycarbonate lenses.


B040.1210


Options A , B , C


High index lenses.


B040.1211


Options A , B , C


Coating of the lens or lenses.


Anti-reflective coating of the lens or lenses.


B040.1212


Options A , B , C


Laminating of the lens or lenses.


B040.1213


Options A , B , C


UV (ultraviolet) protected lenses.
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Options A , B , C


Photochromic Lenses and Tinted Lenses, except for pink #1 and pink
#2.


B040.1216


Options A , B , C


Mirror and ski coating of the lens or lenses.


B040.1217


Options A , B , C


Scratch resistant coating of the lens or lenses.


B040.1218


Options A , B , C


Edge treatment.


B040.1219


Options A , B , C


Charges not covered due to these exclusions are not considered covered for
vision services and cannot be used to satisfy this Plan�s Copayments or
Deductibles, if any.
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Options A , B , C


CONTINUATION RIGHTS


Coordination Between Continuation Sections


A Covered Person may be eligible to continue his or her group vision care
coverage under more than one Continuation Rights section at the same time.
If he or she chooses to continue his or her group vision care coverage under
more than one section, the continuations: (1) start at the same time; (2) run
concurrently; and (3) end independently, on their own terms.


A Covered Person continuing coverage under more than one continuation
section: (1) will not be entitled to duplicate benefits; and (2) will not be
subject to the premium requirements of more than one section at the same
time.


Uniformed Services Continuation Rights


If You enter or return from military service, You may be able to continue
coverage under this Plan as a result of the Uniformed Services Employment
and Reemployment Rights Act of 1994 (USERRA).


If Your group vision care coverage under this Plan would otherwise end
because You enter into active military service, You may elect to continue
such coverage for Yourself and Your eligible dependents in accord with the
provisions of USERRA.


Group vision care coverage may be continued while You are in the military
for up to 24 months starting on the date of absence from work. Continued
coverage will end if You fail to return to work in a timely manner after military
service ends as provided under USERRA. You should contact Your Employer
for details about this continuation provision, including required premium
payments.


COBRA Continuation Rights


Employee and Dependent


Important Notice: The Federal Continuation Rights section may not apply to Your Employer�s
plan. You must contact Your Employer to find out if Your Employer is subject
to the Federal continuation rights requirement. If Your Employer is subject to
that requirement, the Federal Continuation Rights section applies to You.
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Qualified Continuee: Under this section, the term "qualified continuee" means any person who, on
the day before any event which would qualify him or her for continuation
under this section, is covered for group vision care coverage as: (1) an
active Employee; (2) the spouse of an active Employee; or (3) the dependent
child of an active Employee. A child born to, or adopted by, an active
Employee during a continuation provided by this section is also a qualified
continuee. Any other person who would otherwise become eligible for group
vision care coverage during a continuation provided by this section is not a
qualified continuee.


If An Employee�s


Group Vision Care


Coverage Ends:


If Your group vision care coverage would otherwise end due to Your
termination of employment or reduction of work hours, You may elect to
continue such coverage for up to 18 months, if You were not terminated due
to gross misconduct.


The continuation: (1) may cover You or any other qualified continuee; and (2)
is subject to When Continuation Ends.


Extra Continuation


For Disabled


Qualified


Continuees:


If a qualified continuee is determined to be disabled under Title II or Title XVI
of the Social Security Act on or during the first 60 days after the date his or
her group vision care coverage would otherwise end due to Your termination
of employment or reduction of work hours, and such disability lasts at least
until the end of the 18 month period of continuation coverage, he or she or
any member of that person�s family who is a qualified continuee may elect to
extend his or her 18 month continuation period explained above for up to an
extra 11 months.


To elect the extra 11 months of continuation, a qualified continuee must give
Your Employer written proof of Social Security�s determination of his or her
disability as described in The Qualified Continuee�s Responsibilities. If, during
the extra 11 month continuation period, the qualified continuee is determined
to be no longer disabled under the Social Security Act, he or she must notify
Your Employer within 30 days of such determination and continuation will
end, as explained in When Continuation Ends.


This extra 11 month continuation is subject to When Continuation Ends.


An additional 50% of the total premium charge also may be required from
the qualified continuee and all qualified continuees who are members of the
disabled qualified continuee�s family by Your Employer during this extra 11
month continuation period, provided the disabled qualified continuee has
extended coverage.


B040.1228
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Options A , B , C


If You Die While


Covered:


If You die while covered, any qualified continuee whose group vision care
coverage would otherwise end may elect to continue such coverage. The
continuation can last for up to 36 months, subject to When Continuation
Ends.


If Your Marriage


Ends:


If Your marriage ends due to legal divorce or legal separation, any qualified
continuee whose group vision care coverage would otherwise end may elect
to continue such coverage. The continuation can last for up to 36 months,
subject to When Continuation Ends.


If A Dependent


Child Loses


Eligibility:


If a dependent child�s group vision care coverage would otherwise end due
to his or her loss of dependent eligibility as defined in this Plan, other than
Your coverage ending, he or she may elect to continue such coverage.
However, such dependent child must be a qualified continuee. The
continuation can last for up to 36 months, subject to When Continuation
Ends.


Concurrent


Continuations:


If a dependent elects to continue his or her group vision care coverage due
to Your termination of employment or reduction of work hours, he or she
may elect to extend his or her 18 month or 29 month continuation period to
up to 36 months, if during the 18 month or 29 month continuation period he
or she becomes eligible for 36 months of continuation due to any of the
reasons stated above.


The 36 month continuation period starts on the date the 18 month
continuation period started, and the two continuation periods will be deemed
to have run concurrently.


Special Medicare


Rule:


If You become entitled to Medicare before a termination of employment or
reduction of work hours, a special rule applies for a dependent. The
continuation period for a dependent, after Your later termination of
employment or reduction of work hours, will be the longer of: (1) 18 months
(29 months if there is a disability extension) from Your termination of
employment or reduction of work hours; or (2) 36 months from the date of
Your earlier entitlement to Medicare. If Medicare entitlement occurs more
than 18 months before termination of employment or reduction of work
hours, this special Medicare rule does not apply.
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The Qualified


Continuee�s


Responsibilities:


A person eligible for continuation under this section must notify Your
Employer, in writing, of: (1) Your legal divorce or separation from Your
spouse; (2) the loss of dependent eligibility, as defined in this Plan, of a
covered dependent child; (3) a second event that would qualify a person for
continuation coverage after a qualified continuee has become entitled to
continuation with a maximum of 18 or 29 months; (4) a determination by the
Social Security Administration that a qualified continuee entitled to receive
continuation with a maximum of 18 months has become disabled during the
first 60 days of such continuation; and (5) a determination by the Social
Security Administration that a qualified continuee is no longer disabled.


Notice of an event that would qualify a person for continuation under this
section must be given to Your Employer by a qualified continuee within 60
days of the latest of: (1) the date on which an event that would qualify a
person for continuation under this section occurs; (2) the date on which the
qualified continuee loses (or would lose) coverage under this Plan as a result
of the event; or (3) the date the qualified continuee is informed of the
responsibility to provide notice to Your Employer and this Plan�s procedures
for providing such notice.


Notice of a disability determination must be given to Your Employer by a
qualified continuee within 60 days of the latest of: (1) the date of the Social
Security Administration determination; (2) the date of the event that would
qualify a person for continuation; (3) the date the qualified continuee loses or
would lose coverage; or (4) the date the qualified continuee is informed of
the responsibility to provide notice to Your Employer and this Plan�s
procedures for providing such notice. But, such notice must be given before
the end of the first 18 months of continuation coverage.


B040.1229


Options A , B , C


Your Employer�s


Responsibilities:


A qualified continuee must be notified, in writing, of: (1) his or her right to
continue this Plan�s group vision care coverage; (2) the premium he or she
must pay to continue such coverage; and (3) the times and manner in which
such payments must be made.


Your Employer must give notice of the following qualifying events to the Plan
administrator within 30 days of the event: (1) Your death; or (2) termination
of employment (other than for gross misconduct) or reduction in hours of
employment; or (3) Medicare entitlement. Upon receipt of notice of a
qualifying event from Your Employer or from a qualified continuee, the Plan
administrator must notify a qualified continuee of the right to continue this
Plan�s group vision care coverage no later than 14 days after receipt of
notice.


If Your Employer is also the Plan administrator, in the case of a qualifying
event for which the Employer must give notice to the Plan administrator,
Your Employer must provide notice to a qualified continuee of the right to
continue this Plan�s group vision care coverage within 44 days of the
qualifying event.
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If Your Employer determines that a person is not eligible for continued group
vision care coverage under this Plan, the Employer must notify him or her
with an explanation of why such coverage is not available. This notice must
be provided within the time frame described above.


If a qualified continuee�s continued group vision care coverage under this
Plan is cancelled prior to the maximum continuation period, Your Employer
must notify the qualified continuee as soon as practical following
determination that the continued group vision care coverage shall terminate.


Your Employer�s


Liability:


Your Employer will be liable for the qualified continuee�s continued group
vision care coverage to the same extent as, and in place of, us, if Your
Employer fails: (1) to remit a qualified continuee�s premium payment to us on
time, causing the qualified continuee�s continued group vision care coverage
to end; or (2) to notify the qualified continuee of his or her continuation rights
as described above.


Election Of


Continuation:


To continue his or her group vision care coverage, the qualified continuee
must give Your Employer written notice that he or she elects to continue.
This must be done by the later of: (1) 60 days from the date a qualified
continuee receives notice of his or her continuation rights from Your
Employer as described above; or (2) the date group vision care coverage
would otherwise end. And the qualified continuee must pay his or her first
premium in a timely manner.


The subsequent premiums must be paid to Your Employer, by the qualified
continuee, in advance, at the times and in the manner specified by Your
Employer. No further notice of when premiums are due will be given.


The premium will be the total rate which would have been charged for the
group vision care coverage had the qualified continuee stayed covered under
the group plan on a regular basis. It includes any amount that would have
been paid by Your Employer. Except as explained in Extra Continuation For
Disabled Qualified Continuees, an additional charge of two percent of the
total premium charge may also be required by Your Employer.


If the qualified continuee fails to give Your Employer notice of his or her
intent to continue, or fails to pay any required premium in a timely manner,
he or she waives his or her continuation rights.


Grace In Payment


Of Premium:


A qualified continuee�s premium payment is timely if, with respect to the first
payment after he or she elects to continue, such payment is made no later
than 45 days after such election. In all other cases, such premium payment
is timely if it is made within 31 days of the specified due date. If timely
payment is made in an amount that is not significantly less than the amount
Your Employer requires to be paid for the period of coverage, then the
amount paid is deemed to satisfy the requirement for the premium that must
be paid, unless Your Employer notifies the qualified continuee of the amount
of the deficiency and grants an additional 30 days for payment of the
deficiency to be made. Payment is calculated to be made on the date on
which it is sent to Your Employer.
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When Continuation


Ends:


A qualified continuee�s continued group vision care coverage ends on the
first of the following:


With respect to continuation upon Your termination of employment or
reduction of work hours, the end of the 18 month period which starts on
the date the group vision care coverage would otherwise end;


With respect to a qualified continuee who has an additional 11 months
of continuation due to disability, the earlier of: (1) the end of the 29
month period which starts on the date the group vision care coverage
would otherwise end; or (2) the first day of the month which coincides
with or next follows the date which is 30 days after the date on which a
final determination is made that the disabled qualified continuee is no
longer disabled under Title II or Title XVI of the Social Security Act;


The date Your Employer ceases to provide any group vision care
coverage to any Employee;


The end of the period for which the last premium payment is made;


The date, after the date of election, a qualified continuee becomes
covered under any other group vision care coverage which does not
contain any pre-existing condition exclusion or limitation affecting him or
her;


The date, after the date of election, the qualified continuee becomes
entitled to Medicare; or


With respect to continuation upon Your death, Your legal divorce or
legal separation, or the end of a covered dependent�s eligibility, the end
of the 36 month period which starts on the date the group vision care
coverage would otherwise end.


B040.1230


Options A , B , C


Your Right To Continue Vision Expense Coverage
During A Family Leave Of Absence


Important Notice: This section may not apply to Your Employer�s plan. You must contact Your
Employer to find out if he or she must allow for a family leave of absence
under federal law. If he or she must allow for such leave, this section
applies.
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If Your Coverage


Would End:


Your vision expense coverage would normally end because You cease work
due to an approved leave of absence. But, You may continue Your coverage
if the leave has been granted to: (1) allow You to care for a seriously injured
or ill spouse, child or parent; (2) after the birth or adoption of a child; (3) due
to Your own serious health condition; or (4) because of a serious injury or
illness arising out of the fact that Your spouse, child, parent or next of kin
who is a covered service member is on active duty, or has been notified of
an impending call or order to active duty, in the Armed Forces in support of
a contingency operation. To continue Your coverage, You will be required to
pay the same share of the premium as You paid before the leave of
absence.


When Continuation Ends: Continued coverage will end on the earliest of the
following:


The date You return to active work.


In the case of a leave granted to You to care for a covered service
member: The end of a total leave period of 26 weeks in one 12 month
period. This 26 week total leave period applies to all leaves granted to
You under this section for all reasons. If You take an additional leave of
absence in a subsequent 12 month period, continued coverage will
cease at the end of a total leave period of 12 weeks.


In any other case: The end of a total leave period of 12 weeks in any
12 month period.


The date on which Your Employer�s Plan is terminated or You are no
longer eligible for coverage under this Plan.


The end of the period for which premium has been paid.


Definitions: As used in this section, the terms listed below have the meanings shown
below:


Active Duty: This term means duty under a call or order to active duty
in the Armed Forces of the United States.


Contingency Operation: This term means a military operation that: (1)
is designated by the Secretary of Defense as an operation in which
members of the Armed Forces are or may become involved in military
actions, operations or hostilities against an enemy of the United States
or against an opposing military force; or (2) results in the call or order
to, or retention on, active duty of members of the uniformed services
under any provision of law or during a national emergency declared by
the President or Congress.


Covered Service Member: This term means a member of the Armed
Forces, including a member of the National Guard or Reserves, who for
a serious injury or illness is: (1) undergoing medical treatment,
recuperation or therapy; (2) otherwise in outpatient status; or (3)
otherwise on the temporary disability retired list.


Next Of Kin: This term means Your nearest blood relative.
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Outpatient Status:This term means, in the case of a covered service
member, that he or she is assigned to: (1) a military medical treatment
facility as an outpatient; or (2) a unit established for the purpose of
providing command and control of members of the Armed Forces
receiving medical care as outpatients.


Serious Injury Or Illness: This term means, in the case of a covered
service member, an injury or illness incurred by him or her in line of
duty on active duty in the Armed Forces that may render him or her
medically unfit to perform the duties of his or her: (1) office; (2) grade;
(3) rank; or (4) rating.


Dependent Continuance On Your Death


If You die while covered, We will continue dependent coverage for those of
Your dependents who were covered when You died. We will do this for six
months at no cost, provided: (1) this group vision coverage remains in force;
(2) the dependents remain eligible dependents; and (3) in the case of a
spouse, the spouse does not remarry.


If a surviving dependent elects to continue his or her dependent benefits
under another continuation provision, if any, this free continuation period will
be provided as the first six months of such continuation. Premiums required
to be paid by, or on behalf of, a surviving dependent will be waived for the
first six months of continuation, subject to the conditions shown in items (1),
(2), and (3) above. After the first six months of continuation, the remainder of
the continuation period, if any, will be subject to the premium requirements,
and all of the terms of the other continuation provision.
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Options A , B , C


VISION EXPENSE COVERAGE - SCHEDULE OF BENEFITS


Effective on the latter of (i) the original effective date of the Policy; or (ii) the
effective date of the any applicable amendment requested by the
Policyholder and approved by the Insurance Company, this rider amends the
Vision Expense Insurance provisions of the Group Policy as follows:


B034.1357


Options A , B , C


Initial Election You may choose to be covered under one of the plans of vision expense
coverage offered by Your Employer. You may only be covered under one
plan at a time. You must notify the Employer of Your Election and pay the
required premium.
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Options A , B , C


Group Open


Enrollment Period


A group enrollment period is held each year from September 1st to
September 30th . During this period, You may choose to enroll for vision
expense coverage under this Plan. In that case, coverage is scheduled to
start on the date determined by Your Employer that next follows the date
You enroll.
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Options A , B , C


PPO Copayments First Service Provided $20.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .


Non-PPO Cash


Deductibles


First Service Provided $20.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .


Payment Rates For Covered Charges 100%. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
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Options A , B , C


Changes in


Coverage Amounts


If You are not Actively At Work on a Full-Time basis, any change in Your
amount of coverage or the amount of coverage on a covered dependent will
not become effective until the date You return to Active Work on a Full-Time
basis.


Changes In


Insurance


Classification


If Your classification changes, coverage will not be changed to the new
amount until the first day on which You are: (1) Actively At Work on a
Full-Time basis; and (2) make a contribution, if required, for the new
classification.


If a contribution is required for the new classification for which a larger
amount of coverage is provided, You must make the required contribution for
the amount within 31 days of the change. If You do not make the required
contribution within 31 days of the change or within 31 days of becoming
Actively At Work on a Full-Time basis, if You are not Actively At Work on a
Full-Time basis, when Your classification changes, no increase will be
allowed due to such change or any later change.
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Options A , B , C


CERTIFICATE RIDER - VISION CARE PLAN ELECTION PROCEDURES


Effective on the latter of (i) the original effective date of the Policy; or (ii) the
effective date of the any applicable amendment requested by the
Policyholder and approved by the Insurance Company, this rider amends the
Vision Expense Insurance provisions of the Group Policy as follows:


Vision Care Plan Election Procedures


Your Employer offers a Davis Vision care plan as an alternative to VSP�s
vision coverage under this Plan. You can enroll for either Davis Vision�s
vision coverage or for the VSP�s vision coverage, but not both at the same
time.


If You are enrolled for VSP�s vision coverage under this Plan, You may
change Your election and enroll in Davis Vision�s vision care plan during any
open enrollment period, except You may not change Your election until the
end of any 2 calendar year frequency benefit period.


If You change your election, Your covered dependents will automatically be
switched to Davis Vision�s vision care plan at the same time as You.


This rider is a part of this Certificate. Except as stated in this rider, nothing
contained in this rider, nothing contained in this rider changes or affects any
other terms of this Certificate.


The Guardian Life Insurance Company of America


Vice President, Risk Mgt. & Chief Actuary
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This Booklet Includes All Benefits For Which You Are Eligible.


You are covered for any benefits provided to you by the policyholder at no cost.


But if you are required to pay all or part of the cost of insurance you will only be covered for those
benefits you elected in a manner and mode acceptable to Guardian such as an enrollment form and
for which premium has been received by Guardian.


"Please Read This Document Carefully".
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CERTIFICATE OF COVERAGE


The Guardian


7 Hanover Square


New York, New York 10004


The group vision expense coverage described in this Certificate is attached to the group
Policy effective November 1, 2016. This Certificate replaces any Certificate previously
issued under this Plan or under any other plan providing similar or identical benefits issued
to the planholder by Guardian.


GROUP VISION EXPENSE COVERAGE


Guardian certifies that the Employee to whom this Certificate is issued is entitled to the
benefits described herein. However, the Employee must: (a) satisfy all of this Plan�s
eligibility and effective date requirements; (b) be listed in Our and/or the Policyholder�s
records as a validly covered Employee under this Plan; and (c) all required premium
payments must have been made by or on behalf of the Employee.


The Employee and/or his or her Dependents are not covered by any part of this Plan for
which he or she has waived coverage. Such a waiver of coverage is shown in Our and/or
the Policyholder�s records.


Policyholder: BBL CONSTRUCTION SERVICES, INC


Group Policy Number: 00531227


Vice President, Risk Mgt. & Chief Actuary
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Options D , E , F


DEFINITIONS


This section defines certain terms appearing in Your Certificate.


B040.0004


Options D , E , F


Active Work or


Actively At Work:


These terms mean Your performance of all the duties that pertain to Your
work at the place: (1) where it is normally done; or (2) where it is required to
be done by Your Employer


B040.0882


Options D , E , F


Aphakia This term means the absence of the lens of an eye, occurring congenitally or
as a result of trauma or surgery.


B040.0988


Options D , E , F


Aniridia This term means the absence of the iris in the eye, occurring congenitally or
as a result of trauma or surgery.


B040.0989


Options D , E , F


Anisometropia: means a condition of unequal refractive state for the two eyes, one eye
requiring different lens correction than the other.


B040.0845
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Aniseikonia This term means a condition in which the shape and size of the ocular image
differ in each eye.


B040.0990
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Benefit Period: This term means the time period beginning when a covered service is
received and extending for the period shown in this Certificate, during which
benefits for the covered service are available to a Covered Person.


B040.0846


Coated Lenses: This term means finished lenses to which substance has been added on one
or both surfaces.


B040.0848


Copayment: This term means a charge, expressed as a fixed dollar amount, required to
be paid by or on behalf of a Covered Person to a Preferred Provider at the
time covered vision services are received.


B040.0849
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Corneal Disorders This term means any condition, occurring congenitally or as a result of
disease or surgery, causing compromised integrity of the corneal curvature
or media.


B040.0991
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Covered Family: This term means You and those of Your dependents who are covered by this
Plan.


B040.0850
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Covered Person: This term means You, if You are covered by the Plan, and any of Your
covered dependents.


B040.0890
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Deductible: This term means any amount which a Covered Person must pay before he
or she is reimbursed for charges for covered services furnished by a
Non-Preferred Provider.


B040.0852
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Eligibility Date: For Employee coverage, this term means the earliest date You are eligible
for coverage under this Plan. For dependent coverage, this term means the
earliest date on which: (1) You have initial Dependents; and (2) are eligible
for dependent coverage.


B040.0853
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Employee: This term means a person who works for the Employer and whose income is
reported for tax purposes using a W-2 form.


B040.0854
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Employer: This term means BBL CONSTRUCTION SERVICES, INC .


B040.0855
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Enrollment Period: This term means the 31 day period which starts on the date You first
become eligible for dependent coverage.


B040.0856
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Full-time: This term means You regularly works at least the number of hours in the
normal work week set by the Employer (but not less than 30 hours per
week), at: (1) Your Employer�s place of business; (2) some place where the
Employer�s business requires You to travel; or (3) any other place You and
Your Employer have agreed upon for the performance of occupational duties.


B040.0857
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Initial Dependents: This term means eligible dependents You have at the time You first become
eligible for Employee coverage. If at this time You do not have any eligible
dependents, but You later acquire them, the first eligible dependents You
acquire are Your initial dependents.


B040.0859
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Incurred, or


Incurred Date:


These terms mean: (1) the placing of an order for lenses, frames or contact
lenses; or (2) the date on which such an order was placed.


B040.0860
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Irregular


Astigmatism


This term means astigmatism in which different parts of the same meridian
have different degrees of curvature.


B040.0992
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Keratoconus: This term means a development or dystrophic deformity of the cornea in
which it becomes cone shaped due to a thinning and stretching of the tissue
in its central area.


B040.0861
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Lenticular Lenses: This term means mean high-powered lenses with the desired prescription
power found only in the central portion. The outer portion has a front surface
with a changing radius of curvature.


B040.0862
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Medically


Necessary


This term means a vision care service or treatment that:


is appropriate to evaluate, diagnose or treat an illness, injury disease, or
its symptoms; and


is clinically appropriate and considered effective for the Covered Person�s
illness, injury or disease; and


is not primarily for the convenience of the Covered Person or the provider;
and


is not more costly than an alternative service that is likely to produce
equivalent results.


B040.0993
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Newly Acquired


Dependent:


This term means an eligible dependent You acquire after You already have
coverage in force for Initial Dependents.


B040.0863
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Non-Preferred


Provider:


This term means any optometrist, optician, ophthalmologist, or other licensed
and qualified vision care provider that us not under contract with Davis Vision
as a Preferred Provider.


B040.1001
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Orthoptics: This term means the teaching and training process for the improvement of
visual perception and coordination of two eyes for efficient and comfortable
binocular vision.


B040.0865
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Oversize Lenses: This term means larger than a standard lens blank, to accommodate
prescriptions.


B040.0866
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Pathological Myopia This term means myopia with >8.00 diopters in one or both eyes.


B040.0994


Options D , E , F


Payment Limit: This term means the maximum amount the Plan pays for covered charges
for covered services during either a Benefit Period.


B040.0868
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Photochromic


Lenses:


This term means lenses which change color with the intensity of sunlight.


B040.0870
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Plan: This term means the group vision care expense coverage plan described in
the Policy and this Certificate.


B040.0871
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Plano Lenses: This term means lenses which have no refractive power (lenses with less
than a +/- .50 diopter power).


B040.0872
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Post-Traumatic


Disorders


This term means means any condition, occurring as a result of trauma,
causing compromised integrity of the corneal curvature or media.


B040.0995


Options D , E , F


Preferred Provider: This term means an optometrist, ophthalmologist or optician or other licensed
and qualified vision care provider who has entered into a contract with Davis
Vision to provide vision care services and or vision materials to Covered
Persons.


B040.1002
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Standard Frames: This term means frames valued up to the limit published by VSP which is
given to preferred providers.


Standard Lenses: This term means regular glass or plastic lenses.


B040.0876


Options D , E , F


Tinted Lenses: This term means lenses which have an additional substance added to
produce constant tint.


B040.0878


Options D , E , F


Usual And


Customary:


This term means that the charge for the covered vision condition: (1) is the
provider�s standard charge for the service furnished; and (2) is not more than
the usual charge made by most other provider�s with similar training and
experience in the same geographic area. If more than one type of service
can be used to treat a vision condition, "usual" refers to the charge for the
least expensive type of service which meets the accepted standards of vision
care practice.


B040.0879
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Vision Materials This term means: (1) Elective Contact Lenses; or (2) Standard Lenses,
Standard Frames or a complete pair of eyeglasses (lenses and frames).


B040.0996
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We, Us, Our and


Guardian:


These terms mean The Guardian Life Insurance Company of America.


Your or Your: These terms mean the insured Employee.


B040.0881
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GENERAL PROVISIONS


B040.0893


Options D , E , F


Limitation of Authority


No person, except by a writing signed by the President, a Vice President or
a Secretary of Guardian, has the authority to act for Us to: (1) determine
whether any contract, Policy or certificate is to be issued; (2) waive or alter
any provisions of any contract or Policy, or any of Our requirements; (3) bind
Us by any statement or promise relating to any contract, Policy or certificate
issued or to be issued; or (4) accept any information or representation which
is not in a signed application.


B040.0883
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Incontestability


The Policy is incontestable after two years from its date of issue, except for
non-payment of premiums.


No statement in any application, except a fraudulent statement, made by a
Covered Person will be used to contest the validity of his or her insurance or
to deny a claim for a loss incurred after such insurance has been in force for
two years during his or her lifetime.


If the Policy replaces a plan your Employer had with another insurer, we may
rescind the Policy based on misrepresentations made by the Employer or an
Employee in a signed application for up to two years from the effective date
of the Policy.


In the event Your insurance is rescinded due to a fraudulent statement made
in Your Application, We will refund premiums paid for the periods such
insurance is void. The premium paid by You will be sent to Your last known
address on file with Your Employer or Us.


B040.0884
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Vision Claims Provisions


Your right to make a claim for vision benefits provided by the Policy is
governed as shown below.


Notice
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You must send Us written notice of an Injury or sickness for which a claim is
being made within 20 days of the date the Injury occurs or the sickness
starts. This notice should include Your name and the Policy number. If the
claim is being made for any other Covered Person, his or her name should
also be shown.


Claim Forms


We will furnish You with forms for filing proof of loss within 15 days of
receipt of notice. If We do not furnish the forms on time, We will accept a
written description and adequate proof of the Injury or sickness that is the
basis of the claim as proof of loss. You must detail the nature and extent of
the loss for which the claim is being made.


Proof Of Loss


You must send written proof to Our designated office within 120 days of the
loss.


Late Notice Of Proof


We will not void or reduce Your claim if You cannot send Us notice and
proof of loss within the required time. In that case, You must send Us notice
and proof as soon as reasonably possible.


Payment Of Benefits


We will pay all vision benefits as soon as we receive written proof of loss.
Unless otherwise required by law or regulation, We pay all vision benefits to
You if you are living. If You are not living, We have the right to pay all vision
benefits to one of the following: (1) Your estate; (2) Your spouse; (3) Your
parents; (4) Your children; or (5) Your brothers and sisters.


When proof of loss is filed, You or any other payee may direct Us, in writing,
to pay vision benefits to the Provider who furnished the covered service for
which benefits became payable. We may honor such direction at Our option.
However, We cannot require that a particular provider furnish such care. You
or any other payee may not assign the right to take legal action under the
Policy to such provider.


Legal Actions


No legal action against the Policy shall be brought until 60 days from the
date proof of loss has been given as shown above. No legal action shall be
brought against the Policy after three years from the date written proof of
loss is required to be given.


Workers� Compensation


The vision benefits provided by the Policy are not in place of, and do not
affect requirements for, coverage by Workers� Compensation.


B034.0901
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ELIGIBILITY FOR VISION EXPENSE COVERAGE - EMPLOYEE COVERAGE


B040.0886


Options D , E , F


Eligible Employees Subject to the conditions of eligibility set forth below, and to all of the other
conditions of the Plan, You are eligible if You are in an eligible class of
Employees and are an active Full-Time Employee.


If You are a partner or proprietor, We will treat You like an Employee if You
meet the Plan�s conditions of eligibility.


Conditions of


Eligibility


You are eligible for vision coverage if You are regularly working at least the
number of hours in the normal work week set by the Employer (but not less
than 30 hours per week) at: (1) the Employer�s place of business; (2) some
place where the Employer�s business requires You to travel; or (3) any other
place You and the Employer have agreed upon for the performance of
occupational duties.


You are not eligible for vision coverage if You are an Employee for whom,
pursuant to a collective bargaining agreement, the Employer makes any
payments to any kind of health and welfare benefit plan other than under this
Plan.


Enrollment Requirement: If You must pay all or part of the cost of
Employee coverage, You must enroll and agree to make required payments
within 31 days of Your eligibility date. If You fail to do this, You cannot enroll
until the Plan�s next vision open enrollment period.


This Plan�s vision open enrollment period occurs from September 1st to the
September 30th of each year.


Once You enroll in this Plan, You cannot drop Your vision coverage until this
Plan�s next vision open enrollment period. Once You drop Your vision
coverage, You will not be permitted to enroll again until the next vision open
enrollment period which starts after the date coverage is dropped.


If You initially waived vision coverage under this Plan because You were
covered under another group vision care plan, and You wish to enroll in this
Plan because Your coverage under the other plan ended, You may do so
without waiting until the next vision open enrollment period. But, Your
coverage under the other plan must have ended due to one of the events
listed below:


Termination of Your spouse�s employment.


Loss of eligibility under Your spouse�s vision plan.


Divorce.
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Death of Your spouse.


Termination of the other vision plan.


In that case, You must enroll in the vision coverage under this Plan within 30
days of the date that any of the events listed above occurs.


B040.0967


Options D , E , F


Multiple


Employment


If You work for both the Employer and a covered associated company, or for
more than one covered associated company, We will treat You as if only one
firm employs You. You will not have multiple vision coverage under this plan.


B040.0898
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The Probationary


Service Period


If You are in an eligible class, You are eligible for vision coverage under this
Plan after You complete the probationary service period, if any, established
by the Employer.


B034.0903
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When Employee Coverage Starts


You must be Actively At Work and working Your regular number of hours on
the date Your coverage is scheduled to start. And, You must have met all of
the conditions of eligibility which apply to You. if You are not Actively At
Work, We will postpone the start of Your coverage until You return to active
work.


The date Your coverage is scheduled to start is determined as shown below:


If You must pay all or part of the cost of Your coverage, You must elect to
enroll and agree to make the required payments before Your coverage will
start. If You do this on or before Your Eligibility Date, Your coverage is
scheduled to start on Your Eligibility Date. If You do this after Your eligibility
date, Your coverage is scheduled to start on the date You sign Your
enrollment form.


Sometimes a scheduled effective date is not a regularly scheduled work day.
This means: (1) a holiday; (2) a vacation day; or (3) a non-scheduled work
day. In that case, Your coverage is scheduled to start if, on Your last
regularly scheduled work day, You were: (a) Actively At Work; and (b)
working Your regular number of hours.


B040.0900
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When Employee Coverage Ends


Your coverage will end on the first of the following dates:


The last day of the month in which Your active full-time service ends
for any reason. Such reasons include: (1) disability; (2) death; (3)
retirement; (4) layoff; (5) leave of absence; and (6) the end of
employment.


The last day of the month in which You stop being an eligible
Employee under this Plan.


The date the group Plan ends, or is discontinued for a class of
Employees to which You below.


The last day of the period for which required payments are made for
You.


You may have the right to continue certain group benefits for a limited
time after Your coverages would otherwise end. Read this Plan
carefully for details.


B040.0905
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ELIGIBILITY FOR VISION EXPENSE COVERAGE - DEPENDENT COVERAGE


B040.0959


Options D , E , F


Eligible Dependents For Vision Expense Coverage


B040.0942
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Your eligible dependents are Your: (1) spouse; and (2) dependent children
who are under age 26.


B034.0904
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Adopted Children


And Step-Children


Your "dependent children" includes any: (a) stepchildren; (b) newborn
children; (c) legally adopted children; (d) children for whom You are the
court-appointed legal guardian. The term also includes any children for whom
court-ordered decree requires You to provide dependent coverage, and any
proposed adoptive children during any waiting period prior to the formal
adoption.


B034.0906
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Dependents Not Eligible


We exclude any dependent who is on active duty in any armed force. And
We exclude any dependent who is covered by this Plan as an Employee.


B040.0946


Options D , E , F


Handicapped


Children


You may have a child: (a) with a mental or physical handicap or
developmental disability; and (b) chiefly dependent upon you for support and
maintenance. In that case such a child may remain eligible for dependent
benefits past the age limit subject to the conditions shown below.


His or her condition started before he or she reached the age limit.


He or she became covered for dependent vision benefits before he
or she reached the age limit, and remained continuously covered
until he or she reached the age limit.
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He or she is unmarried and remains: (i) incapable of self-sustaining
employment; and (ii) chiefly dependent upon You for support and
maintenance.


You send us written proof, and we approve such proof, of the child�s
disability and dependence within 31 days from the date he or she
reaches the age limit. After the two year period following the child�s
attainment of the age limit, We can ask for periodic proof that the
child�s condition continues, but We cannot ask for this proof more
than once a year.


The child�s coverage ends when Your coverage ends.


B034.0908


Options D , E , F


When Dependent Coverage Starts


In order for Your dependent coverage to start, You must already be covered
for Employee coverage, or enroll for Employee and dependent coverage at
the same time.


Subject to the Exception below and to all of the other terms of this Plan, the
date Your dependent coverage starts depends on when You elect to enroll
Your Initial Dependents and agree to make any required payments.


If You do this on or before Your Eligibility Date, the dependent�s coverage is
scheduled to start on the later of the date You sign the enrollment form and
the date You become covered for Employee coverage.


If You do this within the Enrollment Period, the coverage is scheduled to
start on the date You become covered for Employee coverage.


If You do this after the Enrollment Period ends, You cannot enroll Your initial
dependents until the next vision open enrollment period.


Once You have dependent coverage for Your Initial Dependents, You must
notify us when You acquire any new dependents and agree to make any
additional payments required for their coverage.


A Newly Acquired Dependent will be covered from the later of the date You
notify us and agree to make any additional payments, and the date the Newly
Acquired Dependent is first eligible. But, You must notify us and agree to
make any additional payments within 31 days after the date he or she
becomes eligible. If You do this more than 31 days after the date the Newly
Acquired Dependent becomes eligible, You cannot enroll the newly acquired
dependent until the next vision open enrollment period.


Once a dependent is enrolled for vision expense coverage under this Plan,
the coverage cannot be dropped until the next vision open enrollment period.
Once coverage is dropped, the dependent cannot be enrolled again until the
next vision open enrollment period which starts after the date coverage is
dropped.


B040.0949
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Exception We will postpone the effective date of a dependent�s, other than a newborn
child�s, coverage if, on that date, he or she is: (1) confined to a hospital or
other health care facility; (2) home confined; or (3) unable to carry out the
normal activities of someone of like age and sex. In that case, We will
postpone the effective date of his or her coverage until the day after the
date: (a) his or her discharge from such facility; (b) his or her home
confinement ends; or (c) he or she resumes the normal activities of someone
of like age and sex.


B040.0950
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Newborn Children We cover Your newborn child for dependent benefits from the moment of
birth if: (1) You are already covered for dependent child coverage when the
child is born; and (2) You notify us within 31 days of the date the child is
born. If You fail to do this, You cannot enroll the child until the next vision
open enrollment period.


If the newborn child is Your first eligible dependent, We cover the child from
the moment of birth if You enroll for dependent coverage and agree to make
any required payments within 31 days of the date of the child�s birth. If You
fail to do this, You cannot enroll the child until the next vision open
enrollment period.


If the newborn child is not Your first eligible dependent, but You did not
previously enroll Your other eligible dependents for vision expense coverage,
You can enroll the child during the next vision open enrollment period, but
only if You also enroll all of Your other eligible dependents at that time.


B034.0910
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When Dependent


Coverage Ends


Dependent coverage ends for all of Your dependents when Your Employee
coverage ends. Dependent coverage also ends for all of Your dependents
when You stop being a member of a class of Employees eligible for such
coverage. And, it ends when this Plan ends, or when dependent coverage is
dropped from this Plan for all Employees for Your class.


If You are required to pay all or part of the cost of dependent coverage, and
You fail to do so, Your dependent coverage ends. It ends on the last day of
the period for which You made the required payments, unless coverage ends
earlier for other reasons.


Your dependent�s coverage ends when he or she stops being an eligible
dependent. This happens to Your child on the last day of the month in which
Your child attains the age limit, or for Your handicapped child who has
reached the age limit, when he or she marries, or is no longer dependent
upon You for support and maintenance. It happens to a spouse on the last
day of the month in Your marriage ends in legal divorce or annulment.


B034.0911
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VISION EXPENSE BENEFITS


This coverage will pay many of a Covered Person�s vision care expenses.
We pay benefits for Covered Charges Incurred by a Covered Person. What
We pay and the terms for payment are explained below.


This Certificate includes form(s) GC-SCH-DAVIS-11-NY, which are the Plan�s
Schedules(s) of Benefits. Your class and benefit options are shown in the
Schedule of Benefits that applies to You. See form(s)
GC-SCH-DAVIS-11-NY.


B034.1282
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Davis Vision - This Plan�s Vision Care Preferred Provider


Organization


This Plan is designed to provide high quality vision benefit while controlling
the cost of such care. To do this, the Plan encourages a Covered Person to
seek vision care from vision care practitioners and vision care facilities that
belong to Davis Vision�s Preferred Provider Network, a vision care preferred
provider organization (PPO).


This vision care PPO is made up of Preferred Providers in a Covered
Person�s geographic area. A vision care Preferred Provider is a vision care
practitioner or a vision care facility that: (a) is a credentialed provider in Davis
Vision�s network; and (b) has a current participatory agreement in force with
Davis Vision.


When a Covered Person is enrolled in this Plan, he or she will get an
enrollment packet. The packer will: (1) explain how to obtain benefits; and (2)
contain information about current vision care Preferred Providers in his or her
area.


A Covered Person may receive vision services from any Davis Vision
Preferred Provider. When he or she wants to receive services from a
Preferred Provider, he or she must contact the Preferred Provider before
receiving treatment. The Preferred Provider will contact Davis Vision to verify
the Covered person�s eligibility before any treatment occurs. It is not
necessary to submit a claim for services from a Preferred Provider.


Use of the vision care PPO is voluntary. A covered person may receive
vision care from any vision care provider he or she chooses. And, he or she
is free to change providers at any time. But, this Plan usually pays more in
benefits for covered services furnished by a Preferred Provider. Conversely,
it usually pays less for covered services not furnished by a vision care
Preferred Provider.







Davis Vision - This Plan�s Vision Care Preferred Provider
Organization (Cont.)
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What we pay is based on all of the terms of this Plan. Please read this Plan
carefully for specific benefit levels, frequencies, Copayments, Deductibles
and Payment Limits.


A Covered Person may call Davis Vision should he or she have any
questions about this Plan.


Non-Preferred Providers


If a Covered Person receives services or supplies from a Non-Preferred
Provider, he or she must submit a claim form along with the Non-Preferred
Provider�s itemized bill to Davis Vision for claims payment. All claims must
be sent to Davis Vision within 90 days of the date services are completed or
supplies are received.


Claims for services or supplies from a Non-Preferred Provider must be sent
to:


Davis Vision - Vision Care Processing Unit
P.O. Box 1525
Latham, NY 12110


B040.1255
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Appeal Review Procedure


If a claim for benefits is denied in whole or in part, the provider or Covered
Person has the right to ask for a review of the adverse benefit determination.
To obtain a review, You must submit a request for review to Davis Vision
within 180 days after You receive notice of the denial. No special form is
required. A request for review of an urgent care claim may be made over the
phone. Any request for review of a pre-service claim or post-service claim
must be in writing.


In connection with the review, You have the right to: (a) see the Group
Policy and other papers affecting the claim; (b) argue against the denial in
writing; (c) have a representative act on Your behalf in the appeal. The
person conducting the review will: (a) not be, or not be subordinate to, the
person who originally reviewed the claim; and (b) have medical expertise
relevant to the claim, if the denial was based on medical judgment.


Davis Vision will review Your claim promptly after receiving Your request for
review. You will receive written notice of Davis Vision�s decision for:


1. Urgent care claims as soon as reasonably possible but not later than
72 hours after Davis Vision receives Your request for review of an
adverse benefit determination.







Appeal Review Procedure (Cont.)


GC-DAVIS-11-NY


00531227/00000.0/ /O25817/9999/0001 P. 17


2. Pre-service claims within a reasonable period of time appropriate to
the medical circumstances but not later than 15 days after Davis
Vision receives Your request for review of an adverse benefit
determination.


3. Post-service claims within a reasonable period of time but not later
than 30 days after Davis Vision receives Your request for review of
an adverse benefit determination.


Any notice of extension will be in writing, explain the special circumstances
that may dictate an extension of the time period needed to review Your
appeal and give the date by which Davis Vision expects to make a decision.
In any event, however, You will receive written notice of Davis Vision�s
decision no later than 60 days after Your request for review is received (120
days if there are special circumstances that require an extension for
processing of the claim and notice was given). The written decision You
receive will include:


1. The reason for the decision.


2. A reference to any applicable standards or guidelines Davis Vision
used to make the determination.


3. A reference to the provisions of the Group Policy or Plan on which
the decision is based.


4. Notice of Your right to a copy of and access to any guidelines, rules
and protocols Davis Vision relied upon in making the adverse
determination.


5. Notice of Your right to access all documents, records and other
information relevant to your claim, without regard to whether Davis
Vision relied on the material in making the adverse determination.


6. Upon request, the names of vision care professionals, if any,
consulted as part of the claims process.


If applicable, notice of Your right to bring a civil action under ERISA section
502(a) following a determination of appeal.


Other voluntary alternative dispute resolution options, such as mediation, may
be available.


One way to find out what may be available is to contact Your local U.S.
Department of Labor Office and Your state insurance regulatory agency.


All written correspondence should be addressed to:


Davis Vision
P.O. Box 791
Latham, NY 12110
Attention: Quality Assurance/Patient Advocate Department
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"Adverse benefit determination " means any of the following: a denial,
reduction, or termination of, or a failure to provide or make payment (in
whole or in part) for a benefit, including any such denial, reduction,
termination, or failure to provide or make payment that is based on (i) a
determination of a Covered Person�s eligibility to participate in the Plan; (ii)
the application of any utilization review; and (iii) the failure to cover an item
or service for which benefits are otherwise provided because it is determined
to be experimental or investigational or not medically necessary or
appropriate.


"Pre-service claim" means any claim for a benefit with respect to which the
terms of the Plan condition receipt of the benefit, in whole or in part, on
approval of the benefit in advance of obtaining vision care.


"Post-service claim" means any claim for a benefit under the Plan that is not
a pre-service claim as defined above.


Urgent care claim" is any claim for vision care or treatment with respect to
which the application of the time periods for making non-urgent care
determinations:


(A) Could seriously jeopardize the life or health of the Covered Person or
the ability of the Covered Person to regain maximum function, or,


(B) In the opinion of a provider with knowledge of the Covered Person�s
medical condition, would subject the Covered Person to severe pain
that cannot be adequately managed without the care or treatment
that is the subject of the claim.
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Options D , E , F


How This Plan Works


We pay benefits for the covered charges a Covered Person incurs as shown
below. What we pay is subject to all of the terms of this Plan. Read the
entire Plan to find out what we limit or exclude.


Covered charges are the Usual charges for the services and supplies
described below. We pay benefits only for covered charges incurred by a
person while he or she is covered by this Plan. Charges in excess of any
payment limits shown in this Plan are not covered charges.


When a payment limit is for a pair of materials (such as lenses), the limit is
halved if only one item is purchased.
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Options D , E , F


Copayments: A Covered Person must pay a Copayment each time he or she receives a
vision examination. And, he or she must pay a Copayment each time he or
she receives any vision materials covered by this Plan. We pay benefits for
the covered charges a Covered Person incurs in excess of the Copayment.
This Plan�s Copayments are shown in the Schedule Of Benefits.


Cash Deductibles: There are separate cash Deductibles for each covered service furnished by a
Non-Preferred Provider. These cash Deductibles are shown in the Schedule
Of Benefits. The Covered Person must have covered charges in excess of
the cash Deductible before We pay benefits for the service or supply.
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How We Cover


Vision Examinations


A Covered Person must pay a Copayment or Deductible each time he or she
receives a comprehensive vision examination. If the comprehensive vision
examination is done by a Preferred Provider, we pay benefits in full for
covered charges for the examination in excess of the Copayment. If the
vision examination is performed by a Non-Preferred Provider, we pay benefits
for such charges in excess of the Deductible up to $50.00.


We cover charges for only one vision examination in any one calendar year
period.


A comprehensive vision examination includes:


case history - chief complaint, eye and vision history, medical history;


entrance distance acuities;


external ocular evaluation including slit lamp examination;


internal ocular examination;


tonometry;


distance refraction - objective and subjective;


binocular coordination and ocular motility evaluation;


evaluation of papillary function;


biomicroscopy;


gross visual fields;


assessment and plan;


advice to a Covered Person on matters pertaining to vision care;







How This Plan Works (Cont.)


GC-DAVIS-11-NY


00531227/00000.0/ /O25817/9999/0001 P. 20


form completion - school, motor vehicle, etc.


If the doctor recommends vision correction, we cover the fitting of
eyeglasses and follow-up adjustments.


A comprehensive vision examination does not include a contact lens
examination (fitting & evaluation). See "How We Cover Elective Contact
Lenses" for more details.
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How We Cover


Vision Materials


We cover charges for either glass or plastic prescription single vision, bifocal,
trifocal or Lenticular Lenses. We cover charges for frames. And, we cover
charges for prescription contact lenses.


Only charges for an initial purchase can be used toward the material
allowance. Any unused balance remaining after the initial purchase
cannot be banked for future use. For example, if a Covered Person
purchases a pair of glasses for less than the material allowance, the
remaining balance of the allowance will be unused. He or she will have
a new allowance starting two calendar years from the date of the initial
purchase.


If a Covered Person purchases only frames or lenses (not a complete
pair of glasses) the initial purchase will be used toward the material
allowance and the unused balance cannot be banked for future use,
even if he or she purchases the other item later. He or she will have a
new allowance starting two calendar years from the date of the
purchase.


Complete eyeglasses must be purchased at one time from one
provider. For example, if a Covered Person purchases only lenses, he
or she cannot purchase frames later in the same benefit period. The
Covered person is not eligible for new vision materials until the next
benefit period.


In any one calendar year period, we cover charges for either glasses or
contact lenses, but not both.
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How We Cover


Standard Lenses


A Covered Person must pay a Copayment or Deductible each time he or she
purchases standard lenses or a complete pair of eyeglasses. If the lenses
are received from a Preferred Provider, we pay benefits in full for the
covered charges for the lenses in excess of the Copayment. If the lenses are
received from a Non-Preferred Provider, we pay benefits for covered charges
in excess of the Deductible up to:


$48.00 for single vision lenses;


$67.00 for bifocal lenses;
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$86.00 for trifocal lenses; and


$126.00 for Lenticular Lenses.


We cover one pair of Standard Lenses in any one calendar year period.


We cover charges for glass or plastic lenses in single vision, bifocal or
trifocal prescriptions. This includes charges for the following cosmetic extras:


Oversized lenses.


Fashion and gradient tinting of plastic lenses.


Polycarbonate lenses (for dependent children and monocular I
individuals and Covered Persons with prescriptions of > +/-6.00
diopters).


The following cosmetic lens extras are not covered. But if a Covered Person
purchases his or her lenses from a Preferred Provider, the price will be
discounted as follows:


Standard progressive addition lenses: $50.00


Premium progressives (Varilux, Kodak, Seiko, Rodenstock): $90.00


Photochromatic lenses - single vision or multifocal: $20.00


Scratch resistant coating - single vision or multifocal: $20.00


Ultra violet coating: $12.00


Blended invisible bifocal lenses: $20.00


Intermediate Lenses: $30.00


Plastic photosensitive lenses: $65.00


Transitions lenses: $65.00


Polarized lenses: $75.00


Hi-Index lenses: $55.00


Glare resistant treatment (multi layer hydrophobic): $35.00


Premium glare resistant treatment: $48.00


Ultra glare resistant treatment: $60.00
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How We Cover


Elective Contact


Lenses


We cover charges for standard, soft, daily-wear disposable or planned
replacement contact lenses, but only in lieu of Standard Lenses and frames.
In any one calendar year period, we cover benefits for elective contact
lenses up to the limits shown in the following paragraphs.


If the contact lenses are purchased from a Preferred Provider, we pay
benefits for covered charges as follows:
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If a Preferred Provider offers Davis Vision�s elective contact lenses
Collection, we pay benefits for covered charges for any elective contact
lenses selected from the Collection in excess of the Copayment, if any.
We cover two boxes of planned replacement or 4 boxes of disposable
elective contact lenses. Contact lens fitting and evaluation (contact lens
exam) is included at no additional cost when Collection contacts are
prescribed. The Collection is not available at retail locations.


Covered Persons must obtain all of the elective contact lenses available
within the benefit period at the same time. Any amounts remaining
cannot be banked for future use.


We pay benefits for covered charges for non-Collection elective contact
lenses in full to the retail elective contact lenses allowance of $130.00
and the materials copay, if any, is waived. If the contact lens exam
(fitting and evaluation) and the lenses are supplied by the same
non-retail Preferred Provider or at a Visionworks/ECCA retail location at
the same time, all costs can be applied to the allowance. At other retail
locations the allowance will be applied to the cost of the contact lens
only.


If a Covered Person receives a vision examination from a Preferred
Provider, he or she will receive a discount on the cost of a pair of
non-Collection elective contact lenses, from the same Preferred
Provider. Discounts do not apply at Wal-Mart or Sam�s Club locations.
The discount is an amount equal to 15% of the Preferred Provider�s
Usual and Customary fee in excess of the Copayment and retail
elective contact lenses allowance.


If the contact lenses are purchased from a Non-Preferred Provider, we pay
benefits for covered charges in excess of the Deductible up to a maximum of
$105.00.


If a Covered person chooses elective contact lenses, we will not cover
charges for Standard Lenses until the next calendar year.
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Options D , E , F


How We Cover


Necessary Contact


Lenses


We cover charges for necessary contact lenses, including charges for related
professional services. Contact lenses may be medically necessary and
appropriate when the use of contact lenses, in lieu if eyeglasses, will result in
significantly better visual acuity and/or improved binocular function, including
avoidance of diplopia or suppression. Contact Lenses may be determined to
be medically necessary (1) only if the lenses are needed for the correction of
Keratoconus; Aphakia; Anisometropia; Aniseikonia; Pathological Myopia;
Aniridia; Corneal Disorders; Post-Traumatic Disorders; Irregular Astigmatism;
and (2) the Covered Person complies with the following requirements
regarding prior notification.


The provider must fax a completed Prior Approval Request Form to Davis
Vision at 1-800-584-2329 for necessary contact lenses before the lenses are
dispensed. If the required request is not approved, no benefits will be paid
for such lenses.


A Covered Person must pay a Copayment or Deductible each time he or she
purchases necessary contact lenses. If the contact lenses are purchased
from a Preferred Provider, we pay benefits in full for covered charges for the
lenses in excess of the Copayment. If the contact lenses are purchased from
a Non-Preferred Provider, we pay benefits for covered charges in excess of
the Deductible up to a maximum of $210.00.
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How We Cover


Frames


A Covered Person must pay a Copayment or Deductible each time he or she
purchases a set of frames or complete pair of eyeglasses. We cover only
one set of frames in any two calendar year period.


If the frames are purchased from a Preferred Provider, we pay benefits for
covered charges in excess of the Copayment as follows:


If a Preferred Provider offers Davis Vision�s exclusive Collection, we
pay benefits for covered charges for any Fashion or Designer Collection
frame in full. And, we pay benefits for covered charges for any Premier
Collection frame selected in full in excess of an additional $25.00
Copayment.


We pay benefits for covered charges for a non-Collection, up to the
retail frame allowance of $130.00.


If a Covered Person receives a vision examination from a Preferred
Provider, he or she will receive a discount on the cost of purchasing a
pair of non-Collection frames from the same Preferred Provider.
Discounts do not apply at Wal-Mart or Sam�s Club locations. The
discount is an amount equal to 20% of the Preferred Provider�s Usual
and Customary fee in excess of the Copayment and retail frame
allowance.


If the frames are purchased from a Non-Preferred Provider, we pay benefits
for covered charges in excess of the Deductible up to $48.00.
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Options D , E , F


Exclusions


We will not cover charges for:


Othoptics or vision training and any associated supplemental training.


Medical or surgical treatment of the eyes.


Any eye examination or corrective eyewear required by an Employer as
a condition of employment.


Plano lenses (lenses with less than a +/-.38 diopter power).


Two sets of glasses in lieu of bifocals.


Replacement of lenses and frames furnished under this Plan which are
lost or broken, except at normal intervals when services are otherwise
available.


Necessary contact lenses prescribed for a Covered Person for which
prior notification was not sent to Davis Vision.


Lens cosmetic extras that are not specifically listed in this Plan as
covered.
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Options D , E , F


CONTINUATION RIGHTS


Coordination Between Continuation Sections


A Covered Person may be eligible to continue his or her group vision care
coverage under more than one Continuation Rights section at the same time.
If he or she chooses to continue his or her group vision care coverage under
more than one section, the continuations: (1) start at the same time; (2) run
concurrently; and (3) end independently, on their own terms.


A Covered Person continuing coverage under more than one continuation
section: (1) will not be entitled to duplicate benefits; and (2) will not be
subject to the premium requirements of more than one section at the same
time.


Uniformed Services Continuation Rights


If You enter or return from military service, You may be able to continue
coverage under this Plan as a result of the Uniformed Services Employment
and Reemployment Rights Act of 1994 (USERRA).


If Your group vision care coverage under this Plan would otherwise end
because You enter into active military service, You may elect to continue
such coverage for Yourself and Your eligible dependents in accord with the
provisions of USERRA.


Group vision care coverage may be continued while You are in the military
for up to 24 months starting on the date of absence from work. Continued
coverage will end if You fail to return to work in a timely manner after military
service ends as provided under USERRA. You should contact Your Employer
for details about this continuation provision, including required premium
payments.


COBRA Continuation Rights


Employee and Dependent


Important Notice: The Federal Continuation Rights section may not apply to Your Employer�s
plan. You must contact Your Employer to find out if Your Employer is subject
to the Federal continuation rights requirement. If Your Employer is subject to
that requirement, the Federal Continuation Rights section applies to You.
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Qualified Continuee: Under this section, the term "qualified continuee" means any person who, on
the day before any event which would qualify him or her for continuation
under this section, is covered for group vision care coverage as: (1) an
active Employee; (2) the spouse of an active Employee; or (3) the dependent
child of an active Employee. A child born to, or adopted by, an active
Employee during a continuation provided by this section is also a qualified
continuee. Any other person who would otherwise become eligible for group
vision care coverage during a continuation provided by this section is not a
qualified continuee.


If An Employee�s


Group Vision Care


Coverage Ends:


If Your group vision care coverage would otherwise end due to Your
termination of employment or reduction of work hours, You may elect to
continue such coverage for up to 18 months, if You were not terminated due
to gross misconduct.


The continuation: (1) may cover You or any other qualified continuee; and (2)
is subject to When Continuation Ends.


Extra Continuation


For Disabled


Qualified


Continuees:


If a qualified continuee is determined to be disabled under Title II or Title XVI
of the Social Security Act on or during the first 60 days after the date his or
her group vision care coverage would otherwise end due to Your termination
of employment or reduction of work hours, and such disability lasts at least
until the end of the 18 month period of continuation coverage, he or she or
any member of that person�s family who is a qualified continuee may elect to
extend his or her 18 month continuation period explained above for up to an
extra 11 months.


To elect the extra 11 months of continuation, a qualified continuee must give
Your Employer written proof of Social Security�s determination of his or her
disability as described in The Qualified Continuee�s Responsibilities. If, during
the extra 11 month continuation period, the qualified continuee is determined
to be no longer disabled under the Social Security Act, he or she must notify
Your Employer within 30 days of such determination and continuation will
end, as explained in When Continuation Ends.


This extra 11 month continuation is subject to When Continuation Ends.


An additional 50% of the total premium charge also may be required from
the qualified continuee and all qualified continuees who are members of the
disabled qualified continuee�s family by Your Employer during this extra 11
month continuation period, provided the disabled qualified continuee has
extended coverage.
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Options D , E , F


If You Die While


Covered:


If You die while covered, any qualified continuee whose group vision care
coverage would otherwise end may elect to continue such coverage. The
continuation can last for up to 36 months, subject to When Continuation
Ends.


If Your Marriage


Ends:


If Your marriage ends due to legal divorce or legal separation, any qualified
continuee whose group vision care coverage would otherwise end may elect
to continue such coverage. The continuation can last for up to 36 months,
subject to When Continuation Ends.


If A Dependent


Child Loses


Eligibility:


If a dependent child�s group vision care coverage would otherwise end due
to his or her loss of dependent eligibility as defined in this Plan, other than
Your coverage ending, he or she may elect to continue such coverage.
However, such dependent child must be a qualified continuee. The
continuation can last for up to 36 months, subject to When Continuation
Ends.


Concurrent


Continuations:


If a dependent elects to continue his or her group vision care coverage due
to Your termination of employment or reduction of work hours, he or she
may elect to extend his or her 18 month or 29 month continuation period to
up to 36 months, if during the 18 month or 29 month continuation period he
or she becomes eligible for 36 months of continuation due to any of the
reasons stated above.


The 36 month continuation period starts on the date the 18 month
continuation period started, and the two continuation periods will be deemed
to have run concurrently.


Special Medicare


Rule:


If You become entitled to Medicare before a termination of employment or
reduction of work hours, a special rule applies for a dependent. The
continuation period for a dependent, after Your later termination of
employment or reduction of work hours, will be the longer of: (1) 18 months
(29 months if there is a disability extension) from Your termination of
employment or reduction of work hours; or (2) 36 months from the date of
Your earlier entitlement to Medicare. If Medicare entitlement occurs more
than 18 months before termination of employment or reduction of work
hours, this special Medicare rule does not apply.
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The Qualified


Continuee�s


Responsibilities:


A person eligible for continuation under this section must notify Your
Employer, in writing, of: (1) Your legal divorce or separation from Your
spouse; (2) the loss of dependent eligibility, as defined in this Plan, of a
covered dependent child; (3) a second event that would qualify a person for
continuation coverage after a qualified continuee has become entitled to
continuation with a maximum of 18 or 29 months; (4) a determination by the
Social Security Administration that a qualified continuee entitled to receive
continuation with a maximum of 18 months has become disabled during the
first 60 days of such continuation; and (5) a determination by the Social
Security Administration that a qualified continuee is no longer disabled.


Notice of an event that would qualify a person for continuation under this
section must be given to Your Employer by a qualified continuee within 60
days of the latest of: (1) the date on which an event that would qualify a
person for continuation under this section occurs; (2) the date on which the
qualified continuee loses (or would lose) coverage under this Plan as a result
of the event; or (3) the date the qualified continuee is informed of the
responsibility to provide notice to Your Employer and this Plan�s procedures
for providing such notice.


Notice of a disability determination must be given to Your Employer by a
qualified continuee within 60 days of the latest of: (1) the date of the Social
Security Administration determination; (2) the date of the event that would
qualify a person for continuation; (3) the date the qualified continuee loses or
would lose coverage; or (4) the date the qualified continuee is informed of
the responsibility to provide notice to Your Employer and this Plan�s
procedures for providing such notice. But, such notice must be given before
the end of the first 18 months of continuation coverage.
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Your Employer�s


Responsibilities:


A qualified continuee must be notified, in writing, of: (1) his or her right to
continue this Plan�s group vision care coverage; (2) the premium he or she
must pay to continue such coverage; and (3) the times and manner in which
such payments must be made.


Your Employer must give notice of the following qualifying events to the Plan
administrator within 30 days of the event: (1) Your death; or (2) termination
of employment (other than for gross misconduct) or reduction in hours of
employment; or (3) Medicare entitlement. Upon receipt of notice of a
qualifying event from Your Employer or from a qualified continuee, the Plan
administrator must notify a qualified continuee of the right to continue this
Plan�s group vision care coverage no later than 14 days after receipt of
notice.


If Your Employer is also the Plan administrator, in the case of a qualifying
event for which the Employer must give notice to the Plan administrator,
Your Employer must provide notice to a qualified continuee of the right to
continue this Plan�s group vision care coverage within 44 days of the
qualifying event.
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If Your Employer determines that a person is not eligible for continued group
vision care coverage under this Plan, the Employer must notify him or her
with an explanation of why such coverage is not available. This notice must
be provided within the time frame described above.


If a qualified continuee�s continued group vision care coverage under this
Plan is cancelled prior to the maximum continuation period, Your Employer
must notify the qualified continuee as soon as practical following
determination that the continued group vision care coverage shall terminate.


Your Employer�s


Liability:


Your Employer will be liable for the qualified continuee�s continued group
vision care coverage to the same extent as, and in place of, us, if Your
Employer fails: (1) to remit a qualified continuee�s premium payment to us on
time, causing the qualified continuee�s continued group vision care coverage
to end; or (2) to notify the qualified continuee of his or her continuation rights
as described above.


Election Of


Continuation:


To continue his or her group vision care coverage, the qualified continuee
must give Your Employer written notice that he or she elects to continue.
This must be done by the later of: (1) 60 days from the date a qualified
continuee receives notice of his or her continuation rights from Your
Employer as described above; or (2) the date group vision care coverage
would otherwise end. And the qualified continuee must pay his or her first
premium in a timely manner.


The subsequent premiums must be paid to Your Employer, by the qualified
continuee, in advance, at the times and in the manner specified by Your
Employer. No further notice of when premiums are due will be given.


The premium will be the total rate which would have been charged for the
group vision care coverage had the qualified continuee stayed covered under
the group plan on a regular basis. It includes any amount that would have
been paid by Your Employer. Except as explained in Extra Continuation For
Disabled Qualified Continuees, an additional charge of two percent of the
total premium charge may also be required by Your Employer.


If the qualified continuee fails to give Your Employer notice of his or her
intent to continue, or fails to pay any required premium in a timely manner,
he or she waives his or her continuation rights.


Grace In Payment


Of Premium:


A qualified continuee�s premium payment is timely if, with respect to the first
payment after he or she elects to continue, such payment is made no later
than 45 days after such election. In all other cases, such premium payment
is timely if it is made within 31 days of the specified due date. If timely
payment is made in an amount that is not significantly less than the amount
Your Employer requires to be paid for the period of coverage, then the
amount paid is deemed to satisfy the requirement for the premium that must
be paid, unless Your Employer notifies the qualified continuee of the amount
of the deficiency and grants an additional 30 days for payment of the
deficiency to be made. Payment is calculated to be made on the date on
which it is sent to Your Employer.
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When Continuation


Ends:


A qualified continuee�s continued group vision care coverage ends on the
first of the following:


With respect to continuation upon Your termination of employment or
reduction of work hours, the end of the 18 month period which starts on
the date the group vision care coverage would otherwise end;


With respect to a qualified continuee who has an additional 11 months
of continuation due to disability, the earlier of: (1) the end of the 29
month period which starts on the date the group vision care coverage
would otherwise end; or (2) the first day of the month which coincides
with or next follows the date which is 30 days after the date on which a
final determination is made that the disabled qualified continuee is no
longer disabled under Title II or Title XVI of the Social Security Act;


The date Your Employer ceases to provide any group vision care
coverage to any Employee;


The end of the period for which the last premium payment is made;


The date, after the date of election, a qualified continuee becomes
covered under any other group vision care coverage which does not
contain any pre-existing condition exclusion or limitation affecting him or
her;


The date, after the date of election, the qualified continuee becomes
entitled to Medicare; or


With respect to continuation upon Your death, Your legal divorce or
legal separation, or the end of a covered dependent�s eligibility, the end
of the 36 month period which starts on the date the group vision care
coverage would otherwise end.
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Your Right To Continue Vision Expense Coverage
During A Family Leave Of Absence


Important Notice: This section may not apply to Your Employer�s plan. You must contact Your
Employer to find out if he or she must allow for a family leave of absence
under federal law. If he or she must allow for such leave, this section
applies.
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If Your Coverage


Would End:


Your vision expense coverage would normally end because You cease work
due to an approved leave of absence. But, You may continue Your coverage
if the leave has been granted to: (1) allow You to care for a seriously injured
or ill spouse, child or parent; (2) after the birth or adoption of a child; (3) due
to Your own serious health condition; or (4) because of a serious injury or
illness arising out of the fact that Your spouse, child, parent or next of kin
who is a covered service member is on active duty, or has been notified of
an impending call or order to active duty, in the Armed Forces in support of
a contingency operation. To continue Your coverage, You will be required to
pay the same share of the premium as You paid before the leave of
absence.


When Continuation Ends: Continued coverage will end on the earliest of the
following:


The date You return to active work.


In the case of a leave granted to You to care for a covered service
member: The end of a total leave period of 26 weeks in one 12 month
period. This 26 week total leave period applies to all leaves granted to
You under this section for all reasons. If You take an additional leave of
absence in a subsequent 12 month period, continued coverage will
cease at the end of a total leave period of 12 weeks.


In any other case: The end of a total leave period of 12 weeks in any
12 month period.


The date on which Your Employer�s Plan is terminated or You are no
longer eligible for coverage under this Plan.


The end of the period for which premium has been paid.


Definitions: As used in this section, the terms listed below have the meanings shown
below:


Active Duty: This term means duty under a call or order to active duty
in the Armed Forces of the United States.


Contingency Operation: This term means a military operation that: (1)
is designated by the Secretary of Defense as an operation in which
members of the Armed Forces are or may become involved in military
actions, operations or hostilities against an enemy of the United States
or against an opposing military force; or (2) results in the call or order
to, or retention on, active duty of members of the uniformed services
under any provision of law or during a national emergency declared by
the President or Congress.


Covered Service Member: This term means a member of the Armed
Forces, including a member of the National Guard or Reserves, who for
a serious injury or illness is: (1) undergoing medical treatment,
recuperation or therapy; (2) otherwise in outpatient status; or (3)
otherwise on the temporary disability retired list.


Next Of Kin: This term means Your nearest blood relative.
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Outpatient Status:This term means, in the case of a covered service
member, that he or she is assigned to: (1) a military medical treatment
facility as an outpatient; or (2) a unit established for the purpose of
providing command and control of members of the Armed Forces
receiving medical care as outpatients.


Serious Injury Or Illness: This term means, in the case of a covered
service member, an injury or illness incurred by him or her in line of
duty on active duty in the Armed Forces that may render him or her
medically unfit to perform the duties of his or her: (1) office; (2) grade;
(3) rank; or (4) rating.


Dependent Continuance On Your Death


If You die while covered, We will continue dependent coverage for those of
Your dependents who were covered when You died. We will do this for six
months at no cost, provided: (1) this group vision coverage remains in force;
(2) the dependents remain eligible dependents; and (3) in the case of a
spouse, the spouse does not remarry.


If a surviving dependent elects to continue his or her dependent benefits
under another continuation provision, if any, this free continuation period will
be provided as the first six months of such continuation. Premiums required
to be paid by, or on behalf of, a surviving dependent will be waived for the
first six months of continuation, subject to the conditions shown in items (1),
(2), and (3) above. After the first six months of continuation, the remainder of
the continuation period, if any, will be subject to the premium requirements,
and all of the terms of the other continuation provision.


B040.1225
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Options D , E , F


VISION EXPENSE COVERAGE - SCHEDULE OF BENEFITS


Effective on the latter of (i) the original effective date of the Policy; or (ii) the
effective date of the any applicable amendment requested by the
Policyholder and approved by the Insurance Company, this rider amends the
Vision Expense Insurance provisions of the Group Policy as follows:


B034.1375


Options D , E , F


Initial Election You may choose to be covered under one of the plans of vision expense
coverage offered by Your Employer. You may only be covered under one
plan at a time. You must notify the Employer of Your Election and pay the
required premium.


B034.1376


Options D , E , F


Group Open


Enrollment Period


A group enrollment period is held each year from September 1st to
September 30th . During this period, You may choose to enroll for vision
expense coverage under this Plan. In that case, coverage is scheduled to
start on the date determined by Your Employer that next follows the date
You enroll.


B034.1377


Options D , E , F


PPO Copayments Examinations $20.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Materials $20.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .


Non-PPO


Deductibles


Examinations $20.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Materials $20.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .


B034.1381


Options D , E , F


If a Covered Person receives elective contact lenses that are not part of the
Collection from a Preferred Provider, we waive the Plan�s materials
Copayment. We also waive the Deductible for elective contact lenses
received from a Non-Preferred Provider.


B034.1382
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Options D , E , F


Changes in


Coverage Amounts


If You are not Actively At Work on a Full-Time basis, any change in Your
amount of coverage or the amount of coverage on a covered dependent will
not become effective until the date You return to Active Work on a Full-Time
basis.


Changes In


Insurance


Classification


If You classification changes, coverage will not be changed to the new
amount until the first day on which You are: (1) Actively At Work on a
Full-Time basis; and (2) make a contribution, if required, for the new
classification.


If a contribution is required for the new classification for which a larger
amount of coverage is provided, You must make the required contribution for
the amount within 31 days of the change. If You do not make the required
contribution within 31 days of the change or within 31 days of becoming
Actively At Work on a Full-Time basis, if You are not Actively At Work on a
Full-Time basis, when Your classification changes, no increase will be
allowed due to such change or any later change.
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Options D , E , F


CERTIFICATE RIDER - VISION CARE PLAN ELECTION PROCEDURES


Effective on the latter of (i) the original effective date of the Policy; or (ii) the
effective date of the any applicable amendment requested by the
Policyholder and approved by the Insurance Company, this rider amends the
Vision Expense Insurance provisions of the Group Policy as follows:


Vision Care Plan Election Procedures


Your Employer offers a VSP vision care plan as an alternative to Davis
Vision�s vision coverage under this Plan. You can enroll for either the VSP
vision coverage or for Davis Vision�s vision coverage, but not both at the
same time.


If You are enrolled for Davis Vision�s vision coverage under this Plan, You
may change Your election and enroll in the VSP vision care plan during any
open enrollment period, except You may not change Your election until the
end of any 2 calendar year frequency benefit period.


If You change your election, Your covered dependents will automatically be
switched to the VSP vision care plan at the same time as You.


This rider is a part of this Certificate. Except as stated in this rider, nothing
contained in this rider, nothing contained in this rider changes or affects any
other terms of this Certificate.


The Guardian Life Insurance Company of America


Vice President, Risk Mgt. & Chief Actuary
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All Options


STATEMENT OF ERISA RIGHTS


As a participant, you are entitled to certain rights and protections under the
Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides
that all plan participants shall be entitled to:


Receive Information About Your Plan and Benefits


(a) Examine, without charge, at the plan administrator�s office and at other
specified locations, such as worksites and union halls, all documents
governing the plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form
5500 Series) filed by the plan with the U. S. Department of Labor and
available at the Public Disclosure Room of the Employee Benefits
Security Administration.


(b) Obtain, upon written request to the plan administrator, copies of
documents governing the operation of the plan, including insurance
contracts, collective bargaining agreements and copies of the latest
annual report (Form 5500 Series) and updated summary plan
description. The administrator may make a reasonable charge for the
copies.


(c) Receive a summary of the plan�s annual financial report. The plan
administrator is required by law to furnish each participant with a copy
of this summary annual report.


Continue Group Health Plan Coverage


Continue health care coverage for yourself, spouse or dependents if there is
a loss of coverage under the plan as a result of a qualifying event. You or
your dependents may have to pay for such coverage. You should review this
summary plan description and the documents governing the plan on the rules
governing your COBRA continuation coverage rights.


Prudent Actions By


Plan Fiduciaries


In addition to creating rights for plan participants, ERISA imposes duties upon
the people who are responsible for the operation of the employee benefit
plan. The people who operate the plan, called "fiduciaries" of the plan, have
a duty to do so prudently and in the interest of plan participants and
beneficiaries. No one, including your employer, your union, or any other
person may fire you or otherwise discriminate against you in any way to
prevent you from obtaining a welfare benefit or exercising your rights under
ERISA.


Enforcement Of


Your Rights


If your claim for a welfare benefit is denied or ignored, in whole or in part,
you have a right to know why this was done, to obtain copies of documents
relating to the decision without charge, and to appeal any denial, all within
certain time schedules.
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Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of plan documents or the latest annual report
from the plan and do not receive them within 30 days, you may file suit in a
state or Federal court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110.00 a day until
you receive the material, unless the materials were not sent because of
reasons beyond the control of the administrator. If you have a claim for
benefits which is denied or ignored, in whole or in part, you may file suit in a
federal court. If it should happen that plan fiduciaries misuse the plan�s
money or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court. The court will decide who should pay court costs and legal
fees. If you are successful, the court may order the person you sued to pay
these costs and fees. If you lose, the court may order you to pay these costs
and fees, for example, if it finds that your claim is frivolous.


Assistance with


Questions


If you have questions about the plan, you should contact the plan
administrator. If you have questions about this statement or about your rights
under ERISA, or if you need assistance in obtaining documents from the plan
administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor listed in your telephone
directory or the Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue N.W., Washington D.C. 20210. You may
also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security
Administration.


Qualified Medical


Child Support Order


Federal law requires that group health plans provide medical care coverage
of a dependent child pursuant to a qualified medical child support order
(QMCSO). A "qualified medical child support order" is a judgment or decree
issued by a state court that requires a group medical plan to provide
coverage to the named dependent child(ren) of an employee pursuant to a
state domestic relations order. For the order to be qualified it must include:


The name of the group health plan to which it applies.


The name and last known address of the employee and the child(ren).


A reasonable description of the type of coverage or benefits to be
provided by the plan to the child(ren).


The time period to which the order applies.


A dependent enrolled due to a QMCSO will not be considered a late enrollee
in the plan.


Note: A QMCSO cannot require a group health plan to provide any type or
form of benefit or option not otherwise available under the plan except to the
extent necessary to meet medical child support laws described in Section 90
of the Social Security Act.


If you have questions about this statement, see the plan administrator.


B800.0094
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All Options


The Guardian�s Responsibilities


B800.0048


All Options


The vision care expense benefits provided by this plan are guaranteed by a
policy of insurance issued by The Guardian. The Guardian also supplies
administrative services, such as claims services, including the payment of
claims, preparation of employee certificates of insurance, and changes to
such certificates.


B800.0055


All Options


The Guardian is located at 7 Hanover Square, New York, New York 10004.


B800.0049
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All Options


Group Health Benefits Claims Procedure


If you seek benefits under the plan you should complete, execute and submit
a claim form. Claim forms and instructions for filing claims may be obtained
from the Plan Administrator.


Guardian is the Claims Fiduciary with discretionary authority to determine
eligibility for benefits and to construe the terms of the plan with respect to
claims. Guardian has the right to secure independent professional healthcare
advice and to require such other evidence as needed to decide your claim.


In addition to the basic claim procedure explained in your certificate,
Guardian will also observe the procedures listed below. These procedures
are the minimum requirements for benefit claims procedures of employee
benefit plans covered by Title 1 of the Employee Retirement Income Security
Act of 1974 ("ERISA").


Definitions "Adverse Benefit Determination" means any denial, reduction or termination
of a benefit or failure to provide or make payment (in whole or in part) for a
benefit. A failure to cover an item or service: (a) due to the application of any
utilization review; or (b) because the item or service is determined to be
experimental or investigational, or not medically necessary or appropriate, is
also considered an adverse determination.


"Group Health Benefits" means any dental or vision care coverages which
are a part of this plan.


"Pre-service claim" means a claim for a medical care benefit with respect to
which the plan conditions receipt of the benefit, in whole or in part, on
approval of the benefit in advance of receipt of care.


"Post-service claim" means a claim for payment for medical care that
already has been provided.


"Urgent care claim" means a claim for medical care or treatment where
making a non-urgent care decision: (a) could seriously jeopardize the life or
health of the claimant or the ability of the claimant to regain maximum
function, as determined by an individual acting on behalf of the plan applying
the judgment of a prudent layperson who possesses an average knowledge
of health and medicine; or (b) in the opinion of a physician with knowledge of
the claimant�s medical condition, would subject the claimant to severe pain
that cannot be adequately managed without the care.


Note: Any claim that a physician with knowledge of the claimant�s medical
condition determines is a claim involving urgent care will be treated as an
urgent care claim for purposes of this section.


Timing For Initial


Benefit


Determination


The benefit determination period begins when a claim is received. Guardian
will make a benefit determination and notify a claimant within a reasonable
period of time, but not later than the maximum time period shown below. A
written or electronic notification of any adverse benefit determination must be
provided.


Urgent Care Claims. Guardian will make a benefit determination within 72
hours after receipt of an urgent care claim.
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If a claimant fails to provide all information needed to make a benefit
determination, Guardian will notify the claimant of the specific information
that is needed as soon as possible but no later than 24 hours after receipt of
the claim. The claimant will be given not less than 48 hours to provide the
specified information.


Guardian will notify the claimant of the benefit determination as soon as
possible but not later than the earlier of:


the date the requested information is received; or


the end of the period given to the claimant to provide the specified
additional information.


The required notice may be provided to the claimant orally within the
required time frame provided that a written or electronic notification is
furnished to the claimant not later than 3 days after the oral notification.


Pre-Service Claims. Guardian will provide a benefit determination not later
than 15 days after receipt of a pre-service claim. If a claimant fails to provide
all information needed to make a benefit determination, Guardian will notify
the claimant of the specific information that is needed as soon as possible
but no later than 5 days after receipt of the claim. A notification of a failure to
follow proper procedures for pre-service claims may be oral, unless a written
notification is requested by the claimant.


The time period for providing a benefit determination may be extended by up
to 15 days if Guardian determines that an extension is necessary due to
matters beyond the control of the plan, and so notifies the claimant before
the end of the initial 15-day period.


If Guardian extends the time period for making a benefit determination due to
a claimant�s failure to submit information necessary to decide the claim, the
claimant will be given at least 45 days to provide the requested information.
The extension period will begin on the date on which the claimant responds
to the request for additional information.


Post-Service Claims. Guardian will provide a benefit determination not later
than 30 days after receipt of a post-service claim. If a claimant fails to
provide all information needed to make a benefit determination, Guardian will
notify the claimant of the specific information that is needed as soon as
possible but no later than 30 days after receipt of the claim.


The time period for completing a benefit determination may be extended by
up to 15 days if Guardian determines that an extension is necessary due to
matters beyond the control of the plan, and so notifies the claimant before
the end of the initial 30-day period.


If Guardian extends the time period for making a benefit determination due to
a claimant�s failure to submit information necessary to decide the claim, the
claimant will be given at least 45 days to provide the requested information.
The extension period will begin on the date on which the claimant responds
to the request for additional information.
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Concurrent Care Decisions. A reduction or termination of an approved
ongoing course of treatment (other than by plan amendment or termination)
will be regarded as an adverse benefit determination. This is true whether the
treatment is to be provided(a) over a period of time; (b) for a certain number
of treatments; or (c) without a finite end date. Guardian will notify a claimant
at a time sufficiently in advance of the reduction or termination to allow the
claimant to appeal.


In the case of a request by a claimant to extend an ongoing course of
treatment involving urgent care, Guardian will make a benefit determination
as soon as possible but no later than 24 hours after receipt of the claim.


Adverse Benefit


Determination


If a claim is denied, Guardian will provide a notice that will set forth:


the specific reason(s) for the adverse benefit determination;


reference to the specific plan provision(s) on which the determination is
based;


a description of any additional material or information necessary to make
the claim valid and an explanation of why such material or information is
needed;


a description of the plan�s claim review procedures and the time limits
applicable to such procedures, including a statement indicating that the
claimant has the right to bring a civil action under ERISA Section 502(a)
following an adverse benefit determination;


identification and description of any specific internal rule, guideline or
protocol that was relied upon in making an adverse benefit determination,
or a statement that a copy of such information will be provided to the
claimant free of charge upon request;


in the case of an adverse benefit determination based on medical
necessity or experimental treatment, notice will either include an
explanation of the scientific or clinical basis for the determination, or a
statement that such explanation will be provided free of charge upon
request; and


in the case of an urgent care adverse benefit determination, a description
of the expedited review process.


Appeal of Adverse


Benefit


Determinations


If a claim is wholly or partially denied, the claimant will have up to 180 days
to make an appeal.


A request for an appeal of an adverse benefit determination involving an
urgent care claim may be submitted orally or in writing. Necessary
information and communication regarding an urgent care claim may be sent
to Guardian by telephone, facsimile or similar expeditious manner.


Guardian will conduct a full and fair review of an appeal which includes
providing to claimants the following:


the opportunity to submit written comments, documents, records and other
information relating to the claim;
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the opportunity, upon request and free of charge, for reasonable access
to, and copies of, all documents, records and other information relating to
the claim; and


a review that takes into account all comments, documents, records and
other information submitted by the claimant relating to the claim, without
regard to whether such information was submitted or considered in the
initial benefit determination.


In reviewing an appeal, Guardian will:


provide for a review conducted by a named fiduciary who is neither the
person who made the initial adverse determination nor that person�s
subordinate;


in deciding an appeal based upon a medical judgment, consult with a
health care professional who has appropriate training and experience in
the field of medicine involved in the medical judgment;


identify medical or vocational experts whose advice was obtained in
connection with an adverse benefit determination; and


ensure that a health care professional engaged for consultation regarding
an appeal based upon a medical judgment shall be neither the person who
was consulted in connection with the adverse benefit determination, nor
that person�s subordinate.


Guardian will notify the claimant of its decision regarding review of an appeal
as follows:


Urgent Care Claims. Guardian will notify the claimant of its decision as
soon as possible but not later than 72 hours after receipt of the request for
review of the adverse benefit determination.


Pre-Service Claims. Guardian will notify the claimant of its decision not later
than 30 days after receipt of the request for review of the adverse benefit
determination.


Post-Service Claims. Guardian will notify the claimant of its decision not
later than 60 days after receipt of the request for review of the adverse
benefit determination.


Alternative Dispute


Options


The claimant and the plan may have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be
available is to contact the local U.S Department of Labor Office and the
State insurance regulatory agency.
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All Options


Termination of This Group Plan


Your employer may terminate this group plan at any time by giving us 31
days advance written notice. This plan will also end if your employer fails to
pay a premium due by the end of this grace period.


We may have the option to terminate this plan if the number of people
insured falls below a certain level.


When this plan ends, you may be eligible to continue or convert your
insurance coverage. Your rights upon termination of the plan are explained in
this booklet.


B800.0007
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My Company Plan


My FSA Options
You may choose to participate in and contribute to the following flexible spending account (FSA) options.


Dependent Care FSA
(with Grace Period)


Used for daycare expenses incurred for the care of your child(ren) or other 
eligible dependents. You (and your spouse, if you are married) must be 
working, looking for work, or be a full-time student to use this account.
Minimum Plan Year 
Contribution:


None for this plan year


Maximum Plan Year 
Contribution:


$5,000


My Plan Eligibility
Benefit Type Eligibility
Dependent Care FSA The employee is eligible the first of the month following date of hire.  Only 


employees who are regularly scheduled to work at least 30 hours weekly can 
participate.


Health Care FSA - Limited The employee is eligible the first of the month following date of hire.  Only 
employees who are regularly scheduled to work at least 30 hours weekly can 
participate.


Health Care FSA - Standard The employee is eligible the first of the month following date of hire.  Only 
employees who are regularly scheduled to work at least 30 hours weekly can 
participate.


HSA Contributions Employees must participate in a qualified High Deductible Health Plan. See 
your Summary Plan Description (SPD) for more information.


Insurance Premiums Employees otherwise eligible for certain insurance coverages (listed in the My 
Other Pretax Benefits section) are eligible to pay for those premiums before 
taxes.


My Plan
Organization Name BBL Construction Services LLC  (B24264)
Cafeteria Plan Name BBL Construction Services
Plan Year November 1 - October 31


Appendix to the BESTflex Plan Summary Plan Description
This document outlines all of the options included in your company’s BESTflex Plan. It may include options 
you have chosen not to participate in. For further information about your plan, refer to your BESTflex Plan 
Summary Plan Description.


© 2023 Employee Benefits Corporation
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Grace Period Details: Your Dependent Care FSA option includes a grace 
period, which extends your plan year by 2 months 
and 15 days. This allows you to continue to incur 
eligible expenses for payment from your Dependent 
Care FSA until January 15 and submit them for 
reimbursement. Please refer to Dependent Care 
FSA  Details in your BESTflex Plan Summary Plan 
Description (SPD) for more information. 


Health Care FSA - Limited
(with Grace Period)


Used for eligible vision and dental expenses incurred by you, your spouse, 
your eligible child(ren) or your eligible dependent(s). This plan is compatible 
with making health savings account (HSA) contributions in the same plan year. 
 You may only enroll in one Health Care FSA for the plan year — the limited or 
the standard.
Minimum Plan Year 
Contribution:


None for this plan year


Maximum Plan Year 
Contribution:


$2,850


Grace Period Details: Your Health Care FSA - Limited option includes a 
grace period, which extends your plan year by 2 
months and 15 days. This allows you to continue to 
incur eligible expenses for payment from your 
Health Care FSA - Limited until January 15 and 
submit them for reimbursement. Please refer to 
Health Care FSA - Limited  Details in your BESTflex 
Plan Summary Plan Description (SPD) for more 
information. 


Health Care FSA - Standard
(with Grace Period)


Used for eligible medical, vision, and dental expenses incurred by you, your 
spouse, your eligible child(ren) or your eligible dependent(s).  This plan is not 
compatible with making health savings account (HSA) contributions in the 
same plan year.  You may only enroll in one Health Care FSA for the plan year 
— the limited or the standard.
Minimum Plan Year 
Contribution:


None for this plan year


Maximum Plan Year 
Contribution:


$2,850


Grace Period Details: Your Health Care FSA - Standard option includes a 
grace period, which extends your plan year by 2 
months and 15 days. This allows you to continue to 
incur eligible expenses for payment from your 
Health Care FSA - Standard until January 15 and 
submit them for reimbursement. Please refer to 
Health Care FSA - Standard  Details in your 
BESTflex Plan Summary Plan Description (SPD) for 
more information. 
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Submitting FSA Claims
The Accessing Your Funds section in your BESTflex Plan Summary Description includes more information 
about the following.


Submitting FSA Claims for 
Reimbursement Online, 
through the Mobile App, or 
on a Claim Form


You may submit claims for reimbursement online at www.ebcflex.com, through 
the mobile app, or by filling out and submitting a claim form. Reimbursement is 
made in the order claims are received. The first claim received and processed 
is the first one paid from the FSA.


Paying for Eligible Health 
Care Expenses with the 
Benefits Card


Your employer’s Health Care FSA includes a Benefits Card. The Benefits Card 
is a prepaid debit card you can use to pay for eligible expenses with funds 
directly from your Health Care FSA balance.


The Benefits Card debits your Health Care FSA when you use the card at 
approved service providers and retailers to pay for eligible expenses. 
Remember to save your receipts and purchase documentation when using the 
Benefits Card. If your transaction cannot be automatically substantiated at the 
point of sale, you will be sent a Documentation Request to verify the expense 
is eligible for payment from your Health Care FSA.
You can only use your Benefits Card for an expense incurred in the same plan 
year it is paid. To be reimbursed during your runout period for prior plan year 
expenses, submit a claim for reimbursement online, through the mobile app, or 
on a claim form.
If you use your Benefits Card while you have pending claims for 
reimbursement that you previously submitted, your Benefits Card transaction 
may be processed before the pending claims. As a reminder, the first claim 
processed is the first one paid from the Health Care FSA.


Runout Period Your runout period is 3 months long and you may submit claims for eligible 
expenses incurred during the plan year until January 31, 2024.


Health Care FSA 
Termination:


If you end your employment, lose eligibility, or revoke your Health Care FSA 
mid-plan year, your FSA terminates. Your Benefits Card is not available for 
use after your FSA termination date; however, you have 3 months from the 
date your FSA terminates  to submit Health Care FSA claims for eligible 
expenses incurred prior to your FSA termination date.


If you are eligible for and choose to elect COBRA continuation coverage on 
your Health Care FSA, your FSA is reactivated and you have access to your 
entire election as long as you remain on COBRA.


© 2023 Employee Benefits Corporation
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Employee Benefits Corporation Contact Information
Web Address www.ebcflex.com


Your company, BBL Construction Services LLC, has adopted the BESTflex Plan (the Plan) and has engaged 
Employee Benefits Corporation, P.O. Box 44347, Madison, WI, 53744 (telephone: 608 831 8445; toll free: 800 
346 2126), to provide services related to the Plan.  For purposes of federal law, the Employer is the Plan 
Sponsor and the Plan Administrator.


My Health Care FSA ERISA Information
ERISA Status The Plan is governed by ERISA
Contact Human Resources Representative
Plan Administrator BBL Construction Services LLC
Address 302 Washington Ave Extension


Albany, NY 12203
Telephone (518)452-8200
Federal ID Number 14-1814573
Legal Plan Name BBL Construction Services LLC Flexible Compensation Plan
Plan Number 501
Original Effective Date 11/1/2016
Agent for Service of Process Barbara Lawrence
Collectively Bargained No


Additional Details
Administration Fees Your employer is paying all fees for this plan.


Health Savings Account 
(HSA) Contributions


If you are an eligible HSA accountholder, your BESTflex Plan allows you to 
contribute to your HSA on a pre-tax basis by making a salary reduction 
election.


My Other Pretax Benefits
The BESTflex Plan allows your employer to withhold certain pretax benefit contributions from your payroll 
before taxes, which saves you money.


Group Insurance Premiums Renewal Date
Dental Insurance November 1
Medical Insurance November 1
Vision Care November 1


© 2023 Employee Benefits Corporation
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E-mail Address participantservices@ebcflex.com
Fax Number (608) 831-4790
Mailing Address Employee Benefits Corporation


PO Box 44347
Madison, WI 53744-4347


Phone Number
(800) 346-2126
(608) 831-8445


© 2023 Employee Benefits Corporation
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YOUR BESTFLEX PLAN 
The BESTflex Plan is a cafeteria plan that is governed by the Internal Revenue Code Section 125 and 


provides you with an opportunity to receive certain benefits on a pre-tax basis, which means your 


contributions are exempt from most income and payroll taxes. However, your ability to receive these 


benefits on a tax-free basis could change under certain circumstances and is not guaranteed. 


Your BESTflex Plan includes Flexible Spending Account (FSA) administration. When you enroll in an FSA, 


you choose your election amount for the plan year. Your FSA election is split among your pay periods 


and funds are deducted from your payroll on a pre-tax basis. The funds are deposited into your FSA and 


you use the funds to pay for eligible expenses. 


About Employee Benefits Corporation 
We work with your employer to offer you the BESTflex plan. We are not your insurance carrier. We 


manage your employer’s BESTflex Plan and process your claims associated with the eligible expenses 


you incur. Our website offers secure access to your account information with My Account Assistant. 


If you have any questions about your plan options, visit us on our website, or contact us via email at 


participantservices@ebcflex.com or phone at (800) 346-2126.  


ABOUT THIS DOCUMENT 
This document covers the basic aspects of your BESTflex Plan and the associated administration. The My 


Company Plan accompanies this document, and together they provide a Summary Plan Description for 


your BESTflex Plan, to help you understand the specific benefits offered as part of your employer’s plan. 


You will receive a copy of My Company Plan from your employer, or you can access it by logging into My 


Account Assistant from our website, www.ebcflex.com.  


A complete Plan Document is available from your employer upon request. 


My Company Plan contains: 


 The plan’s effective date 


 Your plan year 


 Eligibility definitions 


 Details about your BESTflex Plan Options, explained below 


 FSA contribution limits 


 Optional features such as rollover, grace period, or employer contributions, if they apply 


 Claim submission deadlines 


 Contact information for the plan 


 Legal information about the BESTflex Plan and component benefits 


HOW THE BESTFLEX PLAN AFFECTS OTHER 
BENEFITS, TAXES AND INSURANCE 


Social Security Benefits 
The BESTflex Plan generally reduces the amount of your wages used by the Social Security 


Administration to calculate your Social Security benefit. Consequently, your Social Security retirement or 
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disability income may be less than it would have been had you not participated in the BESTflex Plan. For 


this reason, you may want to increase your retirement savings to offset the potential loss of Social 


Security benefits. If you are concerned, discuss it with your local Social Security Administration office or 


your financial advisor. 


Your Tax Return 
When you receive your W-2 statement at the end of the year, the amount of wages shown on the form 


is your total compensation minus any amounts withheld by your employer under the BESTflex Plan or 


other non-taxable benefits. You report these wages when you fill out your tax return. Your income tax is 


lower because it is based on a smaller gross taxable income. 


Insurance Payments or Benefits 
Any payments or benefits that you are entitled to receive from an insurance company, HMO or other 


provider of benefits are governed by the provider of those benefits and not by this plan. 


Health Savings Account Eligibility 
Your employer provides you with the opportunity to make pre-tax contributions to a Health Savings 


Account (HSA) through the BESTflex Plan. To establish and contribute to an HSA, you must be enrolled in 


a qualified high-deductible health plan (HDHP) and you cannot have any disqualifying health coverage. 


Some of your BESTflex Plan options may be disqualifying health coverage, so it’s important to 


understand how your plan enrollment may affect your HSA eligibility. 


Eligibility to Contribute to an HSA 
To be eligible to contribute to an HSA during any month, you must: 


 Be covered by an HDHP on the first day of that month. An HDHP is a health plan that meets 


statutory requirements for annual deductibles (other than for preventive care) and out-of-


pocket expenses.  


 Not be entitled to Medicare on the first day of that month. 


 Not be claimed as a dependent on someone else’s tax return for that year. 


 Not be covered by any “disqualifying coverage.” Refer to the next section for details on 


disqualifying coverage. 


Your employer may establish an HSA for you and select an HSA administrator, or you may select and 


open your own HSA. You can establish more than one HSA and transfer funds between accounts. 


Disqualifying Coverage 
In general, disqualifying coverage is any coverage that pays for your medical expenses before a 


minimum deductible amount, set by law, is reached. That means almost any health plan that is not an 


HDHP will disqualify you from contributing to an HSA; however, dental, vision, disability, accident, and 


long-term care coverage are not considered disqualifying. 


Disqualifying coverage includes both benefits you elect and coverage you might have under a plan of 


another person, such as a spouse or parent. 


If you (or your spouse, if you’re married) intend to make an HSA contribution during your BESTflex plan 


year, you cannot elect a standard health FSA because it reimburses all medical expenses and is 


disqualifying coverage. You can elect a limited health FSA because it only reimburses eligible dental or 


vision expenses. 
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Examples of disqualifying health coverage include: 


 When you have another employer’s health plan: You will be disqualified from contributing to 


an HSA if you are covered under your spouse’s employer’s health plan and it is not an HDHP. 


 When you have a Health Care FSA: You will be disqualified from contributing to an HSA if you 


are covered under a standard health FSA (a limited health FSA is permitted). 


Health Care FSA Grace Period and HSA Compatibility 
You will be ineligible to make HSA contributions until the first day of the month following the end of the 


prior plan year’s grace period if you have a balance in your Health Care FSA on the last day of the prior 


plan year. 


YOUR BESTFLEX PLAN OPTIONS 
You can choose to participate in any of the BESTflex Plan accounts available under your employer’s plan 


design, as long as you are eligible to participate in each account. 


Once you elect to participate in the BESTflex Plan, you cannot cancel participation in the BESTflex Plan or 


change the amount of your payroll withholding during the plan year unless you experience certain 


events that permit election changes.  


Thoughtful planning can minimize forfeiting unspent funds at the end of the plan year. Review the 


eligible expenses for the plan options for which you are enrolling and estimate the total amount you 


expect to spend for those expenses during the upcoming plan year. Based on this estimation, carefully 


decide the amount you want to contribute through your BESTflex Plan. The IRS prohibits returning 


unused dollars to you. 


You are able to decline participation in the BESTflex Plan. If you decline participation, you are not able to 


enroll in the BESTflex Plan until the following plan year, unless you experience certain events that permit 


election changes.  


Refer to the Permitted Election Change Events section for more information. 


Group Insurance Premium Payments 
Your employer may withhold money from your paycheck to pay for your medical or other group 


insurance premiums. Because you have the BESTflex Plan, these insurance premium expenses become 


an automatic, pre-tax deduction. 


Health Savings Accounts 
Your employer provides you with the opportunity to set aside funds to be deposited into your HSA. 


Because you have the BESTflex Plan, these HSA contributions may be deducted pre-tax. 


Dependent Care FSA 
The Dependent Care FSA provides you with the opportunity to set aside pre-tax funds to pay for 


expenses incurred for the care of your child(ren) or other eligible dependents. You (and your spouse, if 


you are married) must be working, looking for work, or be a full-time student to use this account. 


Refer to the Dependent Care FSA Details section for more information. 
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Health Care FSA 
Your employer offers two types of Health Care FSA: a standard health FSA and a limited health FSA. You 


can only participate in one of these FSAs at a time, and you should consider your other benefits when 


making election decisions. You cannot change from one type of Health Care FSA to another within the 


same plan year.  


Standard Health FSA 
The standard health FSA is a health plan benefit that provides you with an opportunity to pay for certain 


eligible out-of-pocket medical, vision, and dental expenses on a pre-tax basis (governed by IRC 105 and 


125). 


You decide how much pre-tax money to put into this FSA, up to an annual limit. 


Refer to the Health Care FSA Details section for more information. 


Limited Health FSA 
A limited health FSA may be right for you if you or your spouse contribute to a Health Savings Account 


(HSA). 


If you have an HSA, you are not eligible to make contributions (or receive employer contributions) to it 


while you or your spouse are participating in a standard health FSA; however, you may contribute to 


both an HSA and a limited health FSA at the same time. 


The limited health FSA is a health plan benefit that provides you with an opportunity to pay for certain 


eligible out-of-pocket vision and dental expenses on a pre-tax basis (governed by IRC 105 and 125). 


You decide how much pre-tax money to put into this FSA, up to an annual limit. 


Refer to the Health Care FSA Details section for more information. 


WHO CAN BE COVERED 
Federal law determines who can be provided tax-favored coverage through the BESTflex Plan. Usually, 


this includes any person for whom you can claim a deduction on your personal tax return, explained 


further in the following sections. This could be a spouse, child, or other dependent, as long as that 


person is covered by a benefit included in the BESTflex Plan.  


For purposes of your Health Care FSA, this means your spouse’s expenses are eligible for 


reimbursement. In order for your spouse’s expenses to be eligible for reimbursement from your 


Dependent Care FSA, however, your spouse must qualify as a dependent as described in the Dependent 


Definition for Dependent Care FSA section below. 


Defining what constitutes a “dependent” or “child” varies depending on the type of benefit offered. If 


you have questions about the dependent definition for HSAs, please see your HSA information 


documents provided by your employer. 


Dependent Definition for Group Health Plans 
Certain group health plans, such as major medical plans, that offer dependent coverage are required to 


make coverage available to children of a covered employee until age 26. Although not required to, other 


health plans may allow children to remain on the plan for that same period. Refer to your individual 


plan’s coverage booklets to determine if dependent coverage is provided through age 26. If the child is 
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still receiving coverage at age 26, federal law allows the participant to receive tax-favored treatment on 


the coverage through end of the taxable year in which the child turned age 26. Your Health Care FSA 


allows a child to remain covered as a dependent through the end of the taxable year in which the child 


turns age 26. 


A child for these purposes is someone who is one of the following: 


 A son, daughter, stepson or stepdaughter of the taxpayer 


 An eligible foster child of the taxpayer 


 A legally adopted child of the taxpayer 


Dependent Definition for Health Plans Generally 
For health plans that provide dependent coverage to more individuals than just the taxpayer’s child as 


defined above, or for health plans that are not required, and have not chosen, to provide dependent 


coverage through age 26, the dependent must be either a qualifying child or a qualifying relative in 


order to receive tax-favored treatment: 


A qualifying child is someone who, for any taxable year: 


 Is a child, brother, sister, stepbrother or stepsister of the taxpayer, or a descendent of any such 


child or relative; 


 Is not yet 19 (or is a student who is not yet 24) by the end of that calendar year, or is any age but 


permanently and totally disabled at any time during the year; 


Note: A “student” for this purpose is defined as a full-time student for at least five calendar 


months during the year. 


 Has not provided more than half of their own support in that year; and 


 Has the same principal place of abode as the taxpayer for more than half of that year. 


Note: 


o A child supported by a parent who lives with another relative (such as an aunt), is no 


longer a dependent of the taxpayer but could be a dependent of the relative 


o Temporary absences due to illness, education, military service, and similar factors do 


not result in loss of residency with the taxpayer. A child attending college away from 


home could have the same principal abode as the taxpayer in certain instances. 


A qualifying relative is someone who, for any taxable year: 


 Has a relationship to the taxpayer, either as: 


o A child (or a descendent of a child), brother, sister, stepbrother, stepsister, father, 


mother (or other ancestor), stepmother, stepfather, niece, nephew, aunt, uncle, or in-


law (father-in-law, mother-in-law, sister-in-law, brother-in-law, son-in-law, or daughter-


in-law), or 


o Another individual who has the same principal place of abode as the taxpayer and is a 


member of the taxpayer’s household (unless the relationship violates local law); 


 Receives half or more of their support in the year from the taxpayer; and 


 Is not a qualifying child of any taxpayer in the year 


Dependent Definition for Dependent Care FSAs 


For purposes of allowing tax-favored reimbursements from a Dependent Care FSA for care of a 


dependent, the dependent must be a qualifying individual. 
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A qualifying individual is someone who, for any taxable year, is one of the following: 


 A qualifying child, as defined above for purposes of excepted group health plans, who has not 


attained age 13 and who both: 


o Does not have their own dependents, and 


o Is not a qualifying child of any other taxpayer during the year 


 A spouse or other individual who is physically or mentally incapable of caring for themself and 


has the same principal place of abode as the taxpayer for more than half the year (unless the 


relationship violates local law) 


Citizens or Nationals of Other Countries 
An individual can be a dependent only if the individual is a U.S. citizen, a U.S. national, a U.S. resident or 


a resident of a country contiguous with the U.S. This rule does not apply to an adopted child of a U.S. 


citizen or U.S. national, if the child has the same principal place of abode as the taxpayer and is a 


member of the taxpayer’s household. 


Dependents in Cases of Divorce or Unmarried Parents 


Health Care FSA 
In the case of a Health Care FSA, either the custodial or non-custodial parent may claim reimbursement 


for the expenses of a child if four requirements are met: 


1. Parents are divorced, legally separated under a decree of divorce or separate maintenance, 


legally separated under a written agreement or have lived apart at all times during the last six 


months of the calendar year 


2. Over half the child’s support during the year comes from one or both parents 


3. The child is in the custody of one or both parents for over half of the year 


4. The child is a qualifying child or qualifying relative of one of the parents 


Dependent Care FSA 


For purposes of a Dependent Care FSA, only the custodial parent with whom the child resides for the 


greatest number of nights may use this benefit. If the child resides with both parents for the same 


number of nights, the parent with the highest adjusted gross income may use this benefit. 


If you have questions about the dependent definition for HSAs, please see your HSA information 


documents provided by your employer. 


DEPENDENT CARE FSA DETAILS 


Dependent Care FSA Annual Elections 
You decide how much pre-tax money to put into your Dependent Care FSA, up to an annual limit. The 


maximum amount you may elect is the lesser of an established maximum set by your employer or the 


annual statutory amount. Refer to My Company Plan for your plan's maximum election amount. 


Your annual election amount is the total dollar amount you'll contribute to the FSA over the entire plan 


year. Your per paycheck amount is equal to your annual election divided by the number of paychecks in 


your plan year. Your employer withholds your per paycheck amount from each of your paychecks 


throughout the plan year. 
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You cannot cancel or change your election amounts during the plan year unless you experience a certain 


event for which the plan permits election changes. 


Refer to the Permitted Election Change Events section for details. 


Funds Available as They are Deposited 
You may only access your Dependent Care FSA funds as you deposit them. If you submit a 


reimbursement claim for an amount larger than your current balance, it will be paid out over time as 


your payroll deductions are deposited in your Dependent Care FSA. Your current Dependent Care FSA 


balance is the maximum reimbursement you can receive. 


Expenses Eligible for Reimbursement 
For dependent care expenses to be eligible for reimbursement from the Dependent Care FSA, they must 


be incurred to enable you (and your spouse, if you are married) to work, look for work, or attend school 


full-time. This means that if you take a leave of absence from work, you may not be able to be 


reimbursed for expenses incurred during the leave. 


Eligible expenses must be incurred for care provided in or outside your home for: 


 A qualifying child who is under the age of 13 and who depends on you (and your spouse, if you 


are married) for at least half of their support, does not have their own dependents, and is not a 


qualifying child of any other taxpayer during the year; or 


 Your spouse or dependent (adult or child) who is mentally or physically incapable of caring for 


themself and has the same principal place of abode, and spends at least 8 hours of each day in 


your house. 


Dependent Care Providers 
To be an eligible dependent care expense, your dependent care provider: 


 Cannot be your child who is under the age of 19, a person who you or your spouse could claim 


as a dependent for tax purposes, or a parent of the qualifying individual; 


 Must provide their Taxpayer Identification Number (when they have one) or their SSN (for 


individuals who are providers); and 


 Must comply with all state and local rules if the provider is a dependent care center that 


provides care to more than six individuals.  


Incurring Eligible Expenses 
An expense is incurred when the care has been provided, not when the expense is billed or paid. 


Expenses incurred before your plan effective date are not eligible. 


If you pay for eligible dependent care expenses in advance of care and submit a claim, you will not be 


reimbursed until after the care has been provided. 


Expenses Not Eligible for Reimbursement 
Dependent expenses that are not eligible for reimbursement include: 


 Educational expenses for Kindergarten and later grades 


 Overnight camps 


 Health care expenses 


 Meals, supplies, and materials 
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 Housecleaning and other services, unless they are a minor part of the primary job of providing 


care to a qualifying individual 


 Expenses incurred while you (or your spouse) are not working, not actively looking for work, and 


not a full time student 


 Expenses reimbursed elsewhere 


 Expenses claimed under another tax benefit 


Annual Limits 
The Dependent Care FSA has the following annual tax-free contribution limits based on tax filing status: 


 $5,000 maximum per calendar year for individuals who are single, head of household, or 


married filing jointly 


 $2,500 maximum for individuals who are married and filing income taxes separately 


In addition, you may not be reimbursed for more than the following reimbursement limits: 


 If you are single: Your reimbursable limit is the lesser of $5,000 or your net taxable pay (that is, 


your income after all pre-tax payroll deductions are taken) for the year in which the expenses 


are incurred. 


 If you are married and your spouse works: Your reimbursable limit is the lesser of $5,000 


($2,500 if filing income taxes separately), your net taxable pay (that is, your income after all pre-


tax payroll deductions are taken) or your spouse's net taxable pay for the year in which the 


expenses are incurred. 


 If you are married and your spouse is a full time student or is physically or mentally incapable 


of caring for themself: 


o Your reimbursable limit is $250 in any one month if you have only one dependent, or 


o Your reimbursable limit is $500 in any one month if you have more than one dependent. 


IRS Form 2441 
You are required to report your BESTflex Plan dependent care pre-tax expenses and any federal tax 


credit for dependent care expenses on IRS Form 2441. This form is an attachment to your federal 


income tax return and it requires the name, address, and tax identification number of your dependent 


care provider. Contact your tax advisor if you have questions about this form. If your employer reports 


plan reimbursements rather than deductions on your W-2 and your Dependent Care FSA has a grace 


period, contact your financial advisor to discuss any possible tax implications. 


Grace Period 
Your employer’s plan includes a grace period, which extends your plan year by 2 months and 15 days, 


giving you a total of 14 ½ months (the 12 month plan year plus the 2 ½ month grace period) to use your 


FSA contributions. With the grace period, you can use your FSA funds for eligible expenses you incur 


from the very beginning of the plan year through the entire grace period. 
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During the grace period, you may have expenses 


eligible for reimbursement from two plan years – the 


old plan year and the new plan year. Payments and 


reimbursements are processed in the order they are 


received. In order to use funds from the old plan year 


to reimburse claims incurred during the grace period, 


claims must be submitted for reimbursement by the 


end of the old plan year’s runout period. Refer to the 


section on Submitting Claims for Reimbursement for 


more detail. 


 


Grace Period Eligibility 
The grace period applies to all participants with an active plan on the last day of the plan year. A 


participant whose plan is not active on the last day of the plan year, such as a participant who ended 


their employment mid-plan year, is not eligible for the grace period. 


HEALTH CARE FSA DETAILS 
Your employer offers both a standard health FSA and a limited health FSA. You can only elect one of 


these Health Care FSAs during any plan year and you should consider your other benefits when making 


FSA election decisions.  


Health Care FSA Annual Elections  
You decide how much pre-tax money to put into your Health Care FSA, up to an annual limit. The 


maximum amount you may elect is the lesser of an established maximum set by your employer or the 


annual statutory amount. Refer to My Company Plan for your plan's maximum election amount. 


Your annual election amount is the total dollar amount you'll contribute to the FSA over the entire plan 


year. Your per paycheck amount is equal to your annual election divided by the number of paychecks in 


your plan year. Your employer withholds your per paycheck amount from each of your paychecks 


throughout the plan year. 


You cannot cancel or change your election amounts during the plan year unless you experience a certain 


event for which the plan permits election changes. 


Refer to the Permitted Election Change Event section for details. 


Funds Available Right Away 
You can spend money from your Health Care FSA anytime during the plan year, whether the entire 


amount has already been withheld from your paycheck or not. You can incur a large expense that equals 


or exceeds your total annual election amount early in the plan year, be reimbursed up to your annual 


election soon after you incur it, and your remaining contribution amount is withheld from your 


paychecks throughout the plan year. 


Expenses Eligible for Reimbursement or Payment 
A significant difference between the standard health FSA and limited health FSA are the types of 


expenses that are eligible for payment or reimbursement from the plan. 
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Your Health Care FSA reimburses expenses that the Internal Revenue Service classifies as eligible 


expenses, as well as expenses considered “medical care” under Internal Revenue Code section 213(d). 


Section 213(d) defines expenses for “medical care” as amounts paid for “the diagnosis, cure, mitigation, 


treatment, or prevention of disease, or for the purpose of affecting any structure or function of the 


body.” To be eligible for reimbursement, the medical care must be legally obtained. Insurance premiums 


are not eligible for reimbursement even if they could meet the definition of “medical care.” Otherwise, 


we reimburse you for all eligible expenses within the parameters of the regulations, which sometimes 


specify that additional information may be needed to verify an expense is eligible.  


Standard Health FSA Eligible Expenses 


Standard health FSA eligible expenses are for medical, vision, or dental care. Refer to 


http://www.ebcflex.com/EligibleExpenses for a more detailed list. 


Limited Health FSA Eligible Expenses 
Limited health FSA eligible expenses are for vision and dental care only. Refer to 


http://www.ebcflex.com/EligibleExpenses for a more detailed list. 


Incurring Eligible Expenses 
Other than orthodontia expenses explained below, an expense is incurred when the service takes place, 


not when the expense is billed or paid. Expenses incurred before your plan’s effective date are not 


eligible. 


If you pay for eligible expenses in advance and submit a claim, you will not be reimbursed until after the 


service has been provided. 


Orthodontia 


Special rules exist for reimbursement of orthodontia expenses. If you have entered into a payment plan 


arrangement with your provider, submit your payment plan to Employee Benefits Corporation and you 


will be reimbursed based on the schedule of and in the amounts stated in the payment plan. If the terms 


of your payments change, you will be asked to submit a new provider payment plan to Employee 


Benefits Corporation. Payments made before starting orthodontic treatment (down payments) can be 


reimbursed up to your available election limit as of the payment date, as long as you include proof of 


payment along with your claim.  


Refer to the section on Submitting Claims for Reimbursement for more information about what must be 


included in your claim documentation. 


Expenses Not Eligible for Reimbursement 
Expenses that are not eligible for reimbursement from the Health Care FSA include: 


 Expenses that are not classified as medical care under Sections 105(b), 106(f) or 213(d) 


 Expenses reimbursed elsewhere 


 Expenses claimed under another tax benefit 


 Expenses for medical care that is illegally obtained 
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Grace Period 
Your employer’s plan includes a grace period, which extends your plan year by 2 months and 15 days, 


giving you a total of 14 ½ months (the 12 month plan year plus the 2 ½ month grace period) to use your 


FSA contributions. With the grace period, you can use your FSA funds for eligible expenses you incur 


from the very beginning of the plan year through the entire grace period. 


During the grace period, you may have expenses 


eligible for reimbursement from two plan years – the 


old plan year and the new plan year. Payments and 


reimbursements are processed in the order they are 


received. In order to use funds from the old plan year 


to reimburse claims incurred during the grace period, 


claims must be submitted for reimbursement by the 


end of the old plan year’s runout period. Refer to the 


section on Submitting Claims for Reimbursement for 


more detail. 


 


Grace Period Eligibility 
The grace period applies to all participants with an active plan on the last day of the plan year. A 


participant whose plan is not active on the last day of the plan year, such as a participant who ended 


their employment mid-plan year, is not eligible for the grace period. 


Your Rights Under the Health Care FSA 


COBRA Continuation 
If your employer normally has at least 20 employees and is not a church-controlled entity, COBRA may 


apply to your Health Care FSA. If COBRA applies and you, your spouse, or your dependent lose coverage 


due to a qualifying event, then you, your spouse, or your dependent may elect to continue coverage, 


subject to the limitations described in the COBRA Continuation Coverage is Temporary section. 


COBRA Continuation Coverage 


COBRA continuation coverage is a continuation of your Health Care FSA plan when you would otherwise 


lose coverage because of a life event known as a COBRA qualifying event. Specific COBRA qualifying 


events are listed later in this document. COBRA continuation coverage must be offered to each person 


who is a Qualified Beneficiary (QB). QBs are individuals who have the same rights as active employees 


on the group health plan. QBs are generally employees, employees’ spouses and employees’ 


dependents, who were covered by the group health plan on the day prior to a COBRA qualifying event. 


QBs are also children who are born to or adopted by the covered employee during the COBRA 


continuation period. These children must be added to the plan within 30 days of their birth or adoption. 


The newborn or adopted child may remain on the continuation coverage only for the maximum 


coverage period associated with the original qualifying event. 
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If you are an employee who is covered by your employer’s Health Care FSA on the day prior to the 


event, you will become a qualified beneficiary if you lose your coverage under the FSA due to one of the 


following qualifying events: 


 Your hours of employment are reduced, causing you to no longer be eligible for the Health Care 


FSA or causing your premium to increase for the same plan; or 


 Your employment ends for any reason other than your gross misconduct. 


If you are the spouse of an employee who is covered by their employer’s Health Care FSA on the day 


prior to the event, you will become a qualified beneficiary if you lose your coverage under the FSA 


because of any of the following qualifying events: 


 Your spouse dies; 


 Your spouse’s hours of employment are reduced, causing you to no longer be eligible for the 


same group health plan(s) or your premium to increase for the same group health plan(s);  


 Your spouse’s employment ends for any reason other than their gross misconduct; 


 Your spouse becomes enrolled on Medicare Part A, Part B or both; or 


 You become divorced or legally separated from your spouse. 


If you are a covered employee and you drop your spouse from coverage in anticipation of divorce or 


other qualifying event before it actually happens, your ex-spouse must still be provided with COBRA 


notification. When the divorce or other qualifying event becomes final, the employer must be notified 


so the notification can be sent. 


Your dependent children will become qualified beneficiaries if they were covered under the plan on the 


day prior to the event, and if they lose coverage under the plan as a result of any of the following 


qualifying events: 


 The parent-employee dies; 


 The parent-employee’s hours are reduced, causing the child to no longer be eligible for the 


same group health plan(s) or the child’s premium to increase for the same group health plan(s); 


 The parent-employee’s employment ends for any reason other than their gross misconduct; 


 The parent-employee becomes enrolled in Medicare Part A, Part B or both; 


 The parents become divorced or legally separated; or  


 The child stops being eligible for the coverage under the plan as a “dependent child.” 


COBRA Continuation Coverage is Temporary 


Generally, COBRA continuation coverage under your employer’s Health Care FSA will only be available, if 


at all, until the end of the plan year in which a qualifying event occurs. This is because an exception 


under federal law limits COBRA continuation coverage for most Health Care FSAs. The exception applies 


to your employer’s Health Care FSA if your employer does not make any contributions to your Health 


Care FSA, your Health Care FSA is a limited health FSA, or if contributions your employer makes are less 


than $500 or are limited to a matching amount to your contributions. 


Your employer is not required to offer you COBRA continuation coverage for your Health Care FSA when 


a qualifying event occurs if: 


 This exception applies and 


 Your account is overspent. Overspent means your employer would charge you more for your 


COBRA premiums for the rest of the plan year than you could receive in reimbursements from 


your Health Care FSA. 
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If your plan does not qualify for the exception noted above, COBRA continuation rules allow you to 


continue your coverage for 18 or 36 months (depending on the qualifying event), and you may be 


eligible for an extension of your coverage period if you experience a second qualifying event. 


Notification of Qualifying Events and Paying for COBRA 


COBRA continuation coverage will be offered to QBs only after the plan administrator (often your 


employer) has been notified that a qualifying event has occurred. When the qualifying event is the end 


of employment or a reduction in hours of employment, the death of the employee, or enrollment of 


Medicare (Part A, Part B or both), your employer must notify the plan administrator of the qualifying 


event within 30 days of any of these events or within 30 days following the date on which coverage 


ends, if later. 


For all other qualifying events, you must notify your employer within 60 days after the qualifying event 


occurs. Failure to notify your employer may result in Health Care FSA continuation coverage being 


unavailable. 


Once the plan administrator receives notice that a qualifying event has occurred, COBRA continuation 


coverage will be offered to the QBs within 14 days. For each QB who elects COBRA continuation 


coverage, COBRA continuation coverage will begin: 


 On the date of the qualifying event; or  


 On the date the group health plan coverage would otherwise have been lost. 


COBRA notices will be sent to the employee’s last known address. Under the regulations, you have 60 


days to elect coverage from the later of: 


 The date you would lose coverage due to one of the above listed qualifying events; or  


 The date the COBRA election notice is provided to you by the plan administrator/employer. 


QBs who are incapacitated or die may have a legal representative, estate or spouse make the election. 


Elections are considered received on the date that they are mailed. The postmark on the envelope will 


be used as verification. If you do not choose continuation coverage on a timely basis (within 60 days), 


you will not be able to enroll in Health Care FSA continuation coverage.  


If you choose continuation coverage, your employer is required to give you coverage that, at the time it 


is being provided, is identical to the coverage provided under the plan to similarly situated employees or 


family members. If your employer were to change its Health Care FSA in any way, your continuation 


coverage would also reflect the new changes. 


Each QB in a family may make a separate, independent election. A separate election simply means that 


each QB can decide whether to elect or not elect coverage for themselves. Because a Health Care FSA 


covers expenses for an eligible employee, their spouse and eligible dependents, an election by any QB 


will allow coverage to continue for all of those individuals.  


Under the regulations, your employer is allowed to charge you up to 102% of the monthly premium 


amount for your continuation coverage. The initial premium payment is due 45 days from the date of 


the COBRA continuation coverage election. Coverage will not be reinstated until payment has been 


made. Premiums are normally due on the first of the month and will be stated in your COBRA 


notification. There is a grace period of at least 30 days for payment of the regularly scheduled premium. 


Payment is considered made on the day it was mailed. Verification will be the postmark date on the 


envelope. 







The BESTflexSM Plan | Summary Plan Description 17 


© Employee Benefits Corporation 108-0489 10/22 


HEART Act Distributions 
The Heroes Earnings and Relief Tax Act of 2008 (HEART Act) allows certain Health Care FSA Participants, 


known as Qualified Reservists, to elect a distribution of unused amounts from their Health Care FSA. 


If you are a Qualified Reservist, you may receive a Qualified Reservist Distribution from the balance of 


your Health Care FSA if: 


 You are a member of a reserve component (as defined in 37 U.S. C. § 101) who is ordered or 


called to duty for a period of 180 days or more or for an indefinite period, and 


 You make a request for distribution during the period beginning with your order or call to active 


duty and ending on the last day of the plan year, including the grace period, in which your order 


or call to active duty occurred. 


The amount of the distribution from the Health Care FSA is limited to the payroll reduction amounts you 


have contributed at the time of the request, minus any reimbursements you have already received. You 


may only receive one Qualified Reservist Distribution per plan year. You may submit no further claims 


for reimbursement from your Health Care FSA after your distribution. 


Your ERISA Rights 
If your employer is covered by the Employee Retirement Income Security Act of 1974 (ERISA), then as a 


participant in the Health Care FSA, you have certain rights and protections under ERISA. See My 


Company Plan to determine your employer’s ERISA status. 


Statement of ERISA Rights 


ERISA provides that all participants are entitled to: 


 Examine, without charge, all documents governing the Health Care FSA, and a copy of the latest 


annual report (Form 5500), if any, filed by the Health Care FSA with the U.S. Department of 


Labor and available at the Public Disclosure Room of the Employee Benefits Security 


Administration.  


 Obtain copies of all documents governing the operations of the Health Care FSA, including the 


latest annual report (Form 5500) and an updated summary plan description, upon written 


request; there may be a reasonable charge for copies. 


 Receive a summary of the Health Care FSA’s annual Form 5500 report, if one is required to be 


filed, in which case the summary will be provided to each participant as required by law. 


In addition to creating certain rights for participants, ERISA imposes duties upon those responsible for 


the operation of the Health Care FSA. The people who operate your Health Care FSA, called “plan 


fiduciaries”, have a duty to do so prudently and in the interest of you and other Health Care FSA 


participants and beneficiaries. No one may fire you or otherwise discriminate against you in any way to 


prevent you from obtaining a benefit or exercising your rights under ERISA. If your claim for a benefit 


under the Health Care FSA is denied in whole or in part, you must receive a written explanation of the 


reason for the denial. You have the right to have your employer review and reconsider your claim. Refer 


to the section on Operation of the BESTflex Plan for more details about claims denials and appeals.  


Enforcing Your ERISA Rights 


If your claim for a Health Care FSA benefit is denied or ignored, in whole or in part, you have a right to 


know why this was done, to obtain copies of documents relating to the decision without charge, and to 


appeal any denial, all within certain time schedules. Under ERISA, there are steps that you can take to 
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enforce the above rights. For instance, if you request a copy of plan documents or the latest annual 


report (Form 5500), if any, from the Health Care FSA and do not receive them within 30 days, you may 


file suit in a federal court. In such a case, the court may require the plan administrator to provide the 


materials and pay you up to $152 per day until you receive the materials, unless the materials were not 


sent because of reasons beyond the control of the administrator. If you have a claim for benefits which 


is denied or ignored in whole or in part, and if you have exhausted the claims procedures available to 


you under the plan, you may file suit in a state or federal court. 


If a plan fiduciary misuses the plan's money, or if you are discriminated against for asserting your rights, 


you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. The 


court will decide who should pay court costs and legal fees. If you are successful, the court may order 


the person you have sued to pay these costs and fees. If you lose, the court may order you to pay these 


costs and fees, for example, if it finds your claim is frivolous.  


If you have any questions about the Health Care FSA, contact your plan administrator (in most cases, 


your employer; see My Company Plan to confirm this) or Employee Benefits Corporation. If you have 


any questions about this Summary Plan Description or about your rights under ERISA, you should 


contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor 


(listed in your telephone directory) or the Division of Technical Assistance and Inquiries, Employee 


Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, 


D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA 


by calling the publications hotline of the Employee Benefits Security Administration. 


If your plan is not subject to ERISA, this statement of ERISA Rights is not applicable. 


HIPAA and Privacy 


Summary of Privacy Practices  


Please refer to the Notice of Privacy Practices provided by your employer for a complete description of 


privacy practices. 


Protected Health Information (PHI) and How We Use It 


Whenever a health provider treats you, protected health information (PHI) is created. Health 


information may be written (medical bills), spoken (physicians discussing x-rays), or electronic (health 


records stored on a computer). 


Our most common use of PHI is for payment of claims. Information received with your reimbursement 


request includes a receipt or third-party provider statement. The information on the statement is used 


to verify the date the service was provided, the type of service provided, the name of the provider, and 


the charges for the service. This information is used only for claims payment purposes. 


Protecting your PHI is very important to us. As a participant in the Health Care FSA, you are trusting us 


with your private information. Be assured that this information will be kept confidential.   


Questions or Concerns 


Please contact your employer’s privacy officer for more information about HIPAA privacy. 


Subrogation and Repayment 
If you are reimbursed under the Health Care FSA for medical expenses incurred due to illness or injuries 


caused by the act or omission of a third party, you automatically assign to the Health Care FSA any rights 
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you have to recovery from the third party up to the full amount of the reimbursements. The Health Care 


FSA may recover overpaid and erroneously paid benefits as well as reimbursements or payments to you 


that are later paid for or reimbursed by another plan or a third party, including amounts you may 


recover from a court award or legal settlement. 


The Health Care FSA may also recover reimbursements or payments to you that have been or are later 


paid for or reimbursed by another plan or other third party which should have paid primary to this plan 


under legal or plan-based benefit coordination rules. The details regarding the plan’s subrogation rights 


and your obligation to repay reimbursements paid on your behalf are set forth in the BESTflex Plan 


Document. 


ACCESSING YOUR FUNDS 


Paying from Your Health Care FSA with the Benefits Card 
Your employer’s Health Care FSA includes a Benefits Card. The Benefits Card is a prepaid debit card you 


can use to pay for eligible expenses with funds directly from your Health Care FSA balance, instead of 


tying up your cash and waiting for reimbursement.  


The Benefits Card debits your Health Care FSA when you use the card at approved service providers and 


retailers to pay for eligible expenses. The Benefits Card is the most convenient way for you to access 


your Health Care FSA funds. 


You elect the card by enrolling in the Health Care FSA or, in some cases, by completing a special form. 


Receiving Your Card 
When you first enroll in the Health Care FSA, the Benefits Card is mailed directly to your home. The 


envelope includes your Benefits Card, information about using your card, and a cardholder agreement. 


Your plan year elections are automatically available on your card at the beginning of each new plan year; 


you will not receive a new card each year as long as you are continuously enrolled in the Health Care 


FSA. A new Benefits Card will be mailed to you 30 days prior to your card expiration date. 


Using Your Card 
Your Benefits Card is loaded with your available balance and may be used for any expense eligible for 


reimbursement from your Health Care FSA. The Benefits Card can be used to pay for an expense if: 


 The expense has not been and is not going to be paid by other coverage 


 The expense does not exceed your available balance 


 You use your Benefits Card at approved service providers and retailers 


 You do not use your Benefits Card for ineligible expenses 


Using the Benefits Card with Other Insurance Coverage 


You cannot use your Benefits Card to pay for an expense that is going to be paid by other coverage such 


as health insurance, dental insurance, vision insurance, or a Health Reimbursement Arrangement (HRA). 


You can use your Benefits Card to pay for the portion of an expense that isn’t covered by other 


coverage, such as a copay or coinsurance. 


Before you pay a doctor’s bill or other expense with your Benefits Card, make sure no other plan covers 


that expense. 
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When Your Expense Exceeds Your Available Balance 


If your total eligible expense exceeds your Health Care FSA available balance, you can use your Benefits 


Card to pay for the amount remaining in your account, and pay for the rest of the expense with some 


other payment method. 


To check your available balance, access your account at www.ebcflex.com or contact us. 


Where You Can Use Your Benefits Card 


When you enroll in a standard health FSA, you can use your Benefits Card at health care, dental, and 


vision provider offices, or at retailers and pharmacies that automatically substantiate the transaction 


(verify your expense is eligible) at the point of sale. 


You may also use your Benefits Card to pay for eligible OTC items, such as medications, bandages, 


contact lens solution, heating pads, ice packs, etc. 


When you enroll in a limited health FSA, you can use your Benefits Card at dental and vision provider 


offices. Your card can only be used for dental and vision OTC items purchased at a dental or vision 


provider’s office. 


Any other purchases from providers that are not dental or vision offices, including eligible expenses 


from approved retailers and pharmacies, must be submitted as claims for reimbursement from your 


limited health FSA. Refer to the section on Submitting Claims for Reimbursement for details. 


Benefits Card transactions may require that you submit expense documentation to verify your expenses 


are eligible for payment from your Health Care FSA. Refer to the Benefits Card Transactions and 


Documentation Requests section for details. 


When You Can Use Your Benefits Card 


You can only use your Benefits Card in the same plan year the expense is incurred. You cannot use your 


Benefits Card for prior plan year expenses. To be reimbursed during your runout period for prior plan 


year expenses, submit those expenses online, through the mobile app, or as paper claims for 


reimbursement. Refer to the section on Submitting Claims for Reimbursement for details.  


Your employer’s plan includes a grace period, which extends your plan year by 2 months and 15 days. 


Refer to the Grace Period section for more details. The grace period extends the cutoff dates for using 


your Benefits Card, allowing you to use your Benefits Card to pay for eligible expenses you incur from 


the very beginning of the plan year through the entire grace period. Once your grace period ends, you 


cannot use the Benefits Card for prior plan year expenses.  


During your grace period, you may have expenses eligible for reimbursement from two plan years – the 


old plan year and the new plan year. Consider how you use your Benefits Card for new plan year 


expenses during the grace period if you have not yet submitted all of your expenses incurred during the 


old plan year. Payments and reimbursements are processed in the order they are received, and during 


the grace period, the Benefits Card applies all of your transactions against the old plan year balance. 


Submit expenses from the old plan year first before submitting any new plan year expenses to ensure 


you receive your maximum benefit payout. 
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Benefits Card Transactions and Documentation Requests 
Save your expense documentation whenever you use your Benefits Card to pay for eligible expenses. 


Your Benefits Card transaction may be able to be automatically verified as an eligible expense under 


some circumstances; in all other situations, however, you will be required to provide documentation 


verifying that the transaction was for an eligible expense. 


Automatic Substantiation 


Your Benefits Card will attempt to electronically verify that your purchase is eligible for payment from 


your Health Care FSA at the point of sale.  Many retailers and pharmacies allow for this by using an 


inventory information approval system (IIAS). The IIAS uses bar coding to match a transaction against an 


approved database of standard health FSA eligible expenses. If the expense matches the approved list, 


the system will allow the item to be paid for with the Benefits Card. Your receipt from these retailers 


and pharmacies often indicate if an expense is eligible. 


If the Benefits Card transaction cannot be automatically substantiated, but the card is accepted for 


payment, you will be sent a Documentation Request that requires you to verify that the expense is 


eligible for reimbursement from your Health Care FSA. See the following section for more information 


about Documentation Requests. 


In some cases, when a Benefits Card transaction cannot be automatically substantiated, your card may 


be declined. If you believe the purchase is eligible for reimbursement from your Health Care FSA, you 


can pay for the expense with another payment method and submit a claim for reimbursement. Refer to 


the Submitting Claims for Reimbursement section for details. 


Documentation Requests 


If your Benefits Card transaction cannot be automatically substantiated at the point of sale, you will be 


sent a Documentation Request to verify the expense is eligible for reimbursement from your Health 


Care FSA. We are required to verify the entire expense is eligible each and every time the card is used. 


This is a requirement under federal law, and the IRS provides no exceptions to this rule.  


We prefer to send Documentation Requests via email to ensure you are notified quickly about the need 


for additional information. If we are not able to send a Documentation Request via email, we send it to 


you via US Mail, which may cause a delay in communicating about and processing your expense 


documentation. You may review any outstanding Documentation Requests and update your notification 


preferences by logging into your account at www.ebcflex.com. You may also contact us at any time to 


help you identify outstanding Documentation Requests for your Benefits Card transactions. 


Refer to the Submitting Benefits Card Documentation for details on how to respond to a Documentation 


Request. 


Benefits Card Suspensions 


Your Benefits Card may be deactivated according to the terms of your cardholder agreement. Typically, 


deactivation occurs because a card transaction has not been appropriately verified as an expense 


eligible for reimbursement from your Health Care FSA after multiple Documentation Requests have 


been sent. You will be notified of the deactivation via US Mail, even if you have chosen email 


communications for most notifications. 
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If you cannot submit valid, itemized expense documentation that demonstrates a Benefits Card 


transaction is eligible for reimbursement from your Health Care FSA, you must repay the plan in the 


amount of the ineligible expense, or contact us to offset the ineligible expense with a valid claim. 


Your Benefits Card will only be reactivated when valid documentation or repayment is submitted to the 


plan, or your employer otherwise recoups the ineligible amount in accordance with federal regulations. 


Submitting Benefits Card Documentation 
When you receive a Documentation Request, upload your documentation from your online account at 


www.ebcflex.com or via our mobile app. Or, you may print the tear-off portion of the Documentation 


Request, include the required expense documentation, and send it to us via email, fax, or US Mail. Your 


Benefits Card transaction documentation must include all of the following: 


 Date(s) of Service 


 Type of expense 


 Amount of the expense incurred 


 Name of Service Provider 


Note: Cancelled checks, credit card statements or previous balance statements cannot be used as 


expense documentation. 


Please, do not: 


 Submit Benefits Card expense documentation attached to a Claim Form. 


 Send expense documentation to us when you have not received a Documentation Request. 


Losing Eligibility and the Benefits Card 
If you become ineligible to participate in the Health Care FSA for any reason, such as a termination of 


employment or a reduction in hours, your Benefits Card is closed and you can no longer incur expenses 


for reimbursement from your Health Care FSA. During your runout period, you must submit a claim for 


reimbursement if you want to use your account to pay for expenses you incurred while you were 


eligible. Refer to the section on Losing Eligibility Mid-Year for more information. 


Submitting Claims for Reimbursement 
You can submit claims for reimbursement online (www.ebcflex.com or mobile app) or by completing a 


claim form and sending it by email, fax, or mail. You can access the Claim Form at www.ebcflex.com > 


Quick Forms. Include purchase documentation to prove the expense is eligible for reimbursement from 


your plan. 


Your documentation must be provided by a third-party and must include all of the following: 


 Provider or point-of-sale merchant name 


 Services received or items purchased 


 Date service was received or purchase was made 


 Amount of the expense 


Note: The IRS does not recognize previous balance statements, personal checks, or credit card 


statements as valid proof of an expense. 
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Plan Year Runout Period 
Your plan provides you with a specific number of days after your plan year ends to request 


reimbursement for eligible expenses you incurred prior to the end of the plan year. This period of time is 


called the runout period. 


Refer to My Company Plan for details regarding the length of the runout period for your plan. 


Runout and the Grace Period 
Your Dependent Care FSA and Health Care FSA plans include a grace period, which extends your plan 


year by 2 months and 15 days. The grace period allows you to submit claims for eligible expenses you 


incur from the very beginning of the plan year through the entire grace period. The grace period often 


will overlap significantly with your runout period. 


When you incur an expense during your 2 ½ month grace period and submit a claim for reimbursement 


for the expense during your runout period, the claim is first processed from your old plan year balance 


and you are reimbursed from those funds. Once that balance is fully exhausted, remaining claim 


amounts are reimbursed using funds from the new plan year (as long you enrolled in the new year and 


have funds available). 


Claims are processed in the order they are received, so you may want to wait until you have been 


reimbursed for all expenses incurred during the old plan year before submitting claims for any expenses 


you incur in the new plan year during the 2 ½ month grace period. 


Your claims cannot be reprocessed or reordered to process expenses from a specific plan year. It is your 


responsibility to manage your funds for each plan year and submit claims for reimbursement 


accordingly. 


Direct Deposit 
When you use Direct Deposit we deposit your reimbursements directly into your financial institution 


checking or savings account. Set up Direct Deposit during your enrollment process or fill out the Direct 


Deposit Authorization form at www.ebcflex.com > Quick Forms. 


If you are signed up for Direct Deposit and submit an eligible claim, we’ll send you an email notification 


when funds are deposited in your account. 


Use It or Lose It Rule 


IRS regulations prohibit your employer from returning any unspent FSA funds to you, or transferring 


them to a different account. Funds remaining at the end of the plan year’s runout period are forfeited 


and returned to your employer. This includes any funds not spent during your grace period. Your 


employer uses these funds to offset any losses experienced by the employer under the plan, or to defray 


administrative costs associated with offering these benefits. 


Thoughtful planning can minimize having to return funds to the plan for ineligible expenses or forfeiting 


unspent funds at the end of the plan year.  


Losing Eligibility Mid-Year 
If you become ineligible to participate in an FSA for any reason, such as a termination of employment or 


a reduction in hours, contributions to your plan stop. 
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After the loss of eligibility, you can no longer incur expenses for reimbursement from your Health Care 


FSA, unless you are eligible for and elect Health Care FSA continuation coverage under COBRA, as 


explained in the section regarding Your Rights Under the Health Care FSA. You may have additional time 


after your loss of eligibility date during which you may submit previously incurred claims. Refer to My 


Company Plan for more information. Please contact Employee Benefits Corporation if you require more 


detail regarding claims submission after you lose eligibility. You can continue to submit claims for 


reimbursement from your Dependent Care FSA for service dates through the end of the plan year in 


which you lost eligibility as long as you submit the claim by the end of the plan's standard runout period 


as identified in My Company Plan. 


PERMITTED ELECTION CHANGE EVENTS 


An election to participate in the plan must be made prior to the start of the plan year. You can only 


change your group premium election or FSA election amounts during the plan year if you experience a 


certain event for which the IRS and the plan permit election changes. Health Savings Account (HSA) 


contributions made through the BESTflex Plan may be changed at any time during the plan year, as long 


as the election change is prospective (that is, after the request for the change is received), and is 


consistent with the procedures defined by your employer. This means that unlike other BESTflex Plan 


benefits, you can stop, start, increase, or decrease your HSA contributions for any reason. 


You may also be able to make changes if you take a family, medical, or military leave of absence. Refer 


to the Leaves of Absence section for more information. 


Notify Your Employer of Changes 
If one of the permitted election change events applies to you, inform your employer as soon as possible 


but no later than 30 days after the event. For Medicaid/State Children’s Health Insurance Plan (CHIP) 


events, you are allowed 60 days to make the change. You may be required to submit a Permitted 


Election Change Form. If you don’t notify your employer within these timeframes, you may not change 


your election. 


Changes are generally effective as of the signature date on the submitted documentation for the change 


or the event date, whichever is later (see HIPAA Special Enrollment Event below for exceptions). 


Changes to premium payments may not take effect until a corresponding coverage change is made. 


Types of Permitted Election Change Events 
A. Change In Status Events: Various events that cause you, your spouse, or your dependent to gain 


or lose coverage under the BESTflex Plan or a plan of your spouse’s employer, and allow you to 


make an election change that corresponds with that gain or loss of coverage.  


There are two steps used to determine whether you can make a change due to one of the 


following events. First, the change of status must occur. Second, there must be a gain or loss of 


eligibility under the plan due to the event. 


a. Marital status: Legal changes including marriage, death of a spouse, divorce, legal 


separation or annulment 


b. Number of dependents: Events that change the number of your dependent(s) for tax 


purposes, including birth, death or adoption 
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c. Employment status: Changes such as termination or commencement of employment, a 


change in the number of hours worked, a strike or lockout, a switch between part-time 


and full-time or vice versa, a work site change, or the beginning or end of an unpaid 


leave of absence by you, your spouse, or your dependent(s) 


i. Employees terminated and rehired within 30 days are reinstated at their prior 


annual elections 


ii. Employees terminated and rehired after 30 days are not allowed to participate 


in the FSA until the next plan year 


iii. Employees beginning or ending an unpaid leave may only change elections if the 


leave causes a gain or loss of eligibility for the plan 


d. Dependent eligibility: Events that cause your dependent to satisfy or cease to satisfy 


the requirements for coverage due to attainment of age, student status, or similar 


circumstances 


e. Residence: a change in the residence of you, your spouse, or your dependent that 


results in a gain or loss of eligibility under a group insurance plan (not the Health Care 


FSA or Dependent Care FSA) 


B. HIPAA Special Enrollment Event: Allows you to make a change that corresponds with special 


enrollment rights provided under the Health Insurance Portability and Accountability Act of 


1996 (HIPAA) to individuals who lose other health insurance coverage or become the spouse or 


dependent of an employee through marriage, birth or adoption; or to a dependent who loses 


coverage under a state Children’s Health Insurance Program (CHIP). The HIPAA special 


enrollment right for individuals who lose coverage under a group health plan or through health 


insurance is available upon the loss of eligibility for non-COBRA coverage, the termination of 


employer contributions toward non-COBRA coverage, or the exhaustion of COBRA coverage. 


Unlike other events, addition of a dependent through birth or adoption may be made 


retroactive to the event. You may not be able to rely on this event to make changes to any plan 


other than your major medical plan because HIPAA's portability provisions don't extend to all 


group health plans. 


C. COBRA Events: If you, your spouse or dependent becomes covered by your employer’s coverage 


through COBRA or similar state continuation law, you may increase your premium contribution 


to pay for the coverage. This event does not apply to the Dependent Care FSA or other  non-


health benefits. 


D. Court Order Event: Allows you to make a change in accordance with a court order regarding 


health coverage of your child. You must be able to show that other coverage exists before you 


can drop coverage. This event does not apply to the Dependent Care FSA or other non-health 


benefits. 


E. Entitlement to Medicare or Medicaid Event: Allows you to make a change if you, your spouse, 


or your dependent enrolls in or loses Medicare or Medicaid coverage. Enrollment in such 


coverage allows you, your spouse, or your dependent to decrease or cancel the health coverage 


under your plan. Losing Medicare or Medicaid coverage allows you, your spouse, or your 


dependent to increase or enroll in health coverage under the plan. This event only applies to 


group health benefits and not to the Dependent Care FSA or other non-health benefits. 
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F. Cost Change Events: Various events allow you to make an election change that corresponds to a 


change in the cost of your coverage. These events do not allow you to make changes to your 


Health Care FSA election.  


a. Automatic Change in Cost: Your Employer may automatically adjust your insurance 


premium payments as a result of a cost change that arises from an increase or decrease 


in the cost of the underlying coverage.  


b. Significant Change in Cost: Allows you to increase or decrease your election when the 


cost of coverage significantly increases or decreases under your Employer’s plan, 


including if your cost decreases because you become eligible for premium assistance 


under a state Children’s Health Insurance Program (CHIP). This event allows you to add 


coverage, or drop coverage and add alternative coverage (or just drop if no alternative 


coverage is available).  If a dependent care provider increases or decreases the cost of 


care, it is a cost change that allows you to make a corresponding change to your 


Dependent Care FSA election so long as the dependent care provider is not a relative. 


Additionally, the availability of a new dependent care provider is a coverage change that 


will allow you to make a corresponding change to your Dependent Care FSA election. 


This event does not apply to the Health Care FSA. 


G. Coverage Change Events: Various events allow you to make an election change that 


corresponds to a change in your coverage. The availability of a new dependent care provider is a 


coverage change that will allow you to make a corresponding change to your Dependent Care 


FSA election. These events do not allow you to make changes to your Health Care FSA election. 


a. Addition of or Significant Improvement to a Benefit Option: Allows you to add or 


revoke your election with respect to a new benefit package option (or a significant 


benefit improvement) offered by your employer. Participants may make a change with 


respect to only that benefit.  


b. Elimination or Significant Curtailment of a Benefit Option: Allows you to make certain 


changes to your premium election if coverage under your Employer’s plan is reduced 


overall. If the curtailment results in a loss of coverage, you may revoke your election and 


either drop coverage altogether, or select alternative coverage offered by your 


employer. If the curtailment does not result in a loss of coverage, you may only revoke 


your election if you select alternative coverage; you may not simply drop the coverage. 


c. Change in Coverage Under Another Employer’s Plan Event: Allows you to make or 


revoke your election if your spouse or dependent’s employer’s plan increases coverage, 


decreases coverage, adds a benefit, or makes new enrollment in its coverage available. 


Changes must correspond to coverage changes under the other employer’s plan – for 


example, this would allow you to revoke your election mid-year if your spouse’s plan 


offers open enrollment and you actually enroll in your spouse’s plan.  


d. Loss of Other Coverage Under A Governmental or Educational Institution Plan: If you, 


your spouse, or dependent lose coverage under any governmental or educational 


institution health plan, you may make an election to add coverage under your 


employer’s plan. Some of the governmental plans affected by this rule are: a state 


Children’s Health Insurance Program, an Indian Tribal government health program, a 


state health benefits risk pool, or a foreign government group health plan. This event 


does not apply to the Dependent Care or other non-health benefits 
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H. Enrollment in a Another Plan Due to Reduction in Hours: If you had been reasonably expected 


to average at least 30 hours of service per week, and your hours have been reduced so that you 


now are expected to average fewer than 30 hours per week, you may revoke your group health 


benefit election if the revocation corresponds to your enrollment (no later than the first day of 


the second month following the month in which you revoked your election) in another plan that 


provides minimum essential coverage. This event does not apply to the Dependent Care or 


other non-health benefits 


I. Enrollment in a Marketplace Health Insurance Plan: If you become eligible mid-year to enroll in 


a Marketplace Health Insurance Plan (commonly called a “Marketplace plan”) during a 


Marketplace special or open enrollment period, you may revoke your election and drop your 


coverage if you enroll or intend to enroll in a Marketplace Plan. In addition, if you are enrolled in 


family coverage and your spouse or dependent becomes eligible mid-year to enroll in a 


Marketplace plan during a Marketplace special or open enrollment period, you may revoke your 


election of family coverage if your spouse or dependent enrolls or intends to enroll in a 


Marketplace plan; provided that you only discontinue coverage for the spouse and/or 


dependent(s) enrolling in the Marketplace plan unless you also enroll in the Marketplace plan. 


In any event, the Marketplace plan coverage must be effective no later than the first day 


following the date your employer’s coverage ends. This event does not apply to the Dependent 


Care or other non-health benefits 


How Election Changes Affect FSA Reimbursements 
Although you may change your FSA election if you experience an event described above, you are not 


able to reduce any FSA election to an amount that is lower than the amount of contributions you have 


made or reimbursements you have already received at that point in the plan year. The plan will 


reimburse you for claims submitted after the change only up to the newly reduced election amount, 


regardless of when the expense was incurred. Your salary reductions will be decreased to reflect your 


newly decreased election, taking into account your contributions prior to the change.  


If you are permitted to revoke your election, your access to the account will end in the same way as if 


you had lost eligibility for the plan mid-year. Refer to the section on Losing Eligibility Mid-Year for more 


information. 


If you increase your election as a result of a permitted election change event, the plan will reimburse 


you for claims submitted after the change only up to the election amount that was in effect on the date 


the expense was incurred. The amount available to you for reimbursement of claims takes into account 


all expenses that are reimbursed during the entire plan year. Your salary reductions will be increased to 


reflect your newly increased election, taking into account your contributions prior to the change. 


Your new elections will stay in effect for the remainder of the plan year, unless you experience another 


permitted election change event later in the same plan year. 


LEAVES OF ABSENCE 


Your employer may offer paid or unpaid leave programs, including leaves of absence governed by state 


or federal law. If you take a paid leave and do not lose eligibility for your plan benefits, your payroll 


reduction amounts will continue throughout the paid leave. For any unpaid personal leave (that is, a 


leave of absence not mandated by state or federal law), your employer’s policies will apply with respect 


to the affect taking leave will have on your BESTflex Plan benefits. Often, such a leave constitutes a 
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change in employment status which, if it affects benefit eligibility, would be a permitted election change 


event as described in the previous section. 


Family and Medical Leave Act (FMLA) Leave 
If your employer is covered by the Family and Medical Leave Act, your coverage under any group health 


plan must be maintained by your employer while you are on leave in the same manner coverage is 


maintained for an active employee. This includes your Health Care FSA. However, FMLA leave is a special 


permitted election change event that allows you to revoke your coverage during the leave, either 


permanently or just for the duration of the leave. 


If you choose to keep your coverage while on FMLA leave and any part of the leave is paid, you will 


continue to have your regular payroll reduction amounts taken from your paycheck as long as you 


receive one. If the leave is unpaid, you may continue to make your Health Care FSA contributions or 


premium payments in one of the following ways: 


 By sending monthly payments to your employer by the regular due date. Because you would not 


receive a paycheck during this time, those payments cannot be pre-tax. 


 By making arrangements with your employer prior to the leave beginning to pre-pay all or some 


of what is expected to be due for the duration of your leave on a pre-tax basis from your pre-


leave compensation. You will only be able to pre-pay portions of the leave that fall within the 


same plan year as the pre-tax deduction. 


 By making any other arrangement with your employer that you both agree upon, such as 


agreeing to have your payments withheld upon your return from leave.  


If you don’t pay your Health Care FSA contributions or premium payments while on leave, your 


employer can terminate your coverage. If your coverage ends for any reason while on FMLA leave, your 


employer must allow you to resume coverage when you return from leave. Your employer may seek 


recovery of any unpaid amounts or amounts it paid on your behalf if you don’t return to work at the end 


of your leave, subject to certain exceptions.  


Uniformed Services Employment and Reemployment Rights Act (USERRA) Leave 
If you leave work for military duty in the Uniformed Services, you have certain rights under this plan. 


Generally, you are allowed to revoke or continue participation in the plan (assuming you make your 


share of the contributions). Also, you have the right to be reinstated in the plan when you return from 


your service. If you go on military duty, please contact your Employer for more information regarding 


your rights under USERRA. 


Please contact your employer if you have other questions about leaves of absence and your benefits. 


OPERATION OF THE BESTFLEX PLAN 
The BESTflex Plan Administrator is your employer or another entity designated by your employer. The 


Plan Administrator has full and complete authority, responsibility, discretion, and control over the 


management, administration, and operation of the BESTflex plan. This includes, but is not limited to: 


 Formulating, adopting, issuing, and applying procedures, rules and changes  


 Altering or amending such procedures and rules in accordance with the law 
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 Construing and applying the provisions of the plan  


 Making appropriate determinations concerning eligibility for benefits  


The Plan Administrator’s determinations shall be final, conclusive and binding on all parties, unless 


otherwise determined by legal process. 


Funding 
The plan is funded by the general assets of your employer in accordance with the payroll reduction 


elections you have made under this plan. Your employer may also contribute to the plan. Please refer to 


My Company Plan for details specific to your BESTflex Plan. 


Notice of Denials and Appeals 
Please review My Company Plan to verify the number of days available for you to submit claims under 


your company’s BESTflex Plan. All claims and required documentation must be submitted within this 


period. All claims under a Health Care FSA are considered post-service claims, and initial claims will be 


decided no later than 30 days from receipt of the claim after the end of the plan year or your 


termination from employment.  


If, for reasons beyond the control of Employee Benefits Corporation, the claim cannot be decided within 


this 30-day period, Employee Benefits Corporation has an additional 15 days to review the claim, as long 


as you are notified of the delay within the original 30-day window. 


If your claim is denied, you will receive a written notice citing the specific reasons for the denial and the 


plan provisions on which it is based. You will also be provided with a description of any additional 


documents or material you might need to complete an incomplete claim and an explanation of why it is 


necessary. The notice of claim denial will also provide you with an opportunity to receive information 


about the specific rule, guideline, or other similar criteria that was relied upon in the denial. 


Failure to properly substantiate a claim or follow reimbursement procedures for the plan, or requesting 


reimbursement for an ineligible expense may result in claim denial or offset against future 


reimbursements. 


If your claim has been denied for any reason, you have 180 days to submit a written appeal to Employee 


Benefits Corporation, detailing why you feel your claim should have been paid. You may also provide 


any additional documentation you feel is relevant. Your appeal will be decided by someone other than 


the individual or any subordinate of the individual who made the initial determination of your claim. 


Employee Benefits Corporation may consult with your employer or another named plan fiduciary in 


making a determination on appeal.  


Employee Benefits Corporation provides you with notice of any information and documents that may be 


relevant to the appeal of your claim. Your appeal is decided no later than 60 days from the receipt of the 


appeal. 


If your appeal is denied, you will receive a written notification of the adverse benefit determination on 


review with the reason(s) for the denial and the plan provisions on which it is based. 
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If the appeal denial is based on any internal rule, guideline, protocol or other criterion, it will be 


provided to you, free of charge, upon your request. You may obtain from Employee Benefits 


Corporation any relevant information regarding your claim. You will also be informed that you and your 


Plan may have other voluntary alternative dispute resolution options, such as mediation, and 


information about contacting your local U.S. Department of Labor Office and your State insurance 


regulatory agency, and that you may have the right to sue in federal court under ERISA (Employee 


Retirement Income Security Act of 1974) if your employer is subject to ERISA.  


If you would like to submit a second level appeal following the appeal denial, you must submit a written 


appeal to Employee Benefits Corporation within 60 days of the date of the appeal denial. Your Employer 


will determine the outcome of a second level appeal without deference to Employee Benefits 


Corporation's prior decisions. 


Any determination on final appeal is binding on all parties. You must exhaust all administrative remedies 


before you may file a claim or lawsuit in court. The claims and appeals process will be applied in a 


manner that complies with all applicable laws and regulations. 


Termination and More Information 


Assignment of Benefits 
You cannot assign your plan benefits to anyone else. The plan will not reimburse anyone other than you 


or your estate for covered expenses. 


Subrogation and Repayment 
The BESTflex Plan may recover overpaid benefits and erroneously paid benefits, including 


reimbursements or payments to you that are later paid for or reimbursed by another plan or a third 


party. Refer to the section on Your Rights Under the Health Care FSA for information on subrogation and 


repayment under the Health Care FSA. 


Keep Your Employer Informed of Changes 
In order to protect you and your family’s rights, you should keep your employer or Plan Administrator 


informed of any changes to your marital status or a child’s status as a dependent under the group health 


plan’s policy. It is important for our records to reflect your current email address, mailing address, 


phone number, and name. If any of these change mid-year, please notify your employer, who will then 


contact us. Certain updates may be submitted online directly from your account at www.ebcflex.com. 


Termination of the BESTflex Plan 
Your employer reserves the right to modify or terminate the BESTflex Plan at any time. You will be 


advised of any such change. 
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METROPOLITAN LIFE INSURANCE COMPANY 
NEW YORK, NEW YORK 


 
CERTIFICATE OF ACCIDENT INSURANCE  


 
Metropolitan Life Insurance Company (“MetLife”), a stock company, certifies that You and Your Dependents are insured 
for the benefits described in this Certificate, subject to the provisions of this Certificate.  References to coverage for 
Your Dependents throughout this Certificate only apply if insurance is in effect for Your Dependents.  Please refer to the 
Covered Person Specifications page and Eligibility Provisions: Dependent Insurance section for details. 
 
This Certificate is issued to You under the Group Policy.  This Certificate includes the terms and provisions of the 
Group Policy that describe Your insurance.  PLEASE READ THIS CERTIFICATE CAREFULLY.   The Group Policy is 
a contract between MetLife and the Group Policyholder.  It may be changed or ended without Your consent or notice to 
You. 
 
Group Policyholder:  BBL Construction Services LLC  
Group Policy Number:  5973766 
MetLife Toll Free Number:  1-800-GETMET8 


 


THIS IS ACCIDENT-ONLY INSURANCE.  IT DOES NOT PROVIDE COVERAGE FOR SICKNESS. 
THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR 
MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM 
ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 
 
30-Day Right to Examine Certificate.  Please read this Certificate carefully.   If You are not 
satisfied for any reason, You may notify Us that You are cancelling Your Certificate 
within 30 days from the date of delivery by calling Us at 1-800-GETMET8. If You notify Us 
that You are cancelling within the 30 day period, this Certificate will be void from the 
beginning.  We will refund any premium or Contribution paid within 30 days after We 
receive Your notice of cancellation. 
 


 
Maryland Residents: The Group Policy providing coverage under this Certificate was issued in a 
jurisdiction other than Maryland and may not provide all of the benefits required by Maryland law. 
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NOTICE FOR RESIDENTS OF MAINE 
 
 


If You were a resident of Maine on Your Certificate effective date, this notice applies to You. 
 
You have the right to designate a third party to receive notice if Your insurance is in danger of lapsing due to a 
default on Your part, such as non-payment of a Contribution that is due. You may make this designation by 
completing a "Third Party Notice Request Form" and sending it to MetLife. Once You have made a designation, 
You may cancel or change it by filling out a new Third Party Notice Request Form and sending it to MetLife. The 
designation will be effective as of the date MetLife receives the form. Call MetLife at the toll-free telephone number 
shown on the face page of this Certificate to obtain a Third Party Notice Request Form.   
 
Within 90 days after cancellation of coverage for nonpayment of premium, You, any person authorized to act on 
Your behalf, or any covered Dependent may request reinstatement of the Certificate on the basis that You suffered 
from cognitive impairment or functional incapacity at the time of cancellation.
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COVERED PERSON SPECIFICATIONS 


 
 
Certificate Effective Date: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Group Policyholder: BBL Construction Services LLC  
Group Policy Number: 5973766 
 
 
MetLife Contact Information: 1-800-GETMET8 
 
 
Your Name: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Your Certificate Number: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Coverage for Your Dependents 


 
See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife  


 
This Covered Person Specifications page is part of Your Certificate.  Please keep it with Your Certificate. 
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SCHEDULE OF INSURANCE 


 


IMPORTANT NOTE:  Payment of the benefits listed in this Schedule is subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate. 
PLEASE READ THE ENTIRE CERTIFICATE CAREFULLY. 
 


The listing of benefits for Dependents only applies if insurance is in effect for Your Dependents under this 
Certificate.  Please refer to the Covered Person Specifications page and the Eligibility Provisions: Dependent 
Insurance section of this Certificate for details. 
 


BASIC ACCIDENTAL DEATH BENEFIT: * 
 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $50,000 $25,000 $10,000 
 


 


ACCIDENTAL DEATH – COMMON CARRIER 
BENEFIT: * 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $150,000 $75,000 $30,000 
 
ACCIDENTAL DISMEMBERMENT/FUNCTIONAL LOSS/PARALYSIS BENEFITS: 
  
Basic Dismemberment/Functional Loss 
Benefit: 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Basic Dismemberment Benefit:    
 


Loss of one finger or one toe $1,000 $1,000 $1,000 
 


Loss of one arm or one leg $15,000 $15,000 $15,000 
 


Loss of one hand or one foot $15,000 $15,000 $15,000 
 


Loss of two or more fingers or toes in any 
combination 


$2,000 $2,000 $2,000 


 
Basic Functional Loss Benefit:  


Loss of sight in one eye $15,000 $15,000 $15,000 
 


Loss of hearing in one ear $15,000 $15,000 $15,000 
 


Coma $10,000 $10,000 $10,000 
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SCHEDULE OF INSURANCE (Continued) 


 
  


For You For Your Spouse For Your Dependent 
Child(ren) 


Burn    
Second Degree - Percentage of total surface 
skin area that is burned: 


   


Less than 10% $100 $100 $100 
At least 10% but less than 25% $200 $200 $200 
At least 25% but less than 35% $750 $750 $750 
35% or more $1,500 $1,500 $1,500 


 
Third Degree - Percentage of total surface 
skin area that is burned: 


   


Less than 10% $1,500 $1,500 $1,500 
At least 10% but less than 25% $2,000 $2,000 $2,000 
At least 25% but less than 35% $7,500 $7,500 $7,500 
35% or more $15,000 $15,000 $15,000 


 
Catastrophic Dismemberment/Functional Loss 
Benefit: 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Catastrophic Dismemberment Benefit: 
   


 


Loss of both arms or both legs or one arm and 
one leg 


$40,000 $40,000 $40,000 


 


Loss of both hands or both feet or one hand 
and one foot 


$40,000 $40,000 $40,000 


 
Catastrophic Functional Loss Benefit: 


 


Loss of sight in both eyes $40,000 $40,000 $40,000 
 


Loss of hearing in both ears $40,000 $40,000 $40,000 
 


Loss of ability to speak $40,000 $40,000 $40,000 
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SCHEDULE OF INSURANCE (Continued) 


 
 


Paralysis Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Two limbs (paraplegia or hemiplegia) $20,000 $20,000 $20,000 
 


Four limbs (quadriplegia) $40,000 $40,000 $40,000 
 
ACCIDENTAL INJURY BENEFITS:  


 


Fracture Benefit* For You For Your Spouse For Your 
Dependent 
Child(ren) 


Fracture Benefit For Closed Reduction:    
Face or Nose (except mandible or maxilla) $2,000 $2,000 $2,000 
Skull fracture – depressed (except bones of 
face or nose) 


$5,000 $5,000 $5,000 


Skull fracture – non-depressed (except bones 
of face or nose) 


$2,500 $2,500 $2,500 


Lower Jaw, Mandible (except alveolar 
process) 


$1,000 $1,000 $1,000 


Upper Jaw, Maxilla (except alveolar process) $2,000 $2,000 $2,000 
Upper Arm between Elbow and Shoulder 
(humerus) 


$2,000 $2,000 $2,000 


Shoulder Blade (scapula), Collarbone 
(clavicle, sternum) 


$1,000 $1,000 $1,000 


Forearm (radius and/or ulna), Hand, Wrist 
(except fingers) 


$1,000 $1,000 $1,000 


Rib $1,000 $1,000 $1,000 
Finger, Toe $200 $200 $200 
Vertebrae, Body of (excluding vertebral 
processes) 


$2,000 $2,000 $2,000 


Vertebral Processes $750 $750 $750 
Pelvis (includes ilium, ischium, pubis, 
acetabulum except coccyx) 


$2,000 $2,000 $2,000 


Hip, Thigh (femur) $5,000 $5,000 $5,000 
Coccyx $750 $750 $750 
Leg (tibia and/or fibula) $2,000 $2,000 $2,000 
Kneecap (patella) $750 $750 $750 
Ankle $750 $750 $750 
Foot (except toes) $750 $750 $750 
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SCHEDULE OF INSURANCE (Continued) 


 
 


 For You For Your Spouse For Your 
Dependent 
Child(ren) 


Fracture Benefit For Open Reduction:   
Face or Nose (except mandible or maxilla) $4,000 $4,000 $4,000 
Skull fracture – depressed (except bones of 
face or nose) 


$10,000 $10,000 $10,000 


Skull fracture – non-depressed (except bones 
of face or nose) 


$5,000 $5,000 $5,000 


Lower Jaw, Mandible (except alveolar 
process) 


$2,000 $2,000 $2,000 


Upper Jaw, Maxilla (except alveolar process) $4,000 $4,000 $4,000 
Upper Arm between Elbow and Shoulder 
(humerus) 


$4,000 $4,000 $4,000 


Shoulder Blade (scapula), Collarbone 
(clavicle, sternum) 


$2,000 $2,000 $2,000 


Forearm (radius and/or ulna), Hand, Wrist 
(except fingers) 


$2,000 $2,000 $2,000 


Rib $2,000 $2,000 $2,000 
Finger, Toe $400 $400 $400 
Vertebrae, Body of (excluding vertebral 
processes) 


$4,000 $4,000 $4,000 


Vertebral Processes $1,500 $1,500 $1,500 
Pelvis (includes ilium, ischium, pubis, 
acetabulum except coccyx) 


$4,000 $4,000 $4,000 


Hip, Thigh (femur) $10,000 $10,000 $10,000 
Coccyx $1,500 $1,500 $1,500 
Leg (tibia and/or fibula) $4,000 $4,000 $4,000 
Kneecap (patella) $1,500 $1,500 $1,500 
Ankle $1,500 $1,500 $1,500 
Foot (except toes) $1,500 $1,500 $1,500 


 


*Chip Fracture Benefit for any of the above:  Benefit is 25% of the applicable benefit for the bone involved.  


 
Dislocation Benefit* For You For Your Spouse For Your 


Dependent 
Child(ren) 


Full Dislocation Benefit for Closed Reduction:     
Lower Jaw $1,000 $1,000 $1,000  
Collarbone (sternoclavicular) $1,500 $1,500 $1,500  
Collarbone (acromioclavicular and separation) $1,000 $1,000 $1,000  
Shoulder (glenohumeral) $1,000 $1,000 $1,000  
Rib $1,000 $1,000 $1,000  
Elbow $1,000 $1,000 $1,000  
Wrist $1,000 $1,000 $1,000  
Bone or Bones of the Hand (other than 
fingers) 


$1,000 $1,000 $1,000  


Hip $5,000 $5,000 $5,000  
Knee (except patella) $2,500 $2,500 $2,500  
Ankle - Bone or Bones of the Foot (other than 
toes) 


$1,000 $750 $750  


One Toe or Finger $200 $200 $200  
 


 


 


 For You For Your Spouse For Your 
Dependent 
Child(ren) 


Full Dislocation Benefit for Open Reduction:    
Lower Jaw $2,000 $2,000 $2,000  
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SCHEDULE OF INSURANCE (Continued) 


 
Collarbone (sternoclavicular) $3,000 $3,000 $3,000 
Collarbone (acromioclavicular and separation) $2,000 $2,000 $2,000 
Shoulder (glenohumeral) $2,000 $2,000 $2,000 
Rib $2,000 $2,000 $2,000 
Elbow $2,000 $2,000 $2,000 
Wrist $2,000 $2,000 $2,000 
Bone or Bones of the Hand (other than 
fingers) 


$2,000 $2,000 $2,000 


Hip $10,000 $10,000 $10,000 
Knee (except patella) $5,000 $5,000 $5,000 
Ankle - Bone or Bones of the Foot (other than 
toes) 


$2,000 $2,000 $2,000 


One Toe or Finger $400 $400 $400 
 


*Partial Dislocation Benefit for any of the above: Benefit is 25% of the applicable benefit for joint involved.  
 


 


Concussion Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


  $500 $500 $500 
 


 


Laceration Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


Repaired without stitches $75 $75 $75 
 


Repaired with stitches   
 


Total of all lacerations is less than two 
inches (5.08 cm) long 


$125 $125 $125 


 


Total of all lacerations is two to six inches 
(5.08 to 15.24 cm) long 


$350 $350 $350 


 


Total of all lacerations is over six inches 
(over 15.24 cm) long 


$700 $700 $700 
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SCHEDULE OF INSURANCE (Continued) 
 


 
 


 


Broken Tooth Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Crown $300 $300 $300 
 


Extraction $150 $150 $150 
 


Filling $50 $50 $50 
 


 


Eye Injury Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


  $400 $400 $400 
 


 
 


 
ACCIDENT - MEDICAL TREATMENT AND SERVICES BENEFITS 
 
 


Air Ambulance Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $1,250 $1,250 $1,250 
 


Ground Ambulance Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $400 $400 $400 
  


Emergency Care Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Emergency Room $200 $200 $200 
 


Physician’s Office $100 $100 $100 
 


Urgent Care $100 $100 $100 
 


Medical Testing Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $200 $200 $200 
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SCHEDULE OF INSURANCE (Continued) 
 
 


Physician Follow-Up Visit Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $100 $100 $100 
 


Transportation Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $400 $400 $400 
 


 
 


Therapy Services Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Cognitive behavioral therapy $50 $50 $50 
 


Occupational therapy $50 $50 $50 
 


Physical therapy $50 $50 $50 
 


Respiratory therapy $50 $50 $50 
 


Speech therapy $50 $50 $50 
 


Vocational therapy $50 $50 $50 
 


Acupuncture $50 $50 $50 
 


Chiropractic therapy $50 $50 $50 
 


Pain Management Benefit (for Epidural 
Anesthesia) 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $100 $100 $100 
 


 


Prosthetic Device Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


One device only $1,000 $1,000 $1,000 
 


More than one device $2,000 $2,000 $2,000 
 


 


Medical Appliance Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Brace $150 $150 $150 
 


Cane $150 $150 $150 
 


Crutches $150 $150 $150 
 


Walker – expected use less than 1 year $200 $200 $200 
 


Walker – expected use 1 year or longer $400 $400 $400 
 


Walking boot $150 $150 $150 
 


Wheel chair or motorized scooter – expected 
use less than 1 year 


$300 $300 $300 


 


Wheel chair or motorized scooter – expected 
use 1 year or longer 


$1,000 $1,000 $1,000 


 


Other medical device used for mobility $150 $150 $150 
 


 


Medical Appliance Benefit Limit: 
Limit for all Medical Appliances combined, per 
Covered Person, per Accident 


$1,000 $1,000 $1,000 


 


Modification Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $1,500 $1,500 $1,500 
 


 
 


Blood/Plasma/Platelets Benefit For You For Your Spouse For Your 
Dependent 
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Child(ren) 
 


 $500 $500 $500 
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SCHEDULE OF INSURANCE (Continued) 
 
 


Surgery Benefits: 
 


Surgical Repair Benefit: 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Cranial $2,000 $2,000 $2,000 
 


Hernia $200 $200 $200 
 


Ruptured Disc $1,500 $1,500 $1,500 
 


Skin Graft Benefit (only payable for a burn for 
which a Functional Loss Benefit for Burn was 
paid) 


50% of the 
Functional Loss 
Benefit for Burn 
that was paid  


50% of the 
Functional Loss 
Benefit for Burn that 
was paid  


50% of the 
Functional Loss 
Benefit for Burn that 
was paid 


 


Torn cartilage in knee $1,500 $1,500 $1,500 
 


Torn, ruptured or severed 
tendon/ligament/rotator cuff 


   


 


One tendon/ligament/rotator cuff $1,000 $1,000 $1,000 
 


Two or more tendons/ligaments/rotator cuffs $2,000 $2,000 $2,000 
 


Thoracic cavity or abdominal pelvic cavity $2,000 $2,000 $2,000 
 


 


Exploratory Surgery Benefit for any of the 
procedures listed above 


$200 $200  $200 


 


Other Outpatient Surgery Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $400 $400 $400 
 
 


 
ACCIDENT - HOSPITAL BENEFITS 
 


Admission Benefit (for the day of admission) For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $2,000 $2,000 $2,000 
 


ICU Supplemental Admission Benefit (for the 
day of admission) 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $2,000 $2,000 $2,000 







 


GCERT16-AX-sched Page 15 


SCHEDULE OF INSURANCE (Continued) 
 
 


 


Confinement Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $300 per day $300 per day $300 per day 
 


ICU Supplemental Confinement Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $300 per day $300 per day $300 per day 
 


Inpatient Rehabilitation Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $200 per day $200 per day $200 per day 
 


 
OTHER BENEFITS 
 


Lodging Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $200 per day $200 per day $200 per day 
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DEFINITIONS 
 
 


As used in this Certificate, the terms listed below will have the meanings set forth below.  Other terms may be 
defined where they are used.  When defined terms are used in this Certificate, they will appear with initial 
capitalization.  The plural use of a term defined in the singular will share the same meaning.  
 
Accident means an act or event which: 
 is unforeseen, unexpected and unanticipated;  
 is definite as to time and place;  
 is not a Sickness; and 
 occurs while insurance is in effect under this Certificate.    
 
The term Accident includes unavoidable exposure to the elements if such exposure was a direct result of an 
Accident.  


 


 
Accidental or Accidentally means happening by Accident.  


 


 
Actively at Work or Active Work means that You are performing all of the usual and customary duties of Your job 
on a Full-Time basis.  This must be done at: 
� the Group Policyholder's place of business; 
� an alternate place approved by the Group Policyholder; or 
� a place to which the Group Policyholder's business requires You to travel. 
 
You will be deemed to be Actively at Work during weekends or Group Policyholder approved vacations, holidays or 
temporary business closures if You were Actively at Work on the last scheduled work day preceding such time off. 
 
Certificate means this Certificate including any riders attached to it.  


 


 
Coma means a continuous state of profound unconsciousness lasting for a period of 14 or more consecutive days, 
characterized by the absence of purposeful response to commands, including: 
� eye opening; 
� verbal response; and 
� motor response.   
 
Confined or Confinement means the assignment to a bed as a resident inpatient in a Hospital (including an 
Intensive Care Unit of a Hospital) on the advice of a Physician or confinement in an observation area within a 
Hospital for a period of no less than 20 continuous hours on the advice of a Physician.  


 


 
Contribution means the amount You must pay towards the total premium charged by Us for insurance under this 
Certificate. 
 
Covered Person means You and, if insured under the Group Policy for the insurance described in this Certificate, 
Your Dependents. 
 
Covered Surgery means any of the following procedures: 
� cranial Surgery; 
� skin graft to treat a burn for which the Functional Loss Benefit for Burn was paid; 
� Surgery to treat a hernia; 
� thoracic cavity and abdominal pelvic cavity Surgery; 
� Surgery to treat a Ruptured Disc; 
� Surgery to treat torn cartilage in the knee (meniscus); or 
�     Surgery to treat a torn, ruptured or severed tendon, ligament or rotator cuff. 


 







DEFINITIONS (Continued) 
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Dependent means Your Spouse, and/or Dependent Child. No person can be insured for Accident Insurance under 
the Group Policy as both an employee and a Dependent. 
 


Dependent Child means the following: 
� Your biological child, while such child is younger than the Dependent Child Age Limit; 
� Your adopted child, (including a child to be adopted by You, during any waiting period that must expire before 


adoption becomes final) while such child is younger than the Dependent Child Age Limit; or 
� Your stepchild, including a child of Your Domestic Partner, while such child is younger than the Dependent 


Child Age Limit.  


 


The term Dependent Child does not mean an unborn or stillborn child. 
 


A person cannot be insured for Accident Insurance as a Dependent Child of more than one employee under the 
Group Policy. 
 


Dependent Child Age Limit means: 


�     the end of the calendar month in which the Dependent Child reaches age 26.  


 
 


Dependent Insurance means insurance under this Certificate for Your Dependents.  
 


Domestic Partner means each of two people, one of whom is You, who: 
1. have registered as each other’s domestic partner or civil union partner with a government agency where such 


registration is available; or  


2. are of the same or opposite sex and have completed and signed a declaration declaring that: 
� each person is 18 years of age or older; 
� each person is unmarried and the sole domestic partner of the other; 
� they are sharing a Primary Residence with each other; 
� they are not related to the other in a manner that would bar their marriage in the jurisdiction in which they 


reside; and 
� they have a mutually dependent relationship so that each has an insurable interest in the life of the other 


and 2 or more of the following exist as evidence of joint responsibility for basic financial obligations: 
� a joint mortgage or lease; 
� designation of the Domestic Partner as beneficiary for life insurance or retirement benefits; 
� joint wills or designation as executor and/or primary beneficiary; 
� ownership of a joint bank account, joint credit cards or other evidence of joint financial responsibility; or 
� other evidence of economic interdependence.  


 
 


 


Emergency Room means an area within a Hospital that is dedicated to the provision of emergency care. This area 
must: 
� be staffed and equipped to handle trauma; 
� be supervised and provide treatment by Physicians; and 
� provide care seven days per week, 24 hours per day. 







DEFINITIONS (Continued) 
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Full-Time means Active Work on the Group Policyholder’s regular work schedule for the class of employees to 
which You belong.  The work schedule must be at least 30 hours per week. 
 
Group Policy means the policy of insurance issued by Us to the Group Policyholder under which this Certificate is 
issued. 
 
Group Policyholder means BBL Construction Services LLC. 
 
Hospital means a short-term, acute care, general facility which: 
 is primarily engaged in providing, by or under the continuous supervision of Physicians, to inpatients, diagnostic 


services and therapeutic services for diagnosis, treatment and care of injured or sick persons; 
 has organized departments of medicine;  
 has facilities for major Surgery either on its premises or through contractual arrangement with another Hospital;  
 has a requirement that every patient must be under the care of a Physician or dentist; 
 provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 is duly licensed by the agency responsible for licensing such Hospitals;  
 if located in New York State, has in effect a hospitalization review plan applicable to all patients that meets at 


least the standards set forth in section 1861 (k) of United States Public Law 89-97; and 
 is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative 
care.   


 
Injury means any bodily harm:  
� that results directly from an Accident; and   
� is not specifically excluded as set forth in the section titled Accident - Exclusions.   
 
Intensive Care Unit or ICU means a place which: 
� is a specifically dedicated area of a Hospital that is restricted to patients who are critically ill or 


injured and who require intensive, comprehensive monitoring and care; 
� is separate and apart from the surgical recovery room and from rooms, beds and wards customarily 


used for patient Confinement; 
� is permanently equipped with special lifesaving equipment for the care of the critically ill or injured; 
� is under close observation by a specially trained nursing staff assigned exclusively to the intensive care unit on 


a 24 hour basis; and 
� has a Physician assigned to the intensive care unit on a full-time basis. 
 
The term Intensive Care Unit includes Hospital units with the following names: Intensive Care Unit; Coronary Care 
Unit; Neonatal Intensive Care Unit; Pulmonary Care Unit; Burn Unit; or Transplant Unit.  
 
Medical Restriction means a person is:  
� restricted to the person’s home under a Physician’s care; 
� receiving or applying to receive disability benefits from any source;  
� an inpatient in a Hospital; 
� receiving care in a hospice facility, an intermediate care facility or a long-term care facility; or 
� receiving chemotherapy, radiation therapy or dialysis.  
 







DEFINITIONS (Continued) 
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Other Outpatient Surgery means Surgery performed on an outpatient basis, other than a Surgery for which the 
Surgery Benefit is payable. 
 
Outpatient Surgery Facility means a facility mainly engaged in performing outpatient Surgery.  It must:  
� be accredited as an ambulatory surgery facility by either the Joint Commission or the Accreditation Association 


for Ambulatory Care;  
� be approved as an ambulatory Surgery facility by Medicare; or  
� meet all of the following criteria:   


� maintains all appropriate licensing for a facility that provides ambulatory Surgery; 
� is staffed by Physicians and nurses, under the supervision of a Physician;  
� has permanent operating and recovery rooms;  
� is staffed and equipped to provide emergency care; and  
� has written back-up arrangements with a local Hospital for emergency care.  


 
Physician means: 
�     a person licensed to practice medicine and prescribe and administer drugs or to perform Surgery in the 


jurisdiction where such services are performed; or 
�     a medical practitioner who is licensed to provide a service for which a benefit is payable under this Certificate, 


according to the laws and regulations of the jurisdiction where such service is performed, and who is acting 
within the scope of such license.   


 


The term Physician does not include: 
 You;  
 Your Spouse or anyone to whom You are related by blood or marriage; 
 anyone with whom You are residing;   
 Your adopted or stepchild; 
 anyone with whom You share a business interest; or  
 Your employee.  
 
Primary Residence means the dwelling where a person lives for the majority of the time, whether the person owns 
or rents the dwelling. 
 
Proof means Written evidence satisfactory to Us that a claimant has satisfied the conditions and requirements for 
any benefit described in this Certificate.  When a claim is made for any benefit described in this Certificate, Proof 
must establish:  
 the nature and extent of the loss or condition;  
 Our obligation to pay the claim; and  
 the claimant’s right to receive payment.  
 
Except as provided in the Examinations and Autopsy provisions of this Certificate, Proof must be provided at the 
claimant’s expense.  
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Rehabilitation Facility means a facility that:  
 provides rehabilitation care services on an inpatient basis; and  
 maintains all required licenses and certifications.  
 
Rehabilitation care services consist of the combined use of medical, social, educational, and vocational services to 
enable patients disabled by an Injury to achieve the highest possible functional ability. Services are provided by or 
under the supervision of an organized staff of Physicians.  
 
The term Rehabilitation Facility does not include:  
� a nursing home;  
� an extended care facility, unless the Covered Person is receiving rehabilitation care services on an inpatient 


basis at the extended care facility;  
� a Skilled Nursing Facility, unless the Covered Person is receiving rehabilitation care services on an inpatient 


basis at the facility;   
� a rest home or home for the aged;  
� a hospice care facility;  
� a place for alcoholics or drug addicts; or  
� an assisted living facility. 
 
Ruptured Disc means a tear in the spinal disc capsule.  It does not include a bulging disc. 
 
Schedule means the Schedule of Insurance that appears in this Certificate, and the Covered Person Specifications 
page. 
 
Sickness means:  
 a physical illness, physical infirmity or physical disease;  
 pregnancy; or 
 infection, but not an infection received through an Accidental cut or wound. 
 
Signed means any symbol or method executed or adopted by a person with the present intention to authenticate a 
record.  The signature may be transmitted by paper or electronic media, provided it is consistent with applicable 
law.   
 
Skilled Nursing Facility means a facility that provides skilled, intermediate or custodial care that meets all of the 
following requirements:  
 if licensing or certification is required, maintains all appropriate licensing or certification under the laws where it 


is located as a skilled or intermediate nursing facility;  
 has 24 hour a day nursing care provided by any of the following who is licensed under the laws where the 


services are performed: a registered professional nurse (R.N.), licensed practical nurse (L.P.N.) or licensed 
vocational nurse (L.V.N.); 


 has 24 hour a day care performed by an awake, and trained or certified staff supervised by a nurse who is an 
R.N, L.P.N. or L.V.N.; 


 keeps a Written record of services performed for each client;  
 has established procedures to obtain emergency medical care; and 


 services are not limited to provision of food, shelter, and other residential services such as laundry. 
 
Spouse means Your lawful spouse or Your Domestic Partner. 
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Surgery means a procedure performed by a Physician involving an incision of the Covered Person’s skin or tissue 
that, in and of itself, is intended to be curative, palliative or exploratory. 
 
Urgent Care Facility means a health care facility:  
 that is separate from a Hospital or a separate unit within a Hospital; and  
 the primary purpose of which is the offering and provision of immediate, short-term medical care, for urgent 


care. 
 
United States means the United States of America, its territories and its possessions.  
 
We, Us and Our mean Metropolitan Life Insurance Company.  
 
Write, Written or Writing means a record that may be transmitted by paper or electronic media, and that is 
consistent with applicable law.   
 
You and Your means an employee who is insured under the Group Policy for the insurance described in this 
Certificate.  
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOU 


ELIGIBLE CLASS 


CLASS 1 


All Active Full-Time Employees 


 
DATE YOU ARE ELIGIBLE FOR INSURANCE  


You may only become eligible for the Accident Insurance available for Your eligible class.   


 


If You are in an eligible class on the date insurance becomes available for the class, You will be eligible for 
insurance on the date You complete any applicable eligibility waiting period set by the Group Policyholder.    
 
If you enter an eligible class after the date insurance becomes available to members of that class, You will be 
eligible for insurance on the date You complete any applicable eligibility waiting period set by the Group 
Policyholder.    
 


 
ENROLLMENT PROCESS  
 


If You are eligible for insurance, You may enroll for such insurance by completing the required form.  You must also 
provide Written permission to deduct Contributions from Your pay for such insurance, if You are required to make 
such Contributions.       


 


 
DATE YOUR INSURANCE TAKES EFFECT  
 


Provided that You are Actively at Work in an eligible class, insurance under this Certificate will take effect for You 
on the Certificate effective date.  If You are not Actively at Work in an eligible class on the date insurance would 
otherwise take effect, insurance will take effect on the date You return to Active Work in an eligible class.   


 
BENEFIT CHANGES 
 


Once Your insurance takes effect, You may only change Your benefits in accordance with the options available 
through the Group Policyholder.  Please contact Us or the Group Policyholder for more information.  
 
If You are not Actively at Work in an eligible class on the date an increase in benefits would otherwise take effect, 
the increase will not take effect until You return to Active Work in a class that is eligible for the increase.    


 
 







 


GCERT16-AX-elig-dep Page 23 


 


ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE 


 
ELIGIBLE CLASS FOR DEPENDENT INSURANCE 


All Class 1 employees of the Group Policyholder as specified in the Eligibility Provisions:  Insurance For You 
section of this Certificate are eligible for Dependent Insurance. 


 
DATE YOU ARE ELIGIBLE FOR DEPENDENT INSURANCE 
 


If You are in a class of employees who are eligible for Dependent Insurance on the date Your insurance takes 
effect, You will be eligible for Dependent Insurance on the later of the following: 
� the date Your insurance takes effect; and  
� the date an individual becomes Your first Dependent. 
 
If You enter a class of employees who are eligible for Dependent Insurance after the date Your insurance takes 
effect, You will be eligible for Dependent Insurance on the later of the following: 
� the date You enter a class eligible for Dependent Insurance; and  
� the date an individual becomes Your first Dependent.  


 
ENROLLMENT PROCESS 
 


If You become eligible for Dependent Insurance, You may enroll for such insurance by providing Us with any 
information We require for each Dependent to be insured.  You must also provide Written permission to deduct 
Contributions from Your pay for Dependent Insurance, if You are required to make such Contributions. 
 


 
DATE DEPENDENT INSURANCE TAKES EFFECT 
 


Newborn Children  


A Dependent Child born to You while insurance is in effect under the Certificate will be covered:  
� from the moment of birth and does not need to be enrolled if Dependent Insurance is already in effect for at 


least one other Dependent Child; or 
� for 31 days from the moment of birth if Dependent Insurance is not already in effect for at least one other 


Dependent Child.  To continue coverage beyond the first 31 days You must notify Us of the child’s birth and 
give Written permission to deduct Contributions from Your pay for Dependent Insurance for the newborn child.   


 
The effective date of insurance for a newborn child will be determined without regard to whether the child is under a 
Medical Restriction.  
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE (Continued) 


 
Adopted Children 


A newborn child to be adopted by You while insurance is in effect under this Certificate will be covered for 31 days 
from the moment of birth if You take physical custody of the infant upon the infant’s release from the hospital and 
You file a petition to adopt the child within 30 days of the child’s birth. To continue coverage beyond the first 31 
days, You must notify Us of the child’s birth and give Written permission to deduct Contributions from Your pay for 
Dependent Insurance for the newborn child. Coverage will end if the child’s placement is disrupted prior to legal 
adoption.   
 
A child to be adopted by You (who is not a newborn as described above) while insurance is in effect under this 
Certificate will be covered during any waiting period that must expire before adoption becomes final.  In order to 
continue coverage beyond the first 31 days, You must provide Us with notice of the child to be adopted and give 
Written permission to deduct Contributions from Your pay for Dependent Insurance for the adopted child.  
Coverage will end if the child’s placement is disrupted prior to legal adoption. 
 
The child does not need to be enrolled if Dependent Coverage is already in effect for at least one other Dependent 
Child.   
 
Coverage will end if the child’s placement is disrupted prior to legal adoption.   
 
The effective date of insurance for a newly adopted child will be determined without regard to whether the child is 
under a Medical Restriction. 
  
Other Dependents 


Dependent Insurance for a Dependent who is not under a Medical Restriction will take effect on the later of: 
� the date You are enrolled for Dependent Insurance for such Dependent; or 
� the date a person becomes Your Dependent. 
 
If a Dependent is under a Medical Restriction on the date insurance for such Dependent would otherwise take 
effect, insurance for the Dependent will take effect on the date the Dependent is no longer under a Medical 
Restriction.  
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ACCIDENTAL DEATH BENEFITS 


 
Payment of the Accidental Death Benefits described in this section is subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
BASIC ACCIDENTAL DEATH BENEFIT 
 


We will pay the applicable Basic Accidental Death Benefit shown in the Schedule for a Covered Person’s death if: 
● the death results directly from an Accident; and  
● the death occurs within 180 days following the Accident.  
 
Reduction of the Basic Accidental Death Benefit 
 


The Basic Accidental Death Benefit will be reduced by the following if paid for Injuries sustained by the Covered 
Person in the same Accident that resulted in the Covered Person’s death:  
� the amount of any benefits paid under the Accidental Dismemberment/Functional Loss/Paralysis Benefits 


section of this Certificate, other than for Burn or Coma; and  
� the Modification Benefit under the Accident – Medical Treatment & Services Benefits section of this Certificate. 


 
ACCIDENTAL DEATH - COMMON CARRIER BENEFIT 
 


We will pay the applicable Accidental Death – Common Carrier Benefit shown in the Schedule, instead of the Basic 
Accidental Death Benefit for a Covered Person’s death if: 
� the death results directly from an Accident sustained by the Covered Person while:  


� a fare paying passenger on a Common Carrier; or 
� a passenger on public transportation that is a Common Carrier, for which there is no fare; and 


� the death occurs within 180 days following the Accident.  
 
We will not pay both the Accidental Death - Common Carrier Benefit and the Basic Accidental Death Benefit for the 
same Covered Person. 
 
Common Carrier means airplanes, trains, buses, trolleys, subways, and boats that:  
� run on a regularly scheduled basis between predetermined points or cities; and 
� are operated by a government regulated entity. 
 
The term Common Carrier does not include taxis, limousines or privately chartered vehicles. 
 
Reduction of the Accidental Death – Common Carrier Benefit  
 


The Accidental Death – Common Carrier Benefit will be reduced by the following if paid for Injuries sustained by the 
Covered Person in the same Accident that resulted in the Covered Person’s death:  
� the amount of any benefits paid under the Accidental Dismemberment/Functional Loss/Paralysis Benefits 


section of this Certificate, other than for Burn or Coma; and 
� the Modification Benefit under the Accident – Medical Treatment & Services Benefits section of this Certificate. 
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ACCIDENTAL DISMEMBERMENT/ FUNCTIONAL LOSS/ PARALYSIS BENEFITS 


  
Payment of the Accidental Dismemberment/Functional Loss/Paralysis Benefits described in this section 
are subject to all of the conditions, maximums, limitations, exclusions and Proof requirements contained in 
the provisions of this Certificate.  


 


BASIC DISMEMBERMENT/FUNCTIONAL LOSS BENEFIT OR 
CATASTROPHIC DISMEMBERMENT/FUNCTIONAL LOSS BENEFIT 


If a Covered Person sustains an Injury that is a Dismemberment or Functional Loss, We will pay the Basic 
Dismemberment/Functional Loss Benefit or the Catastrophic Dismemberment / Functional Loss Benefit shown in 
the Schedule that applies to the type of Dismemberment or Functional Loss the Covered Person sustained, subject 
to all of the following:  
� The Dismemberment or Functional Loss must be documented by a Physician within 180 days after the 


Accident occurs. 


 


� In order for the Catastrophic Dismemberment/ Functional Loss Benefit to be payable, the Injuries that qualify for 
such benefit must have been sustained by the Covered Person in a single Accident. 


 


� If a Covered Person sustains an Injury that is a Dismemberment or Functional Loss that falls under more than 
one classification on the Schedule, We will only pay the benefit that applies to the classification that pays the 
highest benefit.  


� We will pay the Coma Benefit no more than 1 time time per Covered Person, per Accident.   


� We will pay the Burn Benefit no more than one time per Covered Person, per Accident.  


� If a Burn meets more than one of the Burn classifications shown in the Schedule, the amount We pay will 
be based on the classification of the Burn that pays the highest benefit. 


  
Dismemberment means any of the following: 
 
 


� Loss of an arm:  the arm is permanently severed at or above the elbow.  


� Loss of a hand:  the hand is permanently severed at or above the wrist joint.   


 


� Loss of a finger:  the finger is permanently severed at the joint proximate to the first interphalangeal joint where 
it is attached to the hand.  


 


� Loss of a foot:  the foot is permanently severed at or above the ankle joint.  


� Loss of a leg:  the leg is permanently severed at or above the knee.   


 


� Loss of a toe:  the toe is permanently severed at the joint proximate to the first interphalangeal joint where it is 
attached to the foot. 
  


 


Functional Loss means any of the following: 
 
 


� Loss of hearing:  permanent deafness in at least one ear, such that it cannot be corrected to any functional 
degree by any procedure, aid or device.  Loss of hearing must last for a continuous period of not less than 90 
days as confirmed by a Physician. 


� Loss of sight:  permanent loss of sight in an eye.  With correction, visual acuity must be 20/200 or worse in the 
eye or the field of vision must be less than 20 degrees.  Loss of sight must last for a continuous period of not 
less than 90 days as confirmed by a Physician.   


 


� Loss of ability to speak:  total and permanent loss of audible communication (aphonia), if such loss cannot be 
corrected to any functional degree by any procedure, aid or device.  Loss of ability to speak must last for a 
continuous period of not less than 90 days as confirmed by a Physician. 
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ACCIDENTAL DISMEMBERMENT/ FUNCTIONAL LOSS/ PARALYSIS BENEFITS 
(Continued) 


 
� Coma:  a total loss of use of the body characterized by a continuous state of profound unconsciousness lasting 


for a period of 14 or more consecutive days, and by the absence of purposeful response to commands, 
including: 
� eye opening; 
� verbal response; and  
� motor response. 
Coma inlcudes a medically induced Coma. 


 


� Burn:  a loss of use of a body extremity or an impairment of bodily function due to a second or third degree 
burn. 


  
 PARALYSIS BENEFIT 


If a Covered Person sustains an Injury that is Paralysis, We will pay the Paralysis Benefit shown in the Schedule 
that applies to the type of Paralysis that the Covered Person sustained, subject to all of the following: 
� Paralysis must be documented by a Physician within 180 days after the Accident occurs. 


 


� If a Covered Person sustains an Injury that is Paralysis that falls under more than one classification on the 
Schedule, We will only pay the benefit that applies to the classification that pays the highest benefit. 


� We will pay the Paralysis Benefit no more than one time per Covered Person, per Accident. 
 


Paralysis means the permanent total and irrecoverable loss of movement of 2 or more limbs:  
� that has lasted for a continuous period of not less than 90 days as confirmed by a Physician; or   
� as a result of transected spinal cord with supporting clinical and radiological evidence and no expectation of 


return to function.  
 


The term Paralysis does not include a Dismemberment or Coma. 
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ACCIDENTAL INJURY BENEFITS 


 
Payment of the Accidental Injury Benefits described in this section are subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
FRACTURE BENEFIT 


If a Covered Person sustains an Injury that is a Fracture, We will pay the Fracture Benefit, shown in the Schedule 
that is applicable to the type of Fracture sustained by the Covered Person, subject to all of the following:   
� The Injury must be diagnosed and treated as a Fracture by a Physician within 180 days after the Accident 


occurs.  
� The Fracture must require, and be corrected by, open (surgical) or closed (non-surgical) reduction by a 


Physician.  Closed reduction includes immobilization. 
� We will pay no more than one Fracture Benefit per bone, per Accident.   
� If more than one bone is Fractured in a single Accident, the amount We will pay for all Fractures combined will 


be no more than 2 times the highest Fracture Benefit that would otherwise be payable for any one of the bones 
involved.   


� If an Injury is a Chip Fracture, We will pay the Chip Fracture Benefit instead of the Fracture Benefit.  The Chip 
Fracture Benefit will be 25% of the Fracture Benefit shown in the Schedule for the bone involved. 


� If the same Fracture is treated with both open reduction and closed reduction, We will pay no more than the 
Fracture Benefit payable for the open reduction.   


 
Fracture means a break in a bone of a body part that is listed on the Schedule under Fracture Benefit, which can 
be detected by an x-ray or a similar diagnostic exam.   
 
Chip Fracture means a Fracture in which a small fragment of the bone is broken off. 


 
DISLOCATION BENEFIT  


If a Covered Person sustains an Injury that is a Dislocation, We will pay the Dislocation Benefit, shown in the 
Schedule, that is applicable to the type of Dislocation the Covered Person sustained, subject to all of the following:   
� The Injury must be diagnosed and treated as a Dislocation by a Physician within 180 days after the Accident 


occurs.  
� The Dislocation must require, and be corrected by, open (surgical) or closed (non-surgical) reduction by a 


Physician.  
� If more than one joint is Dislocated in a single Accident, the amount We will pay for all Dislocations combined 


will be no more than 2 times the highest Dislocation Benefit that would otherwise be payable for any one of the 
joints involved.   


� The Partial Dislocation Benefit will be 25% of the Dislocation Benefit shown in the Schedule for a Full 
Dislocation of the joint involved.   


� If a Partial Dislocation Benefit was paid, or becomes payable, and the Covered Person subsequently sustains 
an Injury that is a Full Dislocation, We will reduce what We pay for the Full Dislocation by the amount that was 
paid, or is payable, for the Partial Dislocation.   


� For each joint, We will pay no more than one Full Dislocation Benefit amount for all Injuries combined that are 
Dislocations of that same joint, regardless of whether the Injuries are sustained in the same Accident.  Once 
the Covered Person has received an amount equal to one Full Dislocation Benefit for a joint, no further 
Dislocation Benefits will be paid for that same joint, even if the Covered Person subsequently sustains an Injury 
that is a Dislocation of that same joint in a new Accident.   


� We will only pay benefits for those Dislocations specifically listed in the Schedule.   
 
Dislocation means a separated joint of a body part that is listed on the Schedule under Dislocation Benefit.  The 
term Dislocation does not include vertebral subluxation complex (misaligned vertebrae).   
 
Full Dislocation means a Dislocation in which the joint is completely separated.  
 
Partial Dislocation means a Dislocation in which the joint is not completely separated.   
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ACCIDENTAL INJURY BENEFITS (Continued)    


 
CONCUSSION BENEFIT  


If a Covered Person sustains an Injury that is a concussion, We will pay the Concussion Benefit shown in the 
Schedule, subject to all of the following:  
� The Injury must be diagnosed as a concussion by a Physician within 90 days after the Accident occurs.   
� We will pay the Concussion Benefit no more than 1 time per Covered Person, per calendar year. 
 


   


 
LACERATION BENEFIT 


If a Covered Person sustains an Injury that is a Laceration and receives treatment from a Physician to repair it, We 
will pay the Laceration Benefit, shown in the Schedule, that is applicable to the length of the Laceration and the 
treatment received as follows: 
� if the Laceration is repaired with stitches, We will pay the Laceration Benefit repaired with stitches; or  
� if the Laceration is not repaired with stitches, We will pay the Laceration Benefit repaired without stitches.  
 
Payment of the Laceration Benefit is subject to all of the following: 
� The Laceration must be treated by a Physician within 90 days after the Accident occurs.   
� A Laceration repaired with sutures or staples will be deemed to be a Laceration repaired with stitches for 


purposes of this Laceration Benefit.  
� If the Covered Person has more than one Laceration, the amount We pay will be based on the total length of all 


Lacerations received in any one Accident that are repaired with stitches. If some, but not all, of the Lacerations 
require repair with stitches, We will not pay any benefit for the Laceration or Lacerations that are repaired 
without stitches.  


� We will pay the Laceration Benefit no more than:  
� one time per Covered Person, per Accident;  and  
� no more than 3 times per Covered Person, per calendar year. 
 


 


Laceration means a cut. 
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ACCIDENTAL INJURY BENEFITS (Continued)  
 
 


 
BROKEN TOOTH BENEFIT  


If a Covered Person sustains an Injury that is a broken tooth and the tooth is repaired by a dental crown or filling, or 
is extracted, We will pay the Broken Tooth Benefit, shown in the Schedule, that is applicable to the dental crown, 
filling and/or extraction, subject to all of the following:   
� No benefit will be payable for an Injury to a tooth that is not a sound, natural tooth.   
� No benefit will be payable for an Injury caused by biting or chewing.   
� The dental services must begin within 365 days after the Accident occurs.   
� Regardless of the number of teeth involved, We will pay the Broken Tooth Benefit for no more than 1 dental 
crown, no more than 1 dental filling, and no more than 1 dental extraction per Covered Person, per Accident.  


 
EYE INJURY BENEFIT  


If a Covered Person sustains an Injury to an eye, We will pay the Eye Injury Benefit shown in the Schedule, subject 
to all of the following:  
� The Injury to the eye must require Surgery or the removal of a foreign object by a Physician within 180 days 


after the Accident occurs.   
� We will pay the Eye Injury Benefit no more than 1 time per Covered Person, per Accident.
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ACCIDENT - MEDICAL TREATMENT & SERVICES BENEFITS 


 
 


Payment of the Accident – Medical Treatment and Services Benefits described in this section are subject to 
all of the conditions, maximums, limitations, exclusions and Proof requirements contained in the 
provisions of this Certificate.  


 
AIR AMBULANCE BENEFIT 


We will pay the Air Ambulance Benefit shown in the Schedule if a licensed professional air ambulance service is 
required to transport a Covered Person by air to or from a Hospital or between medical facilities, where treatment 
for an Injury is received, subject to both of the following:   
�     The air ambulance transportation must be within 90 days after the Accident occurs.   
�     We will pay the Air Ambulance Benefit no more than1 time per Covered Person, per Accident.  


 
GROUND AMBULANCE BENEFIT  


We will pay the Ground Ambulance Benefit shown in the Schedule if a licensed professional ambulance service is 
required to transport a Covered Person by ground to or from a Hospital or between medical facilities, where 
treatment for an Injury is received, subject to both of the following:   
� The ambulance transportation must be within 90 days after the Accident occurs.   
� We will pay the Ground Ambulance Benefit no more than1 time per Covered Person, per Accident.  


 
EMERGENCY CARE BENEFIT  
 
If a Covered Person sustains an Injury and receives initial care from a Physician for the Injury in an Emergency 
Room, a Physician’s office or an Urgent Care Facility, within 90 days after the Accident occurs, We will pay the 
Emergency Care Benefit, shown in the Schedule that is applicable to the place where care is received.  


 
We will pay the Emergency Care Benefit no more than 1 time per Covered Person, per Accident. 
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 


 
MEDICAL TESTING BENEFIT  


If a Covered Person sustains an Injury and receives any of the following medical tests to evaluate the Injury, We 
will pay the Medical Testing Benefit shown in the Schedule:  
�     x-rays; 


�     magnetic resonance imaging (MRI) or magnetic resonance (MR);  


�     ultrasound;  


�     nerve conduction velocity test (NCV);  


�     computed tomography scan (CT) or computed axial tomography (CAT); or 


�     electroencephalogram (EEG).  


 
Payment of the Medical Testing Benefit is subject to all of the following:  
� The test must be ordered by a Physician and be performed within 180 days after the Accident occurs.   
 � We will pay the Medical Testing Benefit no more than 2 times per Covered Person, per Accident.  


 
PHYSICIAN FOLLOW-UP VISIT BENEFIT   


If a Covered Person sustains an Injury and receives follow-up care, for the Injury, that is recommended by a 
Physician or is a second opinion, We will pay the Physician Follow-Up Visit Benefit shown in the Schedule, subject 
to all of the following:   
� Treatment must:  


� begin within 180 days after the Accident occurs and be provided within 365 days after the Accident occurs;  
� be specific to the Injury;  
� occur on an outpatient basis in a Physician's office, an Urgent Care Facility or a Hospital; and  
� not be for routine examinations, preventive testing, or any treatment for which a benefit is payable under 


the Therapy Services Benefit or Emergency Care Benefit. 
� We will pay the Physician Follow-Up Visit Benefit no more than: 


� 2 times per Covered Person, per Accident; and  
� 6 times per Covered Person, per calendar year.    


 
TRANSPORTATION BENEFIT  


We will pay the Transportation Benefit shown in the Schedule when a Covered Person travels more than 50 miles 
one way for follow-up treatment of an Injury for which We pay a benefit under this Certificate, at a Hospital or other 
treatment facility, subject to all of the following:   
� Mileage is measured from the Covered Person’s Primary Residence to the facility where the follow-up 


treatment is provided. 
� The follow-up treatment must be prescribed by a Physician and not available within 50 miles of the Covered 


Person’s Primary Residence. 
� You must submit Proof that the follow-up treatment was provided.  


� We will not pay the Transportation Benefit if the Ground Ambulance Benefit or Air Ambulance Benefit is 
payable for the trip. 


� We will pay the Transportation Benefit no more than: 
� 1 time per Covered Person, per Accident; and 
� 2 times per Covered Person, per calendar year.  


 







 


GCERT16-AX-amt Page 33 


ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 
 


 
THERAPY SERVICES BENEFIT   


If a Covered Person sustains an Injury and receives Therapy Services, We will pay the Therapy Services Benefit 
shown in the Schedule that applies to the type of Therapy Service received, subject to all of the following:   
� Therapy Services must:  


� begin within 180 days after the Accident occurs and be provided within 365 days after the Accident occurs;  
� be provided on an outpatient basis;  
� be prescribed by a Physician; and 
� be provided by a practitioner licensed to provide the type of Therapy Services provided and operating 


within the scope of such license.  
 We will pay the Therapy Services Benefit for Therapy Services received no more than10 times per Covered 


Person, per Accident.  


 


� We will not pay a Therapy Services Benefit for Therapy Services received by the Covered Person on the same 
day for which the Inpatient Rehabilitation Benefit is payable.  


 
Therapy Services means any of the following:  
 


� cognitive behavioral therapy;  


� occupational therapy;  


� physical therapy;  


 


� respiratory therapy;  


� speech therapy;  


� vocational therapy;  


� acupuncture; or  


� chiropractic therapy.  


  


 
PAIN MANAGEMENT BENEFIT (FOR EPIDURAL ANESTHESIA)  


If a Covered Person sustains an Injury and receives epidural anesthesia to manage the pain from the Injury, We will 
pay the Pain Management Benefit shown in the Schedule, subject to all of the following:   
� The epidural anesthesia must be administered within 180 days after the Accident occurs.   
� Epidural anesthesia to manage the pain from the Injury must be prescribed by a Physician. 
�     We will pay the Pain Management Benefit no more than 1 time per Covered Person, per Accident. 
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 
 


 
PROSTHETIC DEVICE BENEFIT  


If a Covered Person sustains an Injury that is a loss of a limb, hand, foot or sight in an eye and receives a 
Prosthetic Device as a result of the loss, We will pay the Prosthetic Device Benefit, shown in the Schedule, that is 
applicable to the number of Prosthetic Devices the Covered Person receives, subject to all of the following:   
� The Prosthetic Device must be received within 365 days after the Accident occurs. 
� No benefit will be payable for replacement of a Prosthetic Device.   
� No benefit will be payable for more than one Prosthetic Device for the same body part.   
�     We will not pay the Prosthetic Device Benefit for a joint replacement such as an artificial hip or knee.  
 


�     We will pay the Prosthetic Device Benefit no more than 1 time per Covered Person, per Accident.  


  
Prosthetic Device means an artificial device that replaces a missing body part.  The term Prosthetic Device does 
not include hearing aids, dental aids (including false teeth), eyeglasses, or cosmetic prostheses such as wigs. 
 


 
MEDICAL APPLIANCE BENEFIT  


If a Covered Person sustains an Injury for which a Physician prescribes the use of a Medical Appliance as an aid in 
personal locomotion or mobility, We will pay the Medical Appliance Benefit, shown in the Schedule, for the type of 
Medical Appliance that the Physician prescribes, subject to all of the following:   
�     The use of such Medical Appliance must begin within 180 days after the Accident occurs.   
�     The amount We will pay for all Medical Appliances combined, per Covered Person, per Accident, will be no 


more than the Medical Appliances Benefit Limit shown in the Schedule. 
�     We will not pay the Medical Appliance Benefit for the replacement of a Medical Appliance.   
 


Medical Appliance means any of the following:  
 


�     brace for the neck, back or leg;  


�     cane;   
�     crutches; 


�     walker; 


�     walking boot that extends above the ankle;  


�     wheelchair or motorized scooter for medical purposes; and 
�     any other medical device used for mobility.   


 
MODIFICATION BENEFIT  


If a Covered Person sustains an Injury for which We paid a Dismemberment, Functional Loss or Paralysis Benefit 
under this Certificate, We will pay the Modification Benefit shown in the Schedule for modifications made to the 
Covered Person’s Primary Residence or vehicle, subject to all of the following: 
� A Physician must certify that because of the Injury, the modification is necessary to help enable the Covered 


Person to live in his or her Primary Residence or travel in his or her primary vehicle.  
� The modification must be made within 365 days after the Accident occurs. 
� We will pay the Modification Benefit no more than 1 time per Covered Person, per Accident.   


 
BLOOD / PLASMA / PLATELETS BENEFIT    


If a Covered Person sustains an Injury for which the Covered Person receives a transfusion of blood, plasma or 
platelets, We will pay the Blood/Plasma/Platelets Benefit shown in the Schedule, subject to all of the following:   
�     The blood, plasma or platelets must be prescribed by a Physician on an emergency basis or provided while the 


Covered Person is undergoing Surgery and must be administered within 180 days after the Accident.   
�     We will pay the Blood/Plasma/Platelets Benefit no more than 1 time per Covered Person, per Accident.
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 


 
SURGERY BENEFITS 


If a Covered Person undergoes Covered Surgery to treat an Injury, while Confined or in an Outpatient Surgery 
Facility, We will pay the applicable benefit shown in the Schedule under Surgery Benefits, for the type of Covered 
Surgery the Covered Person undergoes, subject to all of the following:  
� The Covered Person must be treated by a Physician for the Injury within 180 days after the Accident occurs.  
� The Covered Surgery must be performed by a Physician within 365 days after the Accident occurs.   
� If the Covered Surgery is performed with repair, We will pay the Surgical Repair Benefit shown in the Schedule 


for the applicable procedure. 
� If the Covered Surgery performed is Exploratory Surgery, We will pay the Exploratory Surgery Benefit shown in 


the Schedule. 
� If as a result of the same Accident, the Covered Person has more than one Covered Surgery performed at the 


same time, We will only pay a benefit for one Covered Surgery, which will be the Covered Surgery with the 
highest benefit amount.  


� If as a result of the same Accident, the Covered Person has a Covered Surgery and an Other Outpatient 
Surgery performed at the same time, We will only pay one benefit which will be the benefit that pays the higher 
amount. 


� We will pay Surgery Benefits no more than 1 time per Covered Person, per Accident.  


 
Exploratory Surgery means a Covered Surgery performed without surgical repair.  For Surgery to treat torn 
cartilage in the knee, if cartilage is shaved or trimmed from the knee, the Surgery will be considered Exploratory 
Surgery and not a Surgery with repair. 


 
OTHER OUTPATIENT SURGERY BENEFIT 


If a Covered Person sustains an Injury and undergoes Other Outpatient Surgery to treat the Injury in an Outpatient 
Surgery Facility, We will pay the Other Outpatient Surgery Benefit shown in the Schedule, subject to all of the 
following: 
�     The Covered Person must be treated by a Physician for the Injury within 180 days after the Accident occurs.   
�     The Surgery must be performed by a Physician in an Outpatient Surgery Facility within 365 days after the 


Accident occurs.   
�     If as a result of the same Accident, the Covered Person has a Covered Surgery and an Other Outpatient 


Surgery performed at the same time, We will only pay one benefit which will be the benefit that pays the higher 
amount. 


�     We will pay the Other Outpatient Surgery Benefit no more than 1 time per Covered Person, per Accident. 
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HOSPITAL BENEFITS  
 


Payment of the Hospital Benefits described in this section are subject to all of the conditions, maximums, 
limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
ACCIDENT – HOSPITAL ADMISSION BENEFITS  


Admission Benefit 


If a Covered Person is admitted to a Hospital for treatment of an Injury, We will pay the Admission Benefit shown in 
the Schedule, for the day of admission, subject to all of the following:   
� The admission must occur within 180 days after the Accident occurs. 
� The Admission Benefit is not payable for Emergency Room treatment, outpatient treatment, or a stay of less 


than 20 hours in an observation area. 
� We will only pay the Admission Benefit for a Covered Person for one Hospital admission at a time, even if the 


admission is caused by more than one Accident and/or Injury.   
� We will pay the Admission Benefit no more than 1 time per Covered Person, per Accident.  


 
ICU Supplemental Admission Benefit  


If a Covered Person, upon initial admission to a Hospital for treatment of an Injury, is admitted to an ICU, We will 
pay the ICU Supplemental Admission Benefit shown in the Schedule, in addition to the Admission Benefit, if the 
admission meets the requirements for payment of the Admission Benefit, subject to both of the following additional 
requirements: 
� The admission must occur within 180 days after the Accident occurs. 
� If the Covered Person moves to an ICU after initial admission to a Hospital, We will not pay the ICU 


Supplemental Admission Benefit. 
  
 


ACCIDENT - HOSPITAL CONFINEMENT BENEFITS  


Confinement Benefit  


If a Covered Person is Confined in a Hospital for treatment of an Injury, We will pay the Confinement Benefit shown 
in the Schedule for each day, after the day of admission to the Hospital,  the Covered Person is Confined in the 
Hospital, subject to all of the following:   
� The initial Confinement must begin within 180 days after the Accident occurs.   
� The Confinement Benefit is payable for up to 31 days per Covered Person, per Accident, and may be used 


over a two-year period following the date of the Accident.     
� We will only pay the Confinement Benefit for a Covered Person for one Hospital Confinement at a time, even if 


the Confinement is caused by more than one Accident and/or Injury.   
� We will only pay one Confinement Benefit per day.  
  
ICU Supplemental Confinement Benefit  


If a Covered Person is Confined in a Hospital for treatment of an Injury, We will pay the ICU Supplemental 
Confinement Benefit shown in the Schedule in addition to the Confinement Benefit, for each day the Covered 
Person is Confined in an Intensive Care Unit and meets the requirements for payment of the Confinement Benefit, 
subject to both of the following additional requirements:   
� Confinement in the Intensive Care Unit must begin within 180 days after the Accident occurs.   
� The ICU Supplemental Confinement Benefit is payable for up to 15 days per Covered Person, per Accident.  
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HOSPITAL BENEFITS (Continued) 


 
INPATIENT REHABILITATION BENEFIT  
 


If a Covered Person is transferred to a Rehabilitation Facility immediately after a period of Confinement for 
treatment of an Injury for which We paid an Admission Benefit or Confinement Benefit, We will pay the Inpatient 
Rehabilitation Benefit shown in the Schedule, subject to all of the following: 
� We will pay the Inpatient Rehabilitation Benefit for each day of the Covered Person’s continuous stay as a 


resident inpatient in a Rehabilitation Facility, up to a maximum stay of 15 days per Covered Person, per 
Accident but not to exceed 30 days per calendar year.   


� The Covered Person’s inpatient stay in the Rehabilitation Facility must start within 365 days after the Accident.   
� After the Covered Person is discharged from the Rehabilitation Facility, We will not pay the Inpatient 


Rehabilitation Benefit for a subsequent admission to a Rehabilitation Facility for treatment of the same Injury for 
which We already paid the Inpatient Rehabilitation Benefit. 


� We will not pay the Inpatient Rehabilitation Benefit for any day for which We paid a Confinement Benefit.  
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OTHER BENEFITS 


 
Payment of the Other Benefits described in this section are subject to all of the conditions, maximums, 
limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  
 


 
LODGING BENEFIT 


If a Covered Person is Confined in a Hospital for treatment of an Injury, and a companion who accompanies the 
Covered Person while the Covered Person is so Confined stays in a Lodging for which a charge is made, We will 
pay the Lodging Benefit shown in the Schedule subject to all of the following:  
� We will pay the Lodging Benefit for each day the companion stays in a Lodging while the Covered Person is 


Confined in a Hospital for treatment of an Injury.  
� We will pay the Lodging Benefit for up to 15 days per Covered Person per calendar year.   
� The Lodging Benefit is only payable for a day for which We are paying a Hospital Admission or Confinement 


Benefit for a Covered Person.    
� You must submit Proof that the companion incurred an expense for staying at a Lodging for each day of the 


stay. 
 
Lodging means an establishment licensed under the laws where it is located, such as a motel, hotel, or other 
facility that provides sleeping accommodations to the general public in exchange for a fee and is located at least 50 
miles from the Covered Person’s Primary Residence.  
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EXCLUSIONS 


 
We will not pay benefits for any loss for a Covered Person caused or contributed to by: 
�    the Covered Person being under the influence of any narcotic, unless administered on the advice of a 


Physician; 
�    the Covered Person being intoxicated; 
 the Covered Person’s suicide, attempted suicide, or intentionally self-inflicted Injury; 
 war, or act of war (whether declared or undeclared);  
 the Covered Person’s participation in a felony, riot or or insurrection;  
�     the Covered Person’s engagement in an illegal occupation; 
� cosmetic Surgery, except when such Surgery is performed to reconstruct a part of the body which was 


disfigured or removed as a result of an Injury; 
�     the Covered Person’s mental or emotional disorder, alcoholism or drug addiction; 
�     the Covered Person’s service in the armed forces or any auxiliary unit of the armed forces; or   


�     aviation, other than as a fare-paying passenger on a scheduled or chartered flight operated by a scheduled 
airline. 


  


 


 


In addition, We will not pay benefits for services or treatment received outside of the United States, Canada or 
Mexico. 
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WHEN INSURANCE ENDS 


 
 


Please Note:  If insurance ends under this section, in certain cases it may be continued as stated in the 
Continuation of Insurance section of this Certificate.  Please see that section for details. 
 
 


Termination of a Covered Person’s insurance in accordance with this section, will be without prejudice to an 
existing claim.   


 
DATE YOUR INSURANCE ENDS  


Your insurance under this Certificate will end on the earliest of: 
� the date the Group Policy ends; 
� the date You die;  


�     the date insurance ends for Your class; 
�     the end of the period for which the last full premium has been paid for Your insurance; 
�     the end of the calendar month in which You notify Us that You wish to cancel Your insurance; 
�     the end of the calendar month in which You cease to be in an eligible class, subject to the Change in Class 


provision of the Eligibility Provisions: Insurance for You section; or  


�     the end of the calendar month in which Your employment ends.  


 
For residents of Massachusetts: 


If You are a resident of Massachusetts and Your insurance under this Certificate is ending under the above 
provision because Your employment has ended, instead of insurance ending on the date Your employment ends, 
the following timelines apply: 
 
� If Your employment ends for any reason other than a Plant Closing or a Partial Plant Closing, Your insurance 


will end 31 days after the date Your employment ends. However, if during such 31 day period You become 
entitled to benefits under another policy that are similar to the benefits provided under this Certificate, insurance 
under this Certificate will end on the date You become entitled to such other benefits.  
 


� If Your employment ends due to a Plant Closing or a Partial Plant Closing Your insurance will end 90 days after 
the date Your employment ends. However, if during such 90 day period, You become entitled to benefits under 
another policy that are similar to the benefits provided under this Certificate insurance under this Certificate will 
end on the date You become entitled to such other benefits. 


 


 
DATE DEPENDENT INSURANCE ENDS  


A Dependent’s insurance under this Certificate will end on the earliest of: 
�     the date Your insurance under this Certificate ends; 
�     the date Dependent Insurance ends under the Group Policy for all employees or for Your class; 
�     the end of the calendar month in which the person ceases to be a Dependent; 
�     the end of the calendar month in which You cease to be in a class that is eligible for Dependent Insurance;  
�     the end of the calendar month in which the Dependent is no longer eligible as described in the Eligible Classes 


for Dependent Insurance provision; or 
�     the end of the period for which the last full premium has been paid for insurance for the Dependent.  


 


 
CHANGE IN CLASS 


If there is more than one class eligible for insurance under the Group Policy, and each class has its own certificate, 
instead of receiving a new certificate when You move between classes, You will remain insured under this 
Certificate if:  
�     You move to a class that is eligible for Accident Insurance under the Group Policy; and 
�     the benefits available to Your new class are identical to the benefits available under this Certificate.   
 
In all other cases when You move between classes, Your insurance under this Certificate will end on the date You 
are no longer a member of the class eligible for insurance under this Certificate. 
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CONTINUATION OF INSURANCE 


 
AT YOUR OPTION: CONTINUATION WITH PREMIUM PAYMENT  


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations, it may 
be continued for You and Your Dependents, as described in this provision.  This is referred to in this provision as 
"Continued Insurance".  Evidence of insurability will not be required to obtain Continued Insurance.  For purposes 
of this provision, insurance in effect under the Group Policy for which the Group Policyholder remits premium is 
referred to in this provision as "Group Billed Insurance". 
 
Except as described below, Continued Insurance is subject to all of the conditions, maximums, limitations, 
exclusions and Proof requirements contained in the provisions of this Certificate. 
 
Requirements for Continued Insurance 


Continued Insurance will be available to You if: 
 


� Your Group Billed Insurance ends for any reason other than:  
� non-payment of  premium or Contribution; or 
� the end of the Group Policy, provided that Continued Insurance will be available to You if You do not 


become eligible, within 30 days after the end of the Group Policy, for accident insurance under another 
policy of group insurance available through the Group Policyholder;  


 


� We receive Your completed Written request for Continued Insurance on a form approved by Us within 31 
calendar days after Your Group Billed Insurance ends; and 


� You pay premiums required for Continued Insurance by the due date specified in the premium notice sent to 
You.  


 


 
 


 


Changes in Continued Insurance 


You may elect to decrease Your insurance after the date that Continued Insurance goes into effect for You if a 
lower benefit option is available. In addition, You may end insurance for any or all of Your Dependents.   Please 
contact Us for information.  You may not increase insurance once Continued Insurance goes into effect.  
 
Contributions for Continued Insurance 


The Contribution that You must pay for Continued Insurance is the amount of Your Contribution for Your Group 
Billed Insurance before it ended, plus any amount of premium that the Group Policyholder paid.  The Contribution 
that You must pay for Continued Insurance will be determined on the same basis as premium rates charged for 
Group Billed Insurance.  We have the right to change premium rates in accordance with the terms set forth in the 
Group Policy.  All payments for Continued Insurance must be made directly to Us by the due date specified in the 
premium notice We send to You. 
 
 


End of Continued Insurance  


Continued Insurance will end on the earliest of the following dates:   
� the date You die;  
� if You do not pay a Contribution that is required for Continued Insurance, the end of the period for which the 


last full premium has been paid for Your insurance;  


� with respect to Continued Insurance for a Dependent:  
� the date Continued Insurance for You ends for any reason;   
� the end of the calendar month in which the Dependent no longer meets the definition of a Dependent; or 
� the end of the calendar month in which the Dependent is no longer eligible as described in the Eligibility 


Provisions: Dependent Insurance section of this Certificate.    







CONTINUATION OF INSURANCE (Continued) 
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FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN  


Insurance for a Dependent Child may be continued past the age limit if that child is incapable of self-sustaining 
employment because of mental illness, developmental disability, mental retardation or physical handicap as defined 
by applicable law.  Proof of such handicap must be sent to Us within 31 days after the date the Dependent Child 
attains the age limit and at reasonable intervals after such date, but no more often than annually after the two year 
period following such Dependent Child’s attainment of the limiting age.  
 
Except as stated in the Date Dependent Insurance Ends provision of the When Insurance Ends section of this 
Certificate, insurance will continue while such Dependent Child: 
� remains incapable of self-sustaining employment because of a mental or physical handicap; and  
� continues to qualify as a Dependent Child, except for the age limit. 


 


 
FOR FAMILY AND MEDICAL LEAVE  


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) or similar state 
laws for continuation of insurance.  Please contact the Group Policyholder for information regarding the FMLA or 
any similar state law.  
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CLAIMS 


 
NOTICE OF CLAIM 


You must give Us notice of a claim under this Certificate by Writing to Us or calling Us at the toll free number shown 
on the face page of this Certificate within 30 days of the date of the loss.  However, failure to give notice within the 
30 days will not reduce or invalidate a claim if it was not reasonably possible to give such notice and such notice is 
provided as soon as reasonably possible. 


 
CLAIM FORM 


When We receive notice of a claim under this Certificate, We will provide You or the claimant (for a death claim) 
with a claim form. If We do not provide the claim form within 15 days from the date We received notice of claim, Our 
claim form requirements will be satisfied if We are provided with the required Proof in support of the claim.    


 
PROOF OF LOSS 


Proof must be provided to Us not later than 120 days after the date of the loss.  If notice of claim or Proof is not 
given within the time limits described in this section, the delay will not cause a claim to be denied or reduced if such 
notice and Proof are given as soon as is reasonably possible. 


 
PAYMENT OF BENEFITS 


When We receive the claim form and Proof, We will review the claim and, if We approve it, We will pay benefits 
within 60 days of Our receipt of Proof, subject to the terms and provisions of this Certificate and the Group Policy. 
 
Unless You have assigned this insurance, all benefits to be paid under this Certificate will be paid to You, except as 
follows:  
� If You are not alive to receive benefits that are payable to You, We will pay any benefits in accordance with the 


provision below titled Your Beneficiary. 
� If You are living when benefits are to be paid to You, but You are not legally competent to claim or receive the 


benefits, We may pay up to $10,000 to anyone related to You by blood or marriage who We believe is entitled 
to payment of the benefits.  If We make such a payment in good faith, We will not be liable to anyone for the 
amount We pay.  Any remaining benefits will be paid to Your legal representative.  


 
If benefits have been assigned, We will pay benefits in accordance with the Assignment provision of the General 
Provisions section. 


 
YOUR BENEFICIARY  


A beneficiary may be named by You to receive any benefit that becomes payable to You under this Certificate that 
You are not alive to receive.   
 
You may request to change Your beneficiary at any time.  A beneficiary change request must be made to Us in 
Writing.  Once the request is recorded, the change will take effect as of the date You sign the request, whether or 
not You are living when We receive the request.  The change will be subject to any legal restrictions.  It will also be 
subject to any payment We made or action We took before We recorded the change.  If You designated two or 
more beneficiaries and their shares are not specified, they will share the benefit payable equally. 
 
If there is no beneficiary designated or no surviving beneficiary at Your death, We will determine the beneficiary 
according to the following order: 
 
1.  Your Spouse, if alive; 
2.  Your child(ren), if there is no surviving Spouse; 
3.  Your parent(s), if there is no surviving child; 
4.  Your sibling(s), if there is no surviving parent; or 
5.  Your estate, if there is no surviving sibling. 
 







CLAIMS (Continued) 
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Instead of making payment in the order above, We may pay Your estate.  Any payment made in good faith will 
discharge Our liability to the extent of such payment.  If a beneficiary or a Payee is a minor or incompetent to 
receive payment, We will pay that person's guardian. 


 
HOW WE WILL PAY ACCIDENTAL DEATH BENEFITS 
 


A benefit due under the Accidental Death Benefits section of this Certificate will be paid in one sum to the Payee.  
Unless the Payee requests payment by check, when this Certificate states that We will pay benefits in "one sum",  
We may pay the full benefit amount:  
� by check;  
� by establishing an account that earns interest and provides the Payee with immediate access to the full benefit 


amount; or  
� by any other method that provides the Payee with immediate access to the full benefit amount.  
 
Other modes of payment may be available upon request. 
 
Payee means a person to be paid a benefit under the Accidental Death Benefits section of this Certificate as 
determined in accordance with this Payment of Benefits provision. 


 
AUTHORIZATIONS 


We may require that You provide authorization for Us to obtain medical information and any other information 
pertinent to Your claim. 


 
EXAMINATIONS 


During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may require a 
Covered Person to have an independent examination by a Physician of Our choice. 


 
During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may have Our 
representatives conduct telephone or in-person interviews with You regarding Your claim.  


 
AUTOPSY 


At Our expense, We have the right to make a reasonable request for an autopsy and/or exhumation where 
permitted by law.  Any such request will set forth the reasons We are requesting the autopsy or exhumation. 


 
TIME LIMIT ON LEGAL ACTIONS 


A legal action on a claim may only be brought against Us during a certain period.  This period begins 60 days after 
the date Proof is filed and ends three years after the date such Proof is required to be filed.   
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GENERAL PROVISIONS 


 
ENTIRE CONTRACT 


Your insurance is provided under a contract of group insurance with the Group Policyholder.  The entire contract 
with the Group Policyholder is made up of the following: 
� the Group Policy and its Exhibits, which include the Certificate(s); 
� the Group Policyholder’s application; and 
� any amendments and/or endorsements to the Group Policy. 


 
INCONTESTABILITY: STATEMENTS MADE BY YOU  


Any statement made by You will be considered a representation and not a warranty.  We will not use such a 
statement to contest insurance, reduce benefits or defend a claim unless the following requirements are met: 
� the statement is in a form that is in Writing; 
� You have Signed the form; and  
� a copy of the form has been given to You or Your beneficiary. 
 
We will not use Your statements which relate to insurability to contest this insurance after it has been in force for 2 
years, unless the statement is fraudulent.  In addition, We will not use such statements to contest a benefit increase 
after the benefit increase has been in force for 2 years, unless such statement is fraudulent.  


 
MISSTATEMENTS  


If Your or Your Dependent’s age is misstated, the correct age will be used to determine if insurance is in effect and, 
as appropriate, We will adjust the benefits and/or Contributions. 


 
ASSIGNMENT 


The benefits under the Group Policy are not assignable prior to a claim, except as required by law. 


 
CONFORMITY WITH LAW 


If the terms and provision of this Certificate do not conform to any applicable law, this Certificate shall be 
interpreted to so conform. 


 
STANDARD OF TIME 


All insurance becomes effective and terminates at 12:01 A.M. Eastern Standard Time, or at 12:01 A.M. Eastern 
Daylight Time if Daylight Savings Time is then being observed. 


 
ACCESS TO DISCOUNTS FOR SERVICES  


You will receive access to discounts for certain services, where available.  
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METROPOLITAN LIFE INSURANCE COMPANY 
NEW YORK, NEW YORK 


 
CERTIFICATE OF ACCIDENT INSURANCE  


 
Metropolitan Life Insurance Company (“MetLife”), a stock company, certifies that You and Your Dependents are insured 
for the benefits described in this Certificate, subject to the provisions of this Certificate.  References to coverage for 
Your Dependents throughout this Certificate only apply if insurance is in effect for Your Dependents.  Please refer to the 
Covered Person Specifications page and Eligibility Provisions: Dependent Insurance section for details. 
 
This Certificate is issued to You under the Group Policy.  This Certificate includes the terms and provisions of the 
Group Policy that describe Your insurance.  PLEASE READ THIS CERTIFICATE CAREFULLY.   The Group Policy is 
a contract between MetLife and the Group Policyholder.  It may be changed or ended without Your consent or notice to 
You. 
 
Group Policyholder:  BBL Construction Services LLC  
Group Policy Number:  5973766 
MetLife Toll Free Number:  1-800-GETMET8 


 


THIS IS ACCIDENT-ONLY INSURANCE.  IT DOES NOT PROVIDE COVERAGE FOR SICKNESS. 
THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR 
MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM 
ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 
 
30-Day Right to Examine Certificate.  Please read this Certificate carefully.   If You are not 
satisfied for any reason, You may notify Us that You are cancelling Your Certificate 
within 30 days from the date of delivery by calling Us at 1-800-GETMET8. If You notify Us 
that You are cancelling within the 30 day period, this Certificate will be void from the 
beginning.  We will refund any premium or Contribution paid within 30 days after We 
receive Your notice of cancellation. 
 


 
Maryland Residents: The Group Policy providing coverage under this Certificate was issued in a 
jurisdiction other than Maryland and may not provide all of the benefits required by Maryland law. 
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NOTICE FOR RESIDENTS OF MAINE 
 
 


If You were a resident of Maine on Your Certificate effective date, this notice applies to You. 
 
You have the right to designate a third party to receive notice if Your insurance is in danger of lapsing due to a 
default on Your part, such as non-payment of a Contribution that is due. You may make this designation by 
completing a "Third Party Notice Request Form" and sending it to MetLife. Once You have made a designation, 
You may cancel or change it by filling out a new Third Party Notice Request Form and sending it to MetLife. The 
designation will be effective as of the date MetLife receives the form. Call MetLife at the toll-free telephone number 
shown on the face page of this Certificate to obtain a Third Party Notice Request Form.   
 
Within 90 days after cancellation of coverage for nonpayment of premium, You, any person authorized to act on 
Your behalf, or any covered Dependent may request reinstatement of the Certificate on the basis that You suffered 
from cognitive impairment or functional incapacity at the time of cancellation.







 


GCERT16-AX-toc Page 3 
 


 


TABLE OF CONTENTS  


Section Page 
 


NOTICE FOR RESIDENTS OF MAINE ................................................................................................................. 2 


COVERED PERSON SPECIFICATIONS ............................................................................................................... 5 


SCHEDULE OF INSURANCE ................................................................................................................................ 6 


DEFINITIONS ....................................................................................................................................................... 16 


ELIGIBILITY PROVISIONS: INSURANCE FOR YOU......................................................................................... 22 


Eligible Class..................................................................................................................................................... 22 


Date You Are Eligible For Insurance ................................................................................................................ 22 


Enrollment Process ........................................................................................................................................... 22 


Date Your Insurance Takes Effect .................................................................................................................... 22 


Benefit Changes ............................................................................................................................................... 22 


ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE ................................................................................... 23 


Eligible Class For Dependent Insurance .......................................................................................................... 23 


Date You Are Eligible For Dependent Insurance .............................................................................................. 23 


Enrollment Process ........................................................................................................................................... 23 


Date Dependent Insurance Takes Effect .......................................................................................................... 23 


ACCIDENTAL DEATH BENEFITS ...................................................................................................................... 25 


Basic Accidental Death Benefit ......................................................................................................................... 25 


Accidental Death - Common Carrier Benefit ..................................................................................................... 25 


ACCIDENTAL DISMEMBERMENT/ FUNCTIONAL LOSS/ PARALYSIS BENEFITS ....................................... 26 


Basic Dismemberment/Functional Loss Benefit Or Catastrophic Dismemberment/Functional Loss Benefit... 26 


Paralysis Benefit ............................................................................................................................................... 27 


ACCIDENTAL INJURY BENEFITS...................................................................................................................... 28 


Fracture Benefit ................................................................................................................................................ 28 


Dislocation Benefit ............................................................................................................................................ 28 


Concussion Benefit ........................................................................................................................................... 29 


Laceration Benefit ............................................................................................................................................. 29 


Broken Tooth Benefit ........................................................................................................................................ 30 


Eye Injury Benefit .............................................................................................................................................. 30 


ACCIDENT - MEDICAL TREATMENT & SERVICES BENEFITS ....................................................................... 31 


Air Ambulance Benefit ...................................................................................................................................... 31 


Ground Ambulance Benefit ............................................................................................................................... 31 


Emergency Care Benefit ................................................................................................................................... 31 


Medical Testing Benefit ..................................................................................................................................... 32 


Physician Follow-up Visit Benefit ...................................................................................................................... 32 


Transportation Benefit ....................................................................................................................................... 32 


Therapy Services Benefit .................................................................................................................................. 33 


Pain Management Benefit (For Epidural Anesthesia) ...................................................................................... 33 


Prosthetic Device Benefit .................................................................................................................................. 34 


Medical Appliance Benefit ................................................................................................................................. 34 


Modification Benefit ........................................................................................................................................... 34 


Blood / Plasma / Platelets Benefit ..................................................................................................................... 34 


Surgery Benefits ............................................................................................................................................... 35 


Other Outpatient Surgery Benefit ..................................................................................................................... 35 


HOSPITAL BENEFITS ......................................................................................................................................... 36 


Accident – Hospital Admission Benefits ........................................................................................................... 36 


Accident - Hospital Confinement Benefits ........................................................................................................ 36 


Inpatient Rehabilitation Benefit ......................................................................................................................... 37 


OTHER BENEFITS ............................................................................................................................................... 38 


Lodging Benefit ................................................................................................................................................. 38 


EXCLUSIONS ....................................................................................................................................................... 39 


WHEN INSURANCE ENDS .................................................................................................................................. 40 


Date Your Insurance Ends ................................................................................................................................ 40 


Date Dependent Insurance Ends ...................................................................................................................... 40 


Change In Class ............................................................................................................................................... 40 







 


GCERT16-AX-toc Page 4 
 


CONTINUATION OF INSURANCE ...................................................................................................................... 41 


At Your Option: Continuation With Premium Payment ..................................................................................... 41 


For Mentally Or Physically Handicapped Children ........................................................................................... 42 


For Family And Medical Leave ......................................................................................................................... 42 


CLAIMS ................................................................................................................................................................ 43 


Notice of Claim .................................................................................................................................................. 43 


Claim Form........................................................................................................................................................ 43 


Proof of Loss ..................................................................................................................................................... 43 


Payment Of Benefits ......................................................................................................................................... 43 


Your Beneficiary ................................................................................................................................................ 43 


How We Will Pay Accidental Death Benefits .................................................................................................... 44 


Authorizations ................................................................................................................................................... 44 


Examinations..................................................................................................................................................... 44 


Autopsy ............................................................................................................................................................. 44 


Time Limit on Legal Actions .............................................................................................................................. 44 


GENERAL PROVISIONS ..................................................................................................................................... 45 


Entire Contract .................................................................................................................................................. 45 


Incontestability: Statements Made By You ....................................................................................................... 45 


Misstatements ................................................................................................................................................... 45 


Assignment ....................................................................................................................................................... 45 


Conformity with Law .......................................................................................................................................... 45 


Standard of Time .............................................................................................................................................. 45 


Access To Discounts For Services ................................................................................................................... 45 


 
 







 


GCERT16-AX-cps Page 5 
 


 


 


 


COVERED PERSON SPECIFICATIONS 


 
 
Certificate Effective Date: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Group Policyholder: BBL Construction Services LLC  
Group Policy Number: 5973766 
 
 
MetLife Contact Information: 1-800-GETMET8 
 
 
Your Name: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Your Certificate Number: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Coverage for Your Dependents 


 
See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife  


 
This Covered Person Specifications page is part of Your Certificate.  Please keep it with Your Certificate. 
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SCHEDULE OF INSURANCE 


 


IMPORTANT NOTE:  Payment of the benefits listed in this Schedule is subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate. 
PLEASE READ THE ENTIRE CERTIFICATE CAREFULLY. 
 


The listing of benefits for Dependents only applies if insurance is in effect for Your Dependents under this 
Certificate.  Please refer to the Covered Person Specifications page and the Eligibility Provisions: Dependent 
Insurance section of this Certificate for details. 
 


BASIC ACCIDENTAL DEATH BENEFIT: * 
 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $25,000 $12,500 $5,000 
 


 


ACCIDENTAL DEATH – COMMON CARRIER 
BENEFIT: * 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $75,000 $37,500 $15,000 
 
ACCIDENTAL DISMEMBERMENT/FUNCTIONAL LOSS/PARALYSIS BENEFITS: 
  
Basic Dismemberment/Functional Loss 
Benefit: 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Basic Dismemberment Benefit:    
 


Loss of one finger or one toe $750 $750 $750 
 


Loss of one arm or one leg $10,000 $10,000 $10,000 
 


Loss of one hand or one foot $10,000 $10,000 $10,000 
 


Loss of two or more fingers or toes in any 
combination 


$1,500 $1,500 $1,500 


 
Basic Functional Loss Benefit:  


Loss of sight in one eye $10,000 $10,000 $10,000 
 


Loss of hearing in one ear $10,000 $10,000 $10,000 
 


Coma $7,500 $7,500 $7,500 
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SCHEDULE OF INSURANCE (Continued) 


 
  


For You For Your Spouse For Your Dependent 
Child(ren) 


Burn    
Second Degree - Percentage of total surface 
skin area that is burned: 


   


Less than 10% $75 $75 $75 
At least 10% but less than 25% $150 $150 $150 
At least 25% but less than 35% $500 $500 $500 
35% or more $1,000 $1,000 $1,000 


 
Third Degree - Percentage of total surface 
skin area that is burned: 


   


Less than 10% $1,000 $1,000 $1,000 
At least 10% but less than 25% $1,500 $1,500 $1,500 
At least 25% but less than 35% $5,000 $5,000 $5,000 
35% or more $10,000 $10,000 $10,000 


 
Catastrophic Dismemberment/Functional Loss 
Benefit: 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Catastrophic Dismemberment Benefit: 
   


 


Loss of both arms or both legs or one arm and 
one leg 


$20,000 $20,000 $20,000 


 


Loss of both hands or both feet or one hand 
and one foot 


$20,000 $20,000 $20,000 


 
Catastrophic Functional Loss Benefit: 


 


Loss of sight in both eyes $20,000 $20,000 $20,000 
 


Loss of hearing in both ears $20,000 $20,000 $20,000 
 


Loss of ability to speak $20,000 $20,000 $20,000 
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SCHEDULE OF INSURANCE (Continued) 


 
 


Paralysis Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Two limbs (paraplegia or hemiplegia) $10,000 $10,000 $10,000 
 


Four limbs (quadriplegia) $20,000 $20,000 $20,000 
 
ACCIDENTAL INJURY BENEFITS:  


 


Fracture Benefit* For You For Your Spouse For Your 
Dependent 
Child(ren) 


Fracture Benefit For Closed Reduction:    
Face or Nose (except mandible or maxilla) $1,000 $1,000 $1,000 
Skull fracture – depressed (except bones of 
face or nose) 


$4,000 $4,000 $4,000 


Skull fracture – non-depressed (except bones 
of face or nose) 


$2,000 $2,000 $2,000 


Lower Jaw, Mandible (except alveolar 
process) 


$750 $750 $750 


Upper Jaw, Maxilla (except alveolar process) $1,000 $1,000 $1,000 
Upper Arm between Elbow and Shoulder 
(humerus) 


$1,000 $1,000 $1,000 


Shoulder Blade (scapula), Collarbone 
(clavicle, sternum) 


$750 $750 $750 


Forearm (radius and/or ulna), Hand, Wrist 
(except fingers) 


$750 $750 $750 


Rib $750 $750 $750 
Finger, Toe $100 $100 $100 
Vertebrae, Body of (excluding vertebral 
processes) 


$1,500 $1,500 $1,500 


Vertebral Processes $500 $500 $500 
Pelvis (includes ilium, ischium, pubis, 
acetabulum except coccyx) 


$1,500 $1,500 $1,500 


Hip, Thigh (femur) $4,000 $4,000 $4,000 
Coccyx $500 $500 $500 
Leg (tibia and/or fibula) $1,500 $1,500 $1,500 
Kneecap (patella) $500 $500 $500 
Ankle $500 $500 $500 
Foot (except toes) $500 $500 $500 
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SCHEDULE OF INSURANCE (Continued) 


 
 


 For You For Your Spouse For Your 
Dependent 
Child(ren) 


Fracture Benefit For Open Reduction:   
Face or Nose (except mandible or maxilla) $2,000 $2,000 $2,000 
Skull fracture – depressed (except bones of 
face or nose) 


$8,000 $8,000 $8,000 


Skull fracture – non-depressed (except bones 
of face or nose) 


$4,000 $4,000 $4,000 


Lower Jaw, Mandible (except alveolar 
process) 


$1,500 $1,500 $1,500 


Upper Jaw, Maxilla (except alveolar process) $2,000 $2,000 $2,000 
Upper Arm between Elbow and Shoulder 
(humerus) 


$2,000 $2,000 $2,000 


Shoulder Blade (scapula), Collarbone 
(clavicle, sternum) 


$1,500 $1,500 $1,500 


Forearm (radius and/or ulna), Hand, Wrist 
(except fingers) 


$1,500 $1,500 $1,500 


Rib $1,500 $1,500 $1,500 
Finger, Toe $200 $200 $200 
Vertebrae, Body of (excluding vertebral 
processes) 


$3,000 $3,000 $3,000 


Vertebral Processes $1,000 $1,000 $1,000 
Pelvis (includes ilium, ischium, pubis, 
acetabulum except coccyx) 


$3,000 $3,000 $3,000 


Hip, Thigh (femur) $8,000 $8,000 $8,000 
Coccyx $1,000 $1,000 $1,000 
Leg (tibia and/or fibula) $3,000 $3,000 $3,000 
Kneecap (patella) $1,000 $1,000 $1,000 
Ankle $1,000 $1,000 $1,000 
Foot (except toes) $1,000 $1,000 $1,000 


 


*Chip Fracture Benefit for any of the above:  Benefit is 25% of the applicable benefit for the bone involved.  


 
Dislocation Benefit* For You For Your Spouse For Your 


Dependent 
Child(ren) 


Full Dislocation Benefit for Closed Reduction:     
Lower Jaw $750 $750 $750  
Collarbone (sternoclavicular) $1,000 $1,000 $1,000  
Collarbone (acromioclavicular and separation) $750 $750 $750  
Shoulder (glenohumeral) $750 $750 $750  
Rib $750 $750 $750  
Elbow $750 $750 $750  
Wrist $750 $750 $750  
Bone or Bones of the Hand (other than 
fingers) 


$750 $750 $750  


Hip $4,000 $4,000 $4,000  
Knee (except patella) $2,000 $2,000 $2,000  
Ankle - Bone or Bones of the Foot (other than 
toes) 


$750 $750 $750  


One Toe or Finger $100 $100 $100  
 


 


 


 For You For Your Spouse For Your 
Dependent 
Child(ren) 


Full Dislocation Benefit for Open Reduction:    
Lower Jaw $1,500 $1,500 $1,500  
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SCHEDULE OF INSURANCE (Continued) 


 
Collarbone (sternoclavicular) $2,000 $2,000 $2,000 
Collarbone (acromioclavicular and separation) $1,500 $1,500 $1,500 
Shoulder (glenohumeral) $1,500 $1,500 $1,500 
Rib $1,500 $1,500 $1,500 
Elbow $1,500 $1,500 $1,500 
Wrist $1,500 $1,500 $1,500 
Bone or Bones of the Hand (other than 
fingers) 


$1,500 $1,500 $1,500 


Hip $8,000 $8,000 $8,000 
Knee (except patella) $4,000 $4,000 $4,000 
Ankle - Bone or Bones of the Foot (other than 
toes) 


$1,500 $1,500 $1,500 


One Toe or Finger $200 $200 $200 
 


*Partial Dislocation Benefit for any of the above: Benefit is 25% of the applicable benefit for joint involved.  
 


 


Concussion Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


  $250 $250 $250 
 


 


Laceration Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


Repaired without stitches $50 $50 $50 
 


Repaired with stitches   
 


Total of all lacerations is less than two 
inches (5.08 cm) long 


$75 $75 $75 


 


Total of all lacerations is two to six inches 
(5.08 to 15.24 cm) long 


$200 $200 $200 


 


Total of all lacerations is over six inches 
(over 15.24 cm) long 


$400 $400 $400 
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SCHEDULE OF INSURANCE (Continued) 
 


 
 


 


Broken Tooth Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Crown $200 $200 $200 
 


Extraction $100 $100 $100 
 


Filling $25 $25 $25 
 


 


Eye Injury Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


  $300 $300 $300 
 


 
 


 
ACCIDENT - MEDICAL TREATMENT AND SERVICES BENEFITS 
 
 


Air Ambulance Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $1,000 $1,000 $1,000 
 


Ground Ambulance Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $300 $300 $300 
  


Emergency Care Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Emergency Room $150 $150 $150 
 


Physician’s Office $75 $75 $75 
 


Urgent Care $75 $75 $75 
 


Medical Testing Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $150 $150 $150 
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SCHEDULE OF INSURANCE (Continued) 
 
 


Physician Follow-Up Visit Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $75 $75 $75 
 


Transportation Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 $300 $300 $300 
 


 
 


Therapy Services Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Cognitive behavioral therapy $35 $35 $35 
 


Occupational therapy $35 $35 $35 
 


Physical therapy $35 $35 $35 
 


Respiratory therapy $35 $35 $35 
 


Speech therapy $35 $35 $35 
 


Vocational therapy $35 $35 $35 
 


Acupuncture $35 $35 $35 
 


Chiropractic therapy $35 $35 $35 
 


Pain Management Benefit (for Epidural 
Anesthesia) 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $75 $75 $75 
 


 


Prosthetic Device Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


One device only $750 $750 $750 
 


More than one device $1,500 $1,500 $1,500 
 


 


Medical Appliance Benefit: For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Brace $75 $75 $75 
 


Cane $75 $75 $75 
 


Crutches $75 $75 $75 
 


Walker – expected use less than 1 year $150 $150 $150 
 


Walker – expected use 1 year or longer $300 $300 $300 
 


Walking boot $75 $75 $75 
 


Wheel chair or motorized scooter – expected 
use less than 1 year 


$200 $200 $200 


 


Wheel chair or motorized scooter – expected 
use 1 year or longer 


$750 $750 $750 


 


Other medical device used for mobility $75 $75 $75 
 


 


Medical Appliance Benefit Limit: 
Limit for all Medical Appliances combined, per 
Covered Person, per Accident 


$750 $750 $750 


 


Modification Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $1,000 $1,000 $1,000 
 


 
 


Blood/Plasma/Platelets Benefit For You For Your Spouse For Your 
Dependent 
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Child(ren) 
 


 $400 $400 $400 
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SCHEDULE OF INSURANCE (Continued) 
 
 


Surgery Benefits: 
 


Surgical Repair Benefit: 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


Cranial $1,500 $1,500 $1,500 
 


Hernia $150 $150 $150 
 


Ruptured Disc $750 $750 $750 
 


Skin Graft Benefit (only payable for a burn for 
which a Functional Loss Benefit for Burn was 
paid) 


50% of the 
Functional Loss 
Benefit for Burn 
that was paid  


50% of the 
Functional Loss 
Benefit for Burn that 
was paid  


50% of the 
Functional Loss 
Benefit for Burn that 
was paid 


 


Torn cartilage in knee $750 $750 $750 
 


Torn, ruptured or severed 
tendon/ligament/rotator cuff 


   


 


One tendon/ligament/rotator cuff $750 $750 $750 
 


Two or more tendons/ligaments/rotator cuffs $1,500 $1,500 $1,500 
 


Thoracic cavity or abdominal pelvic cavity $1,500 $1,500 $1,500 
 


 


Exploratory Surgery Benefit for any of the 
procedures listed above 


$150 $150  $150 


 


Other Outpatient Surgery Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $300 $300 $300 
 
 


 
ACCIDENT - HOSPITAL BENEFITS 
 


Admission Benefit (for the day of admission) For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $1,000 $1,000 $1,000 
 


ICU Supplemental Admission Benefit (for the 
day of admission) 


For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $1,000 $1,000 $1,000 
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SCHEDULE OF INSURANCE (Continued) 
 
 


 


Confinement Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $200 per day $200 per day $200 per day 
 


ICU Supplemental Confinement Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $200 per day $200 per day $200 per day 
 


Inpatient Rehabilitation Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $150 per day $150 per day $150 per day 
 


 
OTHER BENEFITS 
 


Lodging Benefit For You For Your Spouse For Your 
Dependent 
Child(ren) 


 


 $100 per day $100 per day $100 per day 
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DEFINITIONS 
 
 


As used in this Certificate, the terms listed below will have the meanings set forth below.  Other terms may be 
defined where they are used.  When defined terms are used in this Certificate, they will appear with initial 
capitalization.  The plural use of a term defined in the singular will share the same meaning.  
 
Accident means an act or event which: 
 is unforeseen, unexpected and unanticipated;  
 is definite as to time and place;  
 is not a Sickness; and 
 occurs while insurance is in effect under this Certificate.    
 
The term Accident includes unavoidable exposure to the elements if such exposure was a direct result of an 
Accident.  


 


 
Accidental or Accidentally means happening by Accident.  


 


 
Actively at Work or Active Work means that You are performing all of the usual and customary duties of Your job 
on a Full-Time basis.  This must be done at: 
� the Group Policyholder's place of business; 
� an alternate place approved by the Group Policyholder; or 
� a place to which the Group Policyholder's business requires You to travel. 
 
You will be deemed to be Actively at Work during weekends or Group Policyholder approved vacations, holidays or 
temporary business closures if You were Actively at Work on the last scheduled work day preceding such time off. 
 
Certificate means this Certificate including any riders attached to it.  


 


 
Coma means a continuous state of profound unconsciousness lasting for a period of 14 or more consecutive days, 
characterized by the absence of purposeful response to commands, including: 
� eye opening; 
� verbal response; and 
� motor response.   
 
Confined or Confinement means the assignment to a bed as a resident inpatient in a Hospital (including an 
Intensive Care Unit of a Hospital) on the advice of a Physician or confinement in an observation area within a 
Hospital for a period of no less than 20 continuous hours on the advice of a Physician.  


 


 
Contribution means the amount You must pay towards the total premium charged by Us for insurance under this 
Certificate. 
 
Covered Person means You and, if insured under the Group Policy for the insurance described in this Certificate, 
Your Dependents. 
 
Covered Surgery means any of the following procedures: 
� cranial Surgery; 
� skin graft to treat a burn for which the Functional Loss Benefit for Burn was paid; 
� Surgery to treat a hernia; 
� thoracic cavity and abdominal pelvic cavity Surgery; 
� Surgery to treat a Ruptured Disc; 
� Surgery to treat torn cartilage in the knee (meniscus); or 
�     Surgery to treat a torn, ruptured or severed tendon, ligament or rotator cuff. 


 







DEFINITIONS (Continued) 
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Dependent means Your Spouse, and/or Dependent Child. No person can be insured for Accident Insurance under 
the Group Policy as both an employee and a Dependent. 
 


Dependent Child means the following: 
� Your biological child, while such child is younger than the Dependent Child Age Limit; 
� Your adopted child, (including a child to be adopted by You, during any waiting period that must expire before 


adoption becomes final) while such child is younger than the Dependent Child Age Limit; or 
� Your stepchild, including a child of Your Domestic Partner, while such child is younger than the Dependent 


Child Age Limit.  


 


The term Dependent Child does not mean an unborn or stillborn child. 
 


A person cannot be insured for Accident Insurance as a Dependent Child of more than one employee under the 
Group Policy. 
 


Dependent Child Age Limit means: 


�     the end of the calendar month in which the Dependent Child reaches age 26.  


 
 


Dependent Insurance means insurance under this Certificate for Your Dependents.  
 


Domestic Partner means each of two people, one of whom is You, who: 
1. have registered as each other’s domestic partner or civil union partner with a government agency where such 


registration is available; or  


2. are of the same or opposite sex and have completed and signed a declaration declaring that: 
� each person is 18 years of age or older; 
� each person is unmarried and the sole domestic partner of the other; 
� they are sharing a Primary Residence with each other; 
� they are not related to the other in a manner that would bar their marriage in the jurisdiction in which they 


reside; and 
� they have a mutually dependent relationship so that each has an insurable interest in the life of the other 


and 2 or more of the following exist as evidence of joint responsibility for basic financial obligations: 
� a joint mortgage or lease; 
� designation of the Domestic Partner as beneficiary for life insurance or retirement benefits; 
� joint wills or designation as executor and/or primary beneficiary; 
� ownership of a joint bank account, joint credit cards or other evidence of joint financial responsibility; or 
� other evidence of economic interdependence.  


 
 


 


Emergency Room means an area within a Hospital that is dedicated to the provision of emergency care. This area 
must: 
� be staffed and equipped to handle trauma; 
� be supervised and provide treatment by Physicians; and 
� provide care seven days per week, 24 hours per day. 







DEFINITIONS (Continued) 
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Full-Time means Active Work on the Group Policyholder’s regular work schedule for the class of employees to 
which You belong.  The work schedule must be at least 30 hours per week. 
 
Group Policy means the policy of insurance issued by Us to the Group Policyholder under which this Certificate is 
issued. 
 
Group Policyholder means BBL Construction Services LLC. 
 
Hospital means a short-term, acute care, general facility which: 
 is primarily engaged in providing, by or under the continuous supervision of Physicians, to inpatients, diagnostic 


services and therapeutic services for diagnosis, treatment and care of injured or sick persons; 
 has organized departments of medicine;  
 has facilities for major Surgery either on its premises or through contractual arrangement with another Hospital;  
 has a requirement that every patient must be under the care of a Physician or dentist; 
 provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 is duly licensed by the agency responsible for licensing such Hospitals;  
 if located in New York State, has in effect a hospitalization review plan applicable to all patients that meets at 


least the standards set forth in section 1861 (k) of United States Public Law 89-97; and 
 is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative 
care.   


 
Injury means any bodily harm:  
� that results directly from an Accident; and   
� is not specifically excluded as set forth in the section titled Accident - Exclusions.   
 
Intensive Care Unit or ICU means a place which: 
� is a specifically dedicated area of a Hospital that is restricted to patients who are critically ill or 


injured and who require intensive, comprehensive monitoring and care; 
� is separate and apart from the surgical recovery room and from rooms, beds and wards customarily 


used for patient Confinement; 
� is permanently equipped with special lifesaving equipment for the care of the critically ill or injured; 
� is under close observation by a specially trained nursing staff assigned exclusively to the intensive care unit on 


a 24 hour basis; and 
� has a Physician assigned to the intensive care unit on a full-time basis. 
 
The term Intensive Care Unit includes Hospital units with the following names: Intensive Care Unit; Coronary Care 
Unit; Neonatal Intensive Care Unit; Pulmonary Care Unit; Burn Unit; or Transplant Unit.  
 
Medical Restriction means a person is:  
� restricted to the person’s home under a Physician’s care; 
� receiving or applying to receive disability benefits from any source;  
� an inpatient in a Hospital; 
� receiving care in a hospice facility, an intermediate care facility or a long-term care facility; or 
� receiving chemotherapy, radiation therapy or dialysis.  
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Other Outpatient Surgery means Surgery performed on an outpatient basis, other than a Surgery for which the 
Surgery Benefit is payable. 
 
Outpatient Surgery Facility means a facility mainly engaged in performing outpatient Surgery.  It must:  
� be accredited as an ambulatory surgery facility by either the Joint Commission or the Accreditation Association 


for Ambulatory Care;  
� be approved as an ambulatory Surgery facility by Medicare; or  
� meet all of the following criteria:   


� maintains all appropriate licensing for a facility that provides ambulatory Surgery; 
� is staffed by Physicians and nurses, under the supervision of a Physician;  
� has permanent operating and recovery rooms;  
� is staffed and equipped to provide emergency care; and  
� has written back-up arrangements with a local Hospital for emergency care.  


 
Physician means: 
�     a person licensed to practice medicine and prescribe and administer drugs or to perform Surgery in the 


jurisdiction where such services are performed; or 
�     a medical practitioner who is licensed to provide a service for which a benefit is payable under this Certificate, 


according to the laws and regulations of the jurisdiction where such service is performed, and who is acting 
within the scope of such license.   


 


The term Physician does not include: 
 You;  
 Your Spouse or anyone to whom You are related by blood or marriage; 
 anyone with whom You are residing;   
 Your adopted or stepchild; 
 anyone with whom You share a business interest; or  
 Your employee.  
 
Primary Residence means the dwelling where a person lives for the majority of the time, whether the person owns 
or rents the dwelling. 
 
Proof means Written evidence satisfactory to Us that a claimant has satisfied the conditions and requirements for 
any benefit described in this Certificate.  When a claim is made for any benefit described in this Certificate, Proof 
must establish:  
 the nature and extent of the loss or condition;  
 Our obligation to pay the claim; and  
 the claimant’s right to receive payment.  
 
Except as provided in the Examinations and Autopsy provisions of this Certificate, Proof must be provided at the 
claimant’s expense.  
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Rehabilitation Facility means a facility that:  
 provides rehabilitation care services on an inpatient basis; and  
 maintains all required licenses and certifications.  
 
Rehabilitation care services consist of the combined use of medical, social, educational, and vocational services to 
enable patients disabled by an Injury to achieve the highest possible functional ability. Services are provided by or 
under the supervision of an organized staff of Physicians.  
 
The term Rehabilitation Facility does not include:  
� a nursing home;  
� an extended care facility, unless the Covered Person is receiving rehabilitation care services on an inpatient 


basis at the extended care facility;  
� a Skilled Nursing Facility, unless the Covered Person is receiving rehabilitation care services on an inpatient 


basis at the facility;   
� a rest home or home for the aged;  
� a hospice care facility;  
� a place for alcoholics or drug addicts; or  
� an assisted living facility. 
 
Ruptured Disc means a tear in the spinal disc capsule.  It does not include a bulging disc. 
 
Schedule means the Schedule of Insurance that appears in this Certificate, and the Covered Person Specifications 
page. 
 
Sickness means:  
 a physical illness, physical infirmity or physical disease;  
 pregnancy; or 
 infection, but not an infection received through an Accidental cut or wound. 
 
Signed means any symbol or method executed or adopted by a person with the present intention to authenticate a 
record.  The signature may be transmitted by paper or electronic media, provided it is consistent with applicable 
law.   
 
Skilled Nursing Facility means a facility that provides skilled, intermediate or custodial care that meets all of the 
following requirements:  
 if licensing or certification is required, maintains all appropriate licensing or certification under the laws where it 


is located as a skilled or intermediate nursing facility;  
 has 24 hour a day nursing care provided by any of the following who is licensed under the laws where the 


services are performed: a registered professional nurse (R.N.), licensed practical nurse (L.P.N.) or licensed 
vocational nurse (L.V.N.); 


 has 24 hour a day care performed by an awake, and trained or certified staff supervised by a nurse who is an 
R.N, L.P.N. or L.V.N.; 


 keeps a Written record of services performed for each client;  
 has established procedures to obtain emergency medical care; and 


 services are not limited to provision of food, shelter, and other residential services such as laundry. 
 
Spouse means Your lawful spouse or Your Domestic Partner. 
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Surgery means a procedure performed by a Physician involving an incision of the Covered Person’s skin or tissue 
that, in and of itself, is intended to be curative, palliative or exploratory. 
 
Urgent Care Facility means a health care facility:  
 that is separate from a Hospital or a separate unit within a Hospital; and  
 the primary purpose of which is the offering and provision of immediate, short-term medical care, for urgent 


care. 
 
United States means the United States of America, its territories and its possessions.  
 
We, Us and Our mean Metropolitan Life Insurance Company.  
 
Write, Written or Writing means a record that may be transmitted by paper or electronic media, and that is 
consistent with applicable law.   
 
You and Your means an employee who is insured under the Group Policy for the insurance described in this 
Certificate.  
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOU 


ELIGIBLE CLASS 


CLASS 1 


All Active Full-Time Employees 


 
DATE YOU ARE ELIGIBLE FOR INSURANCE  


You may only become eligible for the Accident Insurance available for Your eligible class.   


 


If You are in an eligible class on the date insurance becomes available for the class, You will be eligible for 
insurance on the date You complete any applicable eligibility waiting period set by the Group Policyholder.    
 
If you enter an eligible class after the date insurance becomes available to members of that class, You will be 
eligible for insurance on the date You complete any applicable eligibility waiting period set by the Group 
Policyholder.    
 


 
ENROLLMENT PROCESS  
 


If You are eligible for insurance, You may enroll for such insurance by completing the required form.  You must also 
provide Written permission to deduct Contributions from Your pay for such insurance, if You are required to make 
such Contributions.       


 


 
DATE YOUR INSURANCE TAKES EFFECT  
 


Provided that You are Actively at Work in an eligible class, insurance under this Certificate will take effect for You 
on the Certificate effective date.  If You are not Actively at Work in an eligible class on the date insurance would 
otherwise take effect, insurance will take effect on the date You return to Active Work in an eligible class.   


 
BENEFIT CHANGES 
 


Once Your insurance takes effect, You may only change Your benefits in accordance with the options available 
through the Group Policyholder.  Please contact Us or the Group Policyholder for more information.  
 
If You are not Actively at Work in an eligible class on the date an increase in benefits would otherwise take effect, 
the increase will not take effect until You return to Active Work in a class that is eligible for the increase.    
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE 


 
ELIGIBLE CLASS FOR DEPENDENT INSURANCE 


All Class 1 employees of the Group Policyholder as specified in the Eligibility Provisions:  Insurance For You 
section of this Certificate are eligible for Dependent Insurance. 


 
DATE YOU ARE ELIGIBLE FOR DEPENDENT INSURANCE 
 


If You are in a class of employees who are eligible for Dependent Insurance on the date Your insurance takes 
effect, You will be eligible for Dependent Insurance on the later of the following: 
� the date Your insurance takes effect; and  
� the date an individual becomes Your first Dependent. 
 
If You enter a class of employees who are eligible for Dependent Insurance after the date Your insurance takes 
effect, You will be eligible for Dependent Insurance on the later of the following: 
� the date You enter a class eligible for Dependent Insurance; and  
� the date an individual becomes Your first Dependent.  


 
ENROLLMENT PROCESS 
 


If You become eligible for Dependent Insurance, You may enroll for such insurance by providing Us with any 
information We require for each Dependent to be insured.  You must also provide Written permission to deduct 
Contributions from Your pay for Dependent Insurance, if You are required to make such Contributions. 
 


 
DATE DEPENDENT INSURANCE TAKES EFFECT 
 


Newborn Children  


A Dependent Child born to You while insurance is in effect under the Certificate will be covered:  
� from the moment of birth and does not need to be enrolled if Dependent Insurance is already in effect for at 


least one other Dependent Child; or 
� for 31 days from the moment of birth if Dependent Insurance is not already in effect for at least one other 


Dependent Child.  To continue coverage beyond the first 31 days You must notify Us of the child’s birth and 
give Written permission to deduct Contributions from Your pay for Dependent Insurance for the newborn child.   


 
The effective date of insurance for a newborn child will be determined without regard to whether the child is under a 
Medical Restriction.  
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE (Continued) 


 
Adopted Children 


A newborn child to be adopted by You while insurance is in effect under this Certificate will be covered for 31 days 
from the moment of birth if You take physical custody of the infant upon the infant’s release from the hospital and 
You file a petition to adopt the child within 30 days of the child’s birth. To continue coverage beyond the first 31 
days, You must notify Us of the child’s birth and give Written permission to deduct Contributions from Your pay for 
Dependent Insurance for the newborn child. Coverage will end if the child’s placement is disrupted prior to legal 
adoption.   
 
A child to be adopted by You (who is not a newborn as described above) while insurance is in effect under this 
Certificate will be covered during any waiting period that must expire before adoption becomes final.  In order to 
continue coverage beyond the first 31 days, You must provide Us with notice of the child to be adopted and give 
Written permission to deduct Contributions from Your pay for Dependent Insurance for the adopted child.  
Coverage will end if the child’s placement is disrupted prior to legal adoption. 
 
The child does not need to be enrolled if Dependent Coverage is already in effect for at least one other Dependent 
Child.   
 
Coverage will end if the child’s placement is disrupted prior to legal adoption.   
 
The effective date of insurance for a newly adopted child will be determined without regard to whether the child is 
under a Medical Restriction. 
  
Other Dependents 


Dependent Insurance for a Dependent who is not under a Medical Restriction will take effect on the later of: 
� the date You are enrolled for Dependent Insurance for such Dependent; or 
� the date a person becomes Your Dependent. 
 
If a Dependent is under a Medical Restriction on the date insurance for such Dependent would otherwise take 
effect, insurance for the Dependent will take effect on the date the Dependent is no longer under a Medical 
Restriction.  
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ACCIDENTAL DEATH BENEFITS 


 
Payment of the Accidental Death Benefits described in this section is subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
BASIC ACCIDENTAL DEATH BENEFIT 
 


We will pay the applicable Basic Accidental Death Benefit shown in the Schedule for a Covered Person’s death if: 
● the death results directly from an Accident; and  
● the death occurs within 180 days following the Accident.  
 
Reduction of the Basic Accidental Death Benefit 
 


The Basic Accidental Death Benefit will be reduced by the following if paid for Injuries sustained by the Covered 
Person in the same Accident that resulted in the Covered Person’s death:  
� the amount of any benefits paid under the Accidental Dismemberment/Functional Loss/Paralysis Benefits 


section of this Certificate, other than for Burn or Coma; and  
� the Modification Benefit under the Accident – Medical Treatment & Services Benefits section of this Certificate. 


 
ACCIDENTAL DEATH - COMMON CARRIER BENEFIT 
 


We will pay the applicable Accidental Death – Common Carrier Benefit shown in the Schedule, instead of the Basic 
Accidental Death Benefit for a Covered Person’s death if: 
� the death results directly from an Accident sustained by the Covered Person while:  


� a fare paying passenger on a Common Carrier; or 
� a passenger on public transportation that is a Common Carrier, for which there is no fare; and 


� the death occurs within 180 days following the Accident.  
 
We will not pay both the Accidental Death - Common Carrier Benefit and the Basic Accidental Death Benefit for the 
same Covered Person. 
 
Common Carrier means airplanes, trains, buses, trolleys, subways, and boats that:  
� run on a regularly scheduled basis between predetermined points or cities; and 
� are operated by a government regulated entity. 
 
The term Common Carrier does not include taxis, limousines or privately chartered vehicles. 
 
Reduction of the Accidental Death – Common Carrier Benefit  
 


The Accidental Death – Common Carrier Benefit will be reduced by the following if paid for Injuries sustained by the 
Covered Person in the same Accident that resulted in the Covered Person’s death:  
� the amount of any benefits paid under the Accidental Dismemberment/Functional Loss/Paralysis Benefits 


section of this Certificate, other than for Burn or Coma; and 
� the Modification Benefit under the Accident – Medical Treatment & Services Benefits section of this Certificate. 
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ACCIDENTAL DISMEMBERMENT/ FUNCTIONAL LOSS/ PARALYSIS BENEFITS 


  
Payment of the Accidental Dismemberment/Functional Loss/Paralysis Benefits described in this section 
are subject to all of the conditions, maximums, limitations, exclusions and Proof requirements contained in 
the provisions of this Certificate.  


 


BASIC DISMEMBERMENT/FUNCTIONAL LOSS BENEFIT OR 
CATASTROPHIC DISMEMBERMENT/FUNCTIONAL LOSS BENEFIT 


If a Covered Person sustains an Injury that is a Dismemberment or Functional Loss, We will pay the Basic 
Dismemberment/Functional Loss Benefit or the Catastrophic Dismemberment / Functional Loss Benefit shown in 
the Schedule that applies to the type of Dismemberment or Functional Loss the Covered Person sustained, subject 
to all of the following:  
� The Dismemberment or Functional Loss must be documented by a Physician within 180 days after the 


Accident occurs. 


 


� In order for the Catastrophic Dismemberment/ Functional Loss Benefit to be payable, the Injuries that qualify for 
such benefit must have been sustained by the Covered Person in a single Accident. 


 


� If a Covered Person sustains an Injury that is a Dismemberment or Functional Loss that falls under more than 
one classification on the Schedule, We will only pay the benefit that applies to the classification that pays the 
highest benefit.  


� We will pay the Coma Benefit no more than 1 time time per Covered Person, per Accident.   


� We will pay the Burn Benefit no more than one time per Covered Person, per Accident.  


� If a Burn meets more than one of the Burn classifications shown in the Schedule, the amount We pay will 
be based on the classification of the Burn that pays the highest benefit. 


  
Dismemberment means any of the following: 
 
 


� Loss of an arm:  the arm is permanently severed at or above the elbow.  


� Loss of a hand:  the hand is permanently severed at or above the wrist joint.   


 


� Loss of a finger:  the finger is permanently severed at the joint proximate to the first interphalangeal joint where 
it is attached to the hand.  


 


� Loss of a foot:  the foot is permanently severed at or above the ankle joint.  


� Loss of a leg:  the leg is permanently severed at or above the knee.   


 


� Loss of a toe:  the toe is permanently severed at the joint proximate to the first interphalangeal joint where it is 
attached to the foot. 
  


 


Functional Loss means any of the following: 
 
 


� Loss of hearing:  permanent deafness in at least one ear, such that it cannot be corrected to any functional 
degree by any procedure, aid or device.  Loss of hearing must last for a continuous period of not less than 90 
days as confirmed by a Physician. 


� Loss of sight:  permanent loss of sight in an eye.  With correction, visual acuity must be 20/200 or worse in the 
eye or the field of vision must be less than 20 degrees.  Loss of sight must last for a continuous period of not 
less than 90 days as confirmed by a Physician.   


 


� Loss of ability to speak:  total and permanent loss of audible communication (aphonia), if such loss cannot be 
corrected to any functional degree by any procedure, aid or device.  Loss of ability to speak must last for a 
continuous period of not less than 90 days as confirmed by a Physician. 
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ACCIDENTAL DISMEMBERMENT/ FUNCTIONAL LOSS/ PARALYSIS BENEFITS 
(Continued) 


 
� Coma:  a total loss of use of the body characterized by a continuous state of profound unconsciousness lasting 


for a period of 14 or more consecutive days, and by the absence of purposeful response to commands, 
including: 
� eye opening; 
� verbal response; and  
� motor response. 
Coma inlcudes a medically induced Coma. 


 


� Burn:  a loss of use of a body extremity or an impairment of bodily function due to a second or third degree 
burn. 


  
 PARALYSIS BENEFIT 


If a Covered Person sustains an Injury that is Paralysis, We will pay the Paralysis Benefit shown in the Schedule 
that applies to the type of Paralysis that the Covered Person sustained, subject to all of the following: 
� Paralysis must be documented by a Physician within 180 days after the Accident occurs. 


 


� If a Covered Person sustains an Injury that is Paralysis that falls under more than one classification on the 
Schedule, We will only pay the benefit that applies to the classification that pays the highest benefit. 


� We will pay the Paralysis Benefit no more than one time per Covered Person, per Accident. 
 


Paralysis means the permanent total and irrecoverable loss of movement of 2 or more limbs:  
� that has lasted for a continuous period of not less than 90 days as confirmed by a Physician; or   
� as a result of transected spinal cord with supporting clinical and radiological evidence and no expectation of 


return to function.  
 


The term Paralysis does not include a Dismemberment or Coma. 
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ACCIDENTAL INJURY BENEFITS 


 
Payment of the Accidental Injury Benefits described in this section are subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
FRACTURE BENEFIT 


If a Covered Person sustains an Injury that is a Fracture, We will pay the Fracture Benefit, shown in the Schedule 
that is applicable to the type of Fracture sustained by the Covered Person, subject to all of the following:   
� The Injury must be diagnosed and treated as a Fracture by a Physician within 180 days after the Accident 


occurs.  
� The Fracture must require, and be corrected by, open (surgical) or closed (non-surgical) reduction by a 


Physician.  Closed reduction includes immobilization. 
� We will pay no more than one Fracture Benefit per bone, per Accident.   
� If more than one bone is Fractured in a single Accident, the amount We will pay for all Fractures combined will 


be no more than 2 times the highest Fracture Benefit that would otherwise be payable for any one of the bones 
involved.   


� If an Injury is a Chip Fracture, We will pay the Chip Fracture Benefit instead of the Fracture Benefit.  The Chip 
Fracture Benefit will be 25% of the Fracture Benefit shown in the Schedule for the bone involved. 


� If the same Fracture is treated with both open reduction and closed reduction, We will pay no more than the 
Fracture Benefit payable for the open reduction.   


 
Fracture means a break in a bone of a body part that is listed on the Schedule under Fracture Benefit, which can 
be detected by an x-ray or a similar diagnostic exam.   
 
Chip Fracture means a Fracture in which a small fragment of the bone is broken off. 


 
DISLOCATION BENEFIT  


If a Covered Person sustains an Injury that is a Dislocation, We will pay the Dislocation Benefit, shown in the 
Schedule, that is applicable to the type of Dislocation the Covered Person sustained, subject to all of the following:   
� The Injury must be diagnosed and treated as a Dislocation by a Physician within 180 days after the Accident 


occurs.  
� The Dislocation must require, and be corrected by, open (surgical) or closed (non-surgical) reduction by a 


Physician.  
� If more than one joint is Dislocated in a single Accident, the amount We will pay for all Dislocations combined 


will be no more than 2 times the highest Dislocation Benefit that would otherwise be payable for any one of the 
joints involved.   


� The Partial Dislocation Benefit will be 25% of the Dislocation Benefit shown in the Schedule for a Full 
Dislocation of the joint involved.   


� If a Partial Dislocation Benefit was paid, or becomes payable, and the Covered Person subsequently sustains 
an Injury that is a Full Dislocation, We will reduce what We pay for the Full Dislocation by the amount that was 
paid, or is payable, for the Partial Dislocation.   


� For each joint, We will pay no more than one Full Dislocation Benefit amount for all Injuries combined that are 
Dislocations of that same joint, regardless of whether the Injuries are sustained in the same Accident.  Once 
the Covered Person has received an amount equal to one Full Dislocation Benefit for a joint, no further 
Dislocation Benefits will be paid for that same joint, even if the Covered Person subsequently sustains an Injury 
that is a Dislocation of that same joint in a new Accident.   


� We will only pay benefits for those Dislocations specifically listed in the Schedule.   
 
Dislocation means a separated joint of a body part that is listed on the Schedule under Dislocation Benefit.  The 
term Dislocation does not include vertebral subluxation complex (misaligned vertebrae).   
 
Full Dislocation means a Dislocation in which the joint is completely separated.  
 
Partial Dislocation means a Dislocation in which the joint is not completely separated.   
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ACCIDENTAL INJURY BENEFITS (Continued)    


 
CONCUSSION BENEFIT  


If a Covered Person sustains an Injury that is a concussion, We will pay the Concussion Benefit shown in the 
Schedule, subject to all of the following:  
� The Injury must be diagnosed as a concussion by a Physician within 90 days after the Accident occurs.   
� We will pay the Concussion Benefit no more than 1 time per Covered Person, per calendar year. 
 


   


 
LACERATION BENEFIT 


If a Covered Person sustains an Injury that is a Laceration and receives treatment from a Physician to repair it, We 
will pay the Laceration Benefit, shown in the Schedule, that is applicable to the length of the Laceration and the 
treatment received as follows: 
� if the Laceration is repaired with stitches, We will pay the Laceration Benefit repaired with stitches; or  
� if the Laceration is not repaired with stitches, We will pay the Laceration Benefit repaired without stitches.  
 
Payment of the Laceration Benefit is subject to all of the following: 
� The Laceration must be treated by a Physician within 90 days after the Accident occurs.   
� A Laceration repaired with sutures or staples will be deemed to be a Laceration repaired with stitches for 


purposes of this Laceration Benefit.  
� If the Covered Person has more than one Laceration, the amount We pay will be based on the total length of all 


Lacerations received in any one Accident that are repaired with stitches. If some, but not all, of the Lacerations 
require repair with stitches, We will not pay any benefit for the Laceration or Lacerations that are repaired 
without stitches.  


� We will pay the Laceration Benefit no more than:  
� one time per Covered Person, per Accident;  and  
� no more than 3 times per Covered Person, per calendar year. 
 


 


Laceration means a cut. 
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ACCIDENTAL INJURY BENEFITS (Continued)  
 
 


 
BROKEN TOOTH BENEFIT  


If a Covered Person sustains an Injury that is a broken tooth and the tooth is repaired by a dental crown or filling, or 
is extracted, We will pay the Broken Tooth Benefit, shown in the Schedule, that is applicable to the dental crown, 
filling and/or extraction, subject to all of the following:   
� No benefit will be payable for an Injury to a tooth that is not a sound, natural tooth.   
� No benefit will be payable for an Injury caused by biting or chewing.   
� The dental services must begin within 365 days after the Accident occurs.   
� Regardless of the number of teeth involved, We will pay the Broken Tooth Benefit for no more than 1 dental 
crown, no more than 1 dental filling, and no more than 1 dental extraction per Covered Person, per Accident.  


 
EYE INJURY BENEFIT  


If a Covered Person sustains an Injury to an eye, We will pay the Eye Injury Benefit shown in the Schedule, subject 
to all of the following:  
� The Injury to the eye must require Surgery or the removal of a foreign object by a Physician within 180 days 


after the Accident occurs.   
� We will pay the Eye Injury Benefit no more than 1 time per Covered Person, per Accident.
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ACCIDENT - MEDICAL TREATMENT & SERVICES BENEFITS 


 
 


Payment of the Accident – Medical Treatment and Services Benefits described in this section are subject to 
all of the conditions, maximums, limitations, exclusions and Proof requirements contained in the 
provisions of this Certificate.  


 
AIR AMBULANCE BENEFIT 


We will pay the Air Ambulance Benefit shown in the Schedule if a licensed professional air ambulance service is 
required to transport a Covered Person by air to or from a Hospital or between medical facilities, where treatment 
for an Injury is received, subject to both of the following:   
�     The air ambulance transportation must be within 90 days after the Accident occurs.   
�     We will pay the Air Ambulance Benefit no more than1 time per Covered Person, per Accident.  


 
GROUND AMBULANCE BENEFIT  


We will pay the Ground Ambulance Benefit shown in the Schedule if a licensed professional ambulance service is 
required to transport a Covered Person by ground to or from a Hospital or between medical facilities, where 
treatment for an Injury is received, subject to both of the following:   
� The ambulance transportation must be within 90 days after the Accident occurs.   
� We will pay the Ground Ambulance Benefit no more than1 time per Covered Person, per Accident.  


 
EMERGENCY CARE BENEFIT  
 
If a Covered Person sustains an Injury and receives initial care from a Physician for the Injury in an Emergency 
Room, a Physician’s office or an Urgent Care Facility, within 90 days after the Accident occurs, We will pay the 
Emergency Care Benefit, shown in the Schedule that is applicable to the place where care is received.  


 
We will pay the Emergency Care Benefit no more than 1 time per Covered Person, per Accident. 
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 


 
MEDICAL TESTING BENEFIT  


If a Covered Person sustains an Injury and receives any of the following medical tests to evaluate the Injury, We 
will pay the Medical Testing Benefit shown in the Schedule:  
�     x-rays; 


�     magnetic resonance imaging (MRI) or magnetic resonance (MR);  


�     ultrasound;  


�     nerve conduction velocity test (NCV);  


�     computed tomography scan (CT) or computed axial tomography (CAT); or 


�     electroencephalogram (EEG).  


 
Payment of the Medical Testing Benefit is subject to all of the following:  
� The test must be ordered by a Physician and be performed within 180 days after the Accident occurs.   
 � We will pay the Medical Testing Benefit no more than 2 times per Covered Person, per Accident.  


 
PHYSICIAN FOLLOW-UP VISIT BENEFIT   


If a Covered Person sustains an Injury and receives follow-up care, for the Injury, that is recommended by a 
Physician or is a second opinion, We will pay the Physician Follow-Up Visit Benefit shown in the Schedule, subject 
to all of the following:   
� Treatment must:  


� begin within 180 days after the Accident occurs and be provided within 365 days after the Accident occurs;  
� be specific to the Injury;  
� occur on an outpatient basis in a Physician's office, an Urgent Care Facility or a Hospital; and  
� not be for routine examinations, preventive testing, or any treatment for which a benefit is payable under 


the Therapy Services Benefit or Emergency Care Benefit. 
� We will pay the Physician Follow-Up Visit Benefit no more than: 


� 2 times per Covered Person, per Accident; and  
� 6 times per Covered Person, per calendar year.    


 
TRANSPORTATION BENEFIT  


We will pay the Transportation Benefit shown in the Schedule when a Covered Person travels more than 50 miles 
one way for follow-up treatment of an Injury for which We pay a benefit under this Certificate, at a Hospital or other 
treatment facility, subject to all of the following:   
� Mileage is measured from the Covered Person’s Primary Residence to the facility where the follow-up 


treatment is provided. 
� The follow-up treatment must be prescribed by a Physician and not available within 50 miles of the Covered 


Person’s Primary Residence. 
� You must submit Proof that the follow-up treatment was provided.  


� We will not pay the Transportation Benefit if the Ground Ambulance Benefit or Air Ambulance Benefit is 
payable for the trip. 


� We will pay the Transportation Benefit no more than: 
� 1 time per Covered Person, per Accident; and 
� 2 times per Covered Person, per calendar year.  
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 
 


 
THERAPY SERVICES BENEFIT   


If a Covered Person sustains an Injury and receives Therapy Services, We will pay the Therapy Services Benefit 
shown in the Schedule that applies to the type of Therapy Service received, subject to all of the following:   
� Therapy Services must:  


� begin within 180 days after the Accident occurs and be provided within 365 days after the Accident occurs;  
� be provided on an outpatient basis;  
� be prescribed by a Physician; and 
� be provided by a practitioner licensed to provide the type of Therapy Services provided and operating 


within the scope of such license.  
 We will pay the Therapy Services Benefit for Therapy Services received no more than10 times per Covered 


Person, per Accident.  


 


� We will not pay a Therapy Services Benefit for Therapy Services received by the Covered Person on the same 
day for which the Inpatient Rehabilitation Benefit is payable.  


 
Therapy Services means any of the following:  
 


� cognitive behavioral therapy;  


� occupational therapy;  


� physical therapy;  


 


� respiratory therapy;  


� speech therapy;  


� vocational therapy;  


� acupuncture; or  


� chiropractic therapy.  


  


 
PAIN MANAGEMENT BENEFIT (FOR EPIDURAL ANESTHESIA)  


If a Covered Person sustains an Injury and receives epidural anesthesia to manage the pain from the Injury, We will 
pay the Pain Management Benefit shown in the Schedule, subject to all of the following:   
� The epidural anesthesia must be administered within 180 days after the Accident occurs.   
� Epidural anesthesia to manage the pain from the Injury must be prescribed by a Physician. 
�     We will pay the Pain Management Benefit no more than 1 time per Covered Person, per Accident. 
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 
 


 
PROSTHETIC DEVICE BENEFIT  


If a Covered Person sustains an Injury that is a loss of a limb, hand, foot or sight in an eye and receives a 
Prosthetic Device as a result of the loss, We will pay the Prosthetic Device Benefit, shown in the Schedule, that is 
applicable to the number of Prosthetic Devices the Covered Person receives, subject to all of the following:   
� The Prosthetic Device must be received within 365 days after the Accident occurs. 
� No benefit will be payable for replacement of a Prosthetic Device.   
� No benefit will be payable for more than one Prosthetic Device for the same body part.   
�     We will not pay the Prosthetic Device Benefit for a joint replacement such as an artificial hip or knee.  
 


�     We will pay the Prosthetic Device Benefit no more than 1 time per Covered Person, per Accident.  


  
Prosthetic Device means an artificial device that replaces a missing body part.  The term Prosthetic Device does 
not include hearing aids, dental aids (including false teeth), eyeglasses, or cosmetic prostheses such as wigs. 
 


 
MEDICAL APPLIANCE BENEFIT  


If a Covered Person sustains an Injury for which a Physician prescribes the use of a Medical Appliance as an aid in 
personal locomotion or mobility, We will pay the Medical Appliance Benefit, shown in the Schedule, for the type of 
Medical Appliance that the Physician prescribes, subject to all of the following:   
�     The use of such Medical Appliance must begin within 180 days after the Accident occurs.   
�     The amount We will pay for all Medical Appliances combined, per Covered Person, per Accident, will be no 


more than the Medical Appliances Benefit Limit shown in the Schedule. 
�     We will not pay the Medical Appliance Benefit for the replacement of a Medical Appliance.   
 


Medical Appliance means any of the following:  
 


�     brace for the neck, back or leg;  


�     cane;   
�     crutches; 


�     walker; 


�     walking boot that extends above the ankle;  


�     wheelchair or motorized scooter for medical purposes; and 
�     any other medical device used for mobility.   


 
MODIFICATION BENEFIT  


If a Covered Person sustains an Injury for which We paid a Dismemberment, Functional Loss or Paralysis Benefit 
under this Certificate, We will pay the Modification Benefit shown in the Schedule for modifications made to the 
Covered Person’s Primary Residence or vehicle, subject to all of the following: 
� A Physician must certify that because of the Injury, the modification is necessary to help enable the Covered 


Person to live in his or her Primary Residence or travel in his or her primary vehicle.  
� The modification must be made within 365 days after the Accident occurs. 
� We will pay the Modification Benefit no more than 1 time per Covered Person, per Accident.   


 
BLOOD / PLASMA / PLATELETS BENEFIT    


If a Covered Person sustains an Injury for which the Covered Person receives a transfusion of blood, plasma or 
platelets, We will pay the Blood/Plasma/Platelets Benefit shown in the Schedule, subject to all of the following:   
�     The blood, plasma or platelets must be prescribed by a Physician on an emergency basis or provided while the 


Covered Person is undergoing Surgery and must be administered within 180 days after the Accident.   
�     We will pay the Blood/Plasma/Platelets Benefit no more than 1 time per Covered Person, per Accident.
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ACCIDENT – MEDICAL TREATMENT & SERVICES BENEFITS (Continued) 


 
SURGERY BENEFITS 


If a Covered Person undergoes Covered Surgery to treat an Injury, while Confined or in an Outpatient Surgery 
Facility, We will pay the applicable benefit shown in the Schedule under Surgery Benefits, for the type of Covered 
Surgery the Covered Person undergoes, subject to all of the following:  
� The Covered Person must be treated by a Physician for the Injury within 180 days after the Accident occurs.  
� The Covered Surgery must be performed by a Physician within 365 days after the Accident occurs.   
� If the Covered Surgery is performed with repair, We will pay the Surgical Repair Benefit shown in the Schedule 


for the applicable procedure. 
� If the Covered Surgery performed is Exploratory Surgery, We will pay the Exploratory Surgery Benefit shown in 


the Schedule. 
� If as a result of the same Accident, the Covered Person has more than one Covered Surgery performed at the 


same time, We will only pay a benefit for one Covered Surgery, which will be the Covered Surgery with the 
highest benefit amount.  


� If as a result of the same Accident, the Covered Person has a Covered Surgery and an Other Outpatient 
Surgery performed at the same time, We will only pay one benefit which will be the benefit that pays the higher 
amount. 


� We will pay Surgery Benefits no more than 1 time per Covered Person, per Accident.  


 
Exploratory Surgery means a Covered Surgery performed without surgical repair.  For Surgery to treat torn 
cartilage in the knee, if cartilage is shaved or trimmed from the knee, the Surgery will be considered Exploratory 
Surgery and not a Surgery with repair. 


 
OTHER OUTPATIENT SURGERY BENEFIT 


If a Covered Person sustains an Injury and undergoes Other Outpatient Surgery to treat the Injury in an Outpatient 
Surgery Facility, We will pay the Other Outpatient Surgery Benefit shown in the Schedule, subject to all of the 
following: 
�     The Covered Person must be treated by a Physician for the Injury within 180 days after the Accident occurs.   
�     The Surgery must be performed by a Physician in an Outpatient Surgery Facility within 365 days after the 


Accident occurs.   
�     If as a result of the same Accident, the Covered Person has a Covered Surgery and an Other Outpatient 


Surgery performed at the same time, We will only pay one benefit which will be the benefit that pays the higher 
amount. 


�     We will pay the Other Outpatient Surgery Benefit no more than 1 time per Covered Person, per Accident. 
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HOSPITAL BENEFITS  
 


Payment of the Hospital Benefits described in this section are subject to all of the conditions, maximums, 
limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
ACCIDENT – HOSPITAL ADMISSION BENEFITS  


Admission Benefit 


If a Covered Person is admitted to a Hospital for treatment of an Injury, We will pay the Admission Benefit shown in 
the Schedule, for the day of admission, subject to all of the following:   
� The admission must occur within 180 days after the Accident occurs. 
� The Admission Benefit is not payable for Emergency Room treatment, outpatient treatment, or a stay of less 


than 20 hours in an observation area. 
� We will only pay the Admission Benefit for a Covered Person for one Hospital admission at a time, even if the 


admission is caused by more than one Accident and/or Injury.   
� We will pay the Admission Benefit no more than 1 time per Covered Person, per Accident.  


 
ICU Supplemental Admission Benefit  


If a Covered Person, upon initial admission to a Hospital for treatment of an Injury, is admitted to an ICU, We will 
pay the ICU Supplemental Admission Benefit shown in the Schedule, in addition to the Admission Benefit, if the 
admission meets the requirements for payment of the Admission Benefit, subject to both of the following additional 
requirements: 
� The admission must occur within 180 days after the Accident occurs. 
� If the Covered Person moves to an ICU after initial admission to a Hospital, We will not pay the ICU 


Supplemental Admission Benefit. 
  
 


ACCIDENT - HOSPITAL CONFINEMENT BENEFITS  


Confinement Benefit  


If a Covered Person is Confined in a Hospital for treatment of an Injury, We will pay the Confinement Benefit shown 
in the Schedule for each day, after the day of admission to the Hospital,  the Covered Person is Confined in the 
Hospital, subject to all of the following:   
� The initial Confinement must begin within 180 days after the Accident occurs.   
� The Confinement Benefit is payable for up to 31 days per Covered Person, per Accident, and may be used 


over a two-year period following the date of the Accident.     
� We will only pay the Confinement Benefit for a Covered Person for one Hospital Confinement at a time, even if 


the Confinement is caused by more than one Accident and/or Injury.   
� We will only pay one Confinement Benefit per day.  
  
ICU Supplemental Confinement Benefit  


If a Covered Person is Confined in a Hospital for treatment of an Injury, We will pay the ICU Supplemental 
Confinement Benefit shown in the Schedule in addition to the Confinement Benefit, for each day the Covered 
Person is Confined in an Intensive Care Unit and meets the requirements for payment of the Confinement Benefit, 
subject to both of the following additional requirements:   
� Confinement in the Intensive Care Unit must begin within 180 days after the Accident occurs.   
� The ICU Supplemental Confinement Benefit is payable for up to 15 days per Covered Person, per Accident.  
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HOSPITAL BENEFITS (Continued) 


 
INPATIENT REHABILITATION BENEFIT  
 


If a Covered Person is transferred to a Rehabilitation Facility immediately after a period of Confinement for 
treatment of an Injury for which We paid an Admission Benefit or Confinement Benefit, We will pay the Inpatient 
Rehabilitation Benefit shown in the Schedule, subject to all of the following: 
� We will pay the Inpatient Rehabilitation Benefit for each day of the Covered Person’s continuous stay as a 


resident inpatient in a Rehabilitation Facility, up to a maximum stay of 15 days per Covered Person, per 
Accident but not to exceed 30 days per calendar year.   


� The Covered Person’s inpatient stay in the Rehabilitation Facility must start within 365 days after the Accident.   
� After the Covered Person is discharged from the Rehabilitation Facility, We will not pay the Inpatient 


Rehabilitation Benefit for a subsequent admission to a Rehabilitation Facility for treatment of the same Injury for 
which We already paid the Inpatient Rehabilitation Benefit. 


� We will not pay the Inpatient Rehabilitation Benefit for any day for which We paid a Confinement Benefit.  
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OTHER BENEFITS 


 
Payment of the Other Benefits described in this section are subject to all of the conditions, maximums, 
limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  
 


 
LODGING BENEFIT 


If a Covered Person is Confined in a Hospital for treatment of an Injury, and a companion who accompanies the 
Covered Person while the Covered Person is so Confined stays in a Lodging for which a charge is made, We will 
pay the Lodging Benefit shown in the Schedule subject to all of the following:  
� We will pay the Lodging Benefit for each day the companion stays in a Lodging while the Covered Person is 


Confined in a Hospital for treatment of an Injury.  
� We will pay the Lodging Benefit for up to 15 days per Covered Person per calendar year.   
� The Lodging Benefit is only payable for a day for which We are paying a Hospital Admission or Confinement 


Benefit for a Covered Person.    
� You must submit Proof that the companion incurred an expense for staying at a Lodging for each day of the 


stay. 
 
Lodging means an establishment licensed under the laws where it is located, such as a motel, hotel, or other 
facility that provides sleeping accommodations to the general public in exchange for a fee and is located at least 50 
miles from the Covered Person’s Primary Residence.  
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EXCLUSIONS 


 
We will not pay benefits for any loss for a Covered Person caused or contributed to by: 
�    the Covered Person being under the influence of any narcotic, unless administered on the advice of a 


Physician; 
�    the Covered Person being intoxicated; 
 the Covered Person’s suicide, attempted suicide, or intentionally self-inflicted Injury; 
 war, or act of war (whether declared or undeclared);  
 the Covered Person’s participation in a felony, riot or or insurrection;  
�     the Covered Person’s engagement in an illegal occupation; 
� cosmetic Surgery, except when such Surgery is performed to reconstruct a part of the body which was 


disfigured or removed as a result of an Injury; 
�     the Covered Person’s mental or emotional disorder, alcoholism or drug addiction; 
�     the Covered Person’s service in the armed forces or any auxiliary unit of the armed forces; or   


�     aviation, other than as a fare-paying passenger on a scheduled or chartered flight operated by a scheduled 
airline. 


  


 


 


In addition, We will not pay benefits for services or treatment received outside of the United States, Canada or 
Mexico. 
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WHEN INSURANCE ENDS 


 
 


Please Note:  If insurance ends under this section, in certain cases it may be continued as stated in the 
Continuation of Insurance section of this Certificate.  Please see that section for details. 
 
 


Termination of a Covered Person’s insurance in accordance with this section, will be without prejudice to an 
existing claim.   


 
DATE YOUR INSURANCE ENDS  


Your insurance under this Certificate will end on the earliest of: 
� the date the Group Policy ends; 
� the date You die;  


�     the date insurance ends for Your class; 
�     the end of the period for which the last full premium has been paid for Your insurance; 
�     the end of the calendar month in which You notify Us that You wish to cancel Your insurance; 
�     the end of the calendar month in which You cease to be in an eligible class, subject to the Change in Class 


provision of the Eligibility Provisions: Insurance for You section; or  


�     the end of the calendar month in which Your employment ends.  


 
For residents of Massachusetts: 


If You are a resident of Massachusetts and Your insurance under this Certificate is ending under the above 
provision because Your employment has ended, instead of insurance ending on the date Your employment ends, 
the following timelines apply: 
 
� If Your employment ends for any reason other than a Plant Closing or a Partial Plant Closing, Your insurance 


will end 31 days after the date Your employment ends. However, if during such 31 day period You become 
entitled to benefits under another policy that are similar to the benefits provided under this Certificate, insurance 
under this Certificate will end on the date You become entitled to such other benefits.  
 


� If Your employment ends due to a Plant Closing or a Partial Plant Closing Your insurance will end 90 days after 
the date Your employment ends. However, if during such 90 day period, You become entitled to benefits under 
another policy that are similar to the benefits provided under this Certificate insurance under this Certificate will 
end on the date You become entitled to such other benefits. 


 


 
DATE DEPENDENT INSURANCE ENDS  


A Dependent’s insurance under this Certificate will end on the earliest of: 
�     the date Your insurance under this Certificate ends; 
�     the date Dependent Insurance ends under the Group Policy for all employees or for Your class; 
�     the end of the calendar month in which the person ceases to be a Dependent; 
�     the end of the calendar month in which You cease to be in a class that is eligible for Dependent Insurance;  
�     the end of the calendar month in which the Dependent is no longer eligible as described in the Eligible Classes 


for Dependent Insurance provision; or 
�     the end of the period for which the last full premium has been paid for insurance for the Dependent.  


 


 
CHANGE IN CLASS 


If there is more than one class eligible for insurance under the Group Policy, and each class has its own certificate, 
instead of receiving a new certificate when You move between classes, You will remain insured under this 
Certificate if:  
�     You move to a class that is eligible for Accident Insurance under the Group Policy; and 
�     the benefits available to Your new class are identical to the benefits available under this Certificate.   
 
In all other cases when You move between classes, Your insurance under this Certificate will end on the date You 
are no longer a member of the class eligible for insurance under this Certificate. 
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CONTINUATION OF INSURANCE 


 
AT YOUR OPTION: CONTINUATION WITH PREMIUM PAYMENT  


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations, it may 
be continued for You and Your Dependents, as described in this provision.  This is referred to in this provision as 
"Continued Insurance".  Evidence of insurability will not be required to obtain Continued Insurance.  For purposes 
of this provision, insurance in effect under the Group Policy for which the Group Policyholder remits premium is 
referred to in this provision as "Group Billed Insurance". 
 
Except as described below, Continued Insurance is subject to all of the conditions, maximums, limitations, 
exclusions and Proof requirements contained in the provisions of this Certificate. 
 
Requirements for Continued Insurance 


Continued Insurance will be available to You if: 
 


� Your Group Billed Insurance ends for any reason other than:  
� non-payment of  premium or Contribution; or 
� the end of the Group Policy, provided that Continued Insurance will be available to You if You do not 


become eligible, within 30 days after the end of the Group Policy, for accident insurance under another 
policy of group insurance available through the Group Policyholder;  


 


� We receive Your completed Written request for Continued Insurance on a form approved by Us within 31 
calendar days after Your Group Billed Insurance ends; and 


� You pay premiums required for Continued Insurance by the due date specified in the premium notice sent to 
You.  


 


 
 


 


Changes in Continued Insurance 


You may elect to decrease Your insurance after the date that Continued Insurance goes into effect for You if a 
lower benefit option is available. In addition, You may end insurance for any or all of Your Dependents.   Please 
contact Us for information.  You may not increase insurance once Continued Insurance goes into effect.  
 
Contributions for Continued Insurance 


The Contribution that You must pay for Continued Insurance is the amount of Your Contribution for Your Group 
Billed Insurance before it ended, plus any amount of premium that the Group Policyholder paid.  The Contribution 
that You must pay for Continued Insurance will be determined on the same basis as premium rates charged for 
Group Billed Insurance.  We have the right to change premium rates in accordance with the terms set forth in the 
Group Policy.  All payments for Continued Insurance must be made directly to Us by the due date specified in the 
premium notice We send to You. 
 
 


End of Continued Insurance  


Continued Insurance will end on the earliest of the following dates:   
� the date You die;  
� if You do not pay a Contribution that is required for Continued Insurance, the end of the period for which the 


last full premium has been paid for Your insurance;  


� with respect to Continued Insurance for a Dependent:  
� the date Continued Insurance for You ends for any reason;   
� the end of the calendar month in which the Dependent no longer meets the definition of a Dependent; or 
� the end of the calendar month in which the Dependent is no longer eligible as described in the Eligibility 


Provisions: Dependent Insurance section of this Certificate.    







CONTINUATION OF INSURANCE (Continued) 
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FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN  


Insurance for a Dependent Child may be continued past the age limit if that child is incapable of self-sustaining 
employment because of mental illness, developmental disability, mental retardation or physical handicap as defined 
by applicable law.  Proof of such handicap must be sent to Us within 31 days after the date the Dependent Child 
attains the age limit and at reasonable intervals after such date, but no more often than annually after the two year 
period following such Dependent Child’s attainment of the limiting age.  
 
Except as stated in the Date Dependent Insurance Ends provision of the When Insurance Ends section of this 
Certificate, insurance will continue while such Dependent Child: 
� remains incapable of self-sustaining employment because of a mental or physical handicap; and  
� continues to qualify as a Dependent Child, except for the age limit. 


 


 
FOR FAMILY AND MEDICAL LEAVE  


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) or similar state 
laws for continuation of insurance.  Please contact the Group Policyholder for information regarding the FMLA or 
any similar state law.  
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CLAIMS 


 
NOTICE OF CLAIM 


You must give Us notice of a claim under this Certificate by Writing to Us or calling Us at the toll free number shown 
on the face page of this Certificate within 30 days of the date of the loss.  However, failure to give notice within the 
30 days will not reduce or invalidate a claim if it was not reasonably possible to give such notice and such notice is 
provided as soon as reasonably possible. 


 
CLAIM FORM 


When We receive notice of a claim under this Certificate, We will provide You or the claimant (for a death claim) 
with a claim form. If We do not provide the claim form within 15 days from the date We received notice of claim, Our 
claim form requirements will be satisfied if We are provided with the required Proof in support of the claim.    


 
PROOF OF LOSS 


Proof must be provided to Us not later than 120 days after the date of the loss.  If notice of claim or Proof is not 
given within the time limits described in this section, the delay will not cause a claim to be denied or reduced if such 
notice and Proof are given as soon as is reasonably possible. 


 
PAYMENT OF BENEFITS 


When We receive the claim form and Proof, We will review the claim and, if We approve it, We will pay benefits 
within 60 days of Our receipt of Proof, subject to the terms and provisions of this Certificate and the Group Policy. 
 
Unless You have assigned this insurance, all benefits to be paid under this Certificate will be paid to You, except as 
follows:  
� If You are not alive to receive benefits that are payable to You, We will pay any benefits in accordance with the 


provision below titled Your Beneficiary. 
� If You are living when benefits are to be paid to You, but You are not legally competent to claim or receive the 


benefits, We may pay up to $10,000 to anyone related to You by blood or marriage who We believe is entitled 
to payment of the benefits.  If We make such a payment in good faith, We will not be liable to anyone for the 
amount We pay.  Any remaining benefits will be paid to Your legal representative.  


 
If benefits have been assigned, We will pay benefits in accordance with the Assignment provision of the General 
Provisions section. 


 
YOUR BENEFICIARY  


A beneficiary may be named by You to receive any benefit that becomes payable to You under this Certificate that 
You are not alive to receive.   
 
You may request to change Your beneficiary at any time.  A beneficiary change request must be made to Us in 
Writing.  Once the request is recorded, the change will take effect as of the date You sign the request, whether or 
not You are living when We receive the request.  The change will be subject to any legal restrictions.  It will also be 
subject to any payment We made or action We took before We recorded the change.  If You designated two or 
more beneficiaries and their shares are not specified, they will share the benefit payable equally. 
 
If there is no beneficiary designated or no surviving beneficiary at Your death, We will determine the beneficiary 
according to the following order: 
 
1.  Your Spouse, if alive; 
2.  Your child(ren), if there is no surviving Spouse; 
3.  Your parent(s), if there is no surviving child; 
4.  Your sibling(s), if there is no surviving parent; or 
5.  Your estate, if there is no surviving sibling. 
 







CLAIMS (Continued) 
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Instead of making payment in the order above, We may pay Your estate.  Any payment made in good faith will 
discharge Our liability to the extent of such payment.  If a beneficiary or a Payee is a minor or incompetent to 
receive payment, We will pay that person's guardian. 


 
HOW WE WILL PAY ACCIDENTAL DEATH BENEFITS 
 


A benefit due under the Accidental Death Benefits section of this Certificate will be paid in one sum to the Payee.  
Unless the Payee requests payment by check, when this Certificate states that We will pay benefits in "one sum",  
We may pay the full benefit amount:  
� by check;  
� by establishing an account that earns interest and provides the Payee with immediate access to the full benefit 


amount; or  
� by any other method that provides the Payee with immediate access to the full benefit amount.  
 
Other modes of payment may be available upon request. 
 
Payee means a person to be paid a benefit under the Accidental Death Benefits section of this Certificate as 
determined in accordance with this Payment of Benefits provision. 


 
AUTHORIZATIONS 


We may require that You provide authorization for Us to obtain medical information and any other information 
pertinent to Your claim. 


 
EXAMINATIONS 


During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may require a 
Covered Person to have an independent examination by a Physician of Our choice. 


 
During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may have Our 
representatives conduct telephone or in-person interviews with You regarding Your claim.  


 
AUTOPSY 


At Our expense, We have the right to make a reasonable request for an autopsy and/or exhumation where 
permitted by law.  Any such request will set forth the reasons We are requesting the autopsy or exhumation. 


 
TIME LIMIT ON LEGAL ACTIONS 


A legal action on a claim may only be brought against Us during a certain period.  This period begins 60 days after 
the date Proof is filed and ends three years after the date such Proof is required to be filed.   
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GENERAL PROVISIONS 


 
ENTIRE CONTRACT 


Your insurance is provided under a contract of group insurance with the Group Policyholder.  The entire contract 
with the Group Policyholder is made up of the following: 
� the Group Policy and its Exhibits, which include the Certificate(s); 
� the Group Policyholder’s application; and 
� any amendments and/or endorsements to the Group Policy. 


 
INCONTESTABILITY: STATEMENTS MADE BY YOU  


Any statement made by You will be considered a representation and not a warranty.  We will not use such a 
statement to contest insurance, reduce benefits or defend a claim unless the following requirements are met: 
� the statement is in a form that is in Writing; 
� You have Signed the form; and  
� a copy of the form has been given to You or Your beneficiary. 
 
We will not use Your statements which relate to insurability to contest this insurance after it has been in force for 2 
years, unless the statement is fraudulent.  In addition, We will not use such statements to contest a benefit increase 
after the benefit increase has been in force for 2 years, unless such statement is fraudulent.  


 
MISSTATEMENTS  


If Your or Your Dependent’s age is misstated, the correct age will be used to determine if insurance is in effect and, 
as appropriate, We will adjust the benefits and/or Contributions. 


 
ASSIGNMENT 


The benefits under the Group Policy are not assignable prior to a claim, except as required by law. 


 
CONFORMITY WITH LAW 


If the terms and provision of this Certificate do not conform to any applicable law, this Certificate shall be 
interpreted to so conform. 


 
STANDARD OF TIME 


All insurance becomes effective and terminates at 12:01 A.M. Eastern Standard Time, or at 12:01 A.M. Eastern 
Daylight Time if Daylight Savings Time is then being observed. 


 
ACCESS TO DISCOUNTS FOR SERVICES  


You will receive access to discounts for certain services, where available.  
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Group Accident Insurance Claim Form


Important Instructions for Requesting Accident Benefits
• If this is an Initial Claim for an accident, please complete each section in its entirety. (An 


accident is not considered reported to us until a claim form is received).
• If this is an additional claim for an accident previously reported (i.e. - initial claim 


previously submitted and additional services were incurred), no claim form is required. 
Please provide itemized bills or treatment notes for the additional services.  Include your 
claim number and/or certificate number on all pages of your submission.


• Please provide supporting documentation from the healthcare provider related to 
the injuries and services received for which a claim is being made.  The supporting 
documents MUST include 1) patient’s name, 2) service dates, 3) diagnosis, 4) specific 
procedure or treatment.  


• Documentation that might be helpful to MetLife in making a claim decision includes 
the following items:  Itemized invoices received for services as a result of this accident.  
You may need to ask your healthcare provider to provide you with a UB-04 form or 
other documentation.  If you have an Explanation of Benefits (EOB), please also include 
this documentation.


• If treated in an emergency room, please provide a copy of the discharge papers from the 
hospital.


• If admitted to a hospital, provide documentation from the hospital that details 
admission and discharge dates, diagnosis and room assignment (ICU and/or Non ICU).


• If you were tested for alcohol or drugs in connection with an accident or injury please 
provide a copy of the drug screening or blood alcohol report.


• If the injury was the result of a motor vehicle accident, please provide a copy of the 
motor vehicle accident report.


• If the patient is deceased, we will need a copy of the death certificate.
• You must sign and submit the Authorization to Disclose Health Information form 


(attached).


Metropolitan Life Insurance Company
Attn:  Group Accident Insurance Product
P.O. Box 80826
Lincoln, NE 68501-0826
Toll Free Phone: 1 866 626 3705
Fax Number: 1 855 306 7350 
https://mybenefits.metlife.com 


Please return completed and signed 
form by fax, mail or on-line at 
(https://mybenefits.metlife.com)


Failure to complete all sections of this claim form may delay processing this claim.  To prevent possible delays, please be sure to 
provide all documentation from your healthcare provider that supports this claim.  You will be notified in writing if additional 
information is needed to process your claim.


    Please refer to your certificate of insurance for a listing of specific benefits covered under your plan.
   Supply information about the certificateholder.


SECTION A: Certificateholder Information (Participant)


Certificateholder Name (First, Middle Initial, Last Name) Certificate Number


Address - Street


City State Zip Code


Date of Birth (Month/Day/Year) Gender


£ Male   £ Female


Social Security Number


Cell Phone Number Daytime Phone Number Evening Phone Number


EMAIL Address (optional) Employer Name



https://mybenefits.metlife.com

https://mybenefits.metlife.com
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SECTION B: Patient Information


£ Same as Section A (If you check this box, you do not need to complete this section. You may skip to Section C.)


£ Spouse     £ Child


Patient Name (First, Middle Initial, Last Name)


Home Address - Street


City State Zip Code


Date of Birth (Month/Day/Year) Gender


£ Male   £ Female


Social Security Number


Cell Phone Number Daytime Phone Number Evening Phone Number


SECTION C: Accident Details
Please provide the following accident claim details.


Date of accident (Month/Day/Year) Where did the accident occur? City and State where accident occurred


Describe how the accident occurred. Describe what you were doing and how you were injured (Include additional information 
on a separate sheet of paper if needed.)


Was this a  motor vehicle accident?    £ Yes (Attach the police report.)   £ No


Was the patient involved in any other type of accident that required a police report?   £ Yes (Attach the police report.)   £ No


Did the accident occur at work?   £ Yes (Attach a copy of report of the injury filed with your employer.)   £ No


Primary Care Provider’s Name: _______________________________________________________________________________


Address: _________________________________________________________________City:_____________________________


State: ____________________ Zip Code: ___________________Phone #: ___________________________________________


Please provide the following information for all doctors and hospitals that have treated you for your accident/injury:


Physician/Provider/ Facility Name: _________________________________________________ Phone #: ___________________


Address: ______________________________________City:____________________ State: ____________ Zip Code: ________


Dates Consulted:_____________ If applicable, Date of Hospital Admission: __________Hospital Discharge Date: __________
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Physician/Provider/ Facility Name: _________________________________________________ Phone #: ___________________


Address: ______________________________________City:____________________ State: ____________ Zip Code: ________


Dates Consulted:_____________ If applicable, Date of Hospital Admission: __________Hospital Discharge Date: __________


SECTION D: Additional Details


Was a Ground Ambulance service used?   £ Yes   £ No   (If Yes, provide the date ground ambulance transportation occurred, billing 
invoices, and all supporting documentation for receipt of this service.) 


(Month/Day/Year)


Was an Air Ambulance service used?   £ Yes   £ No   (If Yes, provide the date air ambulance transportation occurred, billing invoices, 
and all supporting documentation for receipt of this service.)


(Month/Day/Year)


If applicable, did  the patient’s companion stay at a lodging that meets the Lodging Benefit requirements?   £ Yes    £ No   
(If Yes, provide the lodging checkout receipt.)


(Month/Day/Year)


SECTION E: Special Payment Instructions & Direct Deposits
• If you would like claim benefits paid using direct deposit, please provide the information requested for the bank where you 


have your account.
• The sample check below may help you locate your bank account and bank routing numbers.  Please be sure that you are 


referencing one of your checks, not a deposit or withdrawal slip.
• If a savings account is used, please check with your bank representative for the appropriate routing and account numbers.
• Use the space below if you need to provide any special instructions. (e.g., requesting that your claim proceeds be sent to an 


address other than the address of record).


Would you like claim benefit payments paid using direct deposit? 
£ Yes   £ No   (If Yes complete the Account Information section below.)


Bank Name Bank Telephone Number


Bank Street Address


City State Zip Code
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Type of Account (check one):  £ Checking  £ Savings


Be sure to confirm your account and routing numbers 
with your bank to ensure prompt processing.


Bank Routing Number


Bank Account Number


Authorization & Signature of Certificateholder
• I request MetLife to send my payments to the financial institution designated in Section E for deposit into my account. This 


agreement will remain in effect until MetLife receives notice from me to the contrary.


• I understand that MetLife will not be liable for any failure to change or terminate this agreement until a written request is 
received from me in satisfactory form and reasonable time has passed for MetLife to act upon it.


• If any overpayment is credited to my account in error, I authorize and direct my financial institution to debit my account 
and to refund such overpayment to MetLife.


Name (Please Print)


Certificateholder Signature Date (mm/dd/yyyy)


Next Steps:
• Review and complete the Fraud Warnings, Certification & Signature sections.
• Review and complete the Authorization to Disclose Health Information Page.


Read the following fraud warnings and sign the certification on the next page.


Fraud Warnings, Certification & Signature
Before signing this claim form, please read the warning for the state where you reside and for the state where the insurance 
policy under which you are claiming a benefit was issued.


Alabama, Arkansas, District of Columbia, Louisiana, 
Massachusetts, Minnesota, New Mexico, Ohio, Rhode Island 
and West Virginia: Any person who knowingly presents a 
false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
Alaska: A person who knowingly and with intent to injure, 
defraud, or deceive an insurance company files a claim 
containing false, incomplete or misleading information may 
be prosecuted under state law.


Arizona: For your protection, Arizona law requires 
the following statement to appear on this form.  
Any person who knowingly presents a false or 
fraudulent claim for payment of a loss is subject to 
criminal and civil penalties.
California: For your protection, California law requires the 
following to appear on this form:  Any person who knowingly 
presents a false or fraudulent claim for the payment of a 
loss is guilty of a crime and may be subject to fines and 
confinement in state prison.


Colorado: It is unlawful to knowingly provide false, 
incomplete or misleading facts or information to an 
insurance company for the purpose of defrauding or 
attempting to defraud the company.  Penalties may include 
imprisonment, fines, denial of insurance and civil damages.  
Any insurance company or agent of an insurance company 
who knowingly provides false, incomplete or misleading facts 
or information to a policyholder or claimant for the purpose 
of defrauding or attempting to defraud the policyholder 
or claimant with regard to a settlement or award payable 
from insurance proceeds shall be reported to the Colorado 
Division of Insurance within the Department of Regulatory 
Agencies.
Delaware, Idaho, Indiana and Oklahoma: WARNING:  Any 
person who knowingly, and with intent to injure, defraud 
or deceive any insurer, makes any claim for the proceeds 
of an insurance policy containing any false, incomplete or 
misleading information is guilty of a felony.
Florida: Any person who knowingly and with intent to injure, 
defraud or deceive any insurance company files a statement 
of claim or an application containing any false, incomplete 
or misleading information is guilty of a felony of the third 
degree.
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Fraud Warnings (continued)
Kentucky: Any person who knowingly and with intent 
to defraud any insurance company or other person files 
a statement of claim containing any materially false 
information or conceals, for the purpose of misleading, 
information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime.
Maine, Tennessee and Washington: It is a crime to knowingly 
provide false, incomplete or misleading information to 
an insurance company for the purpose of defrauding the 
company. Penalties may include imprisonment, fines or a 
denial of insurance benefits.
Maryland: Any person who knowingly or willfully presents 
a false or fraudulent claim for payment of a loss or benefit 
or who knowingly or willfully presents false information in 
an application for insurance is guilty of a crime and may be 
subject to fines and confinement in prison.
New Hampshire: Any person who, with a purpose to injure, 
defraud or deceive any insurance company, files a statement 
of claim containing false, incomplete or misleading 
information is subject to prosecution and punishment for 
insurance fraud as provided in R.S.A. 638.20.
New Jersey: Any person who knowingly files a statement 
of claim containing any false or misleading information is 
subject to criminal and civil penalties.
Oregon: Any person who knowingly presents a materially 
false statement of claim for insurance may be guilty of a 
criminal offense and may be subject to penalties under state 
law.


Puerto Rico: Any person who knowingly and with the 
intention to defraud includes false information in an 
application for insurance or files, assists or abets in the 
filing of a fraudulent claim to obtain payment of a loss or 
other benefit, or files more than one claim for the same loss 
or damage, commits a felony and if found guilty shall be 
punished for each violation with a fine of no less than five 
thousand dollars ($5,000), not to exceed ten thousand dollars 
($10,000); or imprisoned for a fixed term of three (3) years, 
or both. If aggravating circumstances exist, the fixed jail 
term may be increased to a maximum of five (5) years; and 
if mitigating circumstances are present, the jail term may be 
reduced to a minimum of two (2) years.
Texas: Any person who knowingly presents a false or 
fraudulent claim for the payment of a loss is guilty of a crime 
and may be subject to fines and confinement in state prison.
Vermont: Any person who knowingly presents a false 
statement of claim for insurance may be guilty of a criminal 
offense and subject to penalties under state law.
Virginia: Any person who, with the intent to defraud or 
knowing that he is facilitating a fraud against a insurer, 
submits an application or files a claim containing a false or 
deceptive statement may have violated the state law.
Pennsylvania and all other states: Any person who knowingly 
and with intent to defraud any insurance company or other 
person files an application for insurance or statement of 
claim containing any materially false information, or conceals 
for the purpose of misleading, information concerning any 
fact material thereto commits a fraudulent insurance act, 
which is a crime and subjects such person to criminal and 
civil penalties.


By signing below, I acknowledge:


1. All information I have given is true and complete to the best of my knowledge and belief. 
2. I have read the applicable Fraud Warning(s) provided in this form.  New York Residents:  Any person who knowingly and with 


intent to defraud any insurance company or other person files an application for insurance or statement of claim containing 
any materially false information, or conceals for the purpose of misleading, information concerning any fact material 
thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five 
thousand dollars and the stated value of claim for each such violation.


Under penalty of perjury, I certify:


1. That the number shown on this form is my correct taxpayer identification/social security number; and 
2. That I am not subject to IRS required backup withholding as a result of failure to report all interest or dividend income; and
3. I am a U.S. citizen, or a U.S. resident for tax purposes.
Please note:  If item 2 or 3 above is not true, cross out the applicable item(s). The IRS does not require your consent to any provision 
of this document other than the certification to avoid backup withholding.


Signature of Insured or Authorized Representative Date (Month/Day/Year)


Name of Insured or Authorized Representative, if applicable (First Name, Middle Initial, Last Name) (Please Print)


If signed by Authorized Representative, describe your authority and provide documentation.


(e.g., guardian, conservator, power of attorney, etc.)
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Authorization to Disclose Health Information


Things to know before you begin


• Instructions for completing the form: complete all applicable areas of 
the form and sign below. 


• If you are the Authorized Representative, include a copy of the legal 
document(s) authorizing you to act on the Claimant’s behalf.


Metropolitan Life Insurance Company
Attn:  Group Accident Insurance Product
P.O. Box 80826
Lincoln, NE 68501-0826
Toll Free Phone:  1 866 626 3705
Fax Number:  1 855 306 7350


Your refusal to complete and sign this form may affect your eligibility for benefits under your accident insurance policy.


HIPAA: This Authorization has been carefully and specifically drafted to permit disclosure of health information 
consistent with the privacy rules adopted and subsequently amended by the United States Department of 
Health and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA).


For purposes of determining my eligibility for accident benefits, the administration of my accident benefit plan, and the administration 
of other benefit plans in which I participate that may be affected by my eligibility for accident benefits, I permit the following 
disclosures of information about me to be made in the format requested, including by telephone, fax or mail:


1. I permit: any physician or other medical/treating practitioner, hospital, clinic, other medical related facility or service, insurer, 
employer, government agency, group policyholder, contractholder or benefit plan administrator to disclose to Metropolitan Life 
Insurance Company (“MetLife”), my employer in its capacity as administrator of its accident benefit plan, and any consumer 
reporting agencies, investigative agencies, attorneys, and independent claim administrators acting on MetLife’s behalf, any and all 
information about my health, medical care, employment, and accident claim.


2. I permit MetLife and my employer (if applicable) to disclose in its capacity as administrator of its benefit plans any and all 
information about my health, medical care, employment, and accident claim.


This Authorization to Disclose Health Information specifically includes my permission to disclose my entire medical record, including 
medical information, records, test results, and data on: medical care or surgery; psychiatric or psychological medical records, but 
not psychotherapy notes; and alcohol or drug abuse including any data protected by Federal Regulations 42 CFR Part 2 or other 
applicable laws. Information concerning mental illness, HIV, AIDS, HIV related illnesses and sexually transmitted diseases or other 
serious communicable illnesses may be controlled by various laws and regulations. I consent to disclosure of such information, but 
only in accordance with laws and regulations as they apply to me. Information that may have been subject to privacy rules of the U.S. 
Department of Health and Human Services, once disclosed, may be subject to redisclosure by the recipient as permitted or required by 
law and may no longer be covered by those rules. Your health care provider may not condition your treatment on whether you sign this 
authorization.


I understand that I may revoke this authorization at any time by writing to MetLife Group Accident at P.O. Box 80826, Lincoln, NE 
68501-0826, except to the extent that action has been taken in reliance on it. If I do not, it will be valid for 24 months from the date I 
sign this form or the duration of my claim for benefits, whichever period is shorter. A photocopy of this authorization is as valid as the 
original form and I have a right to receive a copy upon request.


Name of Patient or Authorized Representative (Please Print) (First, MI, Last) Date of Birth (Month/Day/Year)


Signature of Patient or Authorized Representative Date (Month/Day/Year)


If signed by Authorized Representative, describe your authority and provide documentation.


(e.g., guardian, conservator, power of attorney, etc.)
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered 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                            .  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.cdphp.com/contracts or call                            to request a copy. 
  


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


 
 
  


Are there services 
covered before you meet 
your deductible? 


 


 
 
 
 


Are there other 
deductibles for specific 
services? 


 
 
  


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


 
 
  


What is not included in 
the out-of-pocket limit? 


 
 
 


 
 
 


Will you pay less if you 
use a network provider?  


 
 
 
 
 


Do you need a referral to 
see a specialist?   


 


All Tiers


20028760


1-877-269-2134


1-877-269-2134


UBI : EH3L21 EPO


11/01/2021 - 10/31/2022


In-Network: $750 individual/$1,875 
family. 


If you have other family members on the plan, each family member must meet their own individual 
deductible until the total amount of deductible expenses paid by all family members meets the 
overall family deductible. 


Deductible does not apply to 
preventive care, prescription
drugs, office based services, 
durable medical equipment and 
diabetic services. 


This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 


No. You don’t have to meet deductibles for specific services. 


In-Network: $2,000 individual/ 
$5,000 family. 


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. 


Premiums, balance billed 
charges, and health care this plan 
doesn't cover. 


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


Yes. See www.cdphp.com or call 
1-877-269-2134 for a list of 
network providers . 


This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if 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-network provider for some 
services (such as lab work). Check with your provider before you get services. 


No. You can see the specialist you choose without a referral. 


*If applicable, you may be able to use your Flexible Spending Account and/or your Health Reimbursement Arrangement to cover these costs. Refer to 
the Summary Plan Description and Plan Document for more information. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 


 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


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


Primary care visit to treat an 
injury or illness 


  
 


 
 
 
 


Specialist visit 
 
 
 


  


Preventive care/screening/ 
immunization   


  


If you have a test 


Diagnostic test (x-ray, blood 
work)    


Imaging (CT/PET scans, MRIs)   


 
 
 
 
 
 
 
 
 
 
 


 


97790


$30 co-pay /visit Not Covered 
You may use live video visits at 
www.doctorondemand.com. 


$30 co-pay /visit Not Covered 
Preauthorization required for Sleep Studies, 
Neurofeedback & Transcranial Magnetic 
Stimulation (TMS) 


No Charge Not Covered 
Preauthorization required for Genetic Testing 
and Immunizations for RSV. 


$30 co-pay /visit Not Covered 


Preauthorization required for Genetic Testing. 
Deductible does not apply and Copayment 
waived if performed at a designated 
laboratory/preferred center. 


$30 co-pay /visit Not Covered 
Deductible does not apply and Copayment 
waived if is performed at a preferred center. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
http://www.cdphp.c 
om/Members/Rx- 
Corner 


Tier 1 drugs  
 
 
 
 


 


Tier 2 drugs  
 
 
 
 


Tier 3 drugs  
 
 
 
 


Specialty drugs   


 
 
 
 


If you have outpatient 
surgery 


Facility fee (e.g., ambulatory 
surgery center)   


  


Physician/surgeon fees   
  


If you need immediate 
medical attention 


Emergency room care    
Emergency medical 
transportation 


 
 


 
  


Urgent care  
 
 
  


If you have a hospital 
stay 


Facility fee (e.g., hospital room)  


 
 
 
 
 
 
 


 


Physician/surgeon fees  
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Retail: $10 copay 
Mail-Order: $20 copay 


Not Covered 
Covers up to a 30-day supply (retail 
prescription); 90 day supply (mail order 
prescription) Prescriptions must be written by a 
duly licensed health care provider and filled at a 
participating pharmacy, unless otherwise 
authorized in advance by CDPHP. Specialty 
drugs are not eligible for the mail order program 
and require preauthorization to be obtained 
through CDPHP's participating specialty 
vendors. This plan has Formulary 1 and the 
Premier Rx Network. 


Retail: $40 copay 
Mail-Order: $80 copay 


Not Covered 


Retail: $70 copay 
Mail-Order: $140 copay 


Not Covered 


Retail: $10 copay /$40 
copay /$70 copay 


Not Covered 


20% co-insurance Not Covered 
You may have reduced cost share for preferred 
ambulatory surgery centers. 


No Charge Not Covered None. 


20% co-insurance 20% co-insurance All Emergency Care is considered In-Network. 


20% co-insurance 20% co-insurance All Emergency Care is considered In-Network. 


$40 co-pay /visit $40 co-pay /visit You may use live video visits. 


20% co-insurance Not Covered None. 


No Charge Not Covered None. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need mental 
health, behavioral 
health, or substance 
abuse services 


Outpatient services  
   


Inpatient services  
   


If you are pregnant 


Office visits 
 
 
 


 
  
 
 
 


Childbirth/delivery professional 
services 


 
   


Childbirth/delivery facility 
services 


 
 
 
 
 
 
 


  


If you need help 
recovering or have 
other special health 
needs 


Home health care 


 
 
 
 
 
 


  


Rehabilitation services 


 
 
 
 
 
 


  


Habilitation services  
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$30 co-pay /visit Not Covered None. 


20% co-insurance Not Covered 
Preauth required for Residential Treatment, with 
the exception of some scenarios. 


No Charge Not Covered 
Cost share applies for Initial visit to determine 
pregnancy, subsequent visits are Covered in Full 


No Charge Not Covered None. 


20% co-insurance Not Covered None. 


No Charge Not Covered None. 


20% co-insurance Not Covered 
60 consecutive inpatient days per plan year for 
PT/OT/ST services. 


$30 co-pay /visit Not Covered 


Limited to coverage for Applied Behavioral 
Analysis when necessary for the treatment of 
Autism Spectrum Disorder. All contract limits 
and provisions for managed benefits apply. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


 
 


Skilled nursing care 


 
 
 
 
 
 


  


Durable medical equipment 


 
 
 
 
 
 
 
 
 


  


Hospice services    
 


If your child needs 
dental or eye care 


Children’s eye exam  
   


Children’s glasses 


 
 
 
 
 


  


Children’s dental check-up 
 
 
 


  
 


97790


20% co-insurance Not Covered 
Preauthorization required. Limited to 45 days per 
plan year. 


20% co-insurance No Charge 


Durable medical equipment that is rented, 
repaired, replaced or costs more than $1000 
requires prior authorization before receiving 
care. 


20% co-insurance Not Covered 
Limited to 210 days combined Inpatient and 
Outpatient. 


Not Covered Not Covered None. 


Not Covered Not Covered None. 


Not Covered Not Covered 
Preventive Dental is not covered under your 
medical benefits. 
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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.) 


   


 


Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)  
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• Cosmetic surgery 
• Dental care (Adult) 
• Dental checkup 
• Eye exam 
• Glasses 
• Hearing aids 
• Long term care 


• Non-emergency care when traveling outside the 
U.S. 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care 
• Weight loss programs 


• Acupuncture (Limits Apply) 
• Bariatric surgery (Limits Apply) 
• Chiropractic care 


• Infertility treatment 
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Does this plan provide Minimum Essential Coverage?    
Minimum Essential Coverage generally includes plans,health insurance available through marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE and certain other coverage. If you are eligible for Essential Coverage,you may not be eligible for the premium tax credit.  
 
 
Does this plan meet the Minimum Value Standards?    
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. 
 
 
 
 
 
 
 
 


–––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––– 
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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 as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711),The New York State of Health NYS Department of Financial Services at (800) 342-3736 
or http://www.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323 
x61565 or www.cciio.cms.gov, the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html. 


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 l. For more information about your rights, look 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: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 
342-3736 or http://www.dfs.ny.gov/, or Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 


Yes


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


Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 


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


up care) 


Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-


controlled condition)  


 
 


 
 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 $12,686.85 


In this example, Peg would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Peg would pay is 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 Example Cost $5,601.10 


In this example, Joe would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Joe would pay is 


 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 


Total Example Cost $2,800.17 


In this example, Mia would pay: 
Cost Sharing 


Deductibles
Copayments
Coinsurance


What isn’t covered 
Limits or exclusions 
The total Mia would pay is 


About these Coverage Examples: 


 
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.    


Note: These numbers assume the patient does not participate in the plan’s wellness program.   
If you participate in the plan’s wellness program, you may be able to reduce your costs.  


$750 .00
$30.00


20%
20%


$750.00


$376.80
$873.20


$0.00


$2000.00


$750 .00
$30.00


20%
20%


$0.00


$1881.72
$0.00


$0.00


$1881.72


$750 .00
$30.00


20%
20%


$750.00


$150.00
$116.57


$211.56


$1228.13
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Discrimination is Against the Law 
Capital District Physicians’ Health Plan, Inc. (CDPHP®) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 


color, national origin, age, disability, or sex. CDPHP does not exclude people or treat them differently because of race, color, national origin, age, 


disability, or sex. 


 


CDPHP: 


 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats,  


other formats) 


 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 


 


If you need these services, contact the CDPHP Civil Rights Coordinator. 


 


If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, 


or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803 (TTY/TDD: 711), 


Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-support/email-cdphp. If you need help 


filing a grievance, the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of 


Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., 


Room 509F, HHH Building, Washington, DC 20201,  


1-800-368-1019 (TDD 1-800-537-7697).  


 


Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.   


 


Multi-language Interpreter Services 


ATTENTION: If you speak a non-English language, language assistance services, free of charge, are available to you. Call the number 


on your member ID card (TTY: 711).  


ATENCIÓN: Si habla otro idioma que no es el inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 


número que figura en su tarjeta de identificación de miembro (TTY: 711).  


注意：如果您使用的語言不是英語，您可以免費獲得語言援助服務。請致電您會員 ID卡上的電話（聽力障礙電傳：711）。  
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ВНИМАНИЕ: Если вы говорите на иностранном языке, вы можете воспользоваться бесплатными услугами перевода. 


Позвоните по номеру на вашей ID карточке участника (Телетайп: 711).  


ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sèvis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm 


ou a (TTY: 711).  


주의: 영어 이외의 언어를 사용하는 경우 무료로 언어 지원 서비스를 받을 수 있습니다. 귀하의 회원 ID 카드에 있는 번호로 


전화하십시오(TTY: 711).  


ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il 


numero presente sulla scheda ID dei membri (TTY: 711).  


 קארטל ID מעמבער אייער אויף נומער דעם רופט. זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל, אויב איר רעדט : אויפמערקזאם


(TTY:711 ) 


মন োন োগ দি ঃ আপদ   দি ইংনেদি বদির্ভু ত ক ো  র্োষোয়  থো বনে  ,আপ োে ি য দব ো খেচোয় র্োষো সিোয়তো উপের্য েনয়নে। আপ োে সিসয আইদি 


 োনিুে  ম্বনে  ে  রু  (TTY: 711(।  


UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer na Twojej członkowskiej 
karcie ID (TTY: 711).  


 (. TTY :711تنبيه: إذا كنت تتحدث لغة غير الإنجليزية، تتوفر إليك خدمات مساعدة اللغة مجاناً.  اتصل بالرقم الموجود ببطاقة الهوية لعضويتك )


ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué 


sur votre carte de membre (ATS : 711).  


دستياب ہيں۔ اپنے ممبر آئی ڈی کارڈ پر درج نمبر پر توجہ ديں: اگر آپ انگريزی کے علاوہ دوسری زبان بولتے ہيں تو، آپ کے ليے زبان کی اعانت کی خدمات مفت 


 (۔TTY: 711) کال کريں


ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad. 


Tawagan ang numero sa inyong card miyembro ID (TTY: 711).  


ΠΡΟΣΟΧΗ: Αν δεν μιλάτε Αγγλικά, υπάρχουν στη διάθεσή σας υπηρεσίες γλωσσικής υποστήριξης οι οποίες παρέχονται δωρεάν. Καλέστε τον αριθμό 


που θα βρείτε στην ατομική σας ταυτότητα μέλους (TTY: 711). 


VINI RE: Nëse flisni një gjuhë jo-anglisht, shërbime falas të ndihmës së gjuhës janë në dispozicion për ju.  Telefonojini numrit në 


kartën tuaj të ID të anëtarit (TTY: 711).  





		sbc-template-one-final

		sbc-template-two-final

		sbc-template-three-final

		sbc-template-four-final

		sbc-template-five-final

		sbc-template-six-final

		sbc-template-seven-final

		sbc-template-eight-final










 


ADF# AI664.14 


 


 


 


 


 


 


 
 


ACCIDENT INSURANCE BENEFITS 
 


 
 


 
With MetLife, you’ll have a choice of two comprehensive plans which provide payments in addition to any other insurance payments you 
may receive1. Here are just some of the covered events/services2.


 
Accidental Injury Benefits 


Low Plan Benefits  High Plan Benefits 


Fracture Benefit* 
$100 – $8,000 depending on the fracture 
and type of repair 


$200 – $10,000 depending on the fracture 
and type of repair 


Dislocation Benefit* 
$100 – $8,000 depending on the 
dislocation and type of repair 


$200 – $10,000 depending on the 
dislocation and type of repair 


Second or Third Degree Burn Benefit 
$75 – $10,000 depending on the degree 
of the burn and the percentage of burnt 
skin 


$100 – $15,000 depending on the degree 
of the burn and the percentage of burnt 
skin 


Concussion Benefit $250 $500 


Coma Benefit $7,500 $10,000 


Laceration Benefit 
$50 – $400 depending on the length of 
the cut and type of repair 


$75 – $700 depending on the length of 
the cut and type of repair 


Broken Tooth Benefit Crown  $200  Filling $25  Extraction $100 Crown  $300  Filling $50  Extraction $150 


Eye Injury Benefit $300 $400 


Accident - Medical Services & Treatment 
Benefits 


Low Plan Benefits High Plan Benefits 


Ambulance Benefit Ground:  $300  Air:  $1,000 Ground:  $400  Air:  $1,250 


Emergency Care Benefit $75 – $150 depending on location of care 
$100 – $200 depending on location of 
care 


Non-Emergency Initial Care Benefit $75 $100 


Physician Follow-Up Visit Benefit $75 $100 


Therapy Services Benefit 
$35 $50 


(including physical therapy) 


Medical Testing Benefit $150 $200 


Medical Appliance Benefit $75 – $750 depending on the appliance 
$150 – $1,000 depending on the 
appliance 


Transportation Benefit $300 $400 


Pain Management Benefit 
$75 $100 


(for epidural anesthesia) 


Prosthetic Device Benefit 
One device: $750 One device: $1,000 


More than one device: $1,500 More than one device: $2,000 


Modification Benefit $1,000 $1,500 


Blood/Plasma/Platelets Benefit $400 $500 


Surgical Repair Benefit 
$150-$1,500 depending on the type of 
surgery 


$200-$2,000 depending on the type of 
surgery 


Exploratory Surgery Benefit $150 $200 


Other Outpatient Surgery Benefit $300 $400 


Accident Insurance  
Plan Summary 


 
 







 


 


Hospital Benefits*  Low Plan Benefits High Plan Benefits 


Admission Benefit $1,000 for the day of admission $2,000 for the day of admission 


ICU Supplemental Admission Benefit $1,000 for the day of admission $2,000 for the day of admission 


Confinement Benefit 
$200 per day  $300 per day  


(paid for up to 31 days per accident) 


ICU Supplemental Confinement Benefit 
$200 per day $300 per day 


(paid for up to 15 days per accident) 


Inpatient Rehabilitation Benefit  
$150 per day $200 per day 


(paid for up to 15 days per accident) 


Accidental Death Benefit Low Plan Benefits High Plan Benefits 


Accidental Death Benefit* 


$25,000 $50,000 


$75,000 for accidental death on common 
carrier 


$150,000 for accidental death on common 
carrier 


Accidental Dismemberment, Functional 
Loss & Paralysis Benefits 


Low Plan Benefits High Plan Benefits 


Dismemberment/Functional Loss $750 – $20,000 depending on the injury $1,000 – $40000 depending on the injury 


Paralysis  
$10,000 - $20,000 depending on the 
number of limbs 


$20000 - $40,000 depending on the 
number of limbs 


Other Benefits   Low Plan Benefits High Plan Benefits 


Lodging Benefit* - for a companion of a 
covered person who is hospitalized   


$100 per day $200 per day 


 


* Notes Regarding Certain Benefits 


 Fracture and Dislocation benefits – Chip fractures are paid at 25% of the applicable fracture benefit and partial dislocations are paid at 25% of the 
applicable dislocation benefit.  


 Hospital Benefits – Hospital does not include certain facilities such as nursing homes, convalescent care or extended care facilities. See MetLife’s 
Disclosure Statement or Outline of Coverage/Disclosure Document for full details. 


 Accidental Death Benefit – The benefit amount will be reduced by the amount of any accidental dismemberment/functional loss/paralysis benefits 
and modification benefit paid for injuries sustained by the covered person in the same accident for which the accidental death benefit is being paid.  


 Common Carrier Benefit - Common Carrier refers to airplanes, trains, buses, trolleys, subways and boats. Certain conditions apply. See your 
Disclosure Statement or Outline of Coverage/Disclosure Document for specific details. Be sure to review other information contained in this booklet 
for more details about plan benefits, monthly rates and other terms and conditions.   


 Lodging Benefit – The lodging benefit is not available in all states. It provides a benefit for a companion accompanying a covered insured while 
hospitalized, provided that lodging is at least 50 miles from the insured’s primary residence. 


 
 


BENEFIT PAYMENT EXAMPLE 


 


                                
 


 
 


 
 


Covered Event3 


 
Benefit 
Amount 


Ambulance (ground) $400 


Emergency Care 
 


$200 


Physician Follow-Up ($100x2) $200 


Medical Testing $200 


Concussion $500 


Broken Tooth (repaired by crown) $300 


Benefits paid by MetLife 
Group Accident Insurance  
 


$1,800 


Kathy’s daughter, Molly, plays soccer on the varsity high school 
team. During a recent game, she collided with an opposing player, 
was knocked unconscious and taken to the local emergency room 
by ambulance for treatment. The ER doctor diagnosed a concussion 
and a broken tooth. He ordered a CT scan to check for facial 
fractures too, since Molly’s face was very swollen. Molly was 
released to her primary care physician for follow-up treatment, and 
her dentist repaired her broken tooth with a crown. Depending on 
her health insurance, Kathy’s out-of-pocket costs could run into 
hundreds of dollars to cover expenses like insurance co-payments 
and deductibles. MetLife Group Accident Insurance payments can 
be used to help cover these unexpected costs. 







 


 


Metropolitan Life Insurance Company  |  200 Park Avenue  |  New York, NY 10166 
L0819517025[exp1020][All States]© 2019 MetLife Services and Solutions, LLC   


                                                                                                                                           


 


 
 


QUESTIONS & ANSWERS 
 


Who is eligible to enroll for this accident coverage? 
You are eligible to enroll yourself and your eligible family members.4  You need to enroll during your Enrollment Period and 
be actively at work for your coverage to be effective. 
 
How do I pay for my accident coverage? 
Premiums will be conveniently paid through payroll deduction, so you don’t have to worry about writing a check or missing a 
payment. 
 
What happens if my employment status changes? Can I take my coverage with me? 
Yes, you can take your coverage with you.5 You will need to continue to pay your premiums to keep your coverage in force. 
Your coverage will only end if you stop paying your premium or if your employer offers you similar coverage with a different 
insurance carrier. 
 
Who do I call for assistance? 
Contact a MetLife Customer Service Representative at 1 800- GET-MET8 (1-800-438-6388), Monday through Friday from 
8:00 a.m. to 8:00 p.m., EST.   
 Please call MetLife directly at 1-855-JOIN-MET (1-855-564-6638), Monday through Friday from 8:00 a.m. to 8 p.m., EST 
and talk with a benefits consultant.   
 


1 Covered services/treatments must be the result of a covered accident as defined in the group policy/certificate. See your Disclosure 
Statement or Outline of Coverage/Disclosure Document for full details. 
2 Availability of benefits varies by state.  See your Disclosure Statement or Outline of Coverage/Disclosure Document for state variations. 


3 Benefits and amounts are based on sample MetLife plan design.  Plan design and plan benefits may vary. 


4 Coverage is guaranteed provided (1) the employee is actively at work and (2) dependents to be covered are not subject to medical 
restrictions as set forth on the enrollment form and in the Certificate. Some states require the insured to have medical coverage. 
5 Eligibility for portability through the Continuation of Insurance with Premium Payment provision may be subject to certain eligibility 
requirements and limitations. For more information, contact your MetLife representative. 
 
 


METLIFE’S ACCIDENT INSURANCE IS A LIMITED BENEFIT GROUP INSURANCE POLICY. The policy is not intended to be a substitute 
for medical coverage and certain states may require the insured to have medical coverage to enroll for the coverage. The policy or its 
provisions may vary or be unavailable in some states. Like most group accident and health insurance policies, policies offered by MetLife 
may include waiting periods and contain certain exclusions, limitations and terms for keeping them in force. For complete details of coverage 
and availability, please refer to the group policy form GPNP12-AX or contact MetLife.  
 
Benefits are underwritten by Metropolitan Life Insurance Company, New York, NY.  Hospital does not include certain facilities such as 
nursing homes, convalescent care or extended care facilities. See MetLife’s Disclosure Statement or Outline of Coverage/Disclosure 
Document for full details. 
 








CDPHP Universal Benefits, Inc. 
500 Patroon Creek Boulevard 
Albany, New York 12206-1057 


(518) 641-3000 


This is Your 


EXCLUSIVE PROVIDER ORGANIZATION 
CERTIFICATE OF COVERAGE 


Issued by 


CDPHP Universal Benefits, Inc. 


This Certificate of Coverage ("Certificate") explains the benefits available to You under a 
Group Contract between CDPHP Universal Benefits, Inc. (hereinafter referred to as 
"We", "Us" or "Our") and the Group listed in the Group Contract. This Certificate is not a 
contract between You and Us. Amendments, riders or endorsements may be delivered 
with the Certificate or added thereafter. 


This Certificate offers You the option to receive Covered Services on two benefit levels: 
1. In-Network Preferred Benefits. In-network preferred benefits are the highest 


level of coverage available. In-network preferred benefits apply when Your care 
is provided by Preferred Providers in Our CDPHP UBI network. You should 
always consider receiving health services first through Our Preferred Providers in 
Our CDPHP UBI network. 


2. In-Network Benefits. In-network benefits are the lower level of coverage 
available. In-network benefits apply when Your care is provided by Participating 
Providers that are not Preferred Providers and are in Our CDPHP UBI network 
who are located within Our Service Area. You should always consider receiving 
services first through Preferred Providers and then from Participating Providers 
that are not Preferred Providers. 


READ THIS ENTIRE CERTIFICATE CAREFULLY. IT DESCRIBES THE BENEFITS 
AVAILABLE UNDER THE GROUP CONTRACT. IT IS YOUR RESPONSIBILITY TO 
UNDERSTAND THE TERMS AND CONDITIONS IN THIS CERTIFICATE. 


This Certificate is governed by the laws of New York State. 


CDPHP UNIVERSAL BENEFITS, INC. 


Form #02-0001-2018 EPOLGEMBED18 







By: 
John D. Bennett, MD, FACC 


President and CEO 


If You need foreign language assistance to understand this Certificate, You may call Us 
at the number on Your ID card. 
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SECTION I 


Definitions 


Defined terms will appear capitalized throughout this Certificate. 


Acute: The onset of disease or injury, or a change in the Member's condition that 
would require prompt medical attention. 


Allowed Amount: The maximum amount on which Our payment is based for Covered 
Services. See the Cost-Sharing Expenses and Allowed Amount section of this 
Certificate for a description of how the Allowed Amount is calculated. 


Ambulatory Surgical Center: A Facility currently licensed by the appropriate state 
regulatory agency for the provision of surgical and related medical services on an 
outpatient basis. 


Appeal: A request for Us to review a Utilization Review decision or a Grievance again. 


Balance Billing: When a Non-Participating Provider bills You for the difference 
between the Non-Participating Provider's charge and the Allowed Amount. A 
Participating Provider may not Balance Bill You for Covered Services. 


Certificate: This Certificate issued by CDPHP Universal Benefits, Inc., including the 
Schedule of Benefits and any attached riders. 


Child, Children: The Subscriber's Children, including any natural, adopted or step
children, unmarried disabled Children, newborn Children, or any other Children as 
described in the Who is Covered section of this Certificate. 


Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of 
the Allowed Amount for the service that You are required to pay to a Provider. The 
amount can vary by the type of Covered Service. 


Copayment: A fixed amount You pay directly to a Provider for a Covered Service when 
You receive the service. The amount can vary by the type of Covered Service. 


Cost-Sharing: Amounts You must pay for Covered Services, expressed as 
Copayments, Deductibles and/or Coinsurance. 


Cover, Covered or Covered Services: The Medically Necessary services paid for, 
arranged, or authorized for You by Us under the terms and conditions of this Certificate. 


Deductible: The amount You owe before We begin to pay for Covered Services. The 
Deductible applies before any Copayments or Coinsurance are applied. The Deductible 
may not apply to all Covered Services. You may also have a Deductible that applies to 
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a specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before 
We begin to pay for a particular Covered Service. 


Dependents: The Subscriber's Spouse and Children. 


Durable Medical Equipment ("DME"): Equipment which is: 
• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Emergency Condition: A medical or behavioral condition that manifests itself by Acute 
symptoms of sufficient severity, including severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably expect the 
absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; -or 
• Serious disfigurement of such person. 


Emergency Department Care: Emergency Services You get in a Hospital emergency 
department. 


Emergency Services: A medical screening examination which is within the capability 
of the emergency department of a Hospital, including ancillary services routinely 
available to the emergency department to evaluate such Emergency Condition; and 
within the capabilities of the staff and facilities available at the Hospital, such further 
medical examination and treatment as are required to stabilize the patient. "To stabilize" 
is to provide such medical treatment of an Emergency Condition as may be necessary 
to assure that, within reasonable medical probability, no material deterioration of the 
condition is likely to result from or occur during the transfer of the patient from a Facility, 
or to deliver a newborn child (including the placenta). 


Exclusions: Health care services that We do not pay for or Cover. 


External Appeal Agent: An entity that has been certified by the New York State 
Department of Financial Services to perform external appeals in accordance with New 
York law. 


Facility: A Hospital; Ambulatory Surgical Center; birthing center; dialysis center; 
rehabilitation Facility; Skilled Nursing Facility; hospice; Home Health Agency or home 
care services agency certified or licensed under Article 36 of the New York Public 
Health Law; a comprehensive care center for eating disorders pursuant to Article 27-J of 
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the New York Public Health Law; and a Facility defined in New York Mental Hygiene 
Law Sections 1.03(10) and (33), certified by the New York State Office of Alcoholism 
and Substance Abuse Services, or certified under Article 28 of the New York Public 
Health Law (or, in other states, a similarly licensed or certified Facility). If You receive 
treatment for substance use disorder outside of New York State, a Facility also includes 
one which is accredited by the Joint Commission to provide a substance use disorder 
treatment program. 


Grievance: A complaint that You communicate to Us that does not involve a Utilization 
Review determination. 


Group: The employer or party that has entered into an agreement with Us as a 
contractholder. 


Habilitation Services: Health care services that help a person keep, learn or improve 
skills and functioning for daily living. Habilitative Services include the management of 
limitations and disabilities, including services or programs that help maintain or prevent 
deterioration in physical, cognitive, or behavioral function. These services consist of 
physical therapy, occupational therapy and speech therapy. 


Health Care Professional: An appropriately licensed, registered or certified 
Physician; dentist; optometrist; chiropractor; psychologist; social worker; podiatrist; 
physical therapist; occupational therapist; midwife; speech-language pathologist; 
audiologist; pharmacist; behavior analyst; or any other licensed, registered or certified 
Health Care Professional under Title 8 of the New York Education Law (or other 
comparable state law, if applicable) that the New York Insurance Law requires to be 
recognized who charges and bills patients for Covered Services. The Health Care 
Professional's services must be rendered within the lawful scope of practice for that 
type of Provider in order to be covered under this Certificate. 


Home Health Agency: An organization currently certified or licensed by the State of 
New York or the state in which it operates and renders home health care services. 


Hospice Care: Care to provide comfort and support for persons in the last stages of a 
terminal illness and their families that are provided by a hospice organization certified 
pursuant to Article 40 of the New York Public Health Law or under a similar certification 
process required by the state in which the hospice organization is located. 


Hospital: A short term, acute, general Hospital, which: 
• Is primarily engaged in providing, by or under the continuous supervision of 


Physicians, to patients, diagnostic services and therapeutic services for 
diagnosis, treatment and care of injured or sick persons; 


• Has organized departments of medicine and major surgery; 
• Has a requirement that every patient must be under the care of a Physician or 


dentist; 
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• Provides 24-hour nursing service by or under the supervision of a registered 
professional nurse (R.N.); 


• If located in New York State, has in effect a Hospitalization review plan 
applicable to all patients which meets at least the standards set forth in 42 U.S.C. 
Section 1395x(k); 


• Is duly licensed by the agency responsible for licensing such Hospitals; and 
• Is not, other than incidentally, a place of rest, a place primarily for the treatment 


of tuberculosis, a place for the aged, a place for drug addicts, alcoholics, or a 
place for convalescent, custodial, educational, or rehabilitory care. 


Hospital does not mean health resorts, spas, or infirmaries at schools or camps. 


Hospitalization: Care in a Hospital that requires admission as an inpatient and usually 
requires an overnight stay. 


Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight 
stay. 


Medically Necessary: See the How Your Coverage Works section of this Certificate 
for the definition. 


Medicare: Title XVI II of the Social Security Act, as amended. 


Member: The Subscriber or a covered Dependent for whom required Premiums have 
been paid. Whenever a Member is required to provide a notice pursuant to a Grievance 
or emergency department visit or admission, "Member" also means the Member's 
designee. 


Non-Participating Provider: A Provider who doesn't have a contract with Us to 
provide services to You. The services of Non-Participating Providers are Covered only 
for Emergency Services, Urgent Care or when authorized by Us. 


Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Sharing before We 
begin to pay 100% of the Allowed Amount for Covered Services. This limit never 
includes Your Premium, Balance Billing charges or the cost of health care services We 
do not Cover. 


Participating Provider: A Provider who has a contract with Us to provide services to 
You. A list of Participating Providers and their locations is available on Our website at 
www.cdphp.com or upon Your request to Us. The list will be revised from time to time 
by Us. You will pay higher Cost-Sharing to see a Participating Provider as compared to 
a Preferred Provider. 


Physician or Physician Services: Health care services a licensed medical Physician 
(M.D. - Medical Doctor or D.O. - Doctor of Osteopathic Medicine) provides or 
coordinates. 
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Plan Year: The 12-month period beginning on the effective date of the Certificate or 
any anniversary date thereafter, during which the Certificate is in effect. 


Preauthorization: A decision by Us prior to Your receipt of a Covered Service, 
procedure, treatment plan, device, or Prescription Drug that the Covered Service, 
procedure, treatment plan, device or Prescription Drug is Medically Necessary. We 
indicate which Covered Services require Preauthorization in the Schedule of Benefits 
section of this Certificate. 


Preferred Provider: A Provider who has a contract with Us to provide services to You 
at the highest level of coverage available to You. You will pay the least amount of Cost
Sharing to see a Preferred Provider. 


Premium: The amount that must be paid for Your health insurance coverage. 


Prescription Drugs: A medication, product or device that has been approved by the 
Food and Drug Administration ("FDA") and that can, under federal or state law, be 
dispensed only pursuant to a prescription order or refill and is on Our formulary. A 
Prescription Drug includes a medication that, due to its characteristics, is appropriate for 
self administration or administration by a non-skilled caregiver. 


Primary Care Physician ("PCP"): A participating nurse practitioner or Physician who 
typically is an internal medicine, family practice or pediatric Physician and who directly 
provides or coordinates a range of health care services for You. 


Provider: A Physician, Health Care Professional, or Facility licensed, registered, 
certified or accredited as required by state law. A Provider also includes a vendor or 
dispenser of diabetic equipment and supplies, durable medical equipment, medical 
supplies, or any other equipment or supplies that are Covered under this Certificate that 
is licensed, registered, certified or accredited as required by state law. 


Referral: An authorization given to one Participating Provider from another 
- Participating Provider (usually from a PCP to a participating Specialist) in order to 


arrange for additional care for a Member. 


Rehabilitation Services: Health care services that help a person keep, get back, or 
improve skills and functioning for daily living that have been lost or impaired because a 
person was sick, hurt, or disabled. These services consist of physical therapy, 
occupational therapy, and speech therapy in an inpatient and/or outpatient setting. 


Schedule of Benefits: The section of this Certificate that describes the Copayments, 
Deductibles, Coinsurance, Out-of-Pocket Limits, Preauthorization requirements, and 
other limits on Covered Services. 


Service Area: The geographical area, designated by Us and approved by the State of 
New York, in which We provide coverage. Our Service Area consists of the following 
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counties: Albany, Broome, Chenango, Columbia, Delaware, Dutchess, Essex, Fulton, 
Greene, Hamilton, Herkimer, Madison, Montgomery, Oneida, Orange, Otsego, 
Rensselaer, Saratoga, Schenectady, Schoharie, Tioga, Ulster, Warren, Washington. 


Skilled Nursing Facility: An institution or a distinct part of an institution that is 
currently licensed or approved under state or local law; primarily engaged in providing 
skilled nursing care and related services as a Skilled Nursing Facility, extended care 
Facility, or nursing care Facility approved by the Joint Commission, or the Bureau of 
Hospitals of the American Osteopathic Association, or as a Skilled Nursing Facility 
under Medicare; or as otherwise determined by Us to meet the standards of any of 
these authorities. 


Specialist: A Physician who focuses on a specific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. 


Spouse: The person to whom the Subscriber is legally married, including a same sex 
Spouse. 


Subscriber: The person to whom this Certificate is issued. 


UCR (Usual, Customary and Reasonable): The cost of a medical service in a 
geographic area based on what Providers in the area usually charge for the same or 
similar medical service. 


Urgent Care: Medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
Emergency Department Care. Urgent Care may be rendered in a Physician's office or 
Urgent Care Center. 


Urgent Care Center: A licensed Facility that provides Urgent Care. 


Us, We, Our: CDPHP Universal Benefits, Inc. and anyone to whom We legally 
delegate performance, on Our behalf, under this Certificate. 


Utilization Review: The review to determine whether services are or were Medically 
Necessary or experimental or investigational (i.e., treatment for a rare disease or a 
clinical trial). 


You, Your: The Member. 
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SECTION II 


How Your Coverage Works 


A. Your Coverage Under this Certificate. 
Your employer (referred to as the "Group") has purchased a Group health insurance 
Contract from Us. We will provide the benefits described in this Certificate to covered 
Members of the Group, that is, to employees of the Group and their covered 
Dependents. However, this Certificate is not a contract between You and Us. You 
should keep this Certificate with Your other important papers so that it is available for 
Your future reference. 


B. Covered Services. 
You will receive Covered Services under the terms and conditions of this Certificate only 
when the Covered Service is: 


• Medically Necessary; 
• Provided by a Participating Provider; 
• Listed as a Covered Service; 
• Not in excess of any benefit limitations described in the Schedule of Benefits 


section of this Certificate; and 
• Received while Your Certificate is in force. 


When You are outside Our Service Area, coverage is limited to Emergency Services, 
Pre-Hospital Emergency Medical Services and ambulance services to treat Your 
Emergency Condition and Urgent Care. 


C. Participating Providers. 
To find out if a Provider is a Participating Provider, and for details about licensure and 
training: 


• Check Your Provider directory, available at Your request; 
• Call the number on Your ID card; or 
• Visit Our website at www.cdphp.com. 


D. Preferred Providers. 
Some Participating Providers are also Preferred Providers. Certain services may be 
obtained from Preferred Providers. If You receive Covered Services from Preferred 
Providers, Your Cost-Sharing may be lower than if You received the services from 
Participating Providers. See the Schedule of Benefits section of this Certificate for 
coverage of Preferred Provider services. 


E. The Role of Primary Care Physicians. 
This Certificate does not have a gatekeeper, usually known as a Primary Care 
Physician ("PCP"). You do not need a Referral from a PCP before receiving Specialist 
care. 


You may need to request Preauthorization before You receive certain services. 
See the Schedule of Benefits section of this Certificate for the services that 
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require Preauthorization. 


1. Access to Providers and Changing Providers. Sometimes Providers in Our 
Provider directory are not available. You should call the Provider to make sure he 
or she is a Participating Provider and is accepting new patients. 


To see a Provider, call his or her office and tell the Provider that You are a 
CDPHP UBI Member, and explain the reason for Your visit. Have Your ID card 
available. The Provider's office may ask You for Your Group or Member ID 
number. When You go to the Provider's office, bring Your ID card with You. 


F. Services Subject to Preauthorization. 
Our Preauthorization is required before You receive certain Covered Services. You are 
responsible for requesting Preauthorization for the in-network services listed in the 
Schedule of Benefits section of this Certificate. 


G. Preauthorization Procedure. 
If You seek coverage for services that require Preauthorization, You must call Us at the 
number on Your ID card. 


After receiving a request for approval, We will review the reasons for Your planned 
treatment and determine if benefits are available. Criteria will be based on multiple 
sources which may include medical policy, clinical guidelines, and pharmacy and 
therapeutic guidelines. 


H. Failure to Seek Preauthorization. 
If You fail to seek Our Preauthorization for benefits subject to this section, We will pay 
an amount of $500 less than We would otherwise have paid for the care, or We will pay 
only 50% of the amount We would otherwise have paid for the care, whichever results 
in a greater benefit for You. You must pay the remaining charges. We will pay the 
amount specified above only if We determine the care was Medically Necessary even 
though You did not seek Our Preauthorization. If We determine that the services were 
not Medically Necessary, You will be responsible for paying the entire charge for the 
service. 


I. Medical Management. 
The benefits available to You under this Certificate are subject to pre-service, 
concurrent and retrospective reviews to determine when services should be Covered by 
Us. The purpose of these reviews is to promote the delivery of cost0 effective medical 
care by reviewing the use of procedures and, where appropriate, the setting or place 
the services are performed. Covered Services must be Medically Necessary for benefits 
to be provided. 


J. Medical Necessity. 
We Cover benefits described in this Certificate as long as the health care service, 
procedure, treatment, test, device, Prescription Drug or supply ( collectively, "service") 
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is Medically Necessary. The fact that a Provider has furnished, prescribed, ordered, 
recommended, or approved the service does not make it Medically Necessary or mean 
that \Ne have to Cover it. 


We may base Our decision on a review of: 
• Your medical records; 
• Our medical policies and clinical guidelines; 
• Medical opinions of a professional society, peer review committee or other 


groups of Physicians; 
• Reports in peer-reviewed medical literature; 
• Reports and guidelines published by nationally-recognized health care 


organizations that include supporting scientific data; 
• Professional standards of safety and effectiveness, which are generally


recognized in the United States for diagnosis, care, or treatment; 
• The opinion of Health Care Professionals in the generally-recognized health 


specialty involved; 
• The opinion of the attending Providers, which have credence but do not overrule 


contrary opinions. 


Services will be deemed Medically Necessary only if: 
• They are clinically appropriate in terms of type, frequency, extent, site, and 


duration, and considered effective for Your illness, injury, or disease; 
• They are required for the direct care and treatment or management of that 


condition; 
• Your condition would be adversely affected if the services were not provided; 
• They are provided in accordance with generally-accepted standards of medical 


practice; 
• They are not primarily for the convenience of You, Your family, or Your Provider; 
• They are not more costly than an alternative service or sequence of services, 


that is at least as likely to produce equivalent therapeutic or diagnostic. results; 
• When setting or place of service is part of the review, services that can be safely 


provided to You in a lower cost setting will not be Medically Necessary if they are 
performed in a higher cost setting. For example, We will not provide coverage for 
an inpatient admission for surgery if the surgery could have been performed on 
an outpatient basis or an infusion or injection of a specialty drug provided in the 
outpatient department of a Hospit,il if the drug could be provided in a Physician's 
office or the home setting. 


See the Utilization Review and External Appeal sections of this Certificate for Your right 
lo an internal Appeal and external appeal of Our determination that a service is not 
Medically Necessary. 


K. Protection from Surprise Bills. 
1. A surprise bill is a bill You receive for Covered Services in the following 


circumstances: 
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• For services performed by a non-participating Physician at a participating 
Hospital or Ambulatory Surgical Center, when: 


o A participating Physician is unavailable at the time the health care 
services are performed; 


o A non-participating Physician performs services without Your 
knowledge; or 


o Unforeseen medical issues or services arise at the time the health 
care services are performed. 


A surprise bill does not include a bill for health care services when a participating 
Physician is available and You elected to receive services from a non
participating Physician. 


• You were referred by a participating Physician to a Non-Participating 
Provider without Your explicit written consent acknowledging that the 
referral is to a Non-Participating Provider and it may result in costs not 
covered by Us. For a surprise bill, a referral to a Non-Participating 
Provider means: 


o Covered Services are performed by a Non-Participating Provider in 
the participating Physician's office or practice during the same visit; 


o The participating Physician sends a specimen taken from You in 
the participating Physician's office to a non-participating laboratory 
or pathologist; or 


o For any other Covered Services performed by a Non-Participating 
Provider at the participating Physician's request, when Referrals 
are required under Your Certificate. 


You will be held harmless for any Non-Participating Provider charges for the 
surprise bill that exceed Your Copayment, Deductible or Coinsurance if You 
assign benefits to the Non-Participating Provider in writing. In such cases, the 
Non-Participating Provider may only bill You for Your Copayment, Deductible or 
Coinsurance. 


The assignment of benefits form for surprise bills is available at www.dfs.ny.gov 
or You can visit Our website at www.cdphp.com for a copy of the form. You need 
to mail a copy of the assignment of benefits form to Us at the address on Our 
website and to Your Provider. 


2. Independent Dispute Resolution Process. Either We or a Provider may 
submit a dispute involving a surprise bill to an independent dispute resolution 
entity ("IDRE") assigned by the state. Disputes are submitted by completing the 
IDRE application form, which can be found at www.dfs.ny.gov. The IDRE will 
determine whether Our payment or the Provider's charge is reasonable within 30 
days of receiving the dispute. 


L. Delivery of Covered Services Using Telehealth. 
If Your Participating Provider offers Covered Services using telehealth, We will not deny 
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the Covered Services because they are delivered using telehealth. Covered Services 
delivered using telehealth may be subject to utilization review and quality assurance 
requirements and other terms and conditions of the Certificate that are at least as 
favorable as those requirements for the same service when not delivered using 
telehealth. "Telehealth" means the use of electronic information and communication 
technologies by a Participating Provider to deliver Covered Services to You while Your 
location is different than Your Provider's location. 


M. Case Management. 
Case management helps coordinate services for Members with health care needs due 
to serious, complex, and/or chronic health conditions. Our programs coordinate benefits 
and educate Members who agree to take part in the case management program to help 
meet their health-related needs. 


Our case management programs are confidential and voluntary. These programs are 
given at no extra cost to You and do not change Covered Services. If You meet 
program criteria and agree to take part, We will help You meet Your identified health 
care needs. This is reached through contact and team work with You and/or Your 
authorized representative, treating Physician(s), and other Providers. In addition, We 
may assist in coordinating care with existing community-based programs and services 
to meet Your needs, which may include giving You information about external agencies 
and community-based programs and services. 


In certain cases of severe or chronic illness or injury, We may provide benefits for 
alternate care through Our case management program that is not listed as a Covered 
Service. We may also extend Covered Services beyond the benefit maximums of this 
Certificate. We will make Our decision on a case-by-case basis if We determine the 
alternate or extended benefit is in the best interest of You and Us. 


Nothing in this provision shall prevent You from appealing Our decision. A decision to 
provide extended benefits or approve alternate care in one case does not obligate Us 
to provide the same benefits again to You or to any other Member. We reserve the 
right, at any time, to alter or stop providing extended benefits or approving alternate 
care. In such case, We will notify You or Your representative in writing. 


N. Important Telephone Numbers and Addresses. 


• CLAIMS 
CDPHP UBI, PO Box 66602, Albany, NY 12206 
(Submit claim forms to this address.) 


Log-in to the secure member portal at www.cdphp.com and select the "Mail 
Center" icon to submit claims via secure email. 
(Submit electronic claim forms to this e-mail address.) 


• COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS 
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Call the number on Your ID card 


• ASSIGNMENT OF BENEFITS FORM 
Refer to the address on Your ID card 
(Submit assignment of benefits forms for surprise bills to this address.) 


• MEMBER SERVICES 
Call the number on Your ID card 
(Member Services Representatives are available Monday - Friday, 8:00 a.m. -
5:00 p.m.) 


• PREAUTHORIZA TION 
Call the number on Your ID card 


• BEHAVIORAL HEALTH SERVICES 
Call the number on Your ID card 


• OUR WEBSITE 
www.cdphp.com 


Form #02-0001-2018 EPOLGEMBED18 
15 







SECTION Ill 


Access to Care and Transitional Care 


A. Authorization to a Non-Participating Provider. 
If We determine that We do not have a Participating Provider that has the appropriate 
training and experience to treat Your condition, We will approve an authorization to an 
appropriate Non-Participating Provider. Your Participating Provider or You must request 
prior approval of the authorization to a specific Non-Participating Provider. Approvals of 
authorizations to Non-Participating Providers will not be made for the convenience of 
You or another treating Provider and may not necessarily be to the specific Non
Participating Provider You requested. If We approve the authorization, all services 
performed by the Non-Participating Provider are subject to a treatment plan approved 
by Us in consultation with Your PCP, the Non-Participating Provider and You. Covered 
Services rendered by the Non-Participating Provider will be paid as if they were 
provided by a Participating Provider. You will be responsible only for any applicable in
network Cost-Sharing. In the event an authorization is not approved, any services 
rendered by a Non-Participating Provider will not be Covered. 


B. When Your Provider Leaves the Network. 
If You are in an ongoing course of treatment when Your Provider leaves Our network, 
then You may be able to continue to receive Covered Services for the ongoing 
treatment from the former Participating Provider for up to 90 days from the date Your 
Provider's contractual obligation to provide services to You terminates. If You are 
pregnant and in Your second or third trimester, You may be able to continue care with a 
former Participating Provider through delivery and any postpartum care directly related 
to the delivery. 


In order for You to continue to receive Covered Services for up to 90 days or through a 
pregnancy with a former Participating Provider, the Provider must agree to accept as 
payment the negotiated fee that was in effect just prior to the termination of Our 
relationship with the Provider. The Provider must also agree to provide Us necessary 
medical information related to Your care and adhere to our policies and procedures, 
including those for assuring quality of care, obtaining Preauthorization, authorizations, 
and a treatment plan approved by Us. If the Provider agrees to these conditions, You 
will receive the Covered Services as if they were being provided by a Participating 
Provider. You will be responsible only for any applicable in-network Cost-Sharing. 
Please note that if the Provider was terminated by Us due to fraud, imminent harm to 
patients or final disciplinary action by a state board or agency that impairs the Provider's 
ability to practice, continued treatment with that Provider is not available. 


C. New Members In a Course of Treatment. 
If You are in an ongoing course of treatment with a Non-Participating Provider when 
Your coverage under this Certificate becomes effective, You may be able to receive 
Covered Services for the ongoing treatment from the Non-Participating Provider for up 
to 60 days from the effective date of Your coverage under this Certificate. This course of 
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treatment must be for a life-threatening disease or condition or a degenerative and 
disabling condition or disease. You may also continue care with a Non-Participating 
Provider if You are in the second or third trimester of a pregnancy when Your coverage 
under this Certificate becomes effective. You may continue care through delivery and 
any post-partum services directly related to the delivery. 


In order for You to continu~ to receive Covered Services for up to 60 days or through 
pregnancy, the Non-Participating Provider must agree to accept as payment Our fees 
for such services. The Provider must also agree to provide Us necessary medical 
information related to Your care and to adhere to Our policies and procedures including 
those for assuring quality of care, obtaining Preauthorization, Referrals, and a treatment 
plan approved by Us. If the Provider agrees to these conditions, You will receive the 
Covered Services as if they were being provided by a Participating Provider. You will be 
responsible only for any applicable in-network Cost-Sharing. 
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SECTION IV 


Cost-Sharing Expenses and Allowed Amount 


A. Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits 
section of this Certificate for Covered Services during each Plan Year before We 
provide coverage. If You have other than individual coverage, the individual Deductible 
applies to each person covered under this Certificate. Once a person within a family 
meets the individual Deductible, no further Deductible is required for the person that has 
met the individual Deductible for that Plan Year. However, after Deductible payments for 
persons covered under this Certificate collectively total the family Deductible amount in 
the Schedule of Benefits section of this Certificate in a Plan Year, no further Deductible 
will be required for any person covered under this Certificate for that Plan Year. In
network Cost-Sharing amounts to which a Deductible applies accumulate toward both 
the Deductibles for Preferred Providers and for Participating Providers. 


B. Copayments. 
Except where stated otherwise, after You have satisfied the Deductible as described 
above, You must pay the Copayments, or fixed amounts, in the Schedule of Benefits 
section of this Certificate for Covered Services. However, when the Allowed Amount for 
a service is less than the Copayment, You are responsible for the lesser amount. 


C. Coinsurance. 
Except where stated otherwise, after You have satisfied the Deductible described 
above, You must pay a percentage of the Allowed Amount for Covered Services. We 
will pay the remaining percentage of the Allowed Amount as Your benefit as shown in 
the Schedule of Benefits section of this Certificate. 


D. Out-of-Pocket Limit. 
When You have met Your Out-of-Pocket Limit in payment of Copayments, Deductibles 
and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, 
We will provide coverage for 100% of the Allowed Amount for Covered Services for the 
remainder of that Plan Year. If You have other than individual coverage, once a person 
within a family meets the individual Out-of-Pocket Limit in the Schedule of Benefits 
section of this Certificate, We will provide coverage for 100% of the Allowed Amount for 
the rest of that Plan Year for that person. If other than individual coverage applies, when 
persons in the same family covered under this Certificate have collectively met the 
family Out-of-Pocket Limit in payment of Copayments, Deductibles and Coinsurance for 
a Plan Year in the Schedule of Benefits section of this Certificate, We will provide 
coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire 
family. In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will 
accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for 
Participating Providers. 


E. Allowed Amount. 
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"Allowed Amount" means the maximum amount We will pay for the services or supplies 
Covered under this Certificate, before any applicable Copayment, Deductible and 
Coinsurance amounts are subtracted. We determine Our Allowed Amount as follows: 


The Allowed Amount for Participating Providers will be the amount We have negotiated 
with the Participating Provider, or the Participating Provider's charge. 


Our payments to Participating Providers may include financial incentives to help 
improve the quality or coordination of care and promote the delivery of Covered 
Services in a cost-efficient manner. Payments under this financial incentive program are 
not made as payment for a specific Covered Service provided to You. Your Cost
Sharing will not change based on any payments made to or received from Participating 
Providers as part of the financial incentive program. 


See the Emergency Services and Urgent Care section of this Certificate for the Allowed 
Amount for Emergency Services rendered by Non-Participating Providers. See the 
Ambulance and Pre-Hospital Emergency Medical Services section of this Certificate for 
the Allowed Amount for Pre-Hospital Emergency Medical Services rendered by Non
Participating Providers. 
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SECTIONV 


Who is Covered 


A. Who is Covered Under this Certificate. 
You, the Subscriber to whom this Certificate is issued, are covered under this 
Certificate. You must live, work, or reside in Our Service Area to be covered under this 
Certificate. Members of Your family may also be covered depending on the type of 
coverage You selected. 


B. Types of Coverage. 
We offer the following types of coverage: 


1. Individual. If You selected individual coverage, then You are covered. 


2. Individual and Spouse. If You selected individual and Spouse coverage, then 
You and Your Spouse are covered. 


3. Parent and Child/Children. If You selected parent and child/children coverage, 
then You and Your Child or Children, as described below, are covered. 


4. Family. If You selected family coverage, then You and Your Spouse and Your 
Child or Children, as described below, are covered. 


C. Children Covered Under this Certificate. 
If You selected parent and child/children or family coverage, Children covered under 
this Certificate include Your natural Children, legally adopted Children, step Children, 
and Children for whom You are the proposed adoptive parent without regard to financial 
dependence, residency with You, student status or employment. A proposed adopted 
Child is eligible for coverage on the same basis as a natural Child during any waiting 
period prior to the finalization of the Child's adoption. Coverage lasts until the end of the 
month in which the Child turns 26 years of age. Coverage also includes Children for 
whom You are a permanent legal guardian if the Children are chiefly dependent upon 
You for support and You have been appointed the legal guardian by a court order. 
Foster Children and grandchildren are not covered. 


Any unmarried dependent Child, ·regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental disability, mental retardation 
(as defined in the New York Mental Hygiene Law), or physical handicap and who 
became so incapable prior to attainment of the age at which the Child's coverage would 
otherwise terminate and who is chiefly dependent upon You for support and 
maintenance, will remain covered while Your insurance remains in force and Your Child 
remains in such condition. You have 31 days from the date of Your Child's attainment of 
the termination age to submit an application to request that the Child be included in 
Your coverage and proof of the Child's incapacity. We have the right to check whether a 
Child is and continues to qualify under this section. 
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We have the right to request and be furnished with such proof as may be needed to 
determine eligibility status of a prospective or covered Subscriber and all other 
prospective or covered Members in relation to eligibility for coverage under this 
Certificate at any time. 


D. When Coverage Begins. 
Coverage underthis Certificate will begin as follows: 


1. If You, the Subscriber, elect coverage before becoming eligible, or within 30 days 
of becoming eligible for other than a special enrollment period, coverage begins 
on the date You become eligible, or on the date determined by Your Group. 
Groups cannot impose waiting periods that exceed 90 days. 


2. If You, the Subscriber, do not elect coverage upon becoming eligible or within 30 
days of becoming eligible for other than a special enrollment period, You must 
wait until the Group's next open enrollment period to enroll, except as provided 
below. 


3. If You, the Subscriber, marry while covered, and We receive notice of such 
marriage within 30 days thereafter, coverage for Your Spouse and Child starts on 
the first day of the month following such marriage. If We do not receive notice 
within 30 days of the marriage, You must wait until the Group's next open 
enrollment period to add Your Spouse or Child. 


4. If You, the Subscriber, have a newborn or adopted newborn Child and We 
receive notice of such birth within 30 days thereafter, coverage for Your newborn 
starts at the moment of birth; otherwise, coverage begins on the date on which 
We receive notice. Your adopted newborn Child will be covered from the moment 
of birth if You take physical custody of the infant as soon as the infant is released 
from the Hospital after birth and You file a petition pursuant to Section 115-c of 
the New York Domestic Relations Law within 30 days of the infant's birth; and 
provided further that no notice of revocation to the adoption has been filed 
pursuant to Section 115-b of the New York Domestic Relations Law, and consent 
to the adoption has not been revoked. However, We will not provide Hospital 
benefits for the adopted newborn's initial Hospital stay if one of the infant's 
natural parents has coverage for the newborn's initial Hospital stay. If You have 
individual or individual and Spouse coverage, You must also notify Us of Your 
desire to switch to parent and child/children or family coverage and pay any 
additional Premium within 30 days of the birth or adoption in order for coverage 
to start at the moment of birth. Otherwise, coverage begins on the date on which 
We receive notice, provided that You pay any additional Premium when due. 


E. Special Enrollment Periods. 
You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of 
coverage in another group health plan if coverage was terminated because You, Your 
Spouse or Child are no longer eligible for coverage under the other group health plan 
due to: 


1. Termination of employment; 
2. Termination of the other group health plan; 
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3. Death of the Spouse; 
4. Legal separation, divorce or annulment; 
5. Reduction of hours of employment; 
6. Employer contributions toward the group health plan were terminated for You or 


Your Dependents' coverage; or 
7. A Child no longer qualifies for coverage as a Child under the other group health 


plan. 


You, Your Spouse or Child can also enroll 30 days from exhaustion of Your COBRA or 
continuation coverage or if You gain a Dependent or become a Dependent through 
marriage, birth, adoption, or placement for adoption. 


We must receive notice and Premium payment within 30 days of the loss of coverage. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 


In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of 
the occurrence of one of the following events: 


1. You or Your Spouse or Child loses eligibility for Medicaid or Child Health Plus; or 
2. You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus. 


We must receive notice and Premium payment within 60 days of one of these events. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 
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SECTION VI 


Preventive Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


Preventive Care. 
We Cover the following services for the purpose of promoting good health and early 
detection of disease. Preventive services are not subject to Cost-Sharing (Copayments, 
Deductibles or Coinsurance) when performed by a Participating Provider and provided 
in accordance with the comprehensive guidelines supported by the Health Resources 
and Services Administration ("HRSA"), or if the items or services have an "A" or "B" 
rating from the United States Preventive Services Task Force ("USPSTF"), or if the 
immunizations are recommended by the Advisory Committee on Immunization 
Practices ("ACIP"). However, Cost-Sharing may apply to services provided during the 
same visit as the preventive services. Also, if a preventive service is provided during an 
office visit wherein the preventive service is not the primary purpose of the visit, the 
Cost-Sharing amount that would otherwise apply to the office visit will still apply. You 
may contact Us at the number on Your ID card or visit Our website at www.cdphp.com 
for a copy of the comprehensive guidelines supported by HRSA, items or services with 
an "A" or "B" rating from USPSTF, and immunizations recommended by ACIP. 


A. Well-Baby and Well-Child Care. We Cover well-baby and well-child care which 
consists of routine physical examinations including vision screenings and hearing 
screenings, developmental assessment, anticipatory guidance, and laboratory 
tests ordered at the time of the visit as recommended by the American Academy 
of Pediatrics. We also Cover preventive care and screenings as provided for in 
the comprehensive guidelines supported by HRSA and items or services with an 
"A" or "B" rating from USPSTF. If the schedule of well-child visits referenced 
above permits one (1) well-child visit per Plan Year, We will not deny a well-child 
visit if 365 days have not passed since the previous well-child visit. 
Immunizations and boosters as required by ACIP are also Covered. This benefit 
is provided to Members from birth through attainment of age 19 and is not 
subject to Copayments, Deductibles or Coinsurance. 


B. Adult Annual Physical Examinations. We Cover adult annual physical 
examinations and preventive care and screenings as provided for in the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF. 


Examples of items or services with an "A" or "B" rating from USPSTF include, but 
are not limited to, blood pressure screening for adults, lung cancer screening, 
colorectal cancer screening, alcohol misuse screening, depression screening, 
and diabetes screening. A complete list of the Covered preventive Services is 
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available on Our website at www.cdphp.com, or will be mailed to You upon 
request. 


You are eligible for a physical examination once every Plan Year, regardless of 
whether or not 365 days have passed since the previous physical examination 
visit. Vision screenings do not include refractions. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive·guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


C. Adult Immunizations. We Cover adult immunizations as recommended by 
ACIP. This benefit is not subject to Copayments, Deductibles or Coinsurance 
when provided in accordance with the recommendations of ACIP. 


D. Well-Woman Examinations. We Cover well-woman examinations which 
consist of a routine gynecological examination, breast examination and annual 
Pap smear, including laboratory and diagnostic services in connection with 
evaluating the Pap smear. We also Cover preventive care and screenings as 
provided for in the comprehensive guidelines supported by HRSA and items or 
services with an "A" or "B" rating from USPSTF. A complete list of the Covered 
preventive Services is available on Our website at www.cdphp.com, or will be 
mailed to You upon request. This benefit is not subject to Copayments, 
Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF, which may be less frequent than described above, 
and when provided by a Participating Provider. 


E. Mammograms, Screening and Diagnostic Imaging for the Detection of 
Breast Cancer. We Cover mammograms for the screening of breast cancer as 


follows: 
• One (1) baseline screening mammogram for Members age 35 through 39; 


and 
• One (1) screening mammogram annually for Members age 40 and over. 


If a Member of any age has a history of breast cancer or a first degree relative 
has a history of breast cancer, We Cover mammograms as recommended by the 
Member's Provider. However, in no event will more than one (1) preventive 
screening per Plan Year be Covered. 


Mammograms for the screening of breast cancer are not subject to Copayments, 
Deductibles or Coinsurance. 


We also Cover additional screening and diagnostic imaging for the detection of 
breast cancer, including diagnostic mammograms, breast ultrasounds and MRls. 
Screening and diagnostic imaging for the detection of breast cancer, including 
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diagnostic mammograms, breast ultrasounds and MRls are not subject to 
Copayments, Deductibles or Coinsurance when provided by a Participating 
Provider. 


F. Family Planning and Reproductive Health Services. We Cover family 
planning services which consist of FDA-approved contraceptive methods 
prescribed by a Provider, not otherwise Covered under Your Prescription Drug 
Coverage Rider, if applicable, counseling on use of contraceptives and related 
topics, and sterilization procedures for women. Such services are not subject to 
Copayments, Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF and when provided by a Participating Provider. 


We also Cover vasectomies subject to Copayments, Deductibles or Coinsurance. 


We do not Cover services related to the reversal of elective sterilizations. 


G. Bone Mineral Density Measurements or Testing. We Cover bone mineral 
density measurements or tests, and Prescription Drugs and devices approved by 
the FDA or generic equivalents as approved substitutes. Coverage of 
Prescription Drugs is subject to Your Prescription Drug Coverage Rider, if 
applicable. Bone mineral density measurements or tests, drugs or devices shall 
include those covered for individuals meeting the criteria under the federal 
Medicare program and those in accordance with the criteria of the National 
Institutes of Health. You will also qualify for Coverage of bone mineral density 
measurements and testing if You meet any of the following: 


• Previously diagnosed as having osteoporosis or having a family history of 
osteoporosis; 


• With symptoms or conditions indicative of the presence or significant risk 
of osteoporosis; 


• On a prescribed drug regimen posing a significant risk of osteoporosis; 
• With lifestyle factors to a degree as posing a significant risk of 


osteoporosis; or 
• With such age, gender, and/or other physiological characteristics which 


pose a significant risk for osteoporosis. 


We also Cover bone mineral density measurements or tests, and Prescription 
Drugs and devices as provided for in the comprehensive guidelines supported by 
HRSA and items or services with an "A" or "B" rating from USPSTF. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF, which may not 
include all of the above services such as drugs and devices and when provided 
by a Participating Provider. 


Form #02-0001-2018 EPOLGEMBED18 
25 







H. Screening for Prostate Cancer. We Cover an annual standard diagnostic 
examination including, but not limited to, a digital rectal examination and a 
prostate specific antigen test for men age 50 and over who are asymptomatic 
and for men age 40 and over with a family history of prostate cancer or other 
prostate cancer risk factors. We also Cover standard diagnostic testing including, 
but not limited to, a digital rectal examination and a prostate-specific antigen test, 
at any age for men having a prior history of prostate cancer. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided by a Participating Provider. 
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SECTION VII 


Ambulance and Pre-Hospital Emergency Medical Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. Pre-Hospital Emergency Medical Services and ambulance 
services for the treatment of an Emergency Condition do not require Preauthorization. 


A. Emergency Ambulance Transportation. 
We Cover Pre-Hospital Emergency Medical Services for the treatment of an Emergency 
Condition when such services are provided by an ambulance service. 


"Pre-Hospital Emergency Medical Services" means the prompt evaluation and treatment 
of an Emergency Condition and/or non-airborne transportation to a Hospital. The 
services must be provided by an ambulance service issued a certificate under the New 
York Public Health Law. We will, however, only Cover transportation to a Hospital. 
provided by such an ambulance service when a prudent layperson, possessing an 
average knowledge of medicine and health, could reasonably expect the absence of 
such transportation to result in: 


• Placing the health of the person afflicted with such condition or, with 
respect to a pregnant woman, the health of the woman or her unborn child in 
serious jeopardy, or in the case of a behavioral condition, placing the health of 
such person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


An ambulance service may not charge or seek reimbursement from You for Pre
Hospital Emergency Medical Services except for the collection of any applicable 
Copayment, Deductible or Coinsurance. In the absence of negotiated rates, We will pay 
a Non-Participating Provider the usual and customary charge for Pre-Hospital 
Emergency Medical Services, which shall not be excessive or unreasonable. 


We also Cover emergency ambulance transportation by a licensed ambulance service 
(either ground, water or air ambulance) to the nearest Hospital where Emergency 
Services can be performed. 


We Cover Pre-Hospital Emergency Medical Services and emergency ambulance 
transportation worldwide. 


B. Non-Emergency Ambulance Transportation. 
We Cover non-emergency ambulance transportation by a licensed ambulance service 
( either ground or air ambulance, as appropriate) between Facilities when the transport 
is any of the following: 
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• From a non-participating Hospital to a participating Hospital; 
• To a Hospital that provides a higher level of care that was not available at the 


original Hospital; 
• To a more cost-effective Acute care Facility; or 
• From an Acute care Facility to a sub-Acute setting. 


C. Limitations/Terms of Coverage. 
• We do not Cover travel or transportation expenses, unless connected to an 


Emergency Condition or due to a Facility transfer approved by Us, even though 
prescribed by a Physician. 


• We do not Cover non-ambulance transportation such as ambulette, van or taxi 
cab. 


• Coverage for air ambulance related to an Emergency Condition or air ambulance 
related to non-emergency transportation is provided when Your medical condition 
is such that transportation by land ambulance is not appropriate; and Your 
medical condition requires immediate and rapid ambulance transportation that 
cannot be provided by land ambulance; and one (1) of the following is met: 


o The point of pick-up is inaccessible by land vehicle; or 
o Great distances or other obstacles (e.g., heavy traffic) prevent Your timely 


transfer to the nearest Hospital with appropriate facilities. 
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SECTION VIII 


Emergency Services and Urgent Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Emergency Services. 
We Cover Emergency Services for the treatment of an Emergency Condition in a 
Hospital. 


We define an "Emergency Condition" to mean: A medical or behavioral condition that 
manifests itself by Acute symptoms of sufficient severity, including severe pain, such 
that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


For example, an Emergency Condition may include, but is not limited to, the following 
conditions: 


• Severe chest pain 
• Severe or multiple injuries 
• Severe shortness of breath 
• Sudden change in mental status (e.g., disorientation) 
• Severe bleeding 
• Acute pain or conditions requiring immediate attention such as suspected heart 


attack or appendicitis 
• Poisonings 
• Convulsions 


Coverage of Emergency Services for treatment of Your Emergency Condition will be 
provided regardless of whether the Provider is a Participating Provider. We will also 
Cover Emergency Services to treat Your Emergency Condition worldwide. However, 
We will Cover only those Emergency Services and supplies that are Medically 
Necessary and are performed to treat or stabilize Your Emergency Condition in a 
Hospital. 


Please follow the instructions listed below regardless of whether or not You are in Our 
Service Area at the time Your Emergency Condition occurs: 
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1. Hospital Emergency Department Visits. In the event that You require 
treatment for an Emergency Condition, seek immediate care at the nearest 
Hospital emergency department or call 911. Emergency Department Care does 
not require Preauthorization. However, only Emergency Services for the 
treatment of an Emergency Condition are Covered in an emergency 
department. 


We do not Cover follow-up care or routine care provided in a Hospital 
emergency department. 


2. Emergency Hospital Admissions. In the event that You are admitted to the 
Hospital, You or someone on Your behalf must notify Us at the number on Your 
ID card within 48 hours of Your admission, or as soon as is reasonably possible. 


We Cover inpatient Hospital services at a non-participating Hospital at the in
network Cost-Sharing for as long as Your medical condition prevents Your 
transfer to a participating Hospital, unless We authorize continued treatment at 
the non-participating Hospital. If Your medical condition permits Your transfer to 
a participating Hospital, We will notify You and arrange the transfer. Any inpatient 
Hospital services received from a non-participating Hospital after We have 
notified You and offered assistance in arranging for a transfer to a participating 
Hospital will not be Covered. 


3. Payments Relating to Emergency Services Rendered. The amount We pay a 
Non-Participating Provider for Emergency Services will be 


the greater of: 1) the amount We have negotiated with Participating Providers for 
the Emergency Service (and if more than one amount is negotiated, the median 
of the amounts); 2) 100% of the Allowed Amount for services provided by a Non
Participating Provider (i.e., the amount We would pay in the absence of any 
Cost-Sharing that would otherwise apply for services of Non-Participating 
Providers); or 3) the amount that would be paid under Medicare. The amounts 
described above exclude any Copayment or Coinsurance that applies to 
Emergency Services provided by a Participating Provider. 


If a dispute involving a payment for physician services is submitted to an 
independent dispute resolution entity ("IDRE"), We will pay the amount, if any, 
determined by the IDRE for physician services. 


You are responsible for any Copayment, Deductible or Coinsurance. You will be 
held harmless for any Non-Participating Provider charges that exceed Your 
Copayment, Deductible or Coinsurance. 


B. Urgent Care. 
Urgent Care is medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
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Emergency Department Care. Urgent Care is typically available after normal business 
hours, including evenings and weekends. Urgent Care is Covered in or out of Our 
Service Area. 


1. In-Network. We Cover Urgent Care from a participating Physician or a 
participating Urgent Care Center. You do not need to contact Us prior to or after 
Your visit. 


2. Out-of-Network. We Cover Urgent Care from a non-participating Urgent Care 
Center outside Our Service Area. We are available 24 hours a day, seven (7) 
days a week to help You in urgent medical situations. 


We do not Cover Urgent Care from non-participating Urgent Care Centers in Our 
Service Area. 


If Urgent Care results in an emergency admission, please follow the instructions 
for emergency Hospital admissions described above. 
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SECTION IX 


Outpatient and Professional Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Acupuncture. 
We Cover acupuncture services. 


B. Advanced Imaging Services. 
We Cover PET scans, MRI, nuclear medicine, and CAT scans. 


C. Allergy Testing and Treatment. 
We Cover testing and evaluations including injections, and scratch and prick tests to 
determine the existence of an allergy. We also Cover allergy treatment, including 
desensitization treatments, routine allergy injections and serums. 


D. Ambulatory Surgical Center Services. 
We Cover surgical procedures performed at Ambulatory Surgical Centers including 
services and supplies provided by the center the day the surgery is performed. 


E. Chemotherapy. 
We Cover chemotherapy in an outpatient Facility or in a Health Care Professional's 
office. Orally-administered anti-cancer drugs are Covered under Your Prescription Drug 
Coverage Rider, if applicable. 


F. Chiropractic Services. 
We Cover chiropractic care when performed by a Doctor of Chiropractic ("chiropractor") 
in connection with the detection or correction by manual or mechanical means of 
structural imbalance, distortion or subluxation in the human body for the purpose of 
removing nerve interference and the effects thereof, where such interference is the 
result of or related to distortion, misalignment or subluxation of the vertebral column. 
This includes assessment, manipulation and any modalities. Any laboratory tests will be 
Covered in accordance with the terms and conditions of this Certificate. 


G. Clinical Trials. 
We Cover the routine patient costs for Your participation in an approved clinical trial and 
such coverage shall not be subject to Utilization Review if You are: 


• Eligible to participate in an approved clinical trial to treat either cancer or other 
life-threatening disease or condition; and 


• Referred by a Participating Provider who has concluded that Your participation in 
the approved clinical trial would be appropriate. 


All other clinical trials, including when You do not have cancer or other life-threatening 
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disease or condition, may be subject to the Utilization Review and External Appeal 
sections of this Certificate. 


We do not Cover: the costs of the investigational drugs or devices; the costs of non
health services required for You to receive the treatment; the costs of managing the 
research; or costs that would not be covered under this Certificate for non
investigational treatments provided in the clinical trial. 


An "approved clinical trial" means a phase I, 11111, or IV clinical trial that is: 
• A federally funded or approved trial; 
• Conducted under an investigational drug application reviewed by the federal 


Food and Drug Administration; or 
• A drug trial that is exempt from having to make an investigational new drug 


application. 


H. Dialysis. 
We Cover dialysis treatments of an Acute or chronic kidney ailment. 
We also Cover dialysis treatments provided by a Non-Participating Provider subject to 
all the following conditions: 


• The Non-Participating Provider is duly licensed to practice and authorized to 
provide such treatment. 


• The Non-Participating Provider is located outside Our Service Area. 
• The Participating Provider who is treating You has issued a written order 


indicating that dialysis treatment by the Non-Participating Provider is necessary. 
• You notify Us in writing at least 30 days in advance of the proposed treatment 


date(s) and include the written order referred to above. The 30-day advance 
notice period may be shortened when You need to travel on sudden notice due 
to a family or other emergency, provided that We have a reasonable opportunity 
to review Your travel and treatment plans. 


• We have the right to Preauthorize the dialysis treatment and schedule. 
• Benefits for services of a Non-Participating Provider are Covered when all the 


above conditions are met and are subject to any applicable Cost-Sharing that 
applies to dialysis treatments by a Participating Provider. However, You are also 
responsible for paying any difference between the amount We would have paid 
had the service been provided by a Participating Provider and the Non
Participating Provider's charge. 


I. Home Health Care. 
We Cover care provided in Your home by a Home Health Agency certified or licensed 
by the appropriate state agency. The care must be provided pursuant to Your 
Physician's written treatment plan and must be in lieu of Hospitalization or confinement 
in a Skilled Nursing Facility. Home care includes: 


• Part-time or intermittent nursing care by or under the supervision of a registered 
professional nurse; 


• Part-time or intermittent services of a home health aide; 
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• Physical, occupational or speech therapy provided by the Home Health Agency; 
and 


• Medical supplies, Prescription Drugs and medications prescribed by a Physician, 
and laboratory services by or on behalf of the Home Health Agency to the extent 
such items would have been Covered during a Hospitalization or confinement in 
a Skilled Nursing Facility. 


Each visit by a member of the Home Health Agency is considered one (1) visit. Each 
visit of up to four (4) hours by a home health aide is considered one (1) visit. Any 
Rehabilitation Services received under this benefit will not reduce the amount of 
services available under the Rehabilitation Services benefits. 


J. Infertility Treatment. 
We Cover services for the diagnosis and treatment (surgical and medical) of infertility 
when such infertility is the result of malformation, disease or dysfunction. Such 
Coverage is available as follows: 


1. Basic Infertility Services. Basic infertility services will be provided to a Member 
who is an appropriate candidate for infertility treatment. In order to determine 
eligibility, We will use guidelines established by the American College of 
Obstetricians and Gynecologists, the American Society for Reproductive 
Medicine, and the State of New York. However, Members must be between the 
ages of 21 and 44 (inclusive) in order to be considered a candidate for these 
services. 


Basic infertility services include: 
• Initial evaluation; 
• Semen analysis; 
• Laboratory evaluation; 
• Evaluation of ovulatory function; 
• Postcoital test; 
• Endometrial biopsy; 
• Pelvic ultra sound; 
• Hysterosalpingogram; 
• Sono-hystogram; 
• Testis biopsy; 
• Blood tests; and 
• Medically appropriate treatment of ovulatory dysfunction. 


Additional tests may be Covered if the tests are determined to be Medically 
Necessary. 


2. Comprehensive Infertility Services. If the basic infertility services do not result 
in increased fertility, We Cover comprehensive infertility services. 


Comprehensive infertility services include: 
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• Ovulation induction and monitoring; 
• Pelvic ultra sound; 
• Artificial insemination; 
• Hysteroscopy; 
• Laparoscopy;and 
• Laparotomy. 


3. Exclusions and Limitations. We do not Cover: 
• In vitro fertilization, gamete intrafallopian tube transfers or zygote 


intrafallopian tube transfers; 
• Costs for an ovum donor or donor sperm; 
• Sperm storage costs; 
• Cryopreservation and storage of embryos; 
• Ovulation predictor kits; 
• Reversal of tubal ligations; 
• Reversal of vasectomies; 
• Costs for and relating to surrogate motherhood (maternity services are 


Covered for Members acting as surrogate mothers); 
• Cloning; or 
• Medical and surgical procedures that are experimental or investigational, 


unless Our denial is overturned by an External Appeal Agent. 


All services must be provided by Providers who are qualified to provide such 
services in accordance with the guidelines established and adopted by the 
American Society for Reproductive Medicine. 


K. Infusion Therapy. 
We Cover infusion therapy which is the administration of drugs using specialized 
delivery systems which otherwise would have required You to be hospitalized. Drugs or 
nutrients administered directly into the veins are considered infusion therapy. Drugs 
taken by mouth or self-injected are not considered infusion therapy. The services must 
be ordered by a Physician or other authorized Health Care Professional and provided in 
an office or by an agency licensed or certified to provide infusion therapy. 


L. Interruption of Pregnancy. 
We Cover medically necessary abortions including abortions in cases of rape, incest or 
fetal malformation. We Cover elective abortions. 


M. Laboratory Procedures, Diagnostic Testing and Radiology Services. 
We Cover x-ray, laboratory procedures and diagnostic testing, services and materials, 
including diagnostic x-rays, x-ray therapy, fluoroscopy, electrocardiograms, 
electroencephalograms, laboratory tests, and therapeutic radiology services. 


N. Maternity and Newborn Care. 
We Cover services for maternity care provided by a Physician or midwife, nurse 
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practitioner, Hospital or birthing center. We Cover prenatal care (including one (1) visit 
for genetic testing), postnatal care, delivery, and complications of pregnancy. In order 
for services of a midwife to be Covered, the midwife must be licensed pursuant to 
Article 140 of the New York Education Law, practicing consistent with Section 6951 of 
the New York Education Law and affiliated or practicing in conjunction with a Facility 
licensed pursuant to Article 28 of the New York Public Health Law. We will not pay for 
duplicative routine services provided by both a midwife and a Physician. See the 
Inpatient Services section of this Certificate for Coverage of inpatient maternity care. 


We Cover breastfeeding support, counseling and supplies, including the cost of renting 
or the purchase of one (1) breast pump per pregnancy or, if greater, one (1) per 
calendar year for the duration of breast feeding. 


0. Office Visits. 
We Cover office visits for the diagnosis and treatment of injury, disease and medical 
conditions. Office visits may include house calls. 


P. Outpatient Hospital Services. 
We Cover Hospital services and supplies as described in the Inpatient Services section 
of this Certificate that can be provided to You while being treated in an outpatient 
Facility. For example, Covered Services include but are not limited to inhalation therapy, 
pulmonary rehabilitation, infusion therapy and cardiac rehabilitation. 


Q. Preadmission Testing. 
We Cover preadmission testing ordered by Your Physician and performed in Hospital 
outpatient Facilities prior to a scheduled surgery in the same Hospital provided that: 


• The tests are necessary for and consistent with the diagnosis and treatment of 
the condition for which the surgery is to be performed; 


• Reservations for a Hospital bed and operating room were made prior to the 
performance of the tests; 


• Surgery takes place within seven (7) days of the tests; and 
• The patient is physically present at the Hospital for the tests. 


R. Prescription Drugs for Use in the Office and Outpatient Facilities. 
We Cover Prescription Drugs (excluding self-injectable drugs) used by Your Provider in 
the Provider's office and Outpatient Facility for preventive and therapeutic purposes. 
This benefit applies when Your Provider orders the Prescription Drug and administers it 
to You. When Prescription Drugs are Covered under this benefit, they will not be 
Covered under Your Prescription Drug Coverage Rider, if applicable. 


S. Rehabilitation Services. 
We Cover Rehabilitation Services consisting of physical therapy, speech therapy and 
occupational therapy in the outpatient department of a Facility or in a Health Care 
Professional's office. 


• Physical Therapy is limited to 30 visits per Plan Year 
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• · Occupational Therapy is limited to 30 visits per Plan Year 
• Speech Therapy is limited to 20 visits per Plan Year 


We Cover speech and physical therapy only when: 
• Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); 


• The therapy is ordered by a Physician. 


T. Second Opinions. 
1. Second Cancer Opinion. We Cover a second medical opinion by an 


appropriate Specialist, including but not limited to a Specialist affiliated with a 
specialty care center, in the event of a positive or negative diagnosis of cancer or 
a recurrence of cancer or a recommendation of a course of treatment for cancer. 
You may obtain a second opinion from a Non-Participating Provider on an in
network basis. 


2. Second Surgical Opinion. We Cover a second surgical opinion by a qualified 
Physician on the need for surgery. 


3. Required Second Surgical Opinion. We may require a second opinion before 
We preauthorize a surgical procedure. There is no cost to You when We request 
a second opinion. 


• The second opinion must be given by a board certified Specialist who 
personally examines You. 


• If the first and second opinions do not agree, You may obtain a third 
opinion. 


4. Second Opinions in Other Cases. There may be other instances when You 
will disagree with a Provider's recommended course of treatment. In such cases, 
You may request that we designate another Provider to render a second opinion. 
If the first and second opinions do not agree, We will designate another Provider 
to render a third opinion. After completion of the second opinion process, We will 
approve Covered Services supported by a majority of the Providers reviewing 
Your case. 


U. Surgical Services. 
We Cover Physicians' services for surgical procedures, including operating and cutting 
procedures for the treatment of a sickness or injury, and closed reduction of fractures 
and dislocations of bones, endoscopies, incisions, or punctures of the skin on an 
inpatient and outpatient basis, including the services of the surgeon or Specialist, 
assistant (including a Physician's assistant or a nurse practitioner), and anesthetist or 
anesthesiologist, together with preoperative and post-operative care. Benefits are not 
available for anesthesia services provided as part of a surgical procedure when 
rendered by the surgeon or the surgeon's assistant. 
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Sometimes two (2) or more surgical procedures can be performed during the same 
operation. 


1. Through the Same Incision. If Covered multiple surgical procedures are 
performed through the same incision, We will pay for the procedure with the 
highest Allowed Amount. 


2. Through Different Incisions. If Covered multiple surgical procedures are 
performed during the same operative session but through different incisions, We 
will pay: 


• For the procedure with the highest Allowed Amount; and 
• 50% of the amount We would otherwise pay for the other procedures. 


V. Oral Surgery. 
We Cover the following limited dental and oral surgical procedures: 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
for the repair or replacement of sound natural teeth that are required due to 
accidental injury. Replacement is Covered only when repair is not possible. 
Dental services must be obtained within 12 months of the injury. 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
necessary due to congenital disease or anomaly. 


• Oral surgical procedures required for the correction of a non-dental physiological 
condition which has resulted in a severe functional impairment. 


• Removal of tumors and cysts requiring pathological examination of the jaws, 
cheeks, lips, tongue, roof and floor of the mouth. Cysts related to teeth are not 
Covered. 


• Surgical/nonsurgical medical procedures for temporomandibular joint disorders 
and orthognathic surgery. 


W. Reconstructive Breast Surgery. 
We Cover breast reconstruction surgery after a mastectomy or partial mastectomy. 
Coverage includes: all stages of reconstruction of the breast on which the mastectomy 
or partial mastectomy has been performed; surgery and reconstruction of the other 
breast to produce a symmetrical appearance; and physical complications of the 
mastectomy or partial mastectomy, including lymphedemas, in a manner determined by 
You and Your attending Physician to be appropriate. We also Cover implanted breast 
prostheses following a mastectomy or partial mastectomy. 


X. Other Reconstructive and Corrective Surgery. 
We Cover reconstructive and corrective surgery other than reconstructive breast 
surgery only when it is: 


• Performed to correct a congenital birth defect of a covered Child which has 
resulted in a functional defect; 


• Incidental to surgery or follows surgery that was necessitated by trauma, 
infection or disease of the involved part; or 
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• Otherwise Medically Necessary. 


Z. Telemedicine Program. 
In addition to providing Covered Services via telehealth, We Cover online internet 
consultations between You and Providers who participate in Our telemedicine program 
for medical conditions that are not an Emergency Condition. Not all Participating 
Providers participate in Our telemedicine program. You can check Our Provider 
directory or contact Us for a listing of the Providers that participate in Our telemedicine 
program. 


Our telemedicine program allows members to communicate with Providers through two
way video and can be easily accessed through our Member site at www.cdphp.com. 


AA. Transplants. 
We Cover only those transplants determined to be non-experimental and non
investigational. Covered transplants include but are not limited to: kidney, corneal, liver, 
heart, and heart/lung transplants; and bone marrow transplants for aplastic anemia, 
leukemia, severe combined immunodeficiency disease and Wiskott-Aldrich Syndrome. 


All transplants must be prescribed by Your Specialist(s). Additionally, all 
transplants must be performed at Hospitals that We have specifically approved 
and designated to perform these procedures. 


We Cover the Hospital and medical expenses, including donor search fees, of the 
Member-recipient. We Cover transplant services required by You when You serve as an 
organ donor only if the recipient is a Member. We do not Cover the medical expenses of 
a non-Member acting as a donor for You if the non-Member's expenses will be Covered 
under another health plan or program. 


We do not Cover: travel expenses, lodging, meals, or other accommodations for donors 
or guests; donor fees in connection with organ transplant surgery; or routine harvesting 
and storage of stem cells from newborn cord blood. 
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SECTIONX 


Additional Benefits, Equipment and Devices 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Autism Spectrum Disorder. 
We Cover the following services when such services are prescribed or ordered by a 
licensed Physician or a licensed psychologist and are determined by Us to be Medically 
Necessary for the screening, diagnosis, and treatment of autism spectrum disorder. For 
purposes of this benefit, "autism spectrum disorder" means any pervasive 
developmental disorder defined in the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders at the lime services are rendered. 


1. Screening and Diagnosis. We Cover assessments, evaluations, and tests to 
determine whether someone has autism spectrum disorder. 


2. Assistive Communication Devices. We Cover a formal evaluation by a 
speech-language pathologist to determine the need for an assistive 
communication device. Based on the formal evaluation, We Cover the rental or 
purchase of assistive communication devices when ordered or prescribed by a 
licensed Physician or a licensed psychologist if You are unable to communicate 
through normal means (i.e., speech or writing) when the evaluation indicates that 
an assistive communication device is likely to provide You with improved 
communication. Examples of assistive communication devices include 
communication boards and speech-generating devices. Coverage is limited to 
dedicated devices. We will only Cover devices that generally are not useful to a 
person in the absence of a communication impairment. We do not Cover items, 
such as, but not limited to, laptop, desktop or tablet computers. We Cover 
software and/or applications that enable a laptop, desktop or tablet computer to 
function as a speech-generating device. Installation of the program and/or 
technical support is not separately reimbursable. We will determine whether the 
device should be purchased or rented. 


We Cover repair, replacement fitting and adjustments of such devices when 
made necessary by normal wear and tear or significant change in Your physical 
condition. We do not Cover the cost of repair or replacement made necessary 
because of loss or damage caused by misuse, mistreatment, or theft; however, 
We Cover one (1) repair or replacement per device type that is necessary due to 
behavioral issues. Coverage will be provided for the device most appropriate to 
Your current functional level. We do not Cover delivery or service charges or 
routine maintenance. 
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3. Behavioral Health Treatment. We Cover counseling and treatment programs 
that are necessary to develop, maintain, or restore, to the maximum extent 
practicable, the functioning of an individual. We will provide such Coverage when 
provided by a licensed Provider. We Cover applied behavior analysis when 
provided by a licensed or certified applied behavior analysis Health Care 
Professional. "Applied behavior analysis" means the design, implementation, and 
evaluation of environmental modifications, using behavioral stimuli and 
consequences, to produce socially significant improvement in human behavior, 
including the use of direct observation, measurement, and functional analysis of 
the relationship between environment and behavior. The treatment program must 
describe measurable goals that address the condition and functional impairments 
for which the intervention is to be applied and include goals from an initial 
assessment and subsequent interim assessments over the duration of the 
intervention in objective and measurable terms. 


4. Psychiatric and Psychological Care. We Cover direct or consultative services 
provided by a psychiatrist, psychologist or a licensed clinical social worker with 
the experience required by the New York Insurance Law, licensed in the state in 
which they are practicing. 


5. Therapeutic Care. We Cover therapeutic services necessary to develop, 
maintain, or restore, to the greatest extent practicable, functioning of the 
individual when such services are provided by licensed or certified speech 
therapists, occupational therapists, physical therapists and social workers to treat 
autism spectrum disorder and when the services provided by such Providers are 
otherwise Covered under this Certificate. Except as otherwise prohibited by law, 
services provided under this paragraph shall be included in any visit maximums 
applicable to services of such therapists or social workers under this Certificate. 


6. Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum disorder 
that are prescribed by a Provider legally authorized to prescribe under Title 8 of 
the New York Education Law. Coverage of such Prescription Drugs is subject to 
all the terms, provisions, and limitations that apply to Prescription Drug benefits 
under this Certificate. 


7. Limitations. We do not Cover any services or treatment set forth above when 
such services or treatment are provided pursuant to an individualized education 
plan under the New York Education Law. The provision of services pursuant to 
an individualized family service plan under Section 2545 of the New York Public 
Health Law, an individualized education plan under Article 89 of the New York 
Education Law, or an individualized service plan pursuant to regulations of the 
New York State Office for People With Developmental Disabilities shall not affect 
coverage under this Certificate for services provided on a supplemental basis 
outside of an educational setting if such services are prescribed by a licensed 
Physician or licensed psychologist. 
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You are responsible for any applicable Copayment, Deductible or Coinsurance 
provisions under this Certificate for similar services. For example, any 
Copayment, Deductible or Coinsurance that applies to physical therapy visits will 
generally also apply to physical therapy services Covered under this benefit; and 
any Copayment, Deductible or Coinsurance for Prescription Drugs will generally 
also apply to Prescription Drugs Covered under this benefit. See the Schedule of 
Benefits section of this Certificate for the Cost-Sharing requirements that apply to 
applied behavior analysis services and assistive communication devices. 


Nothing in this Certificate shall be construed to affect any obligation to provide 
coverage for otherwise-Covered Services solely on the basis that the services 
constitute early intervention program services pursuant to Section 3235-a of the 
New York Insurance Law or an individualized service plan pursuant to 
regulations of the New York State Office for People With Developmental 
Disabilities. 


B. Diabetic Equipment, Supplies and Self-Management Education. 
We Cover diabetic equipment, supplies, and self-management education if 
recommended or prescribed by a Physician or other licensed Health Care Professional 
legally authorized to prescribe under Title 8 of the New York Education Law as 
described below: 


1. Equipment and Supplies. 
We Cover the following equipment and related supplies for the treatment of 
diabetes when prescribed by Your Physician or other Provider legally authorized 
to prescribe: 


• Acetone reagent strips 
• Acetone reagent tablets 
• Alcohol or peroxide by the pint 
• Alcohol wipes 
• All insulin preparations 
• Automatic blood lance kit 
• Blood glucose kit 
• Blood glucose strips (test or reagent) 
• Blood glucose monitor with or without special features for visually 


impaired, control solutions, and strips for home blood glucose monitor 
• Cartridges for the visually impaired 
• Diabetes data management systems 
• Disposable insulin and pen cartridges 
• Drawing-up devices for the visually impaired 
• Equipment for use of the pump 
• Glucagon for injection to increase blood glucose concentration 
• Glucose acetone reagent strips 
• Glucose reagent strips 
• Glucose reagent tape 
• Injection aides 
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• Injector (Busher) Automatic 
• Insulin 
• Insulin cartridge delivery 
• Insulin infusion devices 
• Insulin pump 
• Lancets 
• Oral agents such as glucose tablets and gels 
• Oral anti-diabetic agents used to reduce blood sugar levels 
• Syringe with needle; sterile 1 cc box 
• Urine testing products for glucose and ketones 
• Additional supplies, as the New York State Commissioner of Health shall 


designate by regulation as appropriate for the treatment of diabetes. 


Diabetic equipment and supplies are Covered only when obtained from a 
designated diabetic equipment or supply manufacturer which has an agreement 
with Us to provide all diabetic equipment or supplies required by law for Members 
through participating pharmacies. If You require a certain item not available from 
Our designated diabetic equipment or supply manufacturer, You or Your Provider 
must submit a request for a medical exception by calling the number on Your ID 
card. Our medical director will make all medical exception determinations. 


2. Self-Management Education. 
Diabetes self-management education is designed to educate persons with 
diabetes as to the proper self-management and treatment of their diabetic 
condition, including information on proper diets. We Cover education on self
management and nutrition when: diabetes is initially diagnosed; a Physician 
diagnoses a significant change in Your symptoms or condition which 
necessitates a change in Your self-management education; or when a refresher 
course is necessary. It must be provided in accordance with the following: 


• By a Physician, other health care Provider authorized to prescribe under 
Title 8 of the New York Education Law, or their staff during an office visit; 


• Upon the Referral of Your Physician or other health care Provider 
authorized to prescribe under Title 8 of the New York Education Law to 
the following non-Physician, medical educators: certified diabetes nurse 
educators; certified nutritionists; certified dietitians; and registered 
dietitians in a group setting when practicable; and 


• Education will also be provided in Your home when Medically Necessary. 


3. Limitations. 
The items will only be provided in amounts that are in accordance with the 
treatment plan developed by the Physician for You. We Cover only basic models 
of blood glucose monitors unless You have special needs relating to poor vision 
or blindness or as otherwise Medically Necessary. 


C. Durable Medical Equipment and Braces. 
We Cover the rental or purchase of durable medical equipment and braces. 
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1. Durable Medical Equipment. 
Durable Medical Equipment is equipment which is: 


• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Coverage is for standard equipment only. We Cover the cost of repair or 
replacement when made necessary by normal wear and tear. We do not Cover 
the cost of repair or replacement that is the result of misuse or abuse by You. 
We will determine whether to rent or purchase such equipment. We do not Cover 
over-the-counter durable medical equipment. 


We do not Cover equipment designed for Your comfort or convenience (e.g., 
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise 
equipment), as it does not meet the definition of durable medical equipment. 


2. Braces. 
We Cover braces, including orthotic braces, that are worn externally and that 
temporarily or permanently assist all or part of an external body part function that 
has been lost or damaged because of an injury, disease or defect. Coverage is 
for standard equipment only. We Cover replacements when growth or a change 
in Your medical condition make replacement necessary. We do not Cover the 
cost of repair or replacement that is the result of misuse or abuse by You. 


D. Hospice. 
Hospice Care is available if Your primary attending Physician has certified that You 
have six (6) months or less to live. We Cover inpatient Hospice Care in a Hospital or 
hospice and home care and outpatient services provided by the hospice, including 
drugs and medical supplies. Coverage is provided for 210 days of Hospice Care. We 
also Cover five (5) visits for supportive care and guidance for the purpose of helping 
You and Your immediate family cope with the emotional and social issues related to 
Your death, either before or after Your death. 


We Cover Hospice Care only when provided as part of a Hospice Care program 
certified pursuant to Article 40 of the New York Public Health Law. If care is provided 
outside New York State, the hospice must be certified under a similar certification 
process required by the state in which the hospice is located. We do not Cover: funeral 
arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or 
respite care. 


E. Medical Supplies. 
We Cover medical supplies that are required for the treatment of a disease or injury 
which is Covered under this Certificate. We also Cover maintenance supplies (e.g., 
ostomy supplies) for conditions Covered under this Certificate. All such supplies must 
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be in the appropriate amount for the treatment or maintenance program in progress. We 
do not Cover over-the-counter medical supplies. See the Diabetic Equipment, Supplies, 
and Self-Management Education section above for a description of diabetic supply 
Coverage. 


F. Prosthetics. 
1. External Prosthetic Devices. 


We Cover prosthetic devices (including wigs) that are worn externally and that 
temporarily or permanently replace all or part of an external body part that has 
been lost or damaged because of an injury or disease. We Cover wigs only when 
You have severe hair loss due to injury or disease or as a side effect of the 
treatment of a disease (e.g., chemotherapy). We do not Cover wigs made from 
human hair unless You are allergic to all synthetic wig materials. 


We do not Cover dentures or other devices used in connection with the teeth 
unless required due to an accidental injury to sound natural teeth or necessary 
due to congenital disease or anomaly. 


Eyeglasses and contact lenses are not Covered. 


We do not Cover shoe inserts. 


We Cover external breast prostheses following a mastectomy, which are not 
subject to any lifetime limit. 


Coverage is for standard equipment only. 


We Cover the cost of repair and replacement of prosthetic devices and its parts. 
We do not Cover the cost of repair or replacement covered under warranty or if 
the repair or replacement is the result of misuse or abuse by You. 


2. Internal Prosthetic Devices. 
We Cover surgically implanted prosthetic devices and special appliances if they 
improve or restore the function of an internal body part which has been removed 
or damaged due to disease or injury. This includes implanted breast prostheses 
following a mastectomy or partial mastectomy in a manner determined by You 
and Your attending Physician to be appropriate. 


Coverage also includes repair and replacement due to normal growth or normal 
wear and tear. 


Coverage is for standard equipment only. 
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SECTION XI 


Inpatient Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 


· apply to these benefits. 


A. Hospital Services. 
We Cover inpatient Hospital services for Acute care or treatment given or ordered by a 
Health Care Professional for an illness, injury or disease of a severity that must be 
treated on an inpatient basis, including: 


• Semiprivate room and board; 
• General, special and critical nursing care; 
• Meals and special diets; 
• The use of operating, recovery and cystoscopic rooms and equipment; 
• The use of intensive care, special care or cardiac care units and equipment; 
• Diagnostic and therapeutic items, such as drugs and medications, sera, 


biologicals and vaccines, intravenous preparations and visualizing dyes and 
administration, but not including those which are not commercially available for 
purchase and readily obtainable by the Hospital; 


• Dressings and casts; 
• Supplies and the use of equipment in connection with oxygen, anesthesia, 


physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x
ray examinations and radiation therapy, laboratory and pathological 
examinations; 


• Blood and blood products except when participation in a volunteer blood 
replacement program is available to You; 


• Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, 
infusion therapy and cardiac rehabilitation; 


• Short-term physical, speech and occupational therapy; and 
• Any additional medical services and supplies which are provided while You are a 


registered bed patient and which are billed by the Hospital. 


The Cost-Sharing requirements in the Schedule of Benefits section of this Certificate 
apply to a continuous Hospital confinement, which is consecutive days of in-Hospital 
service received as an inpatient or successive confinements when discharge from and 
readmission to the Hospital occur within a period of not more than 90 days. 


B. Observation Services. 
We Cover observation services in a Hospital. Observation services are Hospital 
outpatient services provided to help a Physician decide whether to admit or discharge 
You. These services include use of a bed and periodic monitoring by nursing or other 
licensed staff. 
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C. Inpatient Medical Services. 
We Cover medical visits by a Health Care Professional on ariy day of inpatient care 
Covered under this Certificate. 


D. · Inpatient Stay for Maternity Care. 
We Cover inpatient maternity care in a Hospital for the mother, and inpatient newborn 
care in a Hospital for the infant, for at least 48 hours following a normal delivery and at 
least 96 hours following a caesarean section delivery, regardless of whether such care 
is Medically Necessary. The care provided shall include parent education, assistance, 
and training in breast or bottle-feeding, and the performance of any necessary maternal 
and newborn clinical assessments. We will also Cover any additional days of such care 
that We determine are Medically Necessary. In the event the mother elects to leave the 
Hospital and requests a home care visit before the end of the 48-hour or 96-hour 
minimum Coverage period, We will Cover a home care visit. The home care visit will be 
provided within 24 hours after the mother's discharge, or at the time of the mother's 
request, whichever is later. Our Coverage of this home care visit shall be in addition to 
home health care visits under this Certificate and shall not be subject to any Cost
Sharing amounts in the Schedule of Benefits section of this Certificate that apply to 
home care benefits. 


E. Inpatient Stay for Mastectomy Care. 
We Cover inpatient services for Members undergoing a lymph node dissection, 
lumpectomy, mastectomy or partial mastectomy for the treatment of breast cancer and 
any physical complications arising from the mastectomy, including lymphedema, for a 
period of time determined to be medically appropriate by You and Your attending 
Physician. 


F. Autologous Blood Banking Services. 
We Cover autologous blood banking services only when they are being provided in 
connection with a scheduled, Covered inpatient procedure for the treatment of a 
disease or injury. In such instances, We Cover storage fees for a reasonable storage 
period that is appropriate for having the blood available when it is needed. 


G. Rehabilitation Services. 
We Cover inpatient Rehabilitation Services consisting of physical therapy, speech 
therapy and occupational therapy for 60 days per Plan Year. The visit limit applies to all 
therapies combined. 


We Cover speech and physical therapy only when: 
1. Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); and 


2. The therapy is ordered by a Physician. 


Covered Rehabilitation Services must begin within six (6) months of the later to occur: 
1. The date of the injury or illness that caused the need for the therapy; 
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2. The date You are discharged from a Hospital where surgical treatment was 
rendered; or 


3. The date outpatient surgical care is rendered. 


H. Skilled Nursing Facility. 
We Cover services provided in a Skilled Nursing Facility, including care and treatment in 
a semi-private room, as described in "Hospital Services" above. Custodial, convalescent 
or domiciliary care is not Covered (see the Exclusions and Limitations section of this 
Certificate). An admission to a Skilled Nursing Facility must be supported by a treatment 
plan prepared by Your Provider and approved by Us. We Cover up to 45 days per Plan 
Year for non-custodial care. 


I. End of Life Care. 
If You are diagnosed with advanced cancer and You have fewer than 60 days to live, 
We will Cover Acute care provided in a licensed Article 28 Facility or Acute care Facility 
that specializes in the care of terminally ill patients. Your attending Physician and the 
Facility's medical director must agree that Your care will be appropriately provided at 
the Facility. If We disagree with Your admission to the Facility, We have the right to 
initiate an expedited external appeal to an External Appeal Agent. We will Cover and 
reimburse the Facility for Your care, subject to any applicable limitations in this 
Certificate until the External Appeal Agent renders a decision in Our favor. 


We will reimburse Non-Participating Providers for this end of life care as follows: 
1. We will reimburse a rate that has been negotiated between Us and the Provider. 
2. If there is no negotiated rate, We will reimburse Acute care at the Facility's 


current Medicare Acute care rate. 
3. If it is an alternate level of care, We will reimburse at 75% of the appropriate 


Medicare Acute care rate. 


J. Limitations/Terms of Coverage. 
1. When You are receiving inpatient care in a Facility, We will not Cover additional 


charges for special duty nurses, charges for private rooms (unless a private room 
is Medically Necessary), or medications and supplies You take home from the 
Facility. If You occupy a private room, and the private room is not Medically 
Necessary, Our Coverage will be based on the Facility's maximum semi-private 
room charge. You will have to pay the difference between that charge and the 
private room charge. 


2. We do not Cover radio, telephone or television expenses, or beauty or barber 
services. 


3. We do not Cover any charges incurred after the day We advise You it is no 
longer Medically Necessary for You to receive inpatient care, unless Our denial is 
overturned by an External Appeal Agent. 
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SECTION XII 


Mental Health Care and Substance Use Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits which are no more restrictive than those that apply to medical 
and surgical benefits in accordance with the federal Mental Health Parity and Addiction 
Equity Act of 2008. 


A. Mental Health Care Services. 
1. Inpatient Services. We Cover inpatient mental health care services relating to 


the diagnosis and treatment of mental, nervous and emotional disorders 
comparable to other similar Hospital, medical and surgical coverage provided 
under this Certificate. Coverage for inpatient services for mental health care is 
limited to Facilities defined in New York Mental Hygiene Law Section 1.03(10), 
such as: 


• A psychiatric center or inpatient Facility under the jurisdiction of the New 
York State Office of Mental Health; 


• A state or local government run psychiatric inpatient Facility; 
• A part of a Hospital providing inpatient mental health care services under 


an operating certificate issued by the New York State Commissioner of 
Mental Health; 


• A comprehensive psychiatric emergency program or other Facility 
providing inpatient mental health care that has been issued an operating 
certificate by the New York State Commissioner of Mental Health; 


and, in other states, to similarly licensed or certified Facilities. 


We also Cover inpatient mental health care services relating to the diagnosis and 
treatment of mental, nervous and emotional disorders received at Facilities that 
provide residential treatment, including room and board charges. Coverage for 
residential treatment services is limited to Facilities defined in New York Mental 
Hygiene Law Section 1.03(33) and to residential treatment facilities that are part 
of a comprehensive care center for eating disorders identified pursuant to Article 
27-J of the New York Public Health Law; and, in other states, to Facilities that are 
licensed or certified to provide the same level of treatment. 


2. Outpatient S,ervices. We Cover outpatient mental health care services, 
including but not limited to partial hospitalization program services and intensive 
outpatient program services, relating to the diagnosis and treatment of mental, 
nervous and emotional disorders. Coverage for outpatient services for mental 
health care includes Facilities that have been issued an operating certificate 
pursuant to Article 31 of the New York Mental Hygiene Law or are operated by 
the New York State Office of Mental Health and, in other states, to similarly 
licensed or certified Facilities; and services provided by a licensed psychiatrist or 
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psychologist; a licensed clinical social worker who has at least three (3) years of 
additional experience in psychotherapy; a licensed mental health counselor; a 
licensed marriage and family therapist; a psychiatric nurse, licensed as a nurse 
practitioner or clinical nurse specialist; or a professional corporation or a 
university faculty practice corporation thereof. 


3. Limitationsfferms of Coverage. We do not Cover: 
• Benefits or services deemed to be cosmetic in nature on the grounds that 


changing or improving an individual's appearance is justified by the 
individual's mental health needs; 


• Mental health benefits or services for individuals who are incarcerated, 
confined or committed to a local correctional facility or prison, or a custodial 
facility for youth operated by the New York State Office of Children and 
Family Services; or 


• Services solely because they are ordered by a court. 


B. Substance Use Services. 
1. Inpatient Services. We Cover inpatient substance use services relating to the 


diagnosis and treatment of substance use disorder. This includes Coverage for 
detoxification and rehabilitation services as a consequence of chemical use 
and/or substance use. Inpatient substance use services are limited to Facilities in 
New York State which are certified by the Office of Alcoholism and Substance 
Abuse Services ("OASAS"); and, in other states, to those Facilities that are 
licensed or certified by a similar state agency or which are accredited by the Joint 
Commission as alcoholism, substance abuse or chemical dependence treatment 
programs. 


We also Cover inpatient substance use services relating to the diagnosis and 
treatment of substance use disorder received at Facilities that provide residential 
treatment, including room and board charges. Coverage for residential treatment 
services is limited to OASAS-certified Facilities that provide services defined in 
14 NYCRR 819.2(a)(1), 820.3(a)(1) and (2) and Part 817; and, in other states, to 
those Facilities that are licensed or certified by a similar state agency or which 
are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs to provide the same level of 
treatment. 


2. Outpatient Services. We Cover outpatient substance use services relating to 
the diagnosis and treatment of substance use disorder, including but not limited 
to partial hospitalization program services, intensive outpatient program services, 
and medication-assisted treatment. Such Coverage is limited to Facilities in New 
York State that are certified by OASAS or licensed by OASAS as outpatient 
clinics or medically supervised ambulatory substance abuse programs, and, in 
other states, to those that are licensed or certified by a similar state agency or 
which are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs. Coverage in an OASAS-certified 
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Facility includes services relating to the diagnosis and treatment of a substance 
use disorder provided by an OASAS credentialed Provider. Coverage is also 
available in a professional office setting for outpatient substance use disorder 
services relating to the diagnosis and treatment of alcoholism, substance use 
and dependency or by Physicians who have been granted a waiver pursuant to 
the federal Drug Addiction Treatment Act of 2000 to prescribe Schedule 111, IV 
and V narcotic medications for the treatment of opioid addiction during the Acute 
detoxification stage of treatment or during stages of rehabilitation. 


We also Cover up to 20 outpatient visits per Plan Year for family counseling. A 
family member will be deemed to be covered, for the purposes of this provision, 
so long as that family member: 1) identifies himself or herself as a family member 
of a person suffering from substance use disorder; and 2) is covered under the 
same family Certificate that covers the person receiving, or in need of, treatment 
for substance use disorder. Our payment for a family member therapy session 
will be the same amount, regardless of the number of family members who 
attend the family therapy session. 
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SECTION XIII 


Wellness Benefits 


A. Wellness Program. 
1. Purpose. 
The purpose of this wellness program is to encourage You to take a more active role in 
managing Your health and well-being. 


2. Description. 
This program encourages you lo participate in a variety of health and wellness 
programs designed to help you better manage your health, while providing you 
incentives to be proactive and live a healthier, happier, and more productive life. 
Participation in the program as well as more information can be easily accessed through 
our member site at www.cdphp.com. 


Rewards: 
Participants are eligible lo receive points per contract, per calendar year for completion 
of various programs and activities focused on improving health and wellness of the 
member. Activities for which points can be earned include, but are not limited to: 
Completion of an annual physical exam, completion of personal health assessment, and 
participation in cancer screenings. Descriptions of all the activities available for 
completion in the program are available on our member site at www.cdphp.com. 


Each point translates into one dollar and can be redeemed for gift cards from a variety 
of retailers. CDPHP UBI encourages members to continue making positive healthy 
choices by using gift cards for products or services that promote a healthy lifestyle. 


Program guidelines: 
The program is available to subscribers that 18 and older and their covered dependents 
and spouses. Points earned under this program are automatically reported through 
claims or are self- reported by the member. Members can self report activities, track 
activity completion and points earned, and redeem gift cards through our website at 
www.cdphp.com or by calling our member services department at the number on their 
ID card. 


The eligibility period of the program is on a plan year basis. All activities mu~t be 
complete and points must be earned and redeemed within your plan year. Any points 
not redeemed by the last day of the plan year will be forfeited. 


Accommodations: 
If a member is unable to participate in this program due to a medical condition; CDPHP 
UBI will work with the member to develop alternative offerings. 


B. National Diabetes Prevention Program Reimbursement 


Form #02-0001-2018 EPOLGEMBED18 
52 







1. Purpose. 
The Diabetes Prevention Program helps you take control of your health by adopting 
habits to reduce your chances of developing type 2 diabetes and improve your overall 
health and well-being. The CDC-led National Diabetes Prevention Program is an 
evidence-based lifestyle change program for preventing type 2 diabetes. Diabetes 
Prevention Programs encourages collaboration among federal agencies, community
based organizations, employers, insurers, health care professionals, academia, and 
other stakeholders to prevent or delay the onset of type 2 diabetes among people with 
pre-diabetes. 


2. Description. 


• The Diabetes Prevention Program is a year-long program that helps participants 
make real lifestyle changes such as eating healthier, including physical activity 
into their daily lives, and improving problem-solving and coping skills. 


• Participants meet with a trained Lifestyle Coach and a small group of people in a 
classroom setting to learn about healthier eating and increasing their physical 
activity in order to reduce their risk for developing type 2 diabetes. 


• The program, which is led by a trained Lifestyle Coach in a classroom setting, is 
generally delivered over a 12-month period, beginning with 16 weekly sessions 
followed by monthly maintenance (sessions are usually weekly for 6 months and 
then monthly for 6 months.) 


• The National Diabetes Prevention Program can help people make achievable 
and realistic lifestyle changes and cut their risk of developing type 2 diabetes 


3. Eligibility. 
You, the Subscriber, and each covered Dependent can participate in the Diabetes 
Prevention Program. 


4. Rewards. 
Rewards for participation in a Diabetes Prevention Program include: 


Reimbursement 
• We will reimburse you for the Diabetes Prevention Program up to a maximum of 


five hundred dollars ($500) per Subscriber, per Plan Year. 
• Reimbursement for the Diabetes Prevention Program apply to the Calendar Year 


in which the service is paid. 
• Reimbursement cannot be combined with any other monetary reimbursement 


from CDPHP. 
• You are responsible for any tax consequences related to reimbursement for the 


Diabetes Prevention Program. 


Reimbursement upon submission of the required materials. You will need to submit an 
original, paid receipt for the Diabetes Prevention Program, along with a completed 
Form. This form can be found in you member packet or on the web at www.cdphp.com 
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by searching for Wellness Program. It can also be requested from our Member Services 
center at phone number listed on Your ID Card. 
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SECTION XIV 


Exclusions and Limitations 


No coverage is available under this Certificate for the following: 


A. Aviation. 
We do not Cover services arising out of aviation, other than as a fare-paying passenger 
on a scheduled or charter flight operated by a scheduled airline. 


B. Convalescent and Custodial Care. 
We do not Cover services related to rest cures, custodial care or transportation. 
"Custodial care" means help in transferring, eating, dressing, bathing, toileting and other 
such related activities. Custodial care does not include Covered Services determined to 
be Medically Necessary. 


C. Conversion Therapy. 
We do not Cover conversion therapy. Conversion therapy is any practice by a mental 
health professional that seeks to change the sexual orientation or gender identity of a 
Member under 18 years of age, including efforts to change behaviors, gender 
expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward 
individuals of the same sex. Conversion therapy does not include counseling or therapy 
for an individual who is seeking to undergo a gender transition or who is in the process 
of undergoing a gender transition, that provides acceptance, support, and 
understanding of an individual or the facilitation of an individual's coping, social support, 
and identity exploration and development, including sexual orientation-neutral 
interventions to prevent or address unlawful conduct or unsafe sexual practices, 
provided that the counseling or therapy does not seek to change sexual orientation or 
gender identity. 


D. Cosmetic Services. 
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise 
specified, except that cosmetic surgery shall not include reconstructive surgery when 
such service is incidental to or follows surgery resulting from trauma, infection or 
diseases of the involved part, and reconstructive surgery because of congenital disease 
or anomaly of a covered Child which has resulted in a functional defect. We also Cover 
services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Certificate. Cosmetic surgery does not include surgery determined to 
be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain 
plastic surgery and dermatology procedures) is submitted retrospectively and without 
medical information, any denial will not be subject to the Utilization Review process in 
the Utilization Review and External Appeal sections of this Certificate unless medical 
information is submitted. 


E. Coverage Outside of the United States, Canada or Mexico. 
We do not Cover care or treatment provided outside of the United States, its 
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possessions, Canada or Mexico except for Emergency Services, Pre-Hospital 
Emergency Medical Services and ambulance services to treat Your Emergency 
Condition. 


F. Dental Services. 
We do not Cover dental services except for: care or treatment due to accidental injury to 
sound natural teeth within 12 months of the accident; dental care or treatment 
necessary due to congenital disease or anomaly; or dental care or treatment specifically 
stated in the Outpatient and Professional Services section of this Certificate. 


G. Experimental or lnvestigational Treatment. 
We do not Cover any health care service, procedure, treatment, device or Prescription 
Drug that is experimental or investigational. However, We will Cover experimental or 
investigational treatments, including treatment for Your rare disease or patient costs for 
Your participation in a clinical trial as described in the Outpatient and Professional 
Services section of this Certificate, when Our denial of services is overturned by an 
External Appeal Agent certified by the State. However, for clinical trials, We will not 
Cover the costs of any investigational drugs or devices, non-health services required for 
You to receive the treatment, the costs of managing the research, or costs that would 
not be Covered under this Certificate for non-investigational treatments. See the 
Utilization Review and External Appeal sections of this Certificate for a further 
explanation of Your Appeal rights. 


H. Felony Participation. 
We do not Cover any illness, treatment or medical condition due to Your participation in 
a felony, riot or insurrection. This exclusion does not apply to Coverage for services 
involving injuries suffered by a victim of an act of domestic violence or for services as a 
result of Your medical condition (including both physical and mental health conditions). 


I. Foot Care. 
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen 
arches, weak feet, chronic fool strain or symptomatic complaints of the feet. However, 
we will Cover foot care when You have a specific medical condition or disease resulting 
in circulatory deficits or areas of decreased sensation in Your legs or feet. 


J. Government Facility. 
We do not Cover care or treatment provided in a Hospital that is owned or operated by 
any federal, state or other governmental entity, except as otherwise required by law 
unless You are taken to the Hospital because it is close to the place where You were 
injured or became ill and Emergency Services are provided to treat Your Emergency 
Condition. 


K. Medically Necessary. 
In general, We will not Cover any health care service, procedure, treatment, test, device 
or Prescription Drug that We determine is not Medically Necessary. If an External 
Appeal Agent certified by the State overturns Our denial, however, We will Cover the 
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service, procedure, treatment, test, device or Prescription Drug for which coverage has 
been denied, to the extent that such service, procedure, treatment, test, device or 
Prescription Drug is otherwise Covered under the terms of this Certificate. 


L. Medicare or Other Governmental Program. 
We do not Cover services if benefits are provided for such services under the federal 
Medicare program or other governmental program ( except Medicaid). 


M. Military Service. 
We do not Cover an illness, treatment or medical condition due to service in the Armed 
Forces or auxiliary units. 


N. No-Fault Automobile Insurance. 
We do not Cover any benefits to the extent provided for any loss or portion thereof for 
which mandatory automobile no-fault benefits are recovered or recoverable. This 
exclusion applies even if You do not make a proper or timely claim for the benefits 
available to You under a mandatory no-fault policy. 


0. Services Not Listed. 
We do not Cover services that are not listed in this Certificate as being Covered. 


P. Services Provided by a Family Member. 
We do not Cover services performed by a member of the covered person's immediate 
family. "Immediate family" shall mean a child, spouse, mother, father, sister or brother of 
You or Your Spouse. 


Q. Services Separately Billed by Hospital Employees. 
We do not Cover services rendered and separately billed by employees of Hospitals, 
laboratories or other institutions. 


R. Services with No Charge. 
We do not Cover services for which no charge is normally made. 


S. Vision Services. 
We do not Cover the examination or fitting of eyeglasses or contact lenses. 


T. War. 
We do not Cover an illness, treatment or medical condition due to war, declared or 
undeclared. 


U. Workers' Compensation. 
We do not Cover services if benefits for such services are provided under any state or 
federal Workers' Compensation, employers' liability or occupational disease law. 
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SECTION XV 


Claim Determinations 


A. Claims. 
A claim is a request that benefits or services be provided or paid according to the terms 
of this Certificate. When You receive services from a Participating Provider, You will not 
need to submit a claim form. However, if You receive services from a Non-Participating 
Provider either You or the Provider must file a claim form with Us. If the Non
Participating Provider is not willing lo file the claim form, You will need to file it with Us. 
See the Coordination of Benefits section of this Certificate for information on how We 
coordinate benefit payments when You also have group health coverage with another 
plan. 


B. Notice of Claim. 
Claims for services must include all information designated by Us as necessary to 
process the claim, including, but not limited lo: Member identification number; name; 
dale of birth; dale of service; type of service; the charge for each service; procedure 
code for the service as applicable; diagnosis code; name and address of the Provider 
making the charge; and supporting medical records, when necessary. A claim that fails 
to contain all necessary information will not be accepted and must be resubmitted with 
all necessary information. Claim forms are available from Us by calling the number on 
Your ID card or visiting Our website al www.cdphp.com. Completed claim forms should 
be sent to the address in the How Your Coverage Works section of this Certificate. You 
may also submit a claim to Us electronically by sending ii to the e-mail address in the 
How Your Coverage Works section of this Certificate or visiting Our website at 
www.cdphp.com. 


C. Timeframe for Filing Claims. 
Claims for services must be submitted to Us for payment within 120 days after You 
receive the services for which payment is being requested. If it is not reasonably 
possible to submit a claim within the 120-day period, You must submit it as soon as 
reasonably possible. 


D. Claims for _Prohibited Referrals. 
We are not required to pay any claim, bill or other demand or request by a Provider for 
clinical laboratory services, pharmacy services, radiation therapy services, physical 
therapy services or x-ray or imaging services furnished pursuant to a referral prohibited 
by Section 238-a(1) of the New York Public Health Law. 


E. Claim Determinations. 
Our claim determination procedure applies to all claims that do not relate to a medical 
necessity or experimental or investigational determination. For example, Our claim 
determination procedure applies to contractual benefit denials. If You disagree with Our 
claim determination, You may submit a Grievance pursuant to the Grievance 
Procedures section of this Certificate. 
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For a description of the Utilization Review procedures and Appeal process for medical 
necessity or experimental or investigational determinations, see the Utilization Review 
and External Appeal sections of this Certificate. 


F. Pre-Service Claim Determinations. 
1. A pre-service claim is a request that a service or treatment be approved before 


it has been received. If We have all the information necessary to make a 
determination regarding a pre-service claim (e.g., a covered benefit 
determination), We will make a determination and provide notice to You (or Your 
designee) within 15 days from receipt of the claim. 


If We need additional information, We will request it within 15 days from receipt 
of the claim. You will have 45 calendar days to submit the information. If We 
receive the information within 45 days, We will make a determination and provide 
notice to You (or Your designee) in writing, within 15 days of Our receipt of the 
information. If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the end of the 45-day period. 


2. Urgent Pre-Service Reviews. With respect to urgent pre-service requests, if 
We have all information necessary to make a determination, We will make a 
determination and provide notice to You (or Your designee) by telephone, within 
72 hours of receipt of the request. Written notice will follow within three (3) 
calendar days of the decision. If We need additional information, We will request 
it within 24 hours. You will then have 48 hours to submit the information. We will 
make a determination and provide notice to You (or Your designee) by telephone 
within 48 hours of the earlier of Our receipt of the information or the end of the 
48-hour period. Written notice will follow within three (3) calendar days of the 
decision. 


G. Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already 
received. If We have all information necessary to make a determination regarding a 
post-service claim, We will make a determination and notify You (or Your designee) 
within 30 calendar days of the receipt of the claim. If We need additional information, 
We will request it within 30 calendar days. You will then have 45 calendar days to 
provide the information. We will make a determination and provide notice to You (or 
Your designee) in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 


H. Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 
days of receipt of the claim (when submitted through the internet or e-mail) and 45 days 
of receipt of the claim (when submitted through other means, including paper or fax). If 
We request additional information, We will pay the claim within 30 days (for claims 
submitted through the internet or e-mail) or 45 days (for claims submitted through other 
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means, including paper or fax) of receipt of the information. 
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SECTION XVI 


Grievance Procedures 


A. Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or 
experimental or investigational determination by Us. For example, it applies to 
contractual benefit denials or issues or concerns You have regarding Our administrative 
policies or access to Providers. 


B. Filing a Grievance. 
You can contact Us by phone at the number on Your ID card, in person, or in writing to 
file a Grievance. You must use Our Grievance form for written Grievances. You may 
submit an oral Grievance in connection with a denial of a Referral or a covered benefit 
determination. We may require that You sign a written acknowledgement of Your oral 
Grievance, prepared by Us. You or Your designee has up to 180 calendar days from 
when You received the decision You are asking Us to review to file the Grievance. 


When We receive Your Grievance, We will mail an acknowledgment letter within 15 
business days. The acknowledgment letter will include the name, address, and 
telephone number of the person handling Your Grievance, and indicate what additional 
information, if any, must be provided. 


We keep all requests and discussions confidential and We will take no discriminatory 
action because of Your issue. We have a process for both standard and expedited 
Grievances, depending on the nature of Your inquiry. 


C. Grievance Determination. 
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, 
certified or registered Health Care Professional will look into it. We will decide the 
Grievance and notify You within the following timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment 
that has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 
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By phone, within the earlier of 48 hours of 
receipt of all necessary information or 72 
hours of receipt of Your Grievance. Written 
notice will be provided within 72 hours of 
receipt of Your Grievance. 


In writing, within 15 calendar days of 
receipt of Your Grievance. 


In writing, within 30 calendar days of 
receipt of Your Grievance. 
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All Other Grievances: 
(That are not in relation to a claim or 
request for a service or treatment.) 


D. Grievance Appeals. 


In writing, within 45 calendar days of 
receipt of all necessary information but no 
more than 60 calendar days of receipt of 
Your Grievance. 


If You are not satisfied with the resolution of Your Grievance, You or Your designee 
may file an Appeal by phone at the number on Your ID card, in person, or in writing. 
You have up to 60 business days from receipt of the Grievance determination to file an 
Appeal. 


When We receive Your Appeal, We will mail an acknowledgment letter within 15 
business days. The acknowledgement letter will include the name, address, and 
telephone number of the person handling Your Appeal and indicate what additional 
information, if any, must be provided. 


One or more qualified personnel at a higher level than the personnel that rendered the 
Grievance determination will review it, or if it is a clinical matter, a clinical peer reviewer 
will look into it. We will decide the Appeal and notify You in writing within the following 
timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment that 
has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 


All Other Grievances: (That are not in 
relation to a claim or request for a service 
or treatment.) 


E. Assistance. 


The earlier of two (2) business days of 
receipt of all necessary information or 72 
hours of receipt of Your Appeal. 


15 calendar days of receipt of Your 
Appeal. 


30 calendar days of receipt of Your 
Appeal. 


30 business days of receipt of all 
necessary information to make a 
determination. 


If You remain dissatisfied with Our Appeal determination, or at any other time You are 
dissatisfied, You may: 


Call the New York State Department of Financial Services at 1-800-342-3736 or 
write them at: 
New York State Department of Financial Services 
Consumer Assistance Unit 
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One Commerce Plaza 
Albany, NY 12257 
Website: www.dfs.ny.gov 


If You need assistance filing a Grievance or Appeal, You may also contact the state 
independent Consumer Assistance Program at: 
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVII 


Utilization Review 


A. Utilization Review. 
We review health services to determine whether the services are or were Medically 
Necessary or experimental or investigational ("Medically Necessary"). This process is 
called Utilization Review. Utilization Review includes all review activities, whether they 
take place prior to the service being performed (Preauthorization); when the service is 
being performed (concurrent); or after the service is performed (retrospective). If You 
have any questions about the Utilization Review process, please call the number on 
Your ID card. The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 


All determinations that services are not Medically Necessary will be made by: 1) 
licensed Physicians; or 2) licensed, certified, registered or credentialed Health Care 
Professionals who are in the same profession and same or similar specialty as the 
Provider who typically manages Your medical condition or disease or provides the 
health care service under review; or 3) with respect to substance use disorder 
treatment, licensed Physicians or licensed, certified, registered or credentialed Health 
Care Professionals who specialize in behavioral health and have experience in the 
delivery of substance use disorder courses of treatment. We do not compensate or 
provide financial incentives to Our employees or reviewers for determining that services 
are not Medically Necessary. We have developed guidelines and protocols to assist Us 
in this process. For substance use disorder treatment, We will use evidence-based and 
peer reviewed clinical review tools designated by OASAS that are appropriate to the 
age of the patient. s·pecific guidelines and protocols are available for Your review upon 
request. For more information, call the number on Your ID card or visit Our website at 
www.cdphp.com. 


B. Preauthorization Reviews. 
1. Non-Urgent Preauthorization Reviews. If We have all the information 


necessary to make a determination regarding a Preauthorization review, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of receipt of 
the request. 


If We need additional information, We will request it within three (3) business 
days. You or Your Provider will then have 45 calendar days to submit the 
information. If We receive the requested information within 45 days, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information. If all necessary information is not received within 45 
days, We will make a determination within 15 calendar days of the end of the 45-
day period. 
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2. Urgent Preauthorization Reviews. With respect to urgent Preauthorization 
requests, if We have all information necessary to make a determination, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone, within 72 hours of receipt of the request. Written notice 
will be provided within three (3) business days of receipt of the request. If We 
need additional information, We will request it within 24 hours. You or Your 
Provider will then have 48 hours to submit the information. We will make a 
determination and provide notice to You (or Your designee) and Your Provider by 
telephone and in writing within 48 hours of the earlier of Our receipt of the 
information or the end of the 48 hour period. 


3. Court Ordered Treatment. With respect to requests for mental health and/or 
substance use disorder services that have not yet been provided, if You (or Your 
designee) certify, in a format prescribed by the Superintendent of Financial 
Services, that You will be appearing, or have appeared, before a court of 
competent jurisdiction and may be subject to a court order requiring such 
services, We will make a determination and provide notice to You (or Your 
designee) and Your Provider by telephone within 72 hours of receipt of the 
request. Written notification will be provided within three (3) business days of Our 
receipt of the request. Where feasible, the telephonic and written notification will 
also be provided to the court. 


C. Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services 


during the course of care (concurrent reviews) will be made, and notice provided 
to You (or Your designee) and Your Provider, by telephone and in writing, within 
one (1) business day of receipt of all necessary information. If We need 
additional information, We will request it within one (1) business day. You or Your 
Provider will then have 45 calendar days to submit the information. We will make 
a determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of Our receipt of the 
information or, if We do not receive the information, within 15 calendar days of 
the end of the 45-day period. 


2. Urgent Concurrent Reviews. For concurrent reviews that involve an extension 
of urgent care, if the request for coverage is made at least 24 hours prior to the 
expiration of a previously approved treatment, We will make a determination and 
provide notice to You (or Your designee) and Your Provider by telephone within 
24 hours of receipt of the request. Written notice will be provided within one (1) 
business day of receipt of the request. 


If the request for coverage is not made at least 24 ho1,Jrs prior to the expiration of 
a previously approved treatment and We have all the information necessary to 
make a determination, We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of 72 hours or one 
(1) business day of receipt of the request. If We need additional information, We 
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will request it within 24 hours. You or Your Provider will then have 48 hours to 
submit the information. We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of one (1) 
business day or 48 hours of Our receipt of the information or, if we do not receive 
the information, within 48 hours of the end of the 48-hour period. 


3. Home Health Care Reviews. After receiving a request for coverage of home 
care services following an inpatient Hospital admission, We will make a 
determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of receipt of the 
necessary information. If the day following the request falls on a weekend or 
holiday, We will make a determination and provide notice to You (or Your 
designee) and Your Provider within 72 hours of receipt of the necessary 
information. When We receive a request for home care services and all 
necessary information prior to Your discharge from an inpatient hospital 
admission, We will not deny coverage for home care services while Our decision 
on the request is pending. 


4. Inpatient Substance Use Disorder Treatment Reviews. If a request for 
inpatient substance use disorder treatment is submitted lo Us at least 24 hours 
prior to discharge from an inpatient substance use disorder treatment admission, 
We will make a determination within 24 hours of receipt of the request and We 
will provide coverage for the inpatient substance use disorder treatment while 
Our determination is pending. 


5. Inpatient Substance Use Disorder Treatment at Participating OASAS
Certified Facilities. Coverage for inpatient substance use disorder treatment at 
a participating OASAS-certified Facility is not subject to Preauthorization. 
Coverage will not be subject to concurrent review for the first 14 days of the 
inpatient admission if the OASAS-certified Facility notifies Us of both the 
admission and the initial treatment plan within 48 hours of the admission. After 
the first 14 days of the inpatient admission, We may review the entire stay to 
determine whether it is Medically Necessary and We will use clinical review tools 
designated by OASAS. If any portion of the stay is denied as not Medically 
Necessary, You are only responsible for the in-network Cost-Sharing that would 
otherwise apply to Your inpatient admission. 


D. Retrospective Reviews. 
If We have all information necessary to make a determination regarding a retrospective 
claim, We will make a determination and notify You and Your Provider within 30 
calendar days of the receipt of the request. If We need additional information, We will 
request it within 30 calendar days. You or Your Provider will then have 45 calendar days 
to provide the information. We will make a determination and provide notice to You and 
Your Provider in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 
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Once We have all the information to make a decision, Our failure to make a Utilization 
Review determination within the applicable time frames set forth above will be deemed 
an adverse determination subject to an internal Appeal. 


E. Retrospective Review of Preauthorized Services. 
We may only reverse a preauthorized treatment, service or procedure on retrospective 
review when: 


• The relevant medical information presented to Us upon retrospective review is 
materially different from the information presented during the Preauthorization 
review; 


• The relevant medical information presented to Us upon retrospective review 
existed at the time of the Preauthorization but was withheld or not made available 
to Us; 


• We were not aware of the existence of such information at the time of the 
Preauthorization review; and 


• Had We been aware of such information, the treatment, service or procedure 
being requested would not have been authorized. The determination is made 
using the same specific standards, criteria or procedures as used during the 
Preauthorization review. 


F. Step Therapy Override Determinations. 
You, Your designee, or Your Health Care Professional may request a step therapy 
protocol override determination for Coverage of a Prescription Drug selected by Your 
Health Care Professional. When conducting Utilization Review for a step therapy 
protocol override determination, We will use recognized evidence-based and peer 
reviewed clinical review criteria that is appropriate for You and Your medical condition. 


1. Supporting Rationale and Documentation. A step therapy protocol override 
determination request must include supporting rationale and documentation from 
a Health Care Professional, demonstrating that: 
• The required Prescription Drug(s) is contraindicated or will likely cause an 


adverse reaction or physical or mental harm to You; 
• The required Prescription Drug(s) is expected to be ineffective based on Your 


known clinical history, condition, and Prescription Drug regimen; 
• You have tried the required Prescription Drug(s) while covered by Us or under 


Your previous health insurance coverage, or another Prescription Drug in the 
same pharmacologic class or with the same mechanism of action, and that 
Prescription Drug(s) was discontinued due to lack of efficacy or effectiveness, 
diminished effect, or an adverse event; 


• You are stable on a Prescription Drug(s) selected by Your Health Care 
Professional for Your medical condition, provided this does not prevent Us 
from requiring You to try an AB-rated generic equivalent; or 


• The required Prescription Drug(s) is not in Your best interest because it will 
likely cause a significant barrier to Your adherence to or compliance with Your 
plan of care, will likely worsen a comorbid condition, or will likely decrease 
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Your abiliiy to achieve or maintain reasonable functional ability in performing 
daily activities. 


2. Standard Review. We will make a step therapy protocol override determination 
and provide notification to You (or Your designee) and where appropriate, Your 
Health Care Professional, within 72 hours of receipt of the supporting rationale 
and documentation. 


3. Expedited Review. If You have a medical condition that places Your health in 
serious jeopardy without the Prescription Drug prescribed by Your Health Care 
Professional, We will make a step therapy protocol override determination and 
provide notification to You (or Your designee) and Your Health Care Professional 
within 24 hours of receipt of the supporting rationale and documentation. 


If the required supporting rationale and documentation are not submitted with a step 
therapy protocol override determination request, We will request the information within 
72 hours for Preauthorizalion and retrospective reviews, the lesser of 72 hours or one 
(1) business day for concurrent reviews, and 24 hours for expedited reviews. You or 
Your Health Care Professional will have 45 calendar days to submit the information for 
Preauthorization, concurrent and retrospective reviews, and 48 hours for expedited 
reviews. For Preauthorization reviews, We will make a determina"lion and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For concurrent reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 72 hours or one (1) business day of Our receipt of the 
information or 15 calendar days of the end of the 45-day period if the information is not 
received. For retrospective reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For expedited reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 24 hours of Our receipt of the information or 48 hours 
of the end of the 48-hour period if the information is not received. 


If We do not make a determination within 72 hours (or 24 hours for expedited reviews) 
of receipt of the supporting rationale and documentation, the step therapy protocol 
override request will be approved. 


If We determine that the step therapy protocol should be overridden, We will authorize 
immediate coverage for the Prescription Drug prescribed by Your treating Health Care 
Professional. An adverse step therapy override determination is eligible for an Appeal. 


G. Reconsideration. 
If We did not attempt to consult with Your Provider who recommended the Covered 
Service before making an adverse determination, the Provider may request 
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reconsideration by the same clinical peer reviewer who made the adverse determination 
or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable. 
For Preauthorization and concurrent reviews, the reconsideration will take place within 
one (1) business day of the request for reconsideration. If the adverse determination is 
upheld, a notice of adverse determination will be given to You and Your Provider, by 
telephone and in writing. 


H. Utilization Review Internal Appeals. 
You, Your designee, and, in retrospective review cases, Your Provider, may request an 
internal Appeal of an adverse determination, either by phone, in person, or in writing. 


You have up to 180 calendar days after You receive notice of the adverse determination 
to file an Appeal. We will acknowledge Your request for an internal Appeal within 15 
calendar days of receipt. This acknowledgment will if necessary, inform You of any 
additional information needed before a decision can be made. The Appeal will be 
decided by a clinical peer reviewer who is not subordinate to the clinical peer reviewer 
who made the initial adverse determination and who is 1) a Physician or 2) a Health 
Care Professional in the same or similar specialty as the Provider who typically 
manages the disease or condition at issue. 


1. Out-of-Network Service Denial. You also have the right to Appeal the denial of 
a Preauthorization request for an out-of-network health service when We 
determine that the out-of-network health service is not materially different from an 
available in-network health service. A denial of an out-of-network health service 
is a service provided by a Non-Participating Provider, but only when the service 
is not available from a Participating Provider. For a Utilization Review Appeal of 
denial of an out-of-network health service, You or Your designee must submit: 
• A written statement from Your attending Physician, who must be a licensed, 


board-certified or board-eligible Physician qualified to practice in the specialty 
area of practice appropriate to treat Your condition, that the requested out-of
network health service is materially different from the alternate health service 
available from a Participating Provider that We approved to treat Your 
condition; and 


• Two (2) documents from the available medical and scientific evidence that the 
out-of-network service: 1) is likely to be more clinically beneficial to You than 
the alternate in-network service; and 2) that the adverse risk of the out-of
network service would likely not be substantially increased over the in
network health service. 


2. Out-of-Network Authorization Denial. You also have the right to Appeal the 
denial of a request for an authorization to a Non-Participating Provider when We 
determine that We have a Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide the 
requested health care service. For a Utilization Review Appeal of an out-of
network authorization denial, You or Your designee must submit a written 
statement from Your attending Physician, who must be a licensed, board-certified 
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or board-eligible Physician qualified to practice in the specialty area of practice 
appropriate to treat Your condition: 
• That the Participating Provider recommended by Us does not have the 


appropriate training and experience to meet Your particular health care needs 
for the health care service; and 


• Recommending a Non-Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide 
the requested health care service. 


I. First Level Appeal. 
1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 


We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee}, and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. An Appeal of a review of continued or extended health care 
services, additional services rendered in the course of continued treatment, 
home health care services following discharge from an inpatient Hospital 
admission, services in which a Provider requests an immediate review, mental 
health and/or substance use disorder services that may be subject to a court 
order, or any other urgent matter will be handled on an expedited basis. An 
expedited Appeal is not available for retrospective reviews. For an expedited 
Appeal, Your Provider will have reasonable access to the clinical peer reviewer 
assigned to the Appeal within one (1) business day of receipt of the request for 
an Appeal. Your Provider and a clinical peer reviewer may exchange information 
by telephone or fax. An expedited Appeal will be determined within the earlier of 
72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination 
will be provided to You (or Your designee) within 24 hours after the determination 
is made, but no later than 72 hours after receipt of the Appeal request. 


If You are not satisfied with the resolution of Your expedited Appeal, You may file 
a standard internal Appeal or an external appeal. 


Our failure to render a determination of Your Appeal within 60 calendar days of 
receipt of the necessary information for a standard Appeal or within two (2) 
business days of receipt of the necessary information for an expedited Appeal 
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will be deemed a reversal of the initial adverse determination. 


4. Substance Use Appeal. If We deny a request for inpatient substance use 
disorder treatment that was submitted at least 24 hours prior to discharge from 
an inpatient admission, and You or Your Provider file an expedited internal 
Appeal of Our adverse determination, We will decide the Appeal within 24 hours 
of receipt of the Appeal request. If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of 
Our adverse determination, We will also provide coverage for the inpatient 
substance use disorder treatment while a determination on the internal Appeal 
and external appeal is pending. 


J. Second Level Appeal. 
If You disagree with the first level Appeal determination, You or Your designee can file a 
second level Appeal. You or Your designee can also file an external appeal. The four 
(4) month timeframe for filing an external appeal begins on receipt of the final 
adverse determination on the first level of Appeal. By choosing to file a second 
level Appeal, the time may expire for You to file an external appeal. 


A second level Appeal must be filed within 45 days of receipt of the final adverse 
determination on the first level Appeal. We will acknowledge Your request for an internal 
Appeal within 15 calendar days of receipt. This acknowledgment will inform You, if 
necessary, of any additional information needed before a decision can be made. 


1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 
We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


• 2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. If Your Appeal relates to an urgent matter, We will decide 
the Appeal and provide written notice of the determination to You (or Your 
designee), and where appropriate, Your Provider, within 72 hours of receipt of 
the Appeal request. 


K. Appeal Assistance. 
If You need Assistance filing an Appeal, You may contact the state independent 
Consumer Assistance Program at: 
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Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVIII 


External Appeal 


A. Your Right to an External Appeal. 
In some cases, You have a right to an external appeal of a denial of coverage. If We 
have denied coverage on the basis that a service is not Medically Necessary (including 
appropriateness, health care setting, level of care or effectiveness of a Covered 
benefit); or is an experimental or investigational treatment (including clinical trials and 
treatments for rare diseases); or is an out-of-network treatment, You or Your 
representative may appeal that decision to an External Appeal Agent, an independent 
third party certified by the State to conduct these appeals. 


In order for You to be eligible for an external appeal You must meet the following two (2) 
requirements: · 


• The service, procedure, or treatment must otherwise be a Covered Service under 
this Certificate; and 


• In general, You must have received a final adverse determination through the 
first level of Our internal Appeal process. But, You can file an external appeal 
even though You have not received a final adverse determination through the 
first level of Our internal Appeal process if: 


o We agree in writing to waive the internal Appeal. We are not required to 
agree to Your request to waive the internal Appeal; or 


o You file an external appeal at the same time as You apply for an 
expedited internal Appeal; or 


o We fail to adhere to Utilization Review claim processing requirements 
(other than a minor violation that is not likely to cause prejudice or harm to 
You, and We demonstrate that the violation was for good cause or due to 
matters beyond Our control and the violation occurred during an ongoing, 
good faith exchange of information between You and Us). 


B. Your Right to Appeal a Determination that a Service is Not Medically 
Necessary. 
If We have denied coverage on the basis that the service is not Medically Necessary, 
You may appeal to an External Appeal Agent if You meet the requirements for an 
external appeal in paragraph "A" above. 


C. Your Right to Appeal a Determination that a Service is Experimental or 
lnvestigational. 
If We have denied coverage on the basis that the service is an experimental or 
investigational treatment (including clinical trials and treatments for rare diseases), You 
must satisfy the two (2) requirements for an external appeal in paragraph "A" above and 
Your attending Physician must certify that Your condition or disease is one for which: 


1. Standard health services are ineffective or medically inappropriate; or 
2. There does not exist a more beneficial standard service or procedure Covered by 


Us; or 
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3. There exists a clinical trial or rare disease treatment (as defined by law). 


In addition, Your attending Physician must have recommended one (1) of the following: 
1. A service, procedure or treatment that two (2) documents from available medical 


and scientific evidence indicate is likely to be more beneficial to You than any 
standard Covered Service (only certain documents will be considered in support 
of this recommendation - Your attending Physician should contact the State for 
current information as to what documents will be considered or acceptable); or 


2. A clinical trial for which You are eligible (only certain clinical trials can be 
considered); or · 


3. A rare disease treatment for which Your attending Physician certifies that there is 
no standard treatment that is likely to be more clinically beneficial to You than the 
requested service, the requested service is likely to benefit You in the treatment 
of Your rare disease, and such benefit outweighs the risk of the service. In 
addition, Your attending Physician must certify that Your condition is a rare 
disease that is currently or was previously subject to a research study by the 
National Institutes of Health Rare Disease Clinical Research Network or that it 
affects fewer than 200,000 U.S. residents per year. 


For purposes of this section, Your attending Physician must be a licensed, board
certified or board eligible Physician qualified to practice in the area appropriate to treat 
Your condition or disease. In addition, for a rare disease treatment, the attending 
Physician may not be Your treating Physician. 


D. Your Right to Appeal a Determination that a Service is Out-of-Network. 
If We have denied coverage of an out-of-network treatment because it is not materially 
different than the health service available in-network, You may appeal to an External 
Appeal Agent if You meet the two (2) requirements for an external appeal in paragraph 
"A" above, and You have requested Preauthorization for the out-of-network treatment. 


In addition, Your attending Physician must certify that the out-of-network service is 
materially different from the alternate recommended in-network health service, and 
based on two (2) documents from available medical and scientific evidence, is likely to 
be more clinically beneficial than the alternate in-network treatment and that the 
adverse risk of the requested health service would likely not be substantially increased 
over the alternate in-network health service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


E. Your Right to Appeal an Out-of-Network Authorization Denial to a Non
Participating Provider. 
If We have denied coverage of a request for an authorization to a Non-Participating 
Provider because We determine We have a Participating Provider with the appropriate 
training and experience to meet Your particular health care needs who is able to provide 
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the requested health care service, You may appeal to an External Appeal Agent if You 
meet the two (2) requirements for an external appeal in paragraph "A" above. 


In addition, Your attending Physician must: 1) certify that the Participating Provider 
recommended by Us does not have the appropriate training and experience to meet 
Your particular health care needs; and 2) recommend a Non-Participating Provider with 
the appropriate training and experience to meet Your particular health care needs who 
is able to provide the requested health care service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. · 


F. Your Right to Appeal a Formulary Exception Denial. 
If We have denied Your request for coverage of a non-formulary Prescription Drug 
through Our formulary exception process, You, Your designee or the prescribing Health 
Care Professional may appeal the formulary exception denial to an External Appeal 
Agent. See Your Prescription Drug Coverage Rider, if applicable, for more information 
on the formulary exception process. 


G. The External Appeal Process. 
You have four (4) months from receipt of a final adverse determination or from receipt of 
a waiver of the internal Appeal process to file a written request for an external appeal. If 
You are filing an external appeal based on Our failure to adhere to claim processing 
requirements, You have four (4) months from such failure to file a written request for an 
external appeal. 


We will provide an external appeal application with the final adverse determination 
issued through the first level of Our internal Appeal process or Our written waiver of an 
internal Appeal. You may also request an external appeal application from the New 
York State Department of Financial Services at 1-800-400-8882. Submit the completed 
application to the Department of Financial Services at the address indicated on the 
application. If You meet the criteria for an external appeal, the State will forward the 
request to a certified External Appeal Agent. 


You can submit additional documentation with Your external appeal request. If the 
External Appeal Agent determines that the information You submit represents a material 
change from the information on which We based Our denial, the External Appeal Agent 
will share this information with Us in order for Us to exercise Our right to reconsider Our 
decision. If We choose to exercise this right, We will have three (3) business days to 
amend or confirm Our decision. Please note that in the case of an expedited external 
appeal (described below), We do not have a right to reconsider Our decision. 


In general, the External Appeal Agent must make a decision within 30 days of receipt of 
Your completed application. The External Appeal Agent may request additional 
information from You, Your Physician, or Us. If the External Appeal Agent requests 
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additional information, it will have five (5) additional business days to make its decision. 
The External Appeal Agent must notify You in writing of its decision within two (2) 
business days. 


If Your attending Physician certifies that a delay in providing the service that has been 
denied poses an imminent or serious threat to Your health; or if Your attending 
Physician certifies that the standard external appeal time frame would seriously 
jeopardize Your life, health or ability to regain maximum function; or if You received 
Emergency Services and have not been discharged from a Facility and the denial 
concerns an admission, availability of care or continued stay, You may request an 
expedited external appeal. In that case, the External Appeal Agent must make a 
decision within 72 hours of receipt of Your completed application. Immediately after 
reaching a decision, the External Appeal Agent must notify You and Us by telephone or 
facsimile of that decision. The External Appeal Agent must also notify You in writing of 
its decision. 


If Your internal formulary exception request received a standard review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 72 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You are 
taking the Prescription Drug, including any refills. 


If Your internal formulary exception request received an expedited review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 24 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You 
suffer from the health condition that may seriously jeopardize Your health, life or ability 
to regain maximum function or for the duration of Your current course of treatment using 
the non-formulary Prescription Drug. 


If the External Appeal Agent overturns Our decision that a service is not Medically 
Necessary or approves coverage of an experimental or investigational treatment or an 
out-of-network treatment, We will provide coverage subject to the other terms and 
conditions of this Certificate. Please note that if the External Appeal Agent approves 
coverage of an experimental or investigational treatment that is part of a clinical trial, 
We will only Cover the cost of services required to provide treatment to You according 
to the design of the trial. We will not be responsible for the costs of investigational drugs 
or devices, the costs of non-health care services, the costs of managing the research, 
or costs that would not be Covered under this Certificate for non-investigational 
treatments provided in the clinical trial. 


The External Appeal Agent's decision is binding on both You and Us. The External 
Appeal Agent's decision is admissible in any court proceeding. 
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H. Your Responsibilities. 
It is Your responsibility to start the external appeal process. You may start the 
external appeal process by filing a completed application with the New York State 
Department of Financial Services. You may appoint a representative to assist You with 
Your application; however, the Department of Financial Services may contact You and 
request that You confirm in writing that You have appointed the representative. 


Under New York State law, Your completed request for external appeal must be 
filed within four (4) months of either the date upon which You receive a final 
adverse determination, or the date upon which You receive a written waiver of 
any internal Appeal, or Our failure to adhere to claim processing requirements. 
We have no authority to extend this deadline. 
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SECTION XIX 


Coordination of Benefits 


This section applies when You also have group health coverage with another plan. 
When You receive a Covered Service, We will coordinate benefit payments with any 
payment made by another plan. The pri_mary plan will pay its full benefits and the other 
plan may pay secondary benefits, if necessary, to cover some or all of the remaining 
expenses. This coordination prevents duplicate payments and overpayments. We do 
not coordinate benefit payments for vision benefits. 


A. Definitions. 
1. "Allowable expense" is the necessary, reasonable, and customary item of 


expense for health care, when the item is covered at least in part under any of 
the plans involved, except where a statute requires a different definition. When a 
plan provides benefits in the form of services, the reasonable cash value of each 
service will be considered as both an allowable expense and a benefit paid. 


2. "Plan" is other group health coverage with which We will coordinate benefits. 
The term "plan" includes: 


• Group health benefits and group blanket or group remittance health 
benefits coverage, whether insured, self-insured, or self-funded. This 
includes group HMO and other prepaid group coverage, but does not 
include blanket school accident coverage or coverages issued to a 
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the 
school or organization pays the premiums. 


• Medical benefits coverage, in group and individual automobile "no-fault" 
and traditional liability "fault" type contracts. 


• Hospital, medical, and surgical benefits coverage of Medicare or a 
governmental plan offered, required, or provided by law, except Medicaid 
or any other plan whose benefits are by law excess to any private 
insurance coverage. 


3. "Primary plan" is one whose benefits must be determined without taking the 
existence of any other plan into consideration. A plan is primary if either: 1) the 
plan has no order of benefits rules or its rules differ from those required by 
regulation; or 2) all plans which cover the person use the order of benefits rules 
required by regulation and under those rules the plan determines its benefits first. 
More than one plan may be a primary plan (for example, two plans which have 
no order of benefit determination rules). 


4. "Secondary plan" is one which is not a primary plan. If a person is covered by 
more than one secondary plan, the order of benefit determination rules decide 
the order in which their benefits are determined in relation to each other. 


B. Rules to Determine Order of Payment. 
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The first of the rules listed below in paragraphs 1-6 that applies will determine which 
plan will be primary: 


1. If the other plan does not have a provision similar to this one, then the other plan 
will be primary. 


2. If the person receiving benefits is the Subscriber and is only covered as a 
Dependent under the other plan, this Certificate will be primary. 


3. If a child is covered under the plans of both parents and the parents are not 
separated or divorced, the plan of the parent whose birthday falls earlier in the 
year will be primary. If both parents have the same birthday, the plan which 
covered the parent longer will be primary. To determine whose birthday falls 
earlier in the year, only the month and day are considered. However, if the other 
plan does not have this birthday rule, but instead has a rule based on the sex of 
the parent and as a result the plans do not agree on which is primary, then the 
rule in the other plan will determine which plan is primary. 


4. If a child is covered by both parents' plans, the parents are separated or 
divorced, and there is no court decree between the parents that establishes 
financial responsibility for the child's health care expenses: 


• The plan of the parent who has custody will be primary; 
• If the parent with custody has remarried, and the child is also covered as a 


child under the step-parent's plan, the plan of the parent with custody will 
pay first, the step-parent's plan will pay second, and the plan of the parent 
without custody will pay third; and 


• If a court decree between the parents says which parent is responsible for 
the child's health care expenses, then that parent's plan will be primary if 
that plan has actual knowledge of the decree. 


5. If the person receiving services is covered under one plan as an active employee 
or member (i.e., not laid-off or retired), or as the spouse or child of such an active 
employee, and is also covered under another plan as a laid-off or retired 
employee or as the spouse or child of such a laid-off or retired employee, the 
plan that covers such person as an active employee or spouse or child of an 
active employee will be primary. If the other plan does not have this rule, and as 
a result the plans do not agree on which will be primary, this rule will be ignored. 


6. If none of the above rules determine which plan is primary, the plan that covered 
the person receiving services longer will be primary. 


C. Effects of Coordination. 
When this plan is secondary, its benefits will be reduced so that the total benefits paid 
by the primary plan and this plan during a claim determination period will not exceed 
Our maximum available benefit for each Covered Service. Also, the amount We pay will 
not be more than the amount We would pay if We were primary. As each claim is 
submitted, We will determine Our obligation to pay for allowable expenses based upon 
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all claims that have been submitted up to that point in time during the claim 
determination period. 


D. Right to Receive and Release Necessary Information. 
We may release or receive information that We need to coordinate benefits. We do not 
need to tell anyone or receive consent to do this. We are not responsible to anyone for 
releasing or obtaining this information. You must give Us any needed information for 
coordination purposes, in the time frame requested. 


E. Our Right to Recover Overpayment. 
If We made a payment as a primary plan, You agree to pay Us any amount by which 
We should have reduced Our payment. Also, We may recover any overpayment from 
the primary plan or the Provider receiving payment and You agree to sign all documents 
necessary to help Us recover any overpayment. 


F. Coordination with "Always Excess," "Always Secondary," or "Non
complying" Plans. 
Except as described below, We will coordinate benefits with plans, whether insured or 
self-insured, that provide benefits that are stated to be always excess or always 
secondary or use order of benefit determination rules that are inconsistent with the rules 
described above in the following manner: 


1. If this Certificate is primary, as defined in this section, We will pay benefits first. 


2. If this Certificate is secondary, as defined in this section, We will pay only the 
amount We would pay as the secondary insurer. 


3. If We request information from a non-complying plan and do not receive it within 
30 days, We will calculate the amount We should pay on the assumption that the 
non-complying plan and this Certificate provide identical benefits. When the 
information is received, We will make any necessary adjustments. 


If a blanket accident insurance policy issued in accordance with Section 1015.11 of the 
General Business Law contains a provision that its benefits are excess or always 
secondary, then this Certificate is primary. 
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SECTION XX 


Termination of Coverage 


Coverage under this Certificate will automatically be terminated on the. first of the 
following to apply: 


1. The Group and/or Subscriber has failed to pay Premiums within 30 days of when 
Premiums are due. Coverage will terminate as of the last day for which 
Premiums were paid. 


2. The end of the month in which the Subscriber ceases to meet the eligibility 
requirements as defined by the Group. 


3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has 
coverage for Dependents. If the Subscriber has coverage for Dependents, then 
coverage will terminate as of the last day of the month for which the Premium 
had been paid. 


4. For Spouses in cases of divorce, the date of the divorce. 


5. For Children, until the end of the month in which the Child turns 26 years of age. 


6. For all other Dependents, the end of the month in which the Dependent ceases 
to be eligible. 


7. The end of the month during which the Group or Subscriber provides written 
notice to Us requesting termination of coverage, or on such later date requested 
for such termination by the notice. 


8. If the Subscriber or the Subscriber's Dependent has performed an act that 
constitutes fraud or the Subscriber has made an intentional misrepresentation of 
material fact in writing on his or her enrollment application, or in order to obtain 
coverage for a service, coverage will terminate immediately upon written notice 
of termination delivered by Us to the Subscriber and/or the Subscriber's 
Dependent, as applicable. However, if the Subscriber makes an intentional 
misrepresentation of material fact in writing on his or her enrollment application, 
We will rescind coverage if the facts misrepresented would have led Us to refuse 
to issue the coverage. Rescission means that the termination of Your coverage 
will have a retroactive effect of up to Your enrollment under the Certificate. If 
termination is a result of the Subscriber's action, coverage will terminate for the 
Subscriber and any Dependents. If termination is a result of the Dependent's 
action, coverage will terminate for the Dependent. 
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9. The date that the Group Contract is terminated. If We terminate and/or decide to 
stop offering a particular class of group contracts, without regard to claims 
experience or health related status, to which this Certificate belongs, We will 
provide the Group and Subscribers at least 90 days' prior written notice. 


1 O. If We elect to terminate or cease offering all hospital, surgical and medical 
expense coverage in the large group market in this state, We will provide written 
notice to the Group and Subscriber at least 180 days prior to when the coverage 
will cease. 


11. The Group has performed an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact under the terms of the coverage. 


12. The Group ceases to meet the statutory requirements to be defined as a group 
for the purposes of obtaining coverage. We will provide written notice to the 
Group and Subscriber at least 30 days prior to when the coverage will cease. 


13. The date there is no longer any Subscriber who lives, resides, or works in Our 
Service Area. 


No termination shall prejudice the right to a claim for benefits which arose prior to such 
termination. 


See the Continuation of Coverage section of this Certificate for Your right to 
continuation of this coverage. See the Conversion Right to a New Contract after 
Termination section of this Certificate for Your right to conversion to an individual 
Contract. 
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SECTIONXXI 


Extension of Benefits 


When Your coverage under this Certificate ends, benefits stop. But, if You are totally 
disabled on the date the Group Contract terminates, or on the date Your coverage 
under this Certificate terminatl:ls, continued benefits may be available for the treatment 
of the injury or sickness that is the cause of the total disability. 


For purposes of this section, "total disability" means You are prevented because of 
injury or disease from engaging in any work or other gainful activity. Total disability for a 
minor means that the minor is prevented because of injury or disease from engaging in 
substantially all of the normal activities of a person of like age and sex who is in good 
health. 


A. When You May Continue Benefits. 
When Your coverage under this Certificate ends, We will provide benefits during a 
period of total disability for a Hospital stay commencing, or surgery performed, within 31 
days from the date Your coverage ends. The Hospital stay or surgery must be for the 
treatment of the injury, sickness, or pregnancy causing the total disability. 


If Your coverage ends because You are no longer employed, We will provide benefits 
during a period of total disability for up to 12 months from the date Your coverage ends 
for Covered services to treat the injury, sickness, or pregnancy that caused the total 
disability, unless these services are covered under another group health plan. 


B. Termination of Extension of Benefits. 
Extended benefits will end on the earliest of the following: 


• The date You are no longer totally disabled; 
• The date the contractual benefit has been exhausted; 
• 12 months from the date extended benefits began (if Your benefits are extended 


based on termination of employment); or 
• With respect to the 12-month extension of coverage, the date You become 


eligible for benefits under any group policy providing medical benefits. 


C. Limits on Extended Benefits. 
We will not pay extended benefits: 


• For any Member who is not totally disabled on the date coverage under this 
Certificate ends; or 


• Beyond the extent to which We would have paid benefits under this Certificate if 
coverage had not ended. 
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SECTION XXII 


Continuation of Coverage 


Under the continuation of coverage provisions of the federal Consolidated Omnibus 
Budget Reconciliation Act of 1985 ("COBRA"), most employer-sponsored group health 
plans must offer employees and their families the opportunity for a temporary 
continuation of health insurance coverage when their coverage would otherwise end. If 
You are not entitled to temporary continuation of coverage under COBRA, You may be 
entitled to temporary continuation coverage under the New York Insurance Law as 
described below. Call or write Your employer to find out if You are entitled to temporary 
continuation of coverage under COBRA or under the New York Insurance Law. Any 
period of continuation of coverage will terminate automatically at the end of the period of 
continuation provided under COBRA or the New York Insurance Law. 


A. Qualifying Events. 
Pursuant to federal COBRA and state continuation coverage laws, You, the Subscriber, 
Your Spouse and Your Children may be able to temporarily continue coverage under 
this Certificate in certain situations when You would otherwise lose coverage, known as 
qualifying events. 


1. If Your coverage ends due to voluntary or involuntary termination of employment 
or a change in Your employee class (e.g., a reduction in the number of hours of 
employment), You may continue coverage. Coverage may be continued for You, 
Your Spouse and any of Your covered Children. 


2. If You are a covered Spouse, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Divorce or legal separation from the Subscriber; or 
• Death of the Subscriber. 


3. If You are a covered Child, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Loss of covered Child status under the plan rules; or 
• Death of the Subscriber. 


If You want to continue coverage, You must request continuation from the Group in 
writing and make the first Premium payment within the 60-day period following the later 
of: 
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1. The date coverage would otherwise terminate; or 
2. The date You are sent notice by first class mail of the right of continuation by the 


Group. 


The Group may charge up to 102% of the Group Premium for continued coverage. 


Continued coverage under this section will terminate at the earliest of the following: 
1. Tlie date 36 months after the Subscriber's coverage would have terminated 


because of termination of employment; 
2. If You are a covered Spouse or Child, the date 36 months after coverage would 


have terminated due to the death of the Subscriber, divorce or legal separation, 
the Subscriber's eligibility for Medicare, or the failure to qualify under the 
definition of "Children"; 


3. The date You become covered by an insured or uninsured arrangement that 
provides group hospital, surgical or medical coverage; 


4. The date You become entitled to Medicare; 
5. The date to which Premiums are paid if You fail to make a timely payment; or 
6. The date the Group Contract terminates. However, if the Group Contract is 


replaced with similar coverage, You have the right to become covered under the 
new Group Contract for the balance of the period remaining for Your continued 
coverage. 


When Your continuation of coverage ends, You may have a right to conversion. See the 
Conversion Right to a New Contract after Termination section of this Certificate. 


B. Supplementary Continuation, Conversion, and Temporary Suspension Rights 
During Active Duty. 
If You, the Subscriber are a member of a reserve component of the armed forces of the 
United States, including the National Guard, You have the right to continuation, 
conversion, or a temporary suspension of coverage during active duty and 
reinstatement of coverage at the end of active duty if Your Group does not voluntarily 
maintain Your coverage and if: 


1. Your active duty is extended during a period when the president is authorized to 
order units of the reserve to active duty, provided that such additional active duty 
is at the request and for the convenience of the federal government; and 


2. You serve no more than four (4) years of active duty. 


When Your Group does not voluntarily maintain Your coverage during active duty, 
coverage under this Certificate will be suspended unless You elect to continue coverage 
in writing within 60 days of being ordered to active duty and You pay the Group the 
required Premium payment but not more frequently than on a monthly basis in advance. 
This right of continuation extends to You and Your eligible Dependents. Continuation of 
coverage is not available for any person who is eligible to be covered under Medicare; 
or any person who is covered as an employee, member or dependent under any other 
insured or uninsured arrangement which provides group hospital, surgical or medical 
coverage, except for coverage available to active duty members of the uniformed 
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services and their family members. 


Upon completion of active duty: 
1. Your coverage under this Certificate may be resumed as long as You are 


reemployed or restored to participation in the Group upon return to civilian status. 
The right of resumption extends to coverage for Your covered Dependents. For 
coverage that was suspended while on active duty, coverage under the Group 
plan will be retroactive to the date on which active duty terminated. 


2. If You are not reemployed or restored to participation in Your Group upon return 
to civilian status, You will be eligible for continuation and conversion as long as 
You apply to Us for coverage within 31 days of the termination of active duty or 
discharge from a Hospitalization resulting from active duty as long as the 
Hospitalization was not in excess of one (1) year. 


C. Availability of Age 29 Dependent Coverage Extension - Young Adult Option. 
The Subscriber's Child may be eligible to purchase continuation coverage under the 
Group's Contract through the age of 29 if he or she: 


1. Is under the age of 30; 
2. Is not married; 
3. Is not insured by or eligible for coverage under an employer-sponsored health 


benefit plan covering him or her as an employee or member, whether insured or 
self-insured; 


4. Lives, works or resides in New York State or Our Service Area; and 
5. Is not covered by Medicare. 


The Child may purchase continuation coverage even if he or she is not financially 
dependent on his or her parent(s) and does not need to live with his or her parent(s). 


The Subscriber's Child may elect this coverage: 
1. Within 60 days of the date that his or her coverage would otherwise end due to 


reaching the maximum age for Dependent coverage, in which case coverage will 
be retroactive to the date that coverage would otherwise have terminated; 


2. Within 60 days of newly meeting the eligibility requirements, in which case 
coverage will be prospective and start within 30 days of when the Group or the 
Group's designee receives notice and We receive Premium payment; or 


3. During an annual 30-day open enrollment period, in which case coverage will be 
prospective and will start within 30 days of when the Group or the Group's 
designee receives notice of election and We receive Premium payment. 


The Subscriber or Subscriber's Child must pay the Premium rate that applies to 
individual coverage. Coverage will be the same as the coverage provided under this 
Certificate. The Child's children are not eligible for coverage under this option. 
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SECTION XXIII 


Conversion Right to a New Contract after Termination 


A. Circumstances Giving Rise to Right to Conversion. 
You have the right to convert to a new Contract if coverage under this Certificate 
terminates under the circumstances described below. 


1. Termination of the Group Contract. If the Group Contract between Us and the 
Group is terminated as set forth in the Termination of Coverage section of this 
Certificate, and the Group has not replaced the coverage with similar and 
continuous health care coverage, whether insured or self-insured, You are 
erititled to purchase a new Contract as a direct payment member. 


2. If You Are No Longer Covered in a Group. If Your coverage terminates under 
the Termination of Coverage section of this Certificate because You are no 
longer a member of a Group, You are entitled to purchase a new Contract as a 
direct payment member. 


3. On the Death of the Subscriber. If coverage terminates under the Termination 
of Coverage section of this Certificate because of the death of the Subscriber, 
the Subscriber's Dependents are entitled to purchase a new Contract as direct 
payment members. · 


4. Termination of Your Marriage. If a Spouse's coverage terminates under the 
Termination of Coverage section of this Certificate because the Spouse becomes 
divorced from the Subscriber or the marriage is annulled, that former Spouse is 
entitled to purchase a new Contract as a direct payment member. 


5. Termination of Coverage of a Child. If a Child's coverage terminates under the 
Termination of Coverage section of this Certificate because the Child no longer 
qualifies as a Child, the Child is entitled to purchase a new Contract as a direct 
payment member. 


6. Termination of Your Temporary Continuation of Coverage. If coverage 
terminates under the Termination of Coverage section of this Certificate because 
You are no longer eligible for continuation of coverage, You are entitled to 
purchase a new Contract as a direct payment member. 


7. Termination of Your Young Adult Coverage. If a Child's young adult coverage 
terminates under the Termination of Coverage section of this Certificate, the 
Child is entitled to purchase a new Contract as a direct payment member. 


B. When to Apply for the New Contract. 
If You are entitled to purchase a new Contract as described above, You must apply to 
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Us for the new Contract within 60 days after termination of coverage under this 
Certificate. You must also pay the first Premium of the new Contract at the time You 
apply for coverage. 


C. The New Contract. 
We will offer You an individual direct payment Contract at each level of coverage (i.e., 
bronze, silver, gold or platinum) that Covers all benefits required by state and federal 
law. You may choose among any of the four (4) Contracts offered by Us. The coverage 
may not be the same as Your current coverage. 
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SECTION XXIV 


General Provisions 


1. Agreements Between Us and Participating Providers. 
Any agreement between Us and Participating Providers may only be terminated by Us 
or the Providers. This Certificate does not require any Provider to accept a Member as a 
patient. We do not guarantee a Member's admission to any Participating Provider or 
any health benefits program. 


2. Assignment. 
You cannot assign any benefits under this Certificate or legal claims based on a denial 
of benefits to any person, corporation or other organization. You cannot assign any 
monies due under this Certificate to any person, corporation or other organization 
unless it is an assignment to Your Provider for a surprise bill. See the How Your 
Coverage Works section of this Certificate for more information about surprise bills. Any 
assignment of benefits or legal claims based on a denial of benefits by You other than 
for monies due for a surprise bill will be void. Assignment means the transfer to another 
person or to an organization of Your right to the services provided under this Certificate 
or Your right to collect money from Us for those services. Nothing in this paragraph shall 
affect Your right to appoint a designee or representative as otherwise permitted by 
applicable law. 


3. Changes in this Certificate. 
We may unilaterally change this Certificate upon renewal, if We give the Group 30 days' 
prior written notice. 


4. Choice of Law. 
This Certificate shall be governed by the laws of the State of New York. 


5. Clerical Error. 
Clerical error, whether by the Group or Us, with respect to this Certificate, or any other 
documentation issued by Us in connection with this Certificate, or in keeping any record 
pertaining to the coverage hereunder, will not modify or invalidate coverage otherwise 
validly in force or continue coverage otherwise validly terminated. 


6. Conformity with Law. 
Any term of this Certificate which is in conflict with New York State law or with any 
applicable federal law that imposes additional requirements from what is required under 
New York State law will be amended to conform with the minimum requirements of such 
law. 


7. Continuation of Benefit Limitations. 
Some of the benefits in this Certificate may be limited to a specific number of visits, 
and/or subject to a Deductible. You will not be entitled to any additional benefits if Your 
coverage status should change during the year. For example, if Your coverage status 
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changes from covered family member to Subscriber, all benefits previously utilized 
when You were a covered family member will be applied toward Your new status as a 
Subscriber. 


8. Enrollment ERISA. 
The Group will develop and maintain complete and accurate payroll records, as well as 
any other records of the names, addresses, ages, and social security numbers of all 
Group Members covered under this Certificate, and any other information required to 
confirm their eligibility for coverage. 


The Group will provide Us with this information upon request. The Group may also have 
additional responsibilities as the "plan administrator" as defined by the Employee 
Retirement Income Security Act of 1974 ("ERISA"), as amended. The "plan 
administrator'' is the Group, or a third party appointed by the Group. We are not the 
ERISA plan administrator. 


9. Entire Agreement. 
This Certificate, including any endorsements, riders and the attached applications, if 
any, constitutes the entire Certificate. 


10. Fraud and Abusive Billing. 
We have processes to review claims before and after payment to detect fraud and 
abusive billing. Members seeking services from Non-Participating Providers could be 
balance billed by the Non-Participating Provider for those services that are determined 
to be not payable as a result of a reasonable belief of fraud or other intentional 
misconduct or abusive billing. 


11. Furnishing Information and Audit. 
The Group and all persons covered under this Certificate will promptly furnish Us with 
all information and records that We may require from time to time to perform Our 
obligations under this Certificate. You must provide Us with information over the 
telephone for reasons such as the following: to allow Us to determine the level of care 
You need; so that We may certify care authorized by Your Physician; or to make 
decisions regarding the Medical Necessity of Your care. The Group will, upon 
reasonable notice, make available to Us, and We may audit and make copies of, any 
and all records relating to Group enrollment at the Group's New York office. 


12. Identification Cards. 
Identification ("ID") cards are issued by Us for identification purposes only. Possession 
of any ID card confers no right to services or benefits under this Certificate. To be 
entitled to such services or benefits, Your Premiums must be paid in full at the time the 
services are sought to be received. 


13. Incontestability. 
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No statement made by You will be the basis for avoiding or reducing coverage unless it 
is in writing and signed by You. All statements contained in any such written instrument 
shall be deemed representations and not warranties. 


14. Independent Contractors. 
Participating Providers are independent contractors. They are not Our agents or 
employees. We and Our employees are not the agent or employee of any Participating 
Provider. We are not liable for any claim or demand on account of damages arising out 
of, or in any manner connected with, any injuries alleged to be suffered by You, Your 
covered Spouse or Children while receiving care from any Participating Provider or in 
any Participating Provider's Facility. 


15. Input in Developing Our Policies. 
Subscribers may participate in the development of Our policies by forwarding your 
suggestions or ideas to our Member Mailbox; Attn: CDPHP UBI Member Services 
Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057. 


16. Material Accessibility. 
We will give the Group, and the Group will give You ID cards, Certificates, riders and 
other necessary materials. 


17. More Information about Your Health Plan. 
You can request additional information about Your coverage under this Certificate. 
Upon Your request, We will provide the following information: 


• A list of the names, business addresses and official positions of Our board of 
directors, officers and members; and Our most recent annual certified financial 
statement which includes a balance sheet and a summary of the receipts and 
disbursements. 


• The information that We provide the State regarding Our consumer complaints. 
• A copy of Our procedures for maintaining confidentiality of Member information. 
• A copy of Our drug formulary. You may also inquire if a specific drug is 


Covered under this Certificate. 
• A written description of Our quality assurance program. 
• A copy of Our medical policy regarding an experimental or investigational drug, 


medical device or treatment in clinical trials. 
• Provider affiliations with participating Hospitals. 
• A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and 


where appropriate, other clinical information We may consider regarding a 
specific disease, course of treatment or Utilization Review guidelines, including 
clinical review criteria relating to a step therapy protocol override determination. 


• Written application procedures and minimum qualification requirements for 
Providers. 


• Documents that contain the processes, strategies, evidentiary standards, and 
other factors used to apply a treatment limitation with respect to 
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medical/surgical benefits and mental health or substance use disorder benefits 
under the Certificate. 


18. Notice. 
Any notice that We give You under this Certificate will be mailed to Your address as it 
appears in Our records or delivered electronically if You consent to electronic delivery or 
to the address of the Group. If notice is delivered to You electronically, You may also 
request a copy of the notice from Us. You agree to provide Us with notice of any change 
of Your address. If You have to give Us any notice, it should be sent by U.S. mail, first 
class, postage prepaid to: the address on Your ID card. 


19. Premium Refund. 
We will give any refund of Premiums, if due, to the Group. 


20. Recovery of Overpayments. 
On occasion, a payment will be made to You when You are not covered, for a service 
that is not Covered, or which is more than is proper. When this happens, We will explain 
the problem to You and You must return the amount of the overpayment to Us within 60 
days after receiving notification from Us. However, We shall not initiate overpayment 
recovery efforts more than 24 months after the original payment was made unless We 
have a reasonable belief of fraud or other intentional misconduct. 


21. Renewal Date. 
The renewal date for this Certificate is the anniversary of the effective date of the Group 
Contract of each year. This Certificate will automatically renew each year on the 
renewal date, unless otherwise terminated by Us as permitted by this Certificate or by 
the Group upon 30 days' prior written notice to Us. 


22. Right to Develop Guidelines and Administrative Rules. 
We may develop or adopt standards that describe in more detail when We will or will not 
make payments under this Certificate. Examples of the use of the standards are to 
determine whether: Hospital inpatient care was Medically Necessary; surgery was 
Medically Necessary to treat Your illness or injury; or certain services are skilled care. 
Those standards will not be contrary to the descriptions in this Certificate. If You have a 
question about the standards that apply to a particular benefit, You may contact Us and 
We will explain the standards or send You a copy of the standards. We may also 
develop administrative rules pertaining to enrollment and other administrative matters. 
We shall have all the powers necessary or appropriate to enable Us to carry out Our 
duties in connection with the administration of this Certificate. 


We review and evaluate new technology according to technology .evaluation criteria 
developed by Our medical directors and reviewed by a designated committee, which 
consists of Health Care Professionals from various medical specialties. Conclusions of 
the committee are incorporated into Our medical policies to establish decision protocols 
for determining whether a service is Medically Necessary, experimental or 
investigational, or included as a Covered benefit. 
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23. Right to Offset. 
If We make a claim payment to You or on Your behalf in error or You owe Us any 
money, You must repay the amount You owe Us. Except as otherwise required by law, 
if We owe You a payment for other claims received, We have the right to subtract any 
amount You owe Us from any payment We owe You. 


24. Severability. 
The unenforceability or invalidity of any provision of this Certificate shall not affect the 
validity and enforceability of the remainder of this Certificate. 


25. Significant Change in Circumstances. 
If We are unable to arrange for Covered Services as provided under this Certificate as 
the result of events outside of Our control, We will make a good faith effort to make 
alternative arrangements. These events would include a major disaster, epidemic, the 
complete or partial destruction of facilities, riot, civil insurrection, disability of a 
significant part of Participating Providers' personnel, or similar causes. We will make 
reasonable attempts to arrange for Covered Services. We and Our Participating 
Providers will not be liable for delay, or failure to provide or arrange for Covered 
Services if such failure or delay is caused by such an event. 


26. Subrogation and Reimbursement. 
These paragraphs apply when another party (including any insurer) is, or may be found 
to be, responsible for Your injury, illness or other condition and We have provided 
benefits related to that injury, illness or condition. As permitted by applicable state law, 
unless preempted by federal law, We may be subrogated to all rights of recovery 
against any such party (including Your own insurance carrier) for the benefits We have 
provided to You under this Certificate. Subrogation means that We have the right, 
independently of You, to proceed directly against the other party to recover the benefits 
that We have provided. 


Subject to applicable state law, unless preempted by federal law, We may have a right 
of reimbursement if You or anyone on Your behalf receives payment from any 
responsible party (including Your own insurance carrier) from any settlement, verdict or 
insurance proceeds, in connection with an injury, illness, or condition for which We 
provided benefits. Under Section 5-335 of the New York General Obligations Law, Our 
right of recovery does not apply when a settlement is reached between a plaintiff and 
defendant, unless a statutory right of reimbursement exists. The law also provides that, 
when entering into a settlement, it is presumed that You did not take any action against 
Our rights or violate any contract between You and Us. The law presumes that the 
settlement between You and the responsible party does not include compensation for 
the cost of health care services for which We provided benefits. 


We request that You notify Us within 30 days of the date when any notice is given to 
any party, including an insurance company or attorney, of Your intention to pursue or 
investigate a claim to recover damages or obtain compensation due to injury, illness or 
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condition sustained by You for which We have provided benefits. You must provide all 
information requested by Us or Our representatives including, but not limited to, 
completing and submitting any applications or other forms or statements as We may 
reasonably request. 


27. Third Party Beneficiaries. _ 
No third party beneficiaries are intended to be created by this Certificate and nothing in 
this Certificate shall confer upon any person or entity other than You or Us any right, 
benefit, or remedy of any nature whatsoever under or by reason of this Certificate. No 
other party can enforce this Certificate's provisions or seek any remedy arising out of 
either Our or Your performance or failure to perform any portion of this Certificate, or to 
bring an action or pursuit for the breach of any terms of this Certificate. 


28. Time to Sue. 
No action at law or in equity may be maintained against Us prior to the expiration of 60 
days after written submission of a claim has been furnished to Us as required in this 
Certificate. You must start any lawsuit against Us under this Certificate within two (2) 
years from the date the claim was required to be filed. 


29. Translation Services. 
Translation services are available under this Certificate for non-English speaking 
Members. Please contact Us at the number on Your ID card to access these services. 


30. Venue for Legal Action. 
If a dispute arises under this Certificate, it must be resolved in a court located in the 
State of New York. You agree not to start a lawsuit against Us in a court anywhere else. 
You also consent to New York State courts having personal jurisdiction over You. That 
means that, when the proper procedures for starting a lawsuit in these courts have been 
followed, the courts can order You to defend any action We bring against You. 


31. Waiver. 
The waiver by any party of any breach of any provision of this Certificate will not be 
construed as a waiver of any subsequent breach of the same or any other provision. 
The failure to exercise any right hereunder will not operate as a waiver of such right. 


32. Who May Change this Certificate. 
This Certificate may not be modified, amended, or changed, except in writing and 
signed by Our Chief Executive Officer ("CEO") or a person designated by the CEO. No 
employee, agent, or other person is authorized to interpret, amend, modify, or otherwise 
change this Certificate in a manner that expands or limits the scope of coverage, or the 
conditions of eligibility, enrollment, or participation, unless in writing and signed by the 
CEO or person designated by the CEO. 


33. Who Receives Payment under this Certificate. 
Payments under this Certificate for services provided by a Participating Provider will be 
made directly by Us to the Provider. If You receive services from a Non-Participating 
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Provider, We reserve the right to pay either You or the Provider. If You assign benefits 
for a surprise bjll to a Non-Participating Provider, We will pay the Non-Participating 
Provider directly. See the How Your Coverage Works section of this Certificate for more 
information about surprise bills. 


34. Workers' Compensation Not Affected. 
The coverage provided under this Certificate is not in lieu of and does not affect any 
requirements for coverage by workers' compensation insurance or law. 


35. Your Medical Records and Reports. 
In order to provide Your coverage under this Certificate, it may be necessary for Us to 
obtain Your medical records and information from Providers who treated You. Our 
actions to provide that coverage include processing Your claims, reviewing Grievances, 
Appeals or complaints involving Your care, and quality assurance reviews of Your care, 
whether based on a specific complaint or a routine audit of randomly selected cases. By 
accepting coverage under this Certificate, except as prohibited by state or federal law, 
You automatically give Us or Our designee permission to obtain and use Your medical 
records for those purposes and You authorize each and every Provider who renders 
services to You to: 


• Disclose all facts pertaining to Your care, treatment, and physical condition to 
Us or to a medical, dental, or mental health professional that We may engage 
to assist Us in reviewing a treatment or claim, or in connection with a complaint 
or quality of care review; 


• Render reports pertaining to Your care, treatment, and physical condition to Us, 
or to a medical, dental, or mental health professional that We may engage to 
assist Us in reviewing a treatment or claim; and 


• Permit copying of Your medical records by Us. 


We agree to maintain Your medical information in accordance with state and federal 
confidentiality requirements. However, to the extent permitted under state or federal 
law, You automatically give Us permission to share Your information with the New York 
State Department of Health, quality oversight organizations, and third parties with which 
We contract to assist Us in administering this Certificate, so long as they also agree to 
maintain the information in accordance with state and federal confidentiality 
requirements. 


36. Your Rights. 
You have the right to obtain complete and current information concerning a diagnosis, 
treatment and prognosis from a Physician or other Provider in terms You can 
reasonably understand. When it is not advisable to give such information to You, the 
information shall be made available to an appropriate person acting on Your behalf. 


You have the right to receive information from Your Physician or other Provider that You 
need in order to give Your informed consent prior to the start of any procedure or 
treatment. 
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You have the right to refuse treatment to the extent permitted by law and to be informed 
of the medical consequences of that action. 


You have the right to formulate advance directives regarding Your care. 
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Section XXV 


Other Covered Services 


Out of Service Area Benefit for Covered Student Dependents 


Full-Time Student Dependent: A full-time student in a degree program at a 
postsecondary educational institution as found in Section 102 of the Higher Education 
Act of 1965; or, a full-time student participating in an extended course of study at a 
registered or licensed business or trade school leading to eligibility for licensure or 
certification in a vocation or technical field. 


In addition to the Medically Necessary services Covered under the Certificate, when a 
Covered student Dependent is attending school outside of CDP HP UBl's Service Area, 
CDPHP UBI will provide additional Coverage for the following: 


i. Medically Necessary services rendered outside the CDPHP UBI Service Area, subject 
to the prior approval requirement stated below. 


ii. Coverage outside of the Service Area does not apply during vacations and/or summer 
recess. If a student Dependent is enrolled in classes required toward their elected 
course of study during periods usually deemed to be vacation and/or summer recess, 
Coverage outside of the Service Area as described above will remain in effect. 


iii. Preventive Care rendered outside the Service Area which is not for the purpose of 
treating a particular illness, injury or disease is excluded. Preventive Care will be 
Covered under the Certificate only when it is provided or arranged by the Member's 
Primary Care Physician in the Service Area. 


iv. Out of area coverage for student Dependents is not limited to students age 19 and 
older, as long as the other requirements stated in this section are met. 


Prior Approval Requirement for Out of Service Area Coverage 
i. Except for Emergency care as provided by the Certificate, prior approval must be 
obtained before services rendered to student Dependents out of the Service Area under 
this Contract 
ii. If a student Dependent has an illness, injury or disease which 
a. Results in absence from classes for more than two consecutive school weeks or; 
b. Requires continued medical treatment for more than 60 days, then CDPHP UBI 
reserves the right to require the student Dependent to return to CDPHP UBl's Service 
Area to obtain Medically Necessary services from Participating Providers. 
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CDPHP UBI SCHEDULE OF BENEFITS 


COST-SHARING Preferred Provider Member Participating Provider Non-Participating Provider 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Deductible 


• Individual Included with Participating $750 None 
Provider Deductible 


. Family Included with Participating $1,875 None 
Provider Deductible 


Out-of-Pocket Limit 


• Individual Included with Participating $2,000 None 
Provider Out-of-Pocket Limit 


• Family Included with Participating $5,000 None 
Provider Out-of-Pocket Limit 


Non-Participating Provider 
services are not Covered 
except as required for 
emergency care and Urgent 
Care. 


OFFICE VISITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Primary Care Office Visits (or N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You oav the full cost 


Specialist Office Visits ( or N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleeo Studies 


. 


PREVENTIVE CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharing Cost-Sharina 


• Well Child Visits and N/A Covered in full Non-Participating Provider See benefit for 
services are not Covered and description 


Immunizations* You pay the full cost 


Preauthorization Required 
for Immunizations for 
Respiratorv Svncvtial Virus 
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• Adult Annual Physical N/A Covered in full Non-Participating Provider 
services are not Covered and 


Examinations* You pay the full cost 


• Adult Immunizations* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Routine Gynecological N/A Covered in full Non-Participating Provider 
services are not Covered and 


Services/Well Woman You pay the full cost 


Exams* 


• Mammograms, Screening N/A Covered in full Non-Participating Provider 
services are not Covered and 


and Diagnostic Imaging for You pay the full cost 


the Detection of Breast 


Cancer 


• Sterilization Procedures for N/A Covered in full Non-Participating Provider 
services are not Covered and 


Women* You pay the full cost 


• Vasectomy N/A See Surgical Services Cost- Non-Participating Provider 
Sharing services are not Covered and 


You pay the full cost 


• Bone Density Testing * N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Screening for Prostate 


Cancer 


• Performed in PCP Office N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in Specialist N/A Covered in full Non-Participating Provider 
services are not Covered and 


Office You pay the full cost 


• All other preventive services N/A Covered in full Non-Participating Provider 
services are not Covered and 


required by USPSTF and You pay the full cost 


HRSA 
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• *When preventive services N/A Use Cost-Sharing for Use Cost-Sharing for 


are not provided in 
appropriate service (Primary appropriate service (Primary 
Care Office Visit; Specialist Care Office Visit; Specialist 


accordance with the Office Visit; Diagnostic Office Visit; Diagnostic 


comprehensive guidelines 
Radiology Services; Radiology Services; 
Laboratory Procedures and Laboratory Procedures and 


supported by USPSTF and Diagnostic Testing) Diagnostic Testing) 


HRSA 


EMERGENCY CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cos.t- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharin!l 


Pre-Hospital Emergency N/A 20% Coinsurance after 20% Coinsurance after See benefit for 
Medical Services (Ambulance Deductible Deductible description 
Services) 


Non-Emergency Ambulance N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Services Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
all Non-Emergency 
Ambulance Services 
lncludir\a Air Ambulance 


Emergency Department N/A 20% Coinsurance after 20% Coinsurance after See benefit for 
Deductible Deductible description 


Copayment / Coinsurance 
waived if Hosoital admission 


Urgent Care Center N/A $40 Copayment not subject to $40 Co payment not subject to See benefit for 
Deductible Deductible descrintion 


PROFESSIONAL SERVICES Preferred Provider Member Participating Provider Non-Participating Provider Limits 
and OUTPATIENT CARE Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharinn Cost-Sharina Cost-Sharina 


Acupuncture N/A $30 Copayment not subject to Non-Participating Provider Limited to 1 O Visits 
Deductible services are not Covered and per Plan Year 


You pay the full cost 


Advanced Imaging Services See benefit for 
description 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You oav the full cost 
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• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Allergy Testing and Treatment See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


Preauthorization required 
after 60 tests 


Ambulatory Surgical Center N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Facility Fee Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Anesthesia Service (all N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
settings) of associated service services are not Covered and description 


You oav the full cost 


Autologous Blood Banking N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
of associated service services are not Covered and description 


You pay the full cost 


Cardiac and Pulmonary See benefit for 
Rehabilitation description 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Performed as Inpatient N/A Included as part of inpatient Included as part of inpatient 


Hospital Services 
Hospital service Cost-Sharing Hospital service Cost-Sharing 


N/A 


Preauthorization required 
Bevond 36 Visits 
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Chemotherapy See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You oav the full cost 


Chiropractic Services N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Clinical Trials Use Cost-Sharing for Use Cost-Sharing for Use Cost-Sharing for See benefit for 
appropriate service appropriate service appropriate service description 


Preauthorization reauired 


Diagnostic Testing See benefit for 
description 


• Performed in a PCP Office Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Dialysis See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider There are no visit 
Deductible services are not Covered and limits for Dialysis 


You pay the full cost treatments by a 
Non-Participating 
Provider. 
Preauthorization 
re□ uired. 
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• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Center You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You oav the full cost 


Home Health Care N/A 20% Coinsurance after Non-Participating Provider Deductible, if any, 
Deductible services are not Covered and not to exceed $50 


You pay the full cost 


Preauthorization required There are no visit 
limits for Home 
Health Care 


Infertility Services N/A Use Cost-Sharing for Non-Participating Provider See benefit for 
appropriate service (Office services are not Covered and description 
Visit; Diagnostic Radiology You pay the full cost 
Services; Surgery; Laboratory 


. & Dia□ nostic Procedures) 


Infusion Therapy See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject ta Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Home Infusion Therapy N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Infusion Therapy in All 
Locations 


Inpatient Medical Visits N/A Included as part of the Non-Participating Provider See benefit for 
Inpatient Hospital Cost-Sharing services are not Covered and description 


You pay the full cost 


lnterruotion of Preanancv 
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• Medically Necessary N/A Covered in Full Non-Participating Provider Unlimited 
services are not Covered and 


Abortions You pay the full cost 


• Elective Abortions N/A See Outpatient Hospital Non-Participating Provider 
Surgery Facility Charge Cost- services are not Covered and 
SharinQ You nav the full cost 


Laboratory Procedures See benefit for 
description 


• Performed in a PCP Office Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Laboratory Facility You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization required for 
Genetic Testina 


· Maternity and Newborn Care See benefit for 
description 


. Prenatal Care 


• Prenatal Care provided in N/A Covered in full Non-Participating Provider 
services are not Covered and 


accordance with the You pay the full cost 


comprehensive guidelines 


supported by USPSTF and 


HRSA 


• Prenatal Care that is not N/A Use Cost-Sharing for Non-Participating Provider 


provided in accordance 
appropriate service (Primary services are not Covered and 
Care Office Visit; Specialist You pay the full cost 


with the comprehensive Office Visit; Diagnostic 


guidelines supported by 
Radiology Services; 
Laboratory Procedures and 


USPSTF and HRSA Diagnostic Testing) 


02-0001-2018 7 







• Inpatient Hospital Service N/A 20% Coinsurance after Non-Participating Provider One (1) home care 
Deductible services are not Covered and visit is Covered at 


and Birthing Center You pay the full cost no Cost-Sharing if 
mother is 
discharged from 
Hospital early 


• Physician and Midwife N/A 20% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


Services for Delivery You pay the full cost 


• Breastfeeding Support, N/A Covered in full Non-Participating Provider Covered for 
services are not Covered and duration of breast 


Counseling and Supplies, You pay the full cost feeding 


Including Breast Pumps 


• Postnatal Care N/A Covered in full Non-Participating Provider 
services are not Covered and 
You oav the full cost 


Outpatient Hospital Surgery N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Facility Charge Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Preadmission Testing N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Prescription Drugs 
Administered in Office or 
Outpatient Facilities 


• Performed in a PCP Office N/A Included as part of the PCP Non-Participating Provider 
office visit Cost-Sharing services are not Covered and 


You pay the full cost 


. Performed in a Specialist N/A Included as part of the Non-Participating Provider 


Office 
Specialist office visit Cost- services are not Covered and 
Sharing You pay the full cost 


. Performed in Outpatient N/A Use Cost-Sharing for Primary Non-Participating Provider 
Care Office Visit services are not Covered and 


Facilities You pay the full cost 


Preauthorization reauired 


Diagnostic Radiology Services See benefit for 
descriotion 
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• Performed in a PCP Office Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


. Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


. Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization renuired 


Therapeutic Radiology See benefit for 


Services description 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reouired 


Rehabilitation Services N/A $30 Copayment not subject to Non-Participating Provider Physical Therapy 


(Physical Therapy, Deductible services are not Covered and is limited to 30 


Occupational Therapy or You pay the full cost visits per Plan 


Speech Therapy) Year. Occupational 
Therapy is limited 
to 30 visits per 
Plan Year. Speech 
Therapy is limited 
to 20 visits per 
Plan Year. 


Preauthorization required for 
Speech Therapy Beyond the 
First Visit 


Second Opinions on the N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Diagnosis of Cancer, Surgery Deductible services are not Covered and description 


and Other You oav the full cost 
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Second opinions on diagnosis 
of cancer are Covered at 
participating Cost-Sharing for 
non-participating Specialist. 


Preauthorization reauired 


Surgical Services (including See benefit for 
Oral Surgery; Reconstructive description 
Breast Surgery; Other 
Reconstructive and Corrective 
Surgery; Transplants; and 
Interruption of Pregnancy) 


• Inpatient Hospital Surgery N/A Included as part of Inpatient Non-Participating Provider All transplants 
Hospital Cost-Sharing services are not Covered and must be 


You pay the full cost performed at 
designated 
Facilities 


• Outpatient Hospital Surgery N/A Included as part of the Non-Participating Provider 
Outpatient Hospital Surgery services are not Covered and 
Facility Charge You pay the full cost 


• Surgery Performed at an N/A Included as part of Ambulatory Non-Participating Provider 


Ambulatory Surgical Center 
Surgical Center Cost-Sharing services are not Covered and 


You pay the full cost 


• Office Surgery N/A Included as Part of Office Visit Non-Participating Provider 
Cost-Share services are not Covered and 


You pay the full cost 


Preauthorization required 
For Cosmetic & 
Reconstructive Surgery, 
Bariatric Surgery, 
Abdominoplasty, 
Panniculectomy, Organ 
Transplant, Meniscal 
Allograft Transplant, and 
Dental Services Covered 
Under the Medical Benefit, 
including services required 
beyond initial Emergency 
Care for Accidental Dental 
(includes Orthodontia), and 
dental services required as a 
result of a Congenital 
Anomalv 
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Telemedicine Program N/A Use Cost-Sharing for Primary Non-Participating Provider See benefit for 
Care Office Visit services are not Covered and description 


You oav the full cost 


ADDITIONAL SERVICES, Preferred Provider Member Participating Provider Non-Participating Provider Limits 
EQUIPMENT and DEVICES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharing Cost-Sharina . 


ABA Treatment for Autism N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Spectrum Disorder Deductible services are not Covered and description 


You oav the full cost 


Assistive Communication N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Devices for Autism Spectrum Deductible services are not Covered and description 
Disorder You pay the full cost 


Preauthorization reQuired 


Diabetic Equipment, Supplies See benefit for 
and Self-Management description 
Education 


• Diabetic Equipment, Supplies N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


and Insulin (30-day supply) You pay the full cost 


• Diabetic Education N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 
. 


Preauthorization required for 
insulin oumo 


Durable Medical Equipment N/A 50% Coinsurance not subject Non-Participating Provider See benefit for 
and Braces to Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required 
For items exceeding $500 


' and for Left Ventricular 
Assist Devices 


Cochlear Implants N/A 50% Coinsurance not subject Non-Participating Provider One ( 1) per ear per 
to Deductible services are not Covered and time Covered 


You pay the full cost 


Preauthorization required 
For items exceedinCI $500 


Hospice Care 


• Inpatient N/A 20% Coinsurance after Non-Participating Provider 210 days per Plan 
Deductible per admission services are not Covered and Year 


You oav the full cost 
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• Outpatient N/A $30 Copayment not subject to Non-Participating Provider (5) visits for family 
Deductible services are not Covered and bereavement 


You oav the full cost counselino 


Medical Supplies N/A 50% Coinsurance not subject Non-Participating Provider See benefit for 
to Deductible services are not Covered and description 


You pay the full cost 


Preauthorization reouired 


Prosthetic Devices 


• External N/A 50% Coinsurance not subject Non-Participating Provider 
to Deductible services are not Covered and 


You pay the full cost 


• internal N/A Included as part of inpatient Non-Participating Provider Unlimited;See 
Hospital Cost-Sharing services are not Covered and benefit for 


You pay the full cost description 


Preauthorization required 
For items exceedino $500 


INPATIENT SERVICES and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
FACILITIES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharina Cost-Sharina 


Inpatient Hospital for a N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Continuous Confinement Deductible per admission services are not Covered and description 
(including an Inpatient Stay for You pay the full cost 
Mastectomy Care, Cardiac and 
Pulmonary Rehabilitation, and 
End of Life Care) 


Observation Stay N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Skilled Nursing Facility N/A 20% Coinsurance after Non-Participating Provider 45 days per Plan 
(including Cardiac and Deductible per admission services are not Covered and Year 
Pulmonary Rehabilitation) You pay the full cost 


Preauthorization reauired 


Inpatient Rehabilitation N/A 20% Coinsurance after Non-Participating Provider 60 days per Plan 
Services (Physical, Speech Deductible per admission services are not Covered and Year combined 
and Occupational Therapy) You, pay the full cost therapies 


Preauthorization reauired 


MENTAL HEALTH and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
SUBSTANCE USE Responsibility for Cost- Member Responsibility for Member Responsibility for 
DISORDER SERVICES Sharinn Cost-Sharina Cost-Sharina 
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Inpatient Mental Health Care N/A 20% Coinsurance after Non-Participating Provider See benefit for 
including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hosoital) 


Outpatient Mental Health Care N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
(including Partial Deductible services are not Covered and description 
Hospitalization and Intensive You pay the full cost 
Outoatient Proqram Services\ 


Inpatient Substance Use N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Services including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hosoital) 


Outpatient Substance Use N/A $30 Copayment not subject to Non-Participating Provider Unlimited; Up to 20 
Services (including Partial Deductible services are not Covered and visits per Plan Year 
Hospitalization, Intensive You pay the full cost may be used for 
Outpatient Program Services, family counseling 
and Medication Assisted 
Treatment\ 


WELLNESS BENEFITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-SharinCl 


Wellness Programs Not applicable Not applicable Not applicable Additional rewards 
available for 
engaging in 
designated 
wellness activities 
as defined in the 
Wellness section of 
the Contract. 


National Diabetes Prevention Not applicable Not applicable Not applicable Reimbursement up 
Program Reimbursement to a maximum of 


five hundred 
dollars ($500) per 
Subscriber, per 
Plan Year. 
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Prescription Drug Coverage Rider 


Please refer to the Schedule of Benefits section of this Rider for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Covered Prescription Drugs. 
We Cover Medically Necessary Prescription Drugs that, except as specifically provided 
otherwise, can be dispensed only pursuant to a prescription and are: 


• Required by law to bear the legend "Caution - Federal Law prohibits dispensing 
without a prescription"; 


• FDA approved; 
• Ordered by a Provider authorized to prescribe and within the Provider's scope of 


practice; 
• Prescribed within the approved FDA administration and dosing guidelines; 
• On Our Formulary; and 
• Dispensed by a licensed pharmacy. 


Covered Prescription Drugs include, but are not limited to: 
• Self-injectable/administered Prescription Drugs. 
• Inhalers (with spacers). 
• Topical dental preparations. 
• Pre-natal vitamins, vitamins with fluoride, and single entity vitamins. 
• Osteoporosis drugs and devices approved by the FDA, or generic equivalents as 


approved substitutes, for the treatment of osteoporosis and consistent with the 
criteria of the federal Medicare program or the National Institutes of Health. 


• Nutritional formulas for the treatment of phenylketonuria, branched-chain 
ketonuria, galactosemia and homocystinuria. 


• Prescription or non-prescription enteral formulas for home use, whether 
administered orally or via tube feeding, for which a Physician or other licensed 
Provider has issued a written order. The written order must state that the enteral 
formula is Medically Necessary and has been proven effective as a disease
specific treatment regimen for patients whose condition would cause them to 
become malnourished or suffer from disorders resulting in chronic disability, 
mental retardation, or death, if left untreated, including but not limited to: inherited 
diseases of amino acid or organic acid metabolism; Crohn's disease; 
gastroesophageal reflux with failure to thrive; gastroesophageal motility such as 
chronic intestinal pseudo-obstruction; and multiple severe food allergies. 


• Modified solid food products that are low in protein or which contain modified 
protein to treat certain inherited diseases of amino acid and organic acid 
metabolism. 


• Prescription Drugs prescribed in conjunction with treatment or services Covered 
under the infertility treatment benefit in the Outpatient and Professional Services 
section of this Your Certificate .. 


• Off-label cancer drugs, so long as the Prescription Drug is recognized for the 
treatment of the specific type of cancer for which it has been prescribed in one 
(1) of the following reference compendia: the American Hospital Formulary 
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Service-Drug Information; National Comprehensive Cancer Networks Drugs and 
Biologics Compendium; Thomson Micromedex DrugDex; Elsevier Gold 
Standard's Clinical Pharmacology; or other authoritative compendia as identified 
by the Federal Secretary of Health and Human Services or the Centers for 
Medicare and Medicaid Services; or recommended by review article or editorial 
comment in a major peer reviewed professional journal. 


• Orally administered anticancer medication used to kill or slow the growth of 
cancerous cells. 


• Smoking cessation drugs, including over-the-counter drugs for which there is a 
written order and Prescription Drugs prescribed by a Provider. 


• Prescription Drugs for the treatment of mental health and substance use 
disorders, including drugs for detoxification, maintenance and overdose reversal. 


• Contraceptive drugs or devices or generic equivalents approved as substitutes 
by the FDA. 


You may request a copy of Our Formulary. Our Formulary is also available on Our 
website at www.cdphp.com. You may inquire if a specific drug is Covered under this 
Rider by contacting Us at the number on Your ID card. 


B. Refills. 
1 


We Cover Refills of Prescription Drugs only when dispensed at a retail, mail order or 
designated pharmacy as ordered by an authorized Provider. Benefits for Refills will not 
be provided beyond one (1) year from the original prescription date. For prescription eye 
drop medication, We allow for the limited refilling of the prescription prior to the last day 
of the approved dosage period without regard to any coverage restrictions on early 
Refill of renewals. To the extent practicable, the quantity of eye drops in the early Refill 
will be limited to the amount remaining on the dosage that was initially dispensed. Your 
Cost-Sharing for the limited Refill is the amount that applies to each prescription or Refill 
as set forth in the Schedule of Benefits section of this Rider. 


C. Benefit and Payment Information. 
1. Cost-Sharing Expenses. You are responsible for paying the costs outlined in 


the Schedule of Benefits section of this Rider when Covered Prescription Drugs 
are obtained from a retail, mail order or designated pharmacy. 


You have a three (3) tier plan design, which means that Your out-of-pocket 
expenses will generally be lowest for Prescription Drugs on tier 1 and highest for 
Prescription Drugs on tier 3. Your out-of-pocket expense for Prescription Drugs 
on tier 2 will generally be more than for tier 1 but less than tier 3. 


You are responsible for paying the full cost (the amount the pharmacy charges 
You) for any non-Covered Prescription Drug, and Our contracted rates (Our 
Prescription Drug Cost) will not be available to You. 


2. Participating Pharmacies. For Prescription Drugs purchased at a retail, mail 
order or designated Participating Pharmacy, You are responsible for paying the 
lower of: 
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• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


In the event that Our Participating Pharmacies are unable to provide the Covered 
Prescription Drug, and cannot order the Prescription Drug within a reasonable 
time, You may, with Our prior written approval, go to a Non-Participating 
Pharmacy that is able to provide the Prescription Drug. We will pay You the 
Prescription Drug Cost for such approved Prescription Drug less Your required 
in-network Cost-Sharing. Contact Us at the number on Your ID card or visit Our 
website at www.cdphp.com to request approval. 


3. Non-Participating Pharmacies. We will not pay for any Prescription Drugs that 
You purchase at a Non-Participating retail or mail order Pharmacy other than as 
described above. 


4. Designated Pharmacies. If You require certain Prescription Drugs including, 
but not limited to specialty Prescription Drugs, We may direct You to a 
Designated Pharmacy with whom We have an arrangement to provide those 
Prescription Drugs. 


Generally, specialty Prescription Drugs are Prescription Drugs that are approved 
to treat limited patient populations or conditions; are normally injected, infused or 
require close monitoring by a Provider; or have limited availability, special 
dispensing and delivery requirements and/or require additional patient supports. 


If You are directed to a Designated Pharmacy and You choose not to obtain Your 
Prescription Drug from a Designated Pharmacy, You will not have coverage for 
that Prescription Drug. 


Following are the therapeutic classes of Prescription Drugs or conditions that are 
included in this program: 


• Age related macular edema; 
• Anemia, neutropenia, thrombocytopenia; 
• Contraceptives; 
• Cardiovascular; 
• Crohn's disease; 
• Cystic fibrosis; 
• Cytomegalovirus; 
• Endocrine disorders/neurologic disorders such as infantile spasms; 
• Enzyme deficiencies/liposomal storage disorders; 
• Gaucher's disease; 
• Growth hormone; 
• Hemophilia; 
• Hepatitis B, hepatitis C; 
• Hereditary angioedema; 
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• HIV/AIDS; 
• Immune deficiency; 
• Immune modulator; 
• Infertility; 
• Iron overload; 
• Iron toxicity; 
• Multiple sclerosis; 
• Oncology; 
• Osteoarthritis; 
• Osteoporosis; 
• Parkinson's disease; 
• Pulmonary arterial hypertension; 
• Respiratory condition; 
• Rheumatologic and related conditions (rheumatoid arthritis, psoriatic 


arthritis, ankylosing spondylitis, juvenile rheumatoid arthritis, psoriasis) 
• Transplant; 
• RSV prevention; 
• Inherited Autoinflammatory Diseases; 
• Phenylketonuria (PKU); 
• Ulcerative Colitis. 


5. Mail Order. Certain Prescription Drugs may be ordered through Our mail order 
pharmacy. You are responsible for paying the lower of: 


• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


To maximize Your benefit, ask Your Provider to write Your Prescription Order or 
Refill for a 90-day supply, with Refills when appropriate (not a 30-day supply with 
three (3) Refills). You may be charged the mail order Cost-Sharing for any 
Prescription Orders or Refills sent to the mail order pharmacy regardless of the 
number of days supply written on the Prescription Order or Refill. 


Prescription Drugs purchased through mail order will be delivered directly to Your 
home or office. 


We will provide benefits that apply to drugs dispensed by a mail order pharmacy 
to drugs that are purchased from a retail pharmacy when that retail pharmacy 
has a participation agreement with Us and Our vendor in which it agrees to be 
bound by the same terms and conditions as a participating mail order pharmacy. 


You or Your Provider may obtain a copy of the list of Prescription Drugs available 
through mail order by visiting Our website at www.cdphp.com or by calling the 
number on Your ID card. 


6. Tier Status. The tier status of a Prescription Drug may change periodically. 
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Changes will generally be quarterly, but no more than six (6) times per calendar 
year, based on Our periodic tiering decisions. These changes may occur without 
prior notice to You. However, if You have a prescription for a drug that is being 
moved to a higher tier (other than a Brand-Name Drug that becomes available as 
a Generic Drug as described below) We will notify You. When such changes 
occur, Your out-of-pocket expense may change. You may access the most up to 
date tier status on Our website at www.cdphp.com or by calling the number on 
Your ID card. 


7. When a Brand-Name Drug Becomes Available as a Generic Drug. When a 
Brand-Name Drug becomes available as a Generic Drug, the tier placement of 
the Brand-Name Prescription Drug may change. If this happens, the Brand
Name Drug will be removed from the Formulary and You no longer have benefits 
for that particular Brand-Name Drug. Please note, if You are taking a Brand
Name Drug that is being excluded due to a Generic Drug becoming available, 
You will receive advance written notice of the Brand-Name Drug exclusion. You 
may request a Formulary exception as outlined below and in the External Appeal 
section of Your Certificate. 


8. Formulary Exception Process. If a Prescription Drug is not on Our Formulary, 
You, Your designee or Your prescribing Health Care Professional may request a 
Formulary exception for a clinically-appropriate Prescription Drug in writing, 
electronically or telephonically. The request should include a statement from 
Your prescribing Health Care Professional that all Formulary drugs will be or 
have been ineffective, would not be as effective as the non-Formulary drug, or 
would have adverse effects. If coverage is denied under Our standard or 
expedited Formulary exception process, You are entitled to an external appeal as 
outlined in the External Appeal section of Your Certificate. Visit Our website at 
www.cdphp.com or call the number on Your ID card to find out more about this 
process. 


Standard Review of a Formulary Exception. We will make a decision and 
notify You or Your designee and the prescribing Health Care Professional no 
later than 72 hours after Our receipt of Your request. If We approve the request, 
We will Cover the Prescription Drug while You are taking the Prescription Drug, 
including any refills. 


Expedited Review of a Formulary Exception. If You are suffering from a 
health condition that may seriously jeopardize Your health, life or ability to regain 
maximum function or if You are undergoing a current course of treatment using a 
non-Formulary Prescription Drug, You may request an expedited review of a 
Formulary exception. The request should include a statement from Your 
prescribing Health Care Professional that harm could reasonably come to You if 
the requested drug is not provided within the timeframes for Our standard 
Formulary exception process. We will make a decision and notify You or Your 
designee and the prescribing Health Care Professional no later than 24 hours 
after Our receipt of Your request. If We approve the request, We will Cover the 
Prescription Drug while You suffer from the health condition that may seriously 
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jeopardize Your health, life or ability to regain maximum function or for the 
duration of Your current course of treatment using the non-Formulary 
Prescription Drug. 


9. Supply Limits. Except for contraceptive drugs or devices, We will pay for no 
more than a 30-day supply of a Prescription Drug purchased at a retail pharmacy 
or Designated Pharmacy. You are responsible for one (1) Cost-Sharing amount 
for up to a 30-day supply. 


You may have an initial three-month supply of a contraceptive drug or device 
dispensed to You. For subsequent dispensing of the same contraceptive drug or 
device, You may have the entire prescribed supply (of up to 12 months} of the 
contraceptive drug or device dispensed at the same time. Contraceptive drugs 
and devices are not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


Benefits will be provided for Prescription Drugs dispensed by a mail order 
pharmacy in a quantity of up to a 90-day supply. You are responsible for one (1) 
Cost-Sharing amount for a 30-day supply up to a maximum of two and a half 
(2.5) Cost-Sharing amounts for a 90-day supply. 


Specialty Prescription Drugs may be limited to a 30-day supply when obtained at 
a retail or mail order pharmacy. You may access Our website at www.cdphp.com 
or by calling the number on Your ID card for more information on supply limits for 
specialty Prescription Drugs. 


Some Prescription Drugs may be subject to quantity limits based on criteria that 
We have developed, subject to Our periodic review and modification. The limit 
may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. You can determine whether a 
Prescription Drug has been assigned a maximum quantity level for dispensing by 
accessing Our website at www.cdphp.com or by calling the number on Your ID 
card. If We deny a request to Cover an amount that exceeds Our quantity level, 
You are entitled to an Appeal pursuant to the Utilization Review and External 
Appeal sections of Your Certificate. 


10. Emergency Supply of Prescription Drugs for Substance Use Disorder 
Treatment. If You have an Emergency Condition, You may immediately access, 
without Preauthorization, a five (5) day emergency supply of a Covered 
Prescription Drug for the treatment of a substance use disorder, including a 
Prescription Drug to manage opioid withdrawal and/or stabilization and for opioid 
overdose reversal. If You have a Copayment, it will be prorated. If You receive an 
additional supply of the Prescription Drug within the 30-day period in which You 
received the emergency supply, Your Copayment for the remainder of the 30-day 
supply will also be prorated. In no event will the prorated Copayment(s) total 
more than Your Copayment for a 30-day supply. 
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In this paragraph, "Emergency Condition" means a substance use disorder 
condition that manifests itself by Acute symptoms of sufficient severity, including 
severe pain cir the expect9tion of severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably 
expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition or, with respect 


to a pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


11. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial 
limited prescription for a seven (7) day supply or less of any schedule 11, Ill, or IV 
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment 
will be prorated. If You receive an additional supply of the Prescription Drug 
within the 30-day period in which You received the seven (7) day supply, Your 
Copayment for the remainder of the 30-day supply will also be prorated. In no 
event will the prorated Copayment(s) total more than Your Copayment for a 30-
day supply. 


12. Cost-Sharing for Orally-Administered Anti-Cancer Drugs. Your Cost-Sharing 
for orally-administered anti-cancer drugs is at least as favorable to You as the 
Cost-Sharing amount, if any, that applies to intravenous or injected anticancer 
medications Covered under the Outpatient and Professional Services section of 
Your Certificate. 


13. Split Fill Dispensing Program. The split fill dispensing program is designed to 
prevent wasted Prescription Drugs if Your Prescription Drug or dose changes. 
The Prescription Drugs that are included under this program have been identified 
as requiring more frequent follow up to monitor response to treatment and 
reactions. You will initially get a 15-day supply of Your Prescription Order for 
certain drugs filled at a pharmacy instead of the full Prescription Order. You 
initially pay a lesser Cost-Sharing based on what is dispensed. The therapeutic 
classes of Prescription Drugs that are included in this program are: 
Antivirals/Anti-infectives and Oncology. This program applies for the first 60 days 
when You start a new Prescription Drug. This program will not apply upon You or 
Your Provider's request. You or Your Provider can opt out by visiting Our website 
at www.cdphp.com or by calling the number on Your ID card. 


D. Medical Management. 
This Rider includes certain features to determine when Prescription Drugs should be 
Covered, which are described below. As part of these features, Your prescribing 
Provider may be asked to give more details before We can decide if the Prescription 
Drug is Medically Necessary. 
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1. Preauthorization. Preauthorization may be needed for certain Prescription 
Drugs to make sure proper use and guidelines for Prescription Drug coverage 
are followed. When appropriate, Your Provider will be responsible for obtaining 
Preauthorization for the Prescription Drug. 


For a list of Prescription Drugs that need Preauthorization, please visit Our 
website at www.cdphp.com or by calling the number on Your ID card. The list will 
be reviewed and updated from time to time. We also reserve the right to require 
Preauthorization for any new Prescription Drug on the market or for any currently 
available Prescription Drug which undergoes a change in prescribing protocols 
and/or indications regardless of the therapeutic classification, Including if a 
Prescription Drug or related item on the list is not Covered under this Rider. Your 
Provider may check with Us to find out which Prescription Drugs are Covered. 


2. Step Therapy. Step therapy is a process in which You may need to use one (1) 
or more types of Prescription Drugs before We will Cover another as Medically 
Necessary. A "step therapy protocol" means Our policy, protocol or program that 
establishes the sequence in which We approve Prescription Drugs for Your 
medical condition. When establishing a step therapy protocol, We will use 
recognized evidence-based and peer reviewed clinical review criteria that also 
takes into account the needs of atypical patient populations and diagnoses. We 
check certain Prescription Drugs to make sure that proper prescribing guidelines 
are followed. These guidelines help You get high quality and cost-effective 
Prescription Drugs. The Prescription Drugs that require Preauthorization under 
the step therapy program are also included on the Preauthorization drug list. If a 
step therapy protocol is applicable to Your request for coverage of a Prescription 
Drug, You, Your designee, or Your Health Care Professional can request a step 
therapy override determination as outlined in the Utilization Review section of 
Your Certificate. 


3. Therapeutic Substitution. Therapeutic substitution is an optional program that 
tells You and Your Providers about alternatives to certain prescribed drugs. We 
may contact You and Your Provider to make You aware of these choices. Only 
You and Your Provider can determine if the therapeutic substitute is right for You. 
We have a therapeutic drug substitutes list, which We review and update from 
time to time. For questions or issues about therapeutic drug substitutes, visit Our 
website at www.cdphp.com or by calling the number on Your ID card. 


E. Limitations/Terms of Coverage. 
1. We reserve the right to limit quantities, day supply, early Refill access and/or 


duration of therapy for certain medications based on Medical Necessity including 
acceptable medical standards and/or FDA recommended guidelines. 


2. If We determine that You may be using a Prescription Drug in a harmful or 
abusive manner, or with harmful frequency, Your selection of Participating 
Pharmacies may be limited. If this happens, We may require You to select a 
single Participating Pharmacy that will provide and coordinate all future 
pharmacy services. Benefits will be paid only if You use the selected single 
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Participating Pharmacy. If You do not make a selection within 31 days of the date 
We notify You, We will select a single Participating Pharmacy for You. 


3. Compounded Prescription Drugs will be Covered only when they contain at least 
one (1) ingredient that is a Covered legend Prescription Drug, and are obtained 
from a pharmacy that is approved for compounding. All compounded Prescription 
Drugs require Your Provider to obtain Preauthorization. Compounded 
Prescription Drugs are on tier 3. 


4. Various specific and/or generalized "use management" protocols will be used 
from time to time in order to ensure appropriate utilization of medications. Such 
protocols will be consistent with standard medical/drug treatment guidelines. The 
primary goal of the protocols is to provide Our Members with a quality-focused 
Prescription Drug benefit. In the event a use management protocol is 
implemented, and You are taking the drug(s) affected by the protocol, You will be 
notified in advance. 


5. Injectable drugs (other than self-administered injectable drugs) and diabetic 
insulin, oral hypoglycemics, and diabetic supplies and equipment are not 
Covered under this Rider but are Covered under other sections of Your 
Certificate. 


6. We do not Cover charges for the administration or injection of any Prescription 
Drug. Prescription Drugs given or administered in a Physician's office are 
Covered under the Outpatient and Professional Services section of Your 
Certificate. 


7. We do not Cover drugs that do not by law require a prescription, except for 
smoking cessation drugs, over-the-counter preventive drugs or devices provided 
in accordance with the comprehensive guidelines supported by HRSA or with an 
"A" or "B" rating from USPSTF, or as otherwise provided in this Rider. We do not 
Cover Prescription Drugs that have over-the-counter non-prescription 
equivalents, except if specifically designated as Covered in the drug Formulary. 
Non-prescription equivalents are drugs available without a prescription that have 
the same name/chemical entity as their prescription counterparts. 


8. We do not Cover Prescription Drugs to replace those that may have been lost or 
stolen. 


9. We do not Cover Prescription Drugs dispensed to You while in a Hospital, 
nursing home, other institution, Facility, or if You are a home care patient, except 
in those cases where the basis of payment by or on behalf of You to the Hospital, 
nursing home, Home Health Agency or home care services agency, or other 
institution, does not include services for drugs. 


10. We reserve the right to deny benefits as not Medically Necessary or experimental 
or investigation al for any drug prescribed or dispensed in a manner contrary to 
standard medical practice. If coverage is denied, You are entitled to an Appeal as 
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described in the Utilization Review and External Appeal sections of Your 
Certificate. 


11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's 
professional judgment, should not be filled. 


F. General Conditions. 
1. You must show Your ID card to a retail pharmacy at the time You obtain Your 


Prescription Drug or You must provide the pharmacy with identifying information 
that can be verified by Us during regular business hours. You must include Your 
identification number on the forms provided by the mail order pharmacy from 
which You make a purchase. 


2. Drug Utilization, Cost Management and Rebates. We conduct various 
'utilization management activities designed to ensure appropriate Prescription 
Drug usage, to avoid inappropriate usage, and to encourage the use of cost
effective drugs. Through these efforts, You benefit by obtaining appropriate 
Prescription Drugs in a cost-effective manner. The cost savings resulting from 
these activities are reflected in the premiums for Your coverage. We may also, 
from time to time, enter into agreements that result in Us receiving rebates or 
other funds ("rebates") directly or indirectly from Prescription Drug 
manufacturers, Prescription Drug distributors or others. Any rebates are based 
upon utilization of Prescription Drugs across all of Our business and not solely on 
any one Member's utilization of Prescription Drugs. Any rebates received by Us 
may or may not be applied, in whole or part, to reduce premiums either through 
an adjustment to claims costs or as an adjustment to the administrative expenses 
component of Our Prescription Drug premiums. Instead, any such rebates may 
be retained by Us, in whole or part, in order to fund such activities as new 
utilization management activities, community benefit activities and increasing 
reserves for the protection of Members. Rebates will not change or reduce the 
amount of any Copayment or Coinsurance applicable under Our Prescription 
Drug coverage. 


G. Definitions. 
Terms used in this section are defined as follows. (Other defined terms can be found in 
the Definitions section of Your Certificate). 


1. Brand-Name Drug: A Prescription Drug that: 1) is manufactured and 
marketed under a trademark or name by a specific drug manufacturer; or 2) We 
identify as a Brand-Name Prescription Drug, based on available data resources. 
All Prescription Drugs identified as "brand name" by the manufacturer, pharmacy, 
or Your Physician may not be classified as a Brand-Name Drug by Us. 


2. Designated Pharmacy: A pharmacy that has entered into an agreement with 
Us or with an organization contracting on Our behalf, to provide specific 
Prescription Drugs, including but not limited to, specialty Prescription Drugs. The 
fact that a pharmacy is a Participating Pharmacy does not mean that it is a 
Designated Pharmacy. 
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3. Formulary: The list that identifies those Prescription Drugs for which coverage 
may be available under this Rider. This list is subject to Our periodic review and 
modification (generally quarterly, but no more than six (6) times per calendar 
year). You may determine to which tier a particular Prescription Drug has been 
assigned by visiting Our website at www.cdphp.com or by calling the n·umber on 
Your ID card. 


4. Generic Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand
Name Drug; or 2) We identify as a Generic Prescription Drug based on available 
data resources. All Prescription Drugs identified as "generic" by the 
manufacturer, pharmacy or Your Physician may not be classified as a Generic 
Drug by Us. 


5. Non-Participating Pharmacy: A pharmacy that has not entered into an 
agreement with Us to provide Prescription Drugs to Members. We will not make 
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy 
other than as described above. 


6. Participating Pharmacy: A pharmacy that has: 
• Entered into an agreement with Us or Our designee to provide 


Prescription Drugs to Members; 
• Agreed to accept specified reimbursement rates for dispensing 


Prescription Drugs; and 
• Been designated by Us as a Participating Pharmacy. 


A Participating Pharmacy can be either a retail or mail-order pharmacy. 


7. Prescription Drug: A medication, product or device that has been approved by 
the FDA and that can, under federal or state law, be dispensed only pursuant to 
a Prescription Order or Refill and is on Our Formulary. A Prescription Drug 
includes a medication that, due to its characteristics, is appropriate for self 
administration or administration by a non-skilled caregiver. 


8. Prescription Drug Cost: The amount, including a dispensing fee and any sales 
tax, We have agreed to pay Our Participating Pharmacies; as contracted 
between Us and Our pharmacy benefit manager for a Covered Prescription Drug 
dispensed at a Participating Pharmacy. If this Rider includes coverage at Non
Participating Pharmacies, the Prescription Drug Cost for a Prescription Drug 
dispensed at a Non-Participating Pharmacy is calculated using the Prescription 
Drug Cost that applies for that particular Prescription Drug at most Participating 
Pharmacies. 


9. Prescription Order or Refill: The directive to dispense a Prescription Drug 
issued by a duly licensed Health Care Professional who is acting withinthe 
scope of his or her practice. 


10. Usual and Customary Charge: The usual fee that a pharmacy charges 
individuals for a Prescription Drug without reference to reimbursement to the 
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pharmacy by third parties as required by Section 6826-a of the New York 
Education Law. 


Prescription Drug Coverage Schedule of Benefits 


PRESCRIPTION Preferred Participating Non-Participating 
DRUGS Provider Provider Member Provider Member 


Member Responsibility for Responsibility for 
Responsibility Cost-Sharing Cost-Sharing 
for Cost-


*Certain Sharing 
Prescription Drugs 
are not subject to 
Cost-Sharing 
when provided in 
accordance with 
the comprehensive 
guidelines 
supported by 
HRSA or if the 
item or service has 
an "A" or "B" rating 
from the USPSTF 
and obtained at a 
participating 
pharmacy 


Retail Pharmacv 
30-day supply 


Tier 1 N/A $10 Copayment Non-Participating 
Provider services 


Tier2 N/A $40 Copayment are not Covered 
and You pay the 


Tier 3 N/A $70 Copayment full cost 


If You have an 
Emergency 
Condition, 
Preauthorization is 
not required for a 
five (5) day 
emergency supply 
of a Covered 
Prescription Drug 
used to treat a 
substance use 
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Limits 


See 
benefit 
for 
descrip 
lion 







disorder, including 
a Prescription 
Drug to manage 
opioid withdrawal 
and/or 
stabilization and 
for opioid 
overdose reversal. 
Mail Order Up to a 90-day 
Pharmacy supply 


Up to a 90-day 
supply 


Tier 1 N/A $25 Copayment Non-Participating See 
Provider services benefit 


Tier 2 N/A $100 Copayment are not Covered for 
and You pay the descrip 


Tier 3 N/A $175 Copayment full cost lion 


Enteral Formulas N/A Follows Cost-Share Non-Participating See 
for Retail Pharmacy Provider services benefit 
or Mail Order are not Covered for 
Pharmacy above and You pay the descrip 


full cost lion 


Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this 
Rider is attached shall also apply to this Rider except where specifically changed by this 
Rider. 
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Rider to Change DME Cost-Share 


Participating Provider Member Responsibility for Cost-Sharing for Durable Medical 
Equipment and Braces, Cochlear Implants, Medical Supplies and External Prosthetic Devices 
outlined in the Schedule of Benefits section of Your Certificate under the Participating 
Provider Member Responsibility for Cost-Sharing column has been changed. 


ADDITIONAL SERVICES, Participating Provider Limits 
EQUIPMENT and DEVICES Member Responsibility for 


Cost-Sharing 
Durable Medical Equipment 20% Coinsurance See benefit for description 
and Braces 


. 


Preauthorization required for 
items exceeding $500 and for 
Left Ventricular Assist Devices 


Cochlear Implants 20% Coinsurance One ( 1} per ear per time 
Covered 


Preauthorization required for 
items exceeding $500 


Medical Supplies 20% Coinsurance See benefit for description 


Preauthorization required 


Prosthetic Devices 20% Coinsurance 


• External One (1} prosthetic device, per 
limb, per lifetime with coverage 


Preauthorization required for for repairs and replacements 
items exceedina $500 


All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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Domestic Partner Rider 


A. Domestic Partner Coverage. 
This rider amends Your Certificate to provide coverage for domestic partners. This rider covers 
same or opposite gender domestic partners of Subscribers as Spouses. If You selected family 
coverage, Children covered under the Certificate also include the Children of Your domestic 
partner. Proof of the domestic partnership and financial interdependence must be submitted in 
the form of: 


1. Registration as a domestic partnership indicating that neither individual has been registered 
as a member of another domestic partnership within the lasf six (6) months, where such 
registry exists; or 


2. For partners residing where registration does not exist, by an alternative affidavit of 
domestic partnership. 
a. The affidavit must be notarized and must contain the following: 


• The partners are both 18 years of age or older and are mentally competent to 
consent to contract; 


• The partners are not related by blood in a manner that would bar marriage under 
laws of the State of New York; 


• The partners have been living together on a continuous basis prior to the date of 
the application; 


• Neither individual has been registered as a member of another domestic 
partnership within the last six (6) months; and 


b. Proof of cohabitation (e.g., a driver's license, tax return or other sufficient proof); and 
c. Proof that the partners are financially interdependent. Two (2) or more of the following 


are collectively sufficient to establish financial interdependence: 
• A joint bank account; 
• A joint credit card or charge card; 
• Joint obligation on a loan; 
• Status as an authorized signatory on the partner's bank account, credit card or 


charge card; 
• Joint ownership of holdings or investments; 
• Joint ownership of residence; 
• Joint ownership of real estate other than residence; 
• Listing of both partners as tenants on the lease of the shared residence; 
• Shared rental payments of residence (need not be shared 50/50); 
• Listing of both partners as tenants on a lease, or shared rental payments, for 


property other than residence; 
• A common household and shared household expenses, e.g., grocery bills, utility 


bills, telephone bills, etc. (need not be shared 50/50); 
• Shared household budget for purposes of receiving government benefits; 
• Status of one as representative payee for the other's government benefits; 
• Joint ownership of major items of personal property (e.g., appliances, furniture); 
• Joint ownership of a motor vehicle; 
• Joint responsibility for child care (e.g., school documents, guardianship); 
• Shared child-care expenses, e.g., babysitting, day care, school bills (need not be 


shared 50/50); 
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• Execution of wills naming each other as executor and/or beneficiary; 
• Designation as beneficiary under the other's life insurance policy; 
• Designation as beneficiary under the other's retirement benefits account; 
• Mutual grant of durable power of attorney; 
• Mutual grant of authority to make health care decisions (e.g., health care power 


of attorney); 
• Affidavit by creditor or other individual able to testify to partners' financial 


interdependence; or 
• Other item(s) of proof sufficient to establish economic interdependency under the 


circumstances of the particular case. 


B. Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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CDPHP UNIVERSAL BENEFITS,® INC. 
500 Patroon Creek Blvd.• Albany, NY 12206-1057 


The terms of the Contract to which these Riders are attached shall remain in full force 
and effect, except as amended by these Riders. 


By: 


CDPHP UNNERSAL BENEFITS,® INC. 


~ ... 


John D. Bennett, MD, FACC 
President and CEO 











Stephen Obermayer 
BBL Construction Services LLC 
302 Washington Ave Ext 
Albany, NY 12203 
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Critical Illness Insurance Claim Form


Things to know before you begin
• If you are submitting a claim for a Critical Illness which you have


not yet reported to us, please complete this claim form. Once we 
receive a completed claim form we consider this Critical Illness to 
have been reported to us. Return completed form by fax, mail or 
on-line at (https://mybenefits.metlife.com).


• Anytime you are submitting a claim to us, please provide us
with supporting documents from the provider related to the
Critical Illness for which a claim is being made. The supporting
documents must include: 1) the diagnosis; 2) pathology reports,
surgical notes, lab results, or clinical records that support
the diagnosis of the covered condition and 3) the date(s) of
diagnosis.


Please complete Sections 1 through 4. 
Review, sign and date pages 4 and 5. 
Complete Section 7 on the Physician’s 
Attachment. Your physician must 
complete the remainder of the 
Physician’s Attachment (all of Section 
8) and return the completed form.


Supply information about the certificateholder.


SECTION 1 - Certificateholder Information
Certificateholder Name (First, Middle Initial, Last Name) Certificate Number


Address - Street


City State Zip Code


Date of Birth (Month/Day/Year) Gender
£ Male   £ Female


Social Security Number


Cell Phone Number Daytime Phone Number Evening Phone Number


EMAIL Address (optional) Employer Name


Supply information about the patient.


SECTION 2 - Patient Information
£ Same as Section 1 (If you check this box, you do not need to complete this section. You may skip to Section 3.)
£ Spouse     £ Child
Patient Name (First, Middle Initial, Last Name)


Home Address - Street


City State Zip Code


Date of Birth (Month/Day/Year) Gender
£ Male   £ Female


Social Security Number


Metropolitan Life Insurance Company
Attn: Critical Illness Insurance Product
P.O. Box 80826
Lincoln, NE 68501-0826
Toll Free Phone:
1 866 626 3705
Fax Number: 1 855 306 7350
https://mybenefits.metlife.com 
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Cell Phone Number Daytime Phone Number Evening Phone Number


SECTION 3 - What Type of Condition Are You Claiming?
• Refer to your group certificate or Summary Plan Description for a complete description of these benefits.
• Not all plans include these benefits.
Please check off the condition that applies to your claim:
£ Cancer £ Heart Attack £ Alzheimer’s Disease
£ Coronary Artery Bypass Graft £ Stroke £ Kidney Failure


 £ Major Organ Transplant
If the claimant is deceased, check here  £  and provide a copy of the death certificate.


Listed Conditions (check the Listed Condition(s) being claimed):
£ Addison’s disease (adrenal hypofunction) £ Muscular dystrophy
£ Amyotrophic lateral sclerosis (Lou Gehrig’s disease) £ Myasthenia gravis
£ Cerebral palsy £ Necrotizing fasciitis
£ Cerebrospinal meningitis (bacterial) £ Osteomyelitis
£ Cystic fibrosis £ Poliomyelitis
£ Diphtheria £ Rabies
£ Encephalitis £ Sickle cell anemia (excluding sickle cell trait)
£ Huntington’s disease (Huntington’s chorea) £ Systemic lupus erythematosus (SLE)
£ Legionnaire’s disease £ Systemic sclerosis (scleroderma)
£ Malaria £ Tetanus
£ Multiple sclerosis (definitive diagnosis) £ Tuberculosis


SECTION 4 - Special Payment Instructions & Direct Deposits
• If you would like claim benefits paid using direct deposit, please provide the information requested for the bank where


you have your account.
• The sample check below may help you locate your bank account and bank routing numbers.  Please be sure that you


are referencing one of your checks, not a deposit or withdrawal slip.
• If a savings account is used, please check with your bank representative for the appropriate routing and account


numbers.
• Use the space below if you need to provide any special instructions. (e.g., requesting that your claim proceeds be sent


to an address other than the address of record).


Would you like claim benefit payments paid using direct deposit? 
£ Yes   £ No   (If Yes complete the Account Information section below.)


Bank Name Bank Telephone Number


Bank Street Address


City State Zip Code
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Alabama, Arkansas, District of Columbia, Louisiana, 
Massachusetts, Minnesota, New Mexico, Ohio, 
Rhode Island and West Virginia: Any person who 
knowingly presents a false or fraudulent claim for 
payment of a loss or benefit or knowingly presents false 
information in an application for insurance is guilty of a 
crime and may be subject to fines and confinement in 
prison.
Alaska: A person who knowingly and with intent to 
injure, defraud, or deceive an insurance company files 
a claim containing false, incomplete or misleading 
information may be prosecuted under state law.
Arizona: For your protection, Arizona law 
requires the following statement to appear on 
this form. Any person who knowingly presents 
a false or fraudulent claim for payment of a loss 
is subject to criminal and civil penalties.
California: For your protection, California law requires 
the following to appear on this form: Any person who 
knowingly presents a false or fraudulent claim for the 
payment of a loss is guilty of a crime and may be subject 
to fines and confinement in state prison.
Colorado: It is unlawful to knowingly provide false, 
incomplete or misleading facts or information to an 
insurance company for the purpose of defrauding or 
attempting to defraud the company. Penalties may 
include imprisonment, fines, denial of insurance and 
civil damages. Any insurance company or agent of 
an insurance company who knowingly provides false, 
incomplete or misleading facts or information to a 
policyholder or claimant for the purpose of defrauding or 
attempting to defraud the policyholder or claimant with 


regard to a settlement or award payable from insurance 
proceeds shall be reported to the Colorado Division of 
Insurance within the Department of Regulatory Agencies.
Delaware, Idaho, Indiana and Oklahoma: WARNING: 
Any person who knowingly, and with intent to injure, 
defraud or deceive any insurer, makes any claim for the 
proceeds of an insurance policy containing any false, 
incomplete or misleading information is guilty of a felony.
Florida: A person who knowingly and with intent to 
injure, defraud or deceive any insurance company files a 
statement of claim or an application containing any false, 
incomplete or misleading information is guilty of a felony 
of the third degree.
Kentucky: Any person who knowingly and with intent 
to defraud any insurance company or other person files 
a statement of claim containing any materially false 
information or conceals, for the purpose of misleading, 
information concerning any fact material thereto commits 
a fraudulent insurance act, which is a crime.
Maine, Tennessee, Virginia and Washington: It is 
a crime to knowingly provide false, incomplete or 
misleading information to an insurance company for 
the purpose of defrauding the company. Penalties 
may include imprisonment, fines or a denial of 
insurance benefits.
Maryland: Any person who knowingly or willfully 
presents a false or fraudulent claim for payment of a loss 
or benefit or who knowingly or willfully presents false 
information in an application for insurance is guilty of a 
crime and may be subject to fines and confinement in 
prison.


Type of Account (check one):  £ Checking  £ Savings


Be sure to confirm your account and routing 
numbers with your bank to ensure prompt 
processing.


Bank Account Number


Bank Routing Number


Authorization & Signature
• I request MetLife to send my payments to the financial institution designated in Section 4 for deposit into my account.


This agreement will remain in effect until MetLife receives notice from me to the contrary.
• I understand that MetLife will not be liable for any failure to change or terminate this agreement until a written request is


received from me in satisfactory form and reasonable time has passed for MetLife to act upon it.
• If any overpayment is credited to my account in error, I authorize and direct my financial institution to debit my account


and to refund such overpayment to MetLife.


SECTION 5 - Fraud Warning
Before signing this claim form, please read the warning for the state where you reside and for the state where the 
insurance policy under which you are claiming a benefit was issued.
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SECTION 6 - Certification & Signature
By signing below, I acknowledge:
• All information I have given is true and complete to the best of my knowledge and belief.
• I have read the applicable Fraud Warning(s) provided in this form. New York Residents: Any person who knowingly


and with intent to defraud any insurance company or other person files an application for insurance or statement of
claim containing any materially false information, or conceals for the purpose of misleading, information concerning
any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty not to exceed five thousand dollars and the stated value of claim for each such violation.


Under penalty of perjury, I certify:
1. That the number shown on this form is my correct taxpayer identification / social security number; and
2. That I am not subject to IRS required backup withholding as a result of failure to report all interest or


dividend income; and
3. I am a U.S. citizen, or a U.S. resident for tax purposes.
Please note: If item 2 or 3 above is not true, cross out the applicable item(s). The IRS does not require 
your consent to any provision of this document other than the certification to avoid backup withholding.


Name of Claimant (Please Print) Social Security Number


Signature of Claimant or Authorized Representative Date (mm/dd/yyyy)


If signed by Authorized Representative, describe your authority and provide documentation.


(e.g., guardian, conservator, power of attorney, etc.)


New Hampshire: Any person who, with a purpose to 
injure, defraud or deceive any insurance company, files 
a statement of claim containing false, incomplete or 
misleading information is subject to prosecution and 
punishment for insurance fraud as provided in R.S.A. 
638.20.
New Jersey: Any person who knowingly files a 
statement of claim containing any false or misleading 
information is subject to criminal and civil penalties. 
Oregon and Vermont: Any person who knowingly 
presents a false statement of claim for insurance may be 
guilty of a criminal offense and subject to penalties under 
state law.
Puerto Rico: Any person who knowingly and with the 
intention to defraud includes false information in an 
application for insurance or files, assists or abets in the 
filing of a fraudulent claim to obtain payment of a loss 
or other benefit, or files more than one claim for the 
same loss or damage, commits a felony and if found 
guilty shall be punished for each violation with a fine 


of no less than five thousand dollars ($5,000), not to 
exceed ten thousand dollars ($10,000); or imprisoned 
for a fixed term of three (3) years, or both. If aggravating 
circumstances exist, the fixed jail term may be increased 
to a maximum of five (5) years; and if mitigating 
circumstances are present, the jail term may be reduced 
to a minimum of two (2) years.
Texas: Any person who knowingly presents a false or 
fraudulent claim for the payment of a loss is guilty of a 
crime and may be subject to fines and confinement in 
state prison.
Pennsylvania and all other states: Any person who 
knowingly and with intent to defraud any insurance 
company or other person files an application for 
insurance or statement of claim containing any materially 
false information, or conceals for the purpose of 
misleading, information concerning any fact material 
thereto commits a fraudulent insurance act, which is 
a crime and subjects such person to criminal and civil 
penalties.
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Authorization to Disclose Health Information
Things to know before you begin
• Instructions for completing the form:  complete all applicable


areas of the form; sign this form; fax or return this form as 
soon as possible to expedite processing of your claim - 
retain original for your records.


• If you are the Authorized Representative, include a copy
of the legal document(s) authorizing you to act on the 
Claimant’s behalf. Your refusal to complete and sign 


this form may affect your eligibility 
for benefits under your critical 
illness insurance policy.


HIPAA: This Authorization has been carefully and specifically drafted to permit disclosure of health information 
consistent with the privacy rules adopted and subsequently amended by the United States Department of Health 
and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA).


For purposes of determining my eligibility for critical illness benefits, the administration of my critical illness benefit plan, 
and the administration of other benefit plans in which I participate that may be affected by my eligibility for critical illness 
benefits, I permit the following disclosures of information about me to be made in the format requested, including by 
telephone, fax or mail:
1. I permit: any physician or other medical/treating practitioner, hospital, clinic, other medical related facility or service,


insurer, employer, government agency, group policyholder, contractholder or benefit plan administrator to disclose 
to Metropolitan Life Insurance Company (“MetLife”), my employer in its capacity as administrator of its critical illness 
benefit plan, and any consumer reporting agencies, investigative agencies, attorneys, and independent claim 
administrators acting on MetLife’s behalf, any and all information about my health, medical care, employment, and 
critical illness claim.


2. I permit MetLife and my employer (if applicable) to disclose in its capacity as administrator of its benefit plans any and
all information about my health, medical care, employment, and critical illness claim.


This Authorization to Disclose Information About Me specifically includes my permission to disclose my entire 
medical record, including medical information, records, test results, and data on: medical care or surgery; psychiatric or 
psychological medical records, but not psychotherapy notes; and alcohol or drug abuse including any data protected by 
Federal Regulations 42 CFR Part 2 or other applicable laws. Information concerning mental illness, HIV, AIDS, HIV 
related illnesses and sexually transmitted diseases or other serious communicable illnesses may be controlled 
by various laws and regulations. I consent to disclosure of such information, but only in accordance with 
laws and regulations as they apply to me. Information that may have been subject to privacy rules of the U.S. 
Department of Health and Human Services, once disclosed, may be subject to redisclosure by the recipient as 
permitted or required by law and may no longer be covered by those rules. Your health care provider may not 
condition your treatment on whether you sign this authorization.
I understand that I may revoke this authorization at any time by writing to MetLife Critical Illness at P.O. Box 80826, 
Lincoln, NE 68501-0826, except to the extent that action has been taken in reliance on it. If I do not, it will be valid for 24 
months from the date I sign this form or the duration of my claim for benefits, whichever period is shorter. A photocopy of 
this authorization is as valid as the original form and I have a right to receive a copy upon request.


Name of Claimant or Authorized Representative (Please Print) Date of Birth (mm/dd/yyyy)


Signature of Claimant or Authorized Representative Date (mm/dd/yyyy)


If signed by Authorized Representative, describe your authority and provide documentation.


(e.g., guardian, conservator, power of attorney, etc.)


Metropolitan Life Insurance Company 
Attn: Critical Illness Insurance Product
P.O. Box 80826
Lincoln, NE 68501-0826
Toll Free Phone: 1 866 626 3705
Fax Number: 1 855 306 7350 
https://mybenefits.metlife.com
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Critical Illness Insurance Claim - Physician Statement


Things to know before you begin
• The patient submitting this Critical Illness Claim must complete


Section 7 before giving it to a physician.
• Any fee charged by the physician for completing this form is the


patient’s responsibility.
• The physician must sign section 8E after completing the claim


form.
• The physician must return the completed claim form and any


attachments by fax or by mail to the address listed in the header 
of the claim form or directly to the patient.


• If you have questions, please call 1 866 626 3705.


You must sign Section 7 below. 
Your Physician/Provider must 
complete Section 8.


SECTION 7 - Patient Authorization & Signature
I authorize the release of any medical information necessary to process this claim.


Signed Date (mm/dd/yyyy)


Relationship to Insured


SECTION 8 - Information Needed From Your Physician/Provider


8A - Patient Information


First Name Middle Name Last Name


Street Address


City State ZIP Code


Date of Birth (mm/dd/yyyy) Gender Daytime Phone Number


8B - Condition Information
Check off the condition with which your patient was diagnosed / treated for:
£ Cancer £ Heart Attack £ Alzheimer’s Disease
£ Coronary Artery Bypass Graft £ Stroke £ Kidney Failure


£ Major Organ Transplant
If the claimant is deceased, check here  £


Physician's Attachment


Metropolitan Life Insurance Company
Attn: Critical Illness Insurance Product
P.O. Box 80826
Lincoln, NE 68501-0826
Toll Free Phone: 1 866 626 3705
Fax Number: 1 855 306 7350 
https://mybenefits.metlife.com
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Listed Conditions (check the Listed Condition(s) being claimed):
£ Addison’s disease (adrenal hypofunction) £ Muscular dystrophy
£ Amyotrophic lateral sclerosis (Lou Gehrig’s disease) £ Myasthenia gravis
£ Cerebral palsy £ Necrotizing fasciitis
£ Cerebrospinal meningitis (bacterial)  £ Osteomyelitis
£ Cystic fibrosis £ Poliomyelitis
£ Diphtheria £ Rabies
£ Encephalitis £ Sickle cell anemia (excluding sickle cell trait)
£ Huntington’s disease (Huntington’s chorea) £ Systemic lupus erythematosus (SLE)
£ Legionnaire’s disease £ Systemic sclerosis (scleroderma)
£ Malaria £ Tetanus
£ Multiple sclerosis (definitive diagnosis)  £ Tuberculosis


Date of Illness (mm/dd/yyyy)
(First Symptom/Diagnosis Date)


Date your patient first consulted
you for this condition (mm/dd/yyyy)


Has the patient previously had the same or similar condition?      £ Yes   £ No      If “yes,” indicate first treatment dates.


8C - Referring and Other Treating Physicians


First Name Middle Name Last Name


Street Address Phone Number


City State ZIP Code


First Name Middle Name Last Name


Street Address Phone Number


City State ZIP Code


For services related to hospitalization, give hospitalization dates.
Date Confined (mm/dd/yyyy) Through (mm/dd/yyyy) Hospital Name


Street Address


City State ZIP Code


Date Confined (mm/dd/yyyy) Through (mm/dd/yyyy) Hospital Name


Street Address


City State ZIP Code
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8D - Please provide the relevant medical documentation as noted below.
History and Medical Documentation needed based on condition checked:
• Full Benefit Cancer – Pathology Reports, surgical reports and TNM Stage ______________
• Partial Benefit Cancer – Pathology Reports, surgical reports and TNM Stage ____________
• Coronary Artery Bypass Surgery – Open heart surgical reports
• End Stage Kidney Failure – Kidney Specialist records or dialysis records
• Heart Attack – All of the following: Hospital Summary, EKGs, Cardiac Enzymes. If completed, provide any of the


following: Thallium Scans, Muga Scans, Stress echocardiogram, Cardiac Catheterization Report
• Bone Marrow, Heart or Major Organ Transplant – Surgical Report and Clinical Records
• Stroke – Documented Neurological deficits, Neuroimaging studies, Clinical Records and Documentation of deficits 30


days post event.
• Listed Conditions - Specialist records, Lab results, Records showing observation of signs, symptoms and tests that led


to the Diagnosis of the Listed condition.


8E - Medical Provider Signature and Medical Specialty
Please Print Your Name Phone Number


Signed Date (mm/dd/yyyy)


Street Address Medical Specialty


City State ZIP Code
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COVERAGE OPTIONS 
Critical Illness Insurance 


Eligible Individual Initial Benefit  Requirements 


Employee  $10,000, $20,000 or $30,000 Coverage is guaranteed provided you 
are actively at work.1  


Spouse/Domestic Partner2 100% of the employee’s Initial Benefit 
 


Coverage is guaranteed provided the 
employee is actively at work and the 
spouse/domestic partner is not subject 
to a medical restriction as set forth on 
the enrollment form and in the 
Certificate.1  


Dependent Child(ren)3 100% of the employee’s Initial Benefit 
 


Coverage is guaranteed provided the 
employee is actively at work and the 
dependent is not subject to a medical 
restriction as set forth on the 
enrollment form and in the Certificate.1  


 


 


BENEFIT PAYMENT  
Your Initial Benefit provides a lump-sum payment upon the first diagnosis of a Covered Condition. Your plan pays a one-
time Recurrence Benefit per Covered Condition for the following Covered Conditions: Cancer4, Heart Attack, Stroke5 and 
Major Organ Transplant.  A Recurrence Benefit is only available if an Initial Benefit has been paid for the Covered 
Condition.6   
 
The maximum amount that you can receive through your Critical Illness Insurance plan is called the Total Benefit and is 3 
times the amount of your Initial Benefit.  This means that you can receive multiple Initial Benefit and Recurrence Benefit 
payments until you reach the maximum of 300% or $30,000 $60,000 or $90,000.   
 
Please refer to the table below for the percentage benefit amount for each Covered Condition.   
 


Covered Conditions Initial Benefit Recurrence Benefit 


Cancer   


     Full Benefit Cancer 100% of Initial Benefit 100% of Initial Benefit 


     Partial Benefit Cancer 25% of Initial Benefit 25% of Initial Benefit 


     Skin Cancer 5% of Initial Benefit  Not applicable 


Heart Attack 100% of Initial Benefit 100% of Initial Benefit 


Stroke 100% of Initial Benefit 100% of Initial Benefit 


Coronary Artery Disease  100% of Initial Benefit  Not applicable 


Kidney Failure 100% of Initial Benefit Not applicable 


Alzheimer’s Disease7 100% of Initial Benefit Not applicable 


Major Organ Transplant Benefit 100% of Initial Benefit Not applicable 
 
 
 
 
 
 


Critical Illness Insurance 
Plan Summary 


 
 







 


   


Example of Initial & Recurrence Benefit Payments 
The example below illustrates an employee who elected an Initial Benefit of $10,000 and has a Total Benefit of 3 times the 
Initial Benefit Amount or $30,000.  
 


Illness – Covered Condition Payment Total Benefit Remaining 


Heart Attack – first diagnosis 
Initial Benefit payment of  


$10,000 or 100% 
$20,000 


Heart Attack – second diagnosis, two years 
later 


Recurrence Benefit payment of 
$10,000 or 100% 


$10,000 


Kidney Failure – first diagnosis, three years 
later 


Initial Benefit payment of  
$10,000 or 100% 


$0 


 
This example is for illustrative purposes only.  The MetLife Critical Illness Insurance Policy and Certificate are the governing 
documents with respect to all matters of insurance, including coverage for specific illnesses.  The specific facts of each 
claim must be evaluated in conjunction with the provisions of the applicable Policy and Certificate to determine coverage in 
each individual case. 
 
 


SUPPLEMENTAL BENEFITS  
MetLife provides coverage for the Supplemental Benefits listed below.  This coverage would be in addition to the Total 
Benefit Amount payable for the previously mentioned Covered Conditions. 
 
Health Screening Benefit8 
After your coverage has been in effect for thirty days, MetLife will provide an annual benefit of $50 per calendar year for 
taking one of the eligible screening/prevention measures.  MetLife will pay only one health screening benefit per covered 
person per calendar year.  Eligible screening/prevention measures include: 
 


• routine health check-up exam • flexible sigmoidoscopy 
• biopsies for cancer • hemoccult stool specimen 
• blood test to determine total cholesterol • hemoglobin A1C 
• blood test to determine triglycerides • human papillomavirus (HPV) vaccination 
• bone marrow testing • lipid panel 
• breast MRI • mammogram 
• breast ultrasound • oral cancer screening 
• breast sonogram • pap smears or thin prep pap test 
• cancer antigen 15-3 blood test for breast cancer 


(CA 15-3) 
• prostate-specific antigen (PSA) test 


• cancer antigen 125 blood test for ovarian cancer 
(CA 125) 


• serum cholesterol test to determine LDL and HDL 
levels 


• carcinoembryonic antigen blood test for colon 
cancer (CEA) 


• serum protein electrophoresis 


• carotid doppler • skin cancer biopsy 
• chest x-rays • skin cancer screening 
• clinical testicular exam • skin exam 
• colonoscopy • stress test on bicycle or treadmill 
• digital rectal exam (DRE) • successful completion of smoking cessation 


program 
• Doppler screening for cancer • tests for sexually transmitted infections (STIs) 
• Doppler screening for peripheral vascular disease • thermography 
• echocardiogram • two hour post-load plasma glucose test 
• electrocardiogram (EKG) • ultrasounds for cancer detection  
• endoscopy • ultrasound screening of the abdominal aorta for 


abdominal aortic aneurysms 


• fasting blood glucose test • virtual colonoscopy 


• fasting plasma glucose test •  
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QUESTIONS & ANSWERS 
 
 
Who is eligible to enroll? 
Regular active full-time employees who are actively at work along with their spouse/domestic partner and dependent 
children can enroll for MetLife Critical Illness Insurance coverage.3   
 
How do I pay for coverage? 
Coverage is paid through convenient payroll deduction. 
 
If I leave the company, can I keep my coverage?9 
Under certain circumstances, you can take your coverage with you if you leave.  You must make a request in writing within 
a specified period after you leave your employer.  You must also continue to pay premiums to keep the coverage in force. 
 
Who do I call for assistance? 
Contact a MetLife Customer Service Representative at 1 800- GET-MET8 (1-800-438-6388), Monday through Friday from 
8:00 a.m. to 8:00 p.m., EST.   
 
 


Footnotes: 
 
1. Coverage is guaranteed provided (1) the employee is actively at work and (2) dependents are not subject to medical restrictions as set forth on the 


enrollment form and in the Certificate.  Medical coverage is required to enroll.  Additional restrictions apply to dependents serving in the armed forces 
or living overseas.  


2. Coverage for Domestic Partners, civil union partners and reciprocal beneficiaries varies by state.  Please contact MetLife for more information. 
3. Dependent Child coverage varies by state.  Please contact MetLife for more information. 
4. Please review the Disclosure Statement or Outline of Coverage/Disclosure Document for specific information about cancer benefits. Not all types of 


cancer are covered. Some cancers are covered at less than the Initial Benefit Amount. Skin Cancer is covered at 5%of the Initial Benefit Amount (but 
not less than $250). 


5. In certain states, the covered condition is Severe Stroke. 
6. We will not pay a Recurrence Benefit for a Covered Condition that Recurs during a Benefit Suspension Period.  We will not pay a Recurrence Benefit 


for either a Full Benefit Cancer or a Partial Benefit Cancer unless the Covered Person has not had symptoms of or been treated for the Full Benefit 
Cancer or Partial Benefit Cancer for which we paid an Initial Benefit during the Benefit Suspension Period. 


7. Please review the Outline of Coverage for specific information about Alzheimer’s disease. 
8. The Health Screening Benefit is not available in all states. See your certificate for any applicable waiting periods.  
9. Eligibility for portability through the Continuation of Insurance with Premium Payment provision may be subject to certain eligibility requirements and 


limitations. For more information, contact your MetLife representative. 


 
 


METLIFE CRITICAL ILLNESS INSURANCE (CII) IS A LIMITED BENEFIT GROUP INSURANCE POLICY.  Like most group 
accident and health insurance policies, MetLife’s CII policies contain certain exclusions, limitations and terms for keeping 
them in force. Product features and availability may vary by state.  In most plans, there is a pre-existing condition exclusion.  
In most states, after a covered condition occurs there is a benefit suspension period during which most plans do not pay 
recurrence benefits.  Attained Age rates are based on 5-year age bands and will increase when a Covered Person reaches 
a new age band.  A more detailed description of the benefits, limitations, and exclusions applicable can be found in the 
applicable Disclosure Statement or Outline of Coverage/Disclosure Document available at time of enrollment. For complete 
details of coverage and availability, please refer to the group policy form GPNP07-CI or GPNP09-CI, or contact MetLife for 
more information.  Benefits are underwritten by Metropolitan Life Insurance Company, New York, New York.  


 
 


MetLife's Critical Illness Insurance is not intended to be a substitute for Medical Coverage providing benefits for medical 
treatment, including hospital, surgical and medical expenses.  MetLife's Critical Illness Insurance does not provide 
reimbursement for such expenses.              
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered 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                            .  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.cdphp.com/contracts or call                            to request a copy. 
  


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


 
 
  


Are there services 
covered before you meet 
your deductible? 


 


 
 
 
 


Are there other 
deductibles for specific 
services? 


 
 
  


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


 
 
  


What is not included in 
the out-of-pocket limit? 


 
 
 


 
 
 


Will you pay less if you 
use a network provider?  


 
 
 
 
 


Do you need a referral to 
see a specialist?   


 


All Tiers


20028760


1-877-269-2134


1-877-269-2134


UBI : EPOL3321 EPO


11/01/2021 - 10/31/2022


$0 See the Common Medical Events chart below for your costs for services this plan covers. 


No. See the Common Medical Events chart below for your costs for services this plan covers. 


No. You don’t have to meet deductibles for specific services. 


In-Network: $8,550 individual/ 
$17,100 family. 


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. 


Premiums, balance billed 
charges, and health care this plan 
doesn't cover. 


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


Yes. See www.cdphp.com or call 
1-877-269-2134 for a list of 
network providers . 


This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if 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-network provider for some 
services (such as lab work). Check with your provider before you get services. 


No. You can see the specialist you choose without a referral. 


*If applicable, you may be able to use your Flexible Spending Account and/or your Health Reimbursement Arrangement to cover these costs. Refer to 
the Summary Plan Description and Plan Document for more information. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 


 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


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


Primary care visit to treat an 
injury or illness 


  
 


 
 
 
 


Specialist visit 
 
 
 


  


Preventive care/screening/ 
immunization   


  


If you have a test 


Diagnostic test (x-ray, blood 
work)    


Imaging (CT/PET scans, MRIs)   


 
 
 
 
 
 
 
 
 
 
 


 


97791


$40 co-pay /visit Not Covered 
You may use live video visits at 
www.doctorondemand.com. 


$40 co-pay /visit Not Covered 
Preauthorization required for Sleep Studies, 
Neurofeedback & Transcranial Magnetic 
Stimulation (TMS) 


No Charge Not Covered 
Preauthorization required for Genetic Testing 
and Immunizations for RSV. 


$40 co-pay /visit Not Covered 
Preauthorization required for Genetic Testing. 
Copayment waived if performed at a designated 
laboratory/preferred center. 


$40 co-pay /visit Not Covered 
Copayment waived if performed at a preferred 
center. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
http://www.cdphp.c 
om/Members/Rx- 
Corner 


Tier 1 drugs  
 
 
 
 


 


Tier 2 drugs  
 
 
 
 


Tier 3 drugs  
 
 
 
 


Specialty drugs   


 
 
 
 


If you have outpatient 
surgery 


Facility fee (e.g., ambulatory 
surgery center)   


  


Physician/surgeon fees   
  


If you need immediate 
medical attention 


Emergency room care    
Emergency medical 
transportation 


 
 


 
  


Urgent care  
 
 
  


If you have a hospital 
stay 


Facility fee (e.g., hospital room)  


 
 
 
 
 
 
 


 


Physician/surgeon fees  
   


 


97791


Retail: $10 copay 
Mail-Order: $20 copay 


Not Covered 
Covers up to a 30-day supply (retail 
prescription); 90 day supply (mail order 
prescription) Prescriptions must be written by a 
duly licensed health care provider and filled at a 
participating pharmacy, unless otherwise 
authorized in advance by CDPHP. Specialty 
drugs are not eligible for the mail order program 
and require preauthorization to be obtained 
through CDPHP's participating specialty 
vendors. This plan has Formulary 1 and the 
Premier Rx Network. 


Retail: $40 copay 
Mail-Order: $80 copay 


Not Covered 


Retail: $70 copay 
Mail-Order: $140 copay 


Not Covered 


Retail: $10 copay /$40 
copay /$70 copay 


Not Covered 


$200 co-pay /visit Not Covered 
You may have reduced cost share for preferred 
ambulatory surgery centers. 


No Charge Not Covered None. 


$150 co-pay /visit $150 co-pay /visit All Emergency Care is considered In-Network. 


$150 co-pay /visit $150 co-pay /visit All Emergency Care is considered In-Network. 


$50 co-pay /visit $50 co-pay /visit You may use live video visits. 


$1,000 co-pay /visit Not Covered None. 


No Charge Not Covered None. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need mental 
health, behavioral 
health, or substance 
abuse services 


Outpatient services  
   


Inpatient services  
   


If you are pregnant 


Office visits 
 
 
 


 
  
 
 
 


Childbirth/delivery professional 
services 


 
   


Childbirth/delivery facility 
services 


 
 
 
 
 
 
 


  


If you need help 
recovering or have 
other special health 
needs 


Home health care 


 
 
 
 
 
 


  


Rehabilitation services 


 
 
 
 
 
 


  


Habilitation services  


 
 
 
 
 
 


 


 


97791


$40 co-pay /visit Not Covered None. 


$1,000 co-pay /visit Not Covered 
Preauth required for Residential Treatment, with 
the exception of some scenarios. 


No Charge Not Covered 
Cost share applies for Initial visit to determine 
pregnancy, subsequent visits are Covered in Full 


No Charge Not Covered None. 


$1,000 co-pay /visit Not Covered None. 


No Charge Not Covered None. 


$1,000 co-pay /visit Not Covered 
60 consecutive inpatient days per plan year for 
PT/OT/ST services. 


$40 co-pay /visit Not Covered 


Limited to coverage for Applied Behavioral 
Analysis when necessary for the treatment of 
Autism Spectrum Disorder. All contract limits 
and provisions for managed benefits apply. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


 
 


Skilled nursing care 


 
 
 
 
 
 


  


Durable medical equipment 


 
 
 
 
 
 
 
 
 


  


Hospice services    
 


If your child needs 
dental or eye care 


Children’s eye exam  
   


Children’s glasses 


 
 
 
 
 


  


Children’s dental check-up 
 
 
 


  
 


97791


$1,000 co-pay /visit Not Covered 
Preauthorization required. Limited to 45 days per 
plan year. 


20% co-insurance No Charge 


Durable medical equipment that is rented, 
repaired, replaced or costs more than $1000 
requires prior authorization before receiving 
care. 


$1,000 co-pay /visit Not Covered 
Limited to 210 days combined Inpatient and 
Outpatient. 


Not Covered Not Covered None. 


Not Covered Not Covered None. 


Not Covered Not Covered 
Preventive Dental is not covered under your 
medical benefits. 
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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.) 


   


 


Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)  
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• Cosmetic surgery 
• Dental care (Adult) 
• Dental checkup 
• Eye exam 
• Glasses 
• Hearing aids 
• Long term care 


• Non-emergency care when traveling outside the 
U.S. 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care 
• Weight loss programs 


• Acupuncture (Limits Apply) 
• Bariatric surgery (Limits Apply) 
• Chiropractic care 


• Infertility treatment 
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Does this plan provide Minimum Essential Coverage?    
Minimum Essential Coverage generally includes plans,health insurance available through marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE and certain other coverage. If you are eligible for Essential Coverage,you may not be eligible for the premium tax credit.  
 
 
Does this plan meet the Minimum Value Standards?    
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. 
 
 
 
 
 
 
 
 


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


97791


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 as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711),The New York State of Health NYS Department of Financial Services at (800) 342-3736 
or http://www.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323 
x61565 or www.cciio.cms.gov, the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html. 


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 l. For more information about your rights, look 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: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 
342-3736 or http://www.dfs.ny.gov/, or Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 


Yes


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


Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 


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


up care) 


Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-


controlled condition)  


 
 


 
 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 $12,686.85 


In this example, Peg would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Peg would pay is 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 Example Cost $5,601.10 


In this example, Joe would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Joe would pay is 


 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 


Total Example Cost $2,800.17 


In this example, Mia would pay: 
Cost Sharing 


Deductibles
Copayments
Coinsurance


What isn’t covered 
Limits or exclusions 
The total Mia would pay is 


About these Coverage Examples: 


 
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.    


Note: These numbers assume the patient does not participate in the plan’s wellness program.   
If you participate in the plan’s wellness program, you may be able to reduce your costs.  


$0.00
$40.00


$1,000.00
N/A


$0.00


$1376.80
$0.00


$0.00


$1376.80


$0.00
$40.00


$1,000.00
N/A


$0.00


$2331.72
$0.00


$0.00


$2331.72


$0.00
$40.00


$1,000.00
N/A


$0.00


$500.00
$39.60


$211.56


$751.16
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Discrimination is Against the Law 
Capital District Physicians’ Health Plan, Inc. (CDPHP®) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 


color, national origin, age, disability, or sex. CDPHP does not exclude people or treat them differently because of race, color, national origin, age, 


disability, or sex. 


 


CDPHP: 


 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats,  


other formats) 


 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 


 


If you need these services, contact the CDPHP Civil Rights Coordinator. 


 


If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, 


or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803 (TTY/TDD: 711), 


Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-support/email-cdphp. If you need help 


filing a grievance, the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of 


Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., 


Room 509F, HHH Building, Washington, DC 20201,  


1-800-368-1019 (TDD 1-800-537-7697).  


 


Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.   


 


Multi-language Interpreter Services 


ATTENTION: If you speak a non-English language, language assistance services, free of charge, are available to you. Call the number 


on your member ID card (TTY: 711).  


ATENCIÓN: Si habla otro idioma que no es el inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 


número que figura en su tarjeta de identificación de miembro (TTY: 711).  


注意：如果您使用的語言不是英語，您可以免費獲得語言援助服務。請致電您會員 ID卡上的電話（聽力障礙電傳：711）。  
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ВНИМАНИЕ: Если вы говорите на иностранном языке, вы можете воспользоваться бесплатными услугами перевода. 


Позвоните по номеру на вашей ID карточке участника (Телетайп: 711).  


ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sèvis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm 


ou a (TTY: 711).  


주의: 영어 이외의 언어를 사용하는 경우 무료로 언어 지원 서비스를 받을 수 있습니다. 귀하의 회원 ID 카드에 있는 번호로 


전화하십시오(TTY: 711).  


ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il 


numero presente sulla scheda ID dei membri (TTY: 711).  


 קארטל ID מעמבער אייער אויף נומער דעם רופט. זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל, אויב איר רעדט : אויפמערקזאם


(TTY:711 ) 


মন োন োগ দি ঃ আপদ   দি ইংনেদি বদির্ভু ত ক ো  র্োষোয়  থো বনে  ,আপ োে ি য দব ো খেচোয় র্োষো সিোয়তো উপের্য েনয়নে। আপ োে সিসয আইদি 


 োনিুে  ম্বনে  ে  রু  (TTY: 711(।  


UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer na Twojej członkowskiej 
karcie ID (TTY: 711).  


 (. TTY :711تنبيه: إذا كنت تتحدث لغة غير الإنجليزية، تتوفر إليك خدمات مساعدة اللغة مجاناً.  اتصل بالرقم الموجود ببطاقة الهوية لعضويتك )


ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué 


sur votre carte de membre (ATS : 711).  


دستياب ہيں۔ اپنے ممبر آئی ڈی کارڈ پر درج نمبر پر توجہ ديں: اگر آپ انگريزی کے علاوہ دوسری زبان بولتے ہيں تو، آپ کے ليے زبان کی اعانت کی خدمات مفت 


 (۔TTY: 711) کال کريں


ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad. 


Tawagan ang numero sa inyong card miyembro ID (TTY: 711).  


ΠΡΟΣΟΧΗ: Αν δεν μιλάτε Αγγλικά, υπάρχουν στη διάθεσή σας υπηρεσίες γλωσσικής υποστήριξης οι οποίες παρέχονται δωρεάν. Καλέστε τον αριθμό 


που θα βρείτε στην ατομική σας ταυτότητα μέλους (TTY: 711). 


VINI RE: Nëse flisni një gjuhë jo-anglisht, shërbime falas të ndihmës së gjuhës janë në dispozicion për ju.  Telefonojini numrit në 


kartën tuaj të ID të anëtarit (TTY: 711).  
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METROPOLITAN LIFE INSURANCE COMPANY 
NEW YORK, NEW YORK  


 
 


CERTIFICATE OF INSURANCE 
 
Metropolitan Life Insurance Company (“MetLife”), a stock company, certifies that You and Your Dependents are 
insured for the benefits described in this Certificate, subject to the provisions of this Certificate.  This Certificate is 
issued to You under the Group Policy and it includes the terms and provisions of the Group Policy that describe 
Your insurance.  PLEASE READ THIS CERTIFICATE CAREFULLY.    
 
The Group Policy is a contract between MetLife and the Group Policyholder.  It may be changed or ended without 
Your consent or notice to You. 
 
  
Group Policyholder: BBL Construction Services LLC  
Group Policy Number: 
 
 


5973766 
 


Employee Name: 
 


See Insured's Certificate or the Group 
Policyholder's participant file which has 
been provided to MetLife   


Employee Number: 
 


See Insured's Certificate or the Group 
Policyholder's participant file which has 
been provided to MetLife   


Effective Date of Insurance: 
 


See Insured's Certificate or the Group 
Policyholder's participant file which has 
been provided to MetLife   


MetLife Contact Information: 
 


1-800-GET-MET8 


 
  
We have issued this Certificate to You in consideration of the payment of the Contribution and the statements 
made in Your Enrollment Form. Your Enrollment Form is part of Your Certificate.  
 
 


This is a limited Certificate. It pays benefits for Alzheimer’s Disease, 
Cancer, Coronary Artery Disease, Heart Attack, Kidney Failure, Major 
Organ Transplant and Stroke. Read this Certificate Carefully, together 
with the required Disclosure Document.  
 
This Certificate does not provide Essential Health Benefits as defined 
under the Affordable Care Act. 
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SCHEDULE OF INSURANCE 
 
This schedule shows the benefits that You have selected under the Group Policy.  You and Your Dependents will 
only be insured for benefits: 
 for which You and Your Dependents become and remain eligible; and 
 which are in effect under the Group Policy and this Certificate. 
 
BENEFIT AMOUNT 
For You See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 


 


For Your Spouse or Domestic Partner See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife 
 


 


For Your Dependent Child See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife 
 


  
TOTAL BENEFIT AMOUNT 
For You See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 


 


For Your Spouse or Domestic Partner See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife 
 


 


For Your Dependent Child See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife 
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SCHEDULE OF INSURANCE (continued) 
 
 
BENEFITS FOR COVERED CONDITIONS 
 
 
Covered Condition Initial Benefit Recurrence Benefit 
 
Alzheimer’s Disease 100% of Benefit Amount NONE 
 


Cancer   
 


 Full Benefit Cancer 100% of Benefit Amount 100.00% of Benefit Amount 
 


 Partial Benefit Cancer 25% of Benefit Amount 25.00% of Benefit Amount 
 


 Skin Cancer 5% of Benefit Amount NONE 
 


Coronary Artery Disease 100% of Benefit Amount NONE 
 


Heart Attack 100% of Benefit Amount 100.00% of Benefit Amount 
 


Kidney Failure 100% of Benefit Amount NONE 
 


Major Organ Transplant 100% of Benefit Amount  NONE 
 


Stroke 100% of Benefit Amount 100.00% of Benefit Amount 
 
 
 
 
Health Screening Benefit:  $50 
 
IMPORTANT NOTE: This Certificate contains certain Proof requirements, exclusions, limitations and other 
provisions that may reduce benefits or prevent a Covered Person from receiving any benefits under this 
Certificate.  PLEASE READ YOUR ENTIRE CERTIFICATE CAREFULLY. 
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DEFINITIONS 
 
As used in this Certificate, the terms listed below will have the meanings set forth below. Some defined terms are 
also defined where they are used. When defined terms are used in this Certificate, they will appear with initial 
capitalization.  The plural use of a term defined in the singular will share the same meaning.  
 
Actively at Work or Active Work means that You are performing all of the usual and customary duties of Your 
job on a Full-Time basis. This must be done at: 
 
� the Group Policyholder’s place of business; 
� an alternate place approved by the Group Policyholder; or 
� a place to which the Group Policyholder’s business requires You to travel. 
 
You will be deemed to be Actively at Work during weekends or Group Policyholder approved vacations, holidays 
or temporary business closures if You were Actively at Work on the last scheduled work day preceding such time 
off.  
  
Benefit Amount means the amount We use to determine the benefit payable for a Covered Condition. 
 
Benefit Increase means a simultaneous increase in both the Benefit Amount and Total Benefit Amount.   
 
Certificate means this Certificate including any riders attached to it. 
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DEFINITIONS (continued)  
 
 
Contribution means the amount You must pay towards the total premium charged by Us for insurance under this 
Certificate.  
 
Covered Condition means the following, as they are defined in this Certificate:  
� Alzheimer’s Disease; 
� Cancer; 
� Coronary Artery Disease; 
� Heart Attack; 
� Kidney Failure; 
� Major Organ Transplant; or 
� Stroke. 


 


 
Covered Person means You and, if insured under the Group Policy for the insurance described in this Certificate, 
Your Dependents. 
 
Dependent means Your Spouse, Domestic Partner and/or Dependent Child. 
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DEFINITIONS (continued)  
 
 
Dependent Child means the following: 
Your biological child, adopted child, or stepchild who is under age 26. 
 
The term does not include an unborn or stillborn child. 
 
A person cannot be insured as a Dependent Child of more than one employee under the Group Policy.  No person 
can be insured under the Group Policy as both an employee and as a Dependent Child. Your adopted child will 
not be a Dependent Child prior to: 
� the date the child is placed in Your home for adoption; or 
� the first date of any statutory or court ordered waiting period that must expire before such adoption becomes 


final.   
 
Dependent Insurance means insurance under this Certificate for Your Dependents.  
 
Diagnosis means the establishment of a Covered Condition by a Physician through the use of clinical and/or 
laboratory findings. 
 
Diagnose means the act of making a Diagnosis.  
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DEFINITIONS (continued)  
 
 
Domestic Partner means each of two people, one of whom is an employee of the Group Policyholder, who: 
 
1. have registered as each other’s domestic partner, civil union partner or reciprocal beneficiary with a 


government agency where such registration is available; or 
2. are of the same or opposite sex and have completed a signed declaration declaring that:  
 


� each person is 18 years of age or older; 
� each person is unmarried and the sole domestic partner of the other; 
� they are sharing a primary residence with each other;  
� they are not related to the other in a manner that would bar their marriage in the jurisdiction in which they 


reside. 
� they have a mutually dependent relationship so that each has an insurable interest in the life of the other 


and 2 or more of the following exist as evidence of joint responsibility for basic financial obligations: 
1. a joint mortgage or lease; 
2.  designation of the Domestic Partner as beneficiary for life insurance or retirement benefits;  
3.  joint wills or designation as executor and/or primary beneficiary;  
4.  ownership of a joint bank account, joint credit cards or other evidence of joint financial responsibility; 


or  
5.  other evidence of economic interdependence.  


 
No person can be insured under the Group Policy as both an employee and as a Domestic Partner. 
 
Enrollment Form means the Written form provided by Us that You use to enroll for insurance under the Group 
Policy, including any amendments thereto.  
 
First Occurs or First Occurrence means, with respect to each Covered Condition, the first time after a Covered 
Person initially becomes insured under the Group Policy that such Covered Condition Occurs. 
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DEFINITIONS (continued)  
 
 
Full-Time means Active Work on the Group Policyholder’s regular work schedule for the class of employees to 
which You belong.  The work schedule must be at least 30 hours per week. 
 
Group Policy means the policy of insurance issued by Us to the Group Policyholder under which this Certificate is 
issued. 
 
Group Policyholder means the employer named on the first page of this Certificate. 
 
Hospital means a short-term, acute care, general hospital which: 
� is primarily engaged in providing, by or under the continuous supervision of Physicians, to inpatients, 


diagnostic services and therapeutic services for Diagnosis, treatment and care of injured or sick persons; 
� has organized departments of medicine and major Surgery; 
� has a requirement that every patient must be under the care of a Physician or dentist; 
� provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
� is duly licensed by the agency responsible for licensing such Hospitals; and 
� is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational or rehabilitative 
care. 


 
Hospitalized means: 
� admitted for inpatient care in a Hospital; 
� receiving care in a hospice facility, an intermediate care facility or a long-term care facility; or  
� receiving the following treatment, wherever performed: 


� chemotherapy; 
� radiation therapy; or 
� dialysis. 


 
Initial Benefit means the benefit, as specified in the Schedule, that We will pay for a Covered Condition that First 
Occurs while coverage is in effect under this Certificate. 
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DEFINITIONS (continued)  
 
Medical Coverage means coverage under Medicare or an insurance policy, health maintenance organization 
contract, or employer’s plan of self-insurance providing benefits for hospital, surgical and medical expenses or 
treatment.  Medical Coverage does not include Medicaid.  
 
Occurs or Occurrence means: 


� with respect to Coronary Artery Disease, that a Physician makes a Diagnosis that Coronary Artery Bypass 
Graft is medically necessary to correct narrowing or blockage of any of the Covered Person’s coronary 
arteries; 


� with respect to Major Organ Transplant, that the Covered Person's Physician deems such Major Organ 
Transplant to be medically necessary; 


� with respect to Alzheimer’s Disease that the Covered Person: 
1. experiences such Covered Condition; 
2. is Diagnosed with such Covered Condition; and 
3. all other etiologies have been ruled out by a Neurologist; Geriatrician or Neuropsychologist. 


� with respect to all other Covered Conditions, that the Covered Person: 
1. experiences such Covered Condition; and 
2. is Diagnosed with such Covered Condition. 
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DEFINITIONS (continued)  
 
Physician means an individual who:  
�  is validly licensed as a practitioner of the healing arts in the United States, Canadian or Mexican jurisdiction 


where he or she practices; and  
� is acting within the lawful scope of such valid license and of his or her practice when he or she: (1) Diagnoses 


a Covered Condition for which a claim is made; (2) performs medical services required for a Covered 
Condition for which a claim is made; or (3) performs any other medical services that are to be performed by a 
Physician under the terms of this Certificate.  


 
A Physician does not include You or members of Your immediate family. 
 
Proof means Written evidence satisfactory to Us that a claimant has satisfied the conditions and requirements for 
any benefit described in this Certificate.    When a claim is made for any benefit described in this Certificate, Proof 
must establish: 
 the nature and extent of the loss or condition; 
 Our obligation to pay the claim; and  
 the claimant’s right to receive payment. 
 
Except as provided in the Examinations and Autopsy provisions of this Certificate, Proof must be provided at the 
claimant’s expense.  
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DEFINITIONS (continued)  
 
Recur or Recurrence means: 
� with respect to Cancer, a second Occurrence of Cancer that Occurs after an Initial Benefit was paid for a First 


Occurrence of that same Cancer.  
 


� with respect to Major Organ Transplant, an Occurrence of Major Organ Transplant after an Initial Benefit was 
paid for a First Occurrence of Major Organ Transplant with respect to a different organ or combination of 
organs.  
  


� with respect to any other Covered Condition, a second Occurrence of that Covered Condition after We have 
already paid an Initial Benefit for the First Occurrence of that Covered Condition.  


 
Schedule means the Schedule of Insurance that appears in this Certificate. 
 
Signed means any symbol or method executed or adopted by a person with the present intention to authenticate 
a record.  The signature may be transmitted by paper or electronic media, provided it is consistent with applicable 
law.   
 
Spouse means Your lawful spouse.  No person can be insured under the Group Policy both as an employee and 
a Spouse.  
 


 
Surgery means a procedure performed by a Physician involving the cutting of the Covered Person’s skin or tissue 
that in and of itself is intended to be curative or palliative.  Surgery does not include endoscopic procedures.   
 
Total Benefit Amount means the maximum aggregate amount, as specified in the Schedule, that We will pay for 
any and all Covered Conditions, per Covered Person, per lifetime, as provided under this Certificate. The Total 
Benefit Amount does not include benefits paid for the Health Screening Benefit.  
 
United States means the United States of America, its territories and its possessions.  
 
We, Us and Our mean Metropolitan Life Insurance Company.  
 
Write, Written or Writing means a record that may be transmitted by paper or electronic media, and that is 
consistent with applicable law.  
 
You and Your means an employee who is insured under the Group Policy for the insurance described in this 
Certificate. 
 







 


GCERT10-CI-elig-ee   NY 
   Page 14 


ELIGIBILITY PROVISIONS: INSURANCE FOR YOU 
 
ELIGIBLE CLASS 
 


CLASS 1 


All Active Full-Time Employees. 
 


DATE YOU ARE ELIGIBLE FOR INSURANCE 


 


You may only become eligible for the insurance available for Your eligible class. 


If You are in an eligible class on the date insurance becomes available for the class, You will be eligible for 
insurance on the date You complete any applicable eligibility waiting period set by the Group Policyholder.   
 


If you enter an eligible class after the date insurance becomes available to members of that class, You will be 
eligible for insurance on the date You complete any applicable eligibility waiting period set by the Group 
Policyholder. 
 


ENROLLMENT PROCESS  


 


If You are eligible for insurance, You may enroll for such insurance by completing the required form.  You must 
also provide Written permission to deduct Contributions from Your pay for such insurance, if You are required to 
make such Contributions. 
 
 


DATE YOUR INSURANCE TAKES EFFECT  


 


Except as provided in the Medical Coverage Requirement for You provision below, provided that You are Actively 
at Work in an eligible class, insurance under this Certificate will take effect for You on the Effective Date shown on 
the first page of this Certificate.  
 
If You are not Actively at Work in an eligible class on the date insurance would otherwise take effect under the 
above paragraph, insurance will take effect on the date  You return to Active Work in an eligible class. 
 


BENEFIT INCREASES 
 


If You are insured under this Certificate at the time a Benefit Increase is offered for Your eligible class, You will be 
eligible for the Benefit Increase if You have not already attained the Maximum Benefit Amount. You may complete 
the form required to elect the Benefit Increase. If You do, provided that You are Actively at Work in an eligible 
class, the Benefit Increase will take effect for You on the later of: 
 


� the date it is scheduled to go into effect for Your eligible class; and  
� the date You complete the form required to elect the Benefit Increase.  
 


If You are not Actively at Work in an eligible class on the date the Benefit Increase would otherwise take effect 
under the above paragraph, Your Benefit Increase will take effect on the date You return to Active Work in a class 
that is eligible for the Benefit Increase. 
 
MEDICAL COVERAGE REQUIREMENT FOR YOU 
 


You must have Medical Coverage in force on the effective date of Your insurance under this Certificate. We will 
not approve You for insurance if Your Enrollment Form does not indicate that You are covered for Medical 
Coverage. Within 30 days after the effective date of Your insurance under this Certificate, We will ask You to 
confirm in Writing that You had Medical Coverage in force on the effective date of Your insurance under this 
Certificate. If You respond in Writing that Medical Coverage was not in force on the effective date of Your 
insurance under this Certificate, Your insurance under this Certificate will be void as of its effective date and all 
Contributions that You have paid for such coverage will be returned without interest. 
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE 
 


ELIGIBLE CLASSES FOR DEPENDENT INSURANCE 
 


All Class 1 employees of the Group Policyholder as specified in the Eligibility Provisions:  Insurance For You 
section of this Certificate are eligible for Dependent Insurance. 
 
A Dependent will not be eligible while the Dependent: 
� Is serving in the armed forces, or any auxiliary units of the armed forces, of any country; or  
� Lives outside the United States, Canada or Mexico for more than 12 consecutive months.    
 


DATE YOU ARE ELIGIBLE FOR DEPENDENT INSURANCE 
 


If You are in a class of employees who are eligible for Dependent Insurance on the date Your insurance takes 
effect, You will be eligible for Dependent Insurance on the later of the following: 
� the date Your insurance takes effect; and  
� the date an individual becomes Your first Dependent. 
 


If You enter a class of employees who are eligible for Dependent Insurance after the date Your insurance takes 
effect, You will be eligible for Dependent Insurance on the later of the following: 
� the date You enter a class eligible for Dependent Insurance; and  
� the date an individual becomes Your first Dependent. 
 
 


ENROLLMENT PROCESS 
 


Except as described in the Newborn and Adopted Children provision below, if You become eligible for Dependent 
Insurance, You may enroll for such insurance by providing Us with the information We require for each Dependent 
to be insured.  You must also provide Written permission to deduct Contributions from Your pay for Dependent 
Insurance, if You are required to make such Contributions. 
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE (CONTINUED) 
 
DATE DEPENDENT INSURANCE TAKES EFFECT 
 


Except as described in the Newborn and Adopted Children provision and Medical Coverage Requirement for Your 
Dependents provision below, Dependent Insurance for a Dependent will take effect on the later of the date You 
are eligible for Dependent Insurance and the date the Dependent becomes Your Dependent, provided that on that 
date the Dependent meets the following requirements: 
 


� the Dependent is not confined at home under a Physician’s care; 
� the Dependent is not receiving or applying to receiving disability benefits from any source; and  
� the Dependent is not Hospitalized.   
 


Except as described in the Newborn and Adopted Children provision and Medical Coverage Requirement for Your 
Dependents provision below, if a Dependent does not meet these requirements on the date insurance for such 
Dependent would otherwise take effect, insurance for the Dependent will take effect on the date the Dependent is 
no longer: 
 


� confined at home under a Physician’s care;  
� receiving or applying to receiving disability benefits from any source; or  
� Hospitalized.   
 


Once Dependent Insurance is in effect for at least one Dependent Child, any additional child who becomes Your 
Dependent Child will be insured from the date the child becomes Your Dependent Child.  You do not need to 
enroll such additional Dependent Children for them to become insured for Dependent Insurance. 
 


 
NEWBORN AND ADOPTED CHILDREN 
 


A Dependent Child, born to You while insurance is in effect under this Certificate will be covered for 31 days 
from the moment of such additional Dependent Child’s birth. Unless You already have Dependent Insurance in 
effect for other Dependent Children, to continue coverage beyond the 31 days You must enroll the child and 
give Written permission to deduct Contributions for Your pay for Dependent Insurance. 
  
A Dependent Child adopted by You while insurance is in effect under this Certificate will be covered for 31 days 
from the moment of such Dependent Child’s birth if You take custody of the Dependent Child upon such 
Dependent Child’s release from the hospital and within 30 days of the date the Dependent Child is born You file a 
petition to adopt the Dependent Child. Unless you already have Dependent Insurance in effect for other 
Dependent Children, to continue coverage beyond the first 31 days You must enroll the child and give written 
permission to deduct Contributions from Your pay for Dependent Insurance. 
 
BENEFIT INCREASES 
 


If a Dependent is insured under this Certificate at the time a Benefit Increase is offered for Your eligible class, You 
may complete the form required to elect the Benefit Increase.  If You do, the Benefit Increase will take effect for 
that Dependent on the later of the date it is scheduled to go into effect for Your eligible class and the date You 
complete the form required to elect the Benefit Increase provided that on that date the Dependent meets the 
following requirements: 
 
� the Dependent is not confined at home under a Physician’s care;  
� the Dependent is not receiving or applying to receiving disability benefits from any source; and  
� the Dependent is not Hospitalized.   
 
If a Dependent does not meet these requirements on that date, the Benefit Increase will take effect on the date the 
Dependent is no longer:  
 
� confined at home under a Physician’s care;  
� receiving or applying to receiving disability benefits from any source; or  
� Hospitalized. 
 
 
MEDICAL COVERAGE REQUIREMENT FOR YOUR DEPENDENTS 
 


Each Dependent who You enroll must have Medical Coverage in force on the effective date of insurance for 
that Dependent under this Certificate. We will not approve such a Dependent for insurance if Your Enrollment 
Form does not indicate that the Dependent is covered for Medical Coverage. Within 30 days after the effective 
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date of that Dependent’s insurance under this Certificate, We will ask You to confirm that the Dependent had 
Medical Coverage in force on the effective date of insurance under this Certificate. 
  
If You respond in Writing that Medical Coverage was not in force on the effective date of insurance for Your 
Spouse or Domestic Partner who You enroll under this Certificate, insurance under this Certificate will be void 
with respect to such Spouse or Domestic Partner as of its effective date and all Contributions that You have 
paid for such coverage will be returned to You without interest.  
 
If You respond in Writing that Medical Coverage was not in force on the effective date of insurance for Your 
Dependent Child who You enroll under this Certificate, insurance under this Certificate will be void with respect to 
that Dependent Child as of its effective date and all Contributions that You have paid for such coverage will be 
returned to You without interest if there is no insurance remaining in effect for any other Dependent Child under 
this Certificate. 
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CRITICAL ILLNESS BENEFITS FOR ALZHEIMER’S DISEASE 
 


Alzheimer’s Disease means the development of multiple, progressive cognitive deficits manifested by memory 
impairment (impaired ability to learn new information or to recall previously learned information) and one or more 
of the following cognitive disturbances: 
� aphasia (language disturbance); 
� apraxia (impaired ability to carry out motor activities despite intact motor function); 
� agnosia (failure to recognize or identify objects despite intact sensory function); and 
� disturbance in executive functioning (i.e. planning, organizing, sequencing, abstracting). 
 
Alzheimer’s Disease does not include  
� other central nervous system conditions that may cause deficits in memory and cognition (e.g., 


cerebrovascular disease, Parkinson’s disease, normal-pressure hydrocephalus); 
� systemic conditions that are known to cause dementia (e.g., hypothyroidism, vitamin B12 or folic acid 


deficiency, niacin deficiency, hypercalcemia, neurosyphilis); 
� substance-induced conditions; or 
� any form of dementia that is not diagnosed as Alzheimer’s Disease. 
 
Geriatrician means a Physician specializing in the assessment and treatment of elderly people.   
 
Neuropsychologist means a psychologist who has completed special training in the neurological causes of brain 
disorders and who specializes in diagnosing and treating these illnesses using a predominantly medical approach.  
 
Neurologist means a Physician who specializes in the diagnosis and treatment of disorders of the nervous 
system. 
 
INITIAL BENEFIT FOR ALZHEIMER’S DISEASE 
 


If Alzheimer’s Disease First Occurs for a Covered Person, while such Covered Person is insured under this 
Certificate, Proof of the Alzheimer’s Disease may be sent to Us.  When We receive such Proof, We will review the 
claim and if We approve it, will pay the Initial Benefit shown in the Schedule for such Alzheimer’s Disease.   
 
RECURRENCE BENEFIT FOR ALZHEIMER’S DISEASE 
 
We will not pay a Recurrence Benefit for Alzheimer’s Disease. 
 
PROOF REQUIREMENTS FOR ALZHEIMER’S DISEASE 
 


Proof of Alzheimer’s Disease requires a medically appropriate Diagnosis made in Writing by a Neurologist, 
Geriatrician, or Neuropsychologist.  Any type of medically appropriate Diagnosis will be accepted.  The Covered 
Condition for Alzheimer’s Disease will be deemed to Occur on the date that the Diagnosis of Alzheimer’s Disease 
is made and all other etiologies have been ruled out. 
 
ALZHEIMER’S DISEASE AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Alzheimer’s Disease is subject to the Total Benefit Amount as explained in 
the REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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CRITICAL ILLNESS BENEFITS FOR CANCER 
 


Cancer means the presence of one or more malignant tumors characterized by the uncontrollable and abnormal 
growth and spread of malignant cells with invasion of normal tissue or the presence of one or more malignant 
tumors where there is metastasis.  
 
Cancer does not include any benign tumor, dysplasia, intraepithelial neoplasia or pre-malignant growth.   
 
The Critical Illness Benefit for Cancer varies depending on the type of Cancer that Occurs:  
 
� Partial Benefit Cancer means one of the following conditions that meets the TNM Staging classification and 


other qualifications specified below: 
 1.  a carcinoma in situ wherein the malignant tumor cells still lie within the tissue of the site of origin without 


having invaded neighboring tissue; and  
 2.  tumors of the prostate classified as T1N0M0, including but not limited to T1aN0M0, T1bN0M0, or 


T1cN0M0 under TNM Staging.   
 
� Skin Cancer means any malignant growth that arises on the surface of the skin that is a: 
 1. basal cell carcinoma; 
 2. squamous cell carcinoma; 
 3. melanoma classified as Clarks Level I (melanoma in situ); or  
 4. melanoma classified as Clarks Level II.  
 
� Full Benefit Cancer means any form of Cancer that is not Partial Benefit Cancer or Skin Cancer.  
 
TNM Staging means the classification standards for cancer developed by the American Joint Committee on 
Cancer.   
 
INITIAL BENEFIT FOR CANCER 
 


If Cancer First Occurs for a Covered Person, while such Covered Person is insured under this Certificate, Proof of 
the Cancer may be sent to Us.  When We receive such Proof, We will review the claim and if We approve it, will 
pay the Initial Benefit shown in the Schedule for the type of Cancer that is Diagnosed.  After an Occurrence of 
Cancer while the Covered Person is insured under the Group Policy, a subsequent Occurrence of a Separate & 
Unrelated Cancer while the Covered Person is insured under the Group Policy will be deemed a First Occurrence.  
However, We will never pay more with respect to any Covered Person, for all First Occurrences of Cancer 
combined, than the Initial Benefit Amount for Full Benefit Cancer shown in the Schedule.  
 
Separate & Unrelated means a Cancer that is: 
� not a metastasis of a previously Diagnosed Cancer; and 
� distinct from any previously Diagnosed Cancer.  
 
RECURRENCE BENEFIT FOR CANCER 
 


We will pay the Recurrence Benefit shown in the Schedule for a Recurrence of Cancer for the type of Cancer that 
is Diagnosed, subject to the following limitations:  
� We will not pay a Recurrence Benefit for Skin Cancer; and  
� the Recurrence Benefit for Cancer shall not be paid more than once. 
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CRITICAL ILLNESS REQUIREMENTS FOR CANCER (CONTINUED)  
 
PROOF REQUIREMENTS FOR CANCER 
  
Diagnosis of Cancer must be based upon microscopic (histologic) examination of fixed tissues or preparations of 
blood or bone marrow.  Such examination must be documented in a Written pathology report by a Physician.  
Alternatively, a clinical Diagnosis of Cancer will be accepted as evidence that Cancer exists when a pathological 
diagnosis is medically inappropriate.  Any type of medically appropriate Diagnosis will be accepted.   
 
The Covered Condition for Cancer will be deemed to Occur upon the date that the Diagnosis of Cancer is made. 
 
CANCER AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Cancer is subject to the Total Benefit Amount as explained in the 
REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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CRITICAL ILLNESS BENEFITS FOR CORONARY ARTERY DISEASE 
 


Coronary Artery Disease means the blockage or narrowing of one or more coronary arteries due to 
atherosclerotic heart disease for which a Physician has determined Coronary Artery Bypass Graft to be medically 
necessary.  
 
Coronary Artery Bypass Graft means open heart Surgery to bypass a narrowing of one or more coronary 
arteries.  Coronary Artery Bypass Graft does not include:  
� angioplasty (percutaneous transluminal coronary angioplasty); 
� laser relief; 
� stent insertion; 
� coronary angiography; or 
� any other intra-catheter technique.  
   
INITIAL BENEFIT FOR CORONARY ARTERY DISEASE 
 


If Coronary Artery Disease First Occurs for a Covered Person, while such Covered Person is insured under this 
Certificate, Proof of the Coronary Artery Disease may be sent to Us.  When We receive such Proof, We will review 
the claim and if We approve it, will pay the Initial Benefit shown in the Schedule for such Coronary Artery Disease. 
 
RECURRENCE BENEFIT FOR CORONARY ARTERY DISEASE 
 


We will not pay a Recurrence Benefit for Coronary Artery Disease. 
 
PROOF REQUIREMENTS FOR CORONARY ARTERY DISEASE 
 


Proof of Coronary Artery Disease requires submission of medical records evidencing that Coronary Artery Bypass 
Graft was determined to be medically necessary by a Physician.  The Covered Condition for Coronary Artery 
Disease will be deemed to Occur on the date that the Physician determines that Coronary Artery Bypass Graft is 
medically necessary. 
 
CORONARY ARTERY DISEASE AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Coronary Artery Disease is subject to the Total Benefit Amount as 
explained in the REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 







 


GCERT10-CI-benhrt   NY 
   Page 22 


CRITICAL ILLNESS BENEFITS FOR HEART ATTACK 
 


Heart Attack (myocardial infarction) means the death of a portion of the heart muscle as a result of obstruction of 
one or more coronary arteries due to atherosclerosis, spasm, thrombus or emboli.  
 
INITIAL BENEFIT FOR HEART ATTACK 
 


If Heart Attack First Occurs for a Covered Person, while such Covered Person is insured under this Certificate, 
Proof of the Heart Attack may be sent to Us.  When We receive such Proof, We will review the claim and if We 
approve it, will pay the Initial Benefit shown in the Schedule for such Heart Attack. 
 
RECURRENCE BENEFIT FOR HEART ATTACK 
 


We will pay the Recurrence Benefit shown in the Schedule for a Recurrence of Heart Attack provided that the 
Recurrence Benefit for Heart Attack shall not be paid more than once. 
 
PROOF REQUIREMENTS FOR HEART ATTACK 
  
Diagnosis of Heart Attack must be made in Writing by a Physician and supported by medical records showing an 
elevation of enzymes, troponins or other biochemical cardiac markers, and two of the three following criteria 
associated with the Heart Attack for which a claim is being made: 
1. typical chest pain characteristic of an acute myocardial infarction, requiring the Covered Person to be 


Hospitalized as an inpatient; 
2. electrocardiograph (EKG) changes on one or a series of electrocardiograms taken at the time the Covered 


Person experiences the Heart Attack for which a claim is being made, which changes are indicative of an 
acute myocardial infarction, but, if the Covered Person had any prior electrocardiogram(s), the 
electrocardiogram(s) presented as Proof of Heart Attack must show changes from the Covered Person’s last 
electrocardiogram, and such changes must be indicative of an acute myocardial infarction; or  


3. confirmatory imaging studies such as thallium scans, or echocardiograms indicative of an acute  myocardial 
infarction, but, if the Covered Person had any prior imaging studies, the imaging studies presented as Proof of 
Heart Attack must show changes from the Covered Person’s last imaging studies, which changes must be 
indicative of a myocardial infarction.  


 
However, if a pathological Diagnosis of Heart Attack is medically inappropriate, a clinical Diagnosis will be 
accepted.  Any type of medically appropriate Diagnosis will be accepted.   
 
The Covered Condition for Heart Attack will be deemed to Occur on the date the Diagnosis of Heart Attack is 
made. 
 
HEART ATTACK AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Heart Attack is subject to the Total Benefit Amount as explained in the 
REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 







 


GCERT10-CI-benkf   NY 
   Page 23 


CRITICAL ILLNESS BENEFITS FOR KIDNEY FAILURE 
 


Kidney Failure means the total, end stage, irreversible failure of both kidneys to function, provided that a 
Physician has determined that such failure requires either: 
� immediate and regular kidney dialysis (no less often than weekly) that is expected by such Physician to 


continue for at least 6 months; or 
� a kidney transplant.   
 
Kidney Failure does not include failure of the kidneys caused by trauma.   
 
INITIAL BENEFIT FOR KIDNEY FAILURE 
 


If Kidney Failure First Occurs for a Covered Person, while such Covered Person is insured under this Certificate, 
Proof of the Kidney Failure may be sent to Us.  When We receive such Proof, We will review the claim and if We 
approve it, will pay the Initial Benefit shown in the Schedule for such Kidney Failure. 
 
RECURRENCE BENEFIT FOR KIDNEY FAILURE 
 


We will not pay a Recurrence Benefit for Kidney Failure. 
 
PROOF REQUIREMENTS FOR KIDNEY FAILURE 
 


Diagnosis of Kidney Failure must be made in Writing by a Physician, and must be supported by medical records.  
The Covered Condition for Kidney Failure will be deemed to Occur on the date the Diagnosis of Kidney Failure is 
made. 
 
KIDNEY FAILURE AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Kidney Failure is subject to the Total Benefit Amount as explained in the 
REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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CRITICAL ILLNESS BENEFITS FOR MAJOR ORGAN TRANSPLANT 
 


Major Organ Transplant means: 
� the irreversible failure of a Covered Person’s heart, lung, pancreas or any combination thereof, for which a 


Physician has determined that the complete replacement of such organ with an entire organ from a human 
donor is medically necessary; or  


� the irreversible failure of a Covered Person’s liver for which a Physician has determined that the complete or 
partial replacement of the liver with a liver or liver tissue from a human donor is medically necessary by a 
Physician.   


 
Major Organ Transplant does not include:  
� failure of an organ caused by trauma;  
� Surgery performed outside the United States, Canada or Mexico;   
� Surgery involving stem cell generated transplants; or 
� Surgery involving islet cell transplants. 
 
INITIAL BENEFIT FOR MAJOR ORGAN TRANSPLANT 
 


If Major Organ Transplant First Occurs for a Covered Person, while such Covered Person is  insured under this 
Certificate, Proof of Major Organ Transplant must be sent to Us.  When We receive such Proof, We will review the 
claim and if We approve it, will pay the benefit shown in the Schedule for such Major Organ Transplant. 
 
RECURRENCE BENEFIT FOR MAJOR ORGAN TRANSPLANT 
 


We will not pay a Recurrence Benefit for Major Organ Transplant. 
 
PROOF REQUIREMENTS FOR MAJOR ORGAN TRANSPLANT 
 


Proof of Major Organ Transplant requires submission of medical records evidencing that a Major Organ 
Transplant was deemed medically necessary by a Physician.  The Covered Condition for Major Organ Transplant 
will be deemed to Occur on the date the Physician determines that Major Organ Transplant is medically 
necessary. 
 
MAJOR ORGAN TRANSPLANT AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Major Organ Transplant is subject to the Total Benefit Amount as explained 
in the REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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CRITICAL ILLNESS BENEFITS FOR STROKE 
 


Stroke means a cerebrovascular incident producing measurable, functional and permanent neurological 
impairment caused by any of the following which result in an infarction of brain tissue: 
� hemorrhage; 
� thrombus; or 
� embolus from an extra-cranial source. 
 
Stroke does not include: 
� cerebral symptoms due to migraine; 
� cerebral injury resulting from trauma or hypoxia; or 
� vascular disease affecting the eye or optic nerve or vestibular functions.   
 
INITIAL BENEFIT FOR STROKE 
 


If Stroke First Occurs for a Covered Person, while such Covered Person is insured under this Certificate, Proof of 
the Stroke may be sent to Us.  When We receive such Proof, We will review the claim and if We approve it, will 
pay the Initial Benefit shown in the Schedule for such Stroke. 
 
RECURRENCE BENEFIT FOR STROKE 
 


We will pay the Recurrence Benefit shown in the Schedule for a Recurrence of Stroke provided that the 
Recurrence Benefit for Stroke shall not be paid more than once. 
 
PROOF REQUIREMENTS FOR STROKE 
 


Diagnosis of Stroke must be made in Writing and be based upon medical records indicating objective evidence of 
significant neurological impairment that is functional, measurable and permanent as demonstrated by magnetic 
resonance imaging, computerized tomography or other reliable imaging techniques.  Such neurological 
impairment must be confirmed in Writing no earlier than 30 days after the cerebrovascular incident by a Physician 
and be based upon objective evidence of significant neurological, motor or sensory impairment, which impairment 
must be present on the date that such Written confirmation is made.   
 
However, if a pathological Diagnosis of Stroke is medically inappropriate, a clinical Diagnosis will be accepted.  
Any type of medically appropriate Diagnosis will be accepted.   
 
The Covered Condition for Stroke will be deemed to Occur on the date the Diagnosis of Stroke is made. 
 
STROKE AND THE TOTAL BENEFIT AMOUNT 
 


Payment of Critical Illness Benefits for Stroke is subject to the Total Benefit Amount as explained in the 
REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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HEALTH SCREENING BENEFIT 


If a Covered Person takes one of the screening/prevention measures listed below while such Covered Person is 
insured under this Certificate, We will pay a Health Screening Benefit upon submission of Proof that such measure 
was taken.  When We receive such Proof, We will review it, and if We approve the claim, We will pay a Health 
Screening Benefit shown in the schedule. 
 
The screening/prevention measures for which a Health Screening Benefit may be paid are: 
� annual physical exam; 
� biopsies for cancer; 
� blood test to determine total cholesterol; 
� blood test to determine triglycerides; 
� bone marrow testing; 
� breast MRI; 
� breast ultrasound; 
 


� breast sonogram; 
� cancer antigen 15-3 blood test for breast cancer (CA 15-3); 
� cancer antigen 125 blood test for ovarian cancer (CA 125); 
� carcinoembryonic antigen blood test for colon cancer (CEA); 
� carotid doppler; 
� chest x-rays; 
� clinical testicular exam; 
� colonoscopy; 
� digital rectal exam (DRE); 
� Doppler screening for cancer; 
� Doppler screening for peripheral vascular disease; 
� echocardiogram; 
� electrocardiogram (EKG); 
� endoscopy; 
� fasting blood glucose test; 
� fasting plasma glucose test; 
� flexible sigmoidoscopy; 
� hemoccult stool specimen; 
� hemoglobin A1C; 
� human papillomavirus (HPV) vaccination; 
� lipid panel; 
� mammogram; 
� oral cancer screening; 
� pap smears or thin prep pap test; 
� prostate-specific antigen (PSA) test; 
� serum cholesterol test to determine LDL or HDL levels; 
� serum protein electrophoresis; 
� skin cancer biopsy; 
� skin cancer screening; 
� skin exam; 
� stress test on bicycle or treadmill; 
� successful completion of smoking cessation program; 
� tests for sexually transmitted infections (STIs); 
� thermography;  
� two hour post-load plasma glucose test; 
� ultrasounds for cancer detection; 
� ultrasound screening of the abdominal aorta for abdominal aortic aneurysms; or 
� virtual colonoscopy. 
 


We will only pay one Health Screening Benefit per Covered Person per calendar year.  
 


The Total Benefit Amount does not apply to the Health Screening Benefit.  Prior payments of the Health Screening 
Benefit are disregarded when determining whether benefits for Covered Conditions will be reduced under the 
REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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LIMITATIONS 


REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID 
 
We will reduce what We pay for a claim so that the amount We pay, when combined with amounts for all claims 
We have previously paid for the same Covered Person, does not exceed the Total Benefit Amount that was in 
effect for that Covered Person on the date of the most recent Covered Condition. 
 
This provision does not apply to claim payments for the Health Screening Benefit. Prior claims paid for the Health 
Screening Benefit are disregarded when determining whether benefits for Covered Conditions will be reduced 
under this REDUCTION ON ACCOUNT OF PRIOR CLAIMS PAID provision. 
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EXCLUSIONS 
GENERAL EXCLUSIONS 
 


We will not pay benefits for any loss for a Covered Person caused or contributed to by the Covered Person: 
� participating in a felony, riot or insurrection; 
� intentionally causing a self-inflicted injury; 
� committing or attempting to commit suicide; 
� being intoxicated or under the influence of any narcotic, unless administered on the advice of a Physician; or  
� serving in the armed forces or any auxiliary unit of the armed forces of any country.  


  
We will not pay benefits for Covered Conditions arising from war or any act of war, even if war is not declared. 
 
We will not pay benefits for any Covered Condition for which Diagnosis is made outside the United States, 
Canada or Mexico, unless the Diagnosis is confirmed in the United States, Canada or Mexico, in which case the 
Covered Condition will be deemed to Occur on the date of the Diagnosis made outside the United States, Canada 
or Mexico.
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WHEN INSURANCE ENDS 
 
DATE YOUR INSURANCE ENDS 


Your insurance will end on the earliest of: 
 
 the date the Group Policy ends; 
 the date You die; 
� the date insurance ends for Your class;  
� the end of the period for which the last full premium has been paid for You; 
� the date You cease to be in an eligible class; or 
� the date Your employment ends for any reason. 
 
DATE DEPENDENT INSURANCE ENDS  


A Dependent’s insurance will end on the earliest of: 
 
� the date Your insurance under this Certificate ends; 
� the date Dependent Insurance ends under the Group Policy for all employees or for Your class; 
� the date the person ceases to be a Dependent;  
� the date You cease to be in a class that is eligible for Dependent Insurance; or  
� the end of the period for which the last full premium has been paid for the Dependent. 
 
In certain cases insurance may be continued as stated in the sections titled CONTINUATION OF INSURANCE 
WITH PREMIUM PAYMENT.  Please see that section for details. 
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CONTINUATION OF INSURANCE WITH PREMIUM PAYMENT 
 
FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN 


Insurance for a Dependent Child may be continued past the age limit if that child is incapable of self-sustaining 
employment because of a mental or physical handicap as defined by applicable law.  Proof of such handicap must 
be sent to Us within 31 days after the date the Dependent Child attains the age limit and at reasonable intervals 
after such date. 
 
Except as stated in the Date Dependent Insurance Ends provision of the section titled WHEN INSURANCE 
ENDS, insurance will continue while such Dependent Child: 
 
� remains incapable of self-sustaining employment because of a mental or physical handicap; and  
� continues to qualify as a Dependent Child, except for the age limit.  
 
FOR FAMILY AND MEDICAL LEAVE 


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) or similar state 
laws for continuation of insurance.  Please contact the Group Policyholder for information regarding the FMLA or 
any similar state law. 
 
AT YOUR OPTION: CONTINUATION WITH PREMIUM PAYMENT 
 


Insurance provided under this Certificate may be continued with premium payment in certain situations, as 
described in this provision.  This is referred to in this provision as "Continued Insurance".  Evidence of insurability 
will not be required to obtain Continued Insurance.    If You obtain Continued Insurance under this provision, You 
may also continue Dependent Insurance.  For purposes of this provision, insurance in effect under the Group 
Policy for which the Group Policyholder remits premium is referred to in this provision as "Group Billed Insurance". 
 
You may obtain Continued Insurance for You and for Your Dependents by making a request in Writing during the 
Request Period specified below if Your Group Billed Insurance ends  except as described below.  
 
Continued Insurance is not available if: 
 
� Your Group Billed insurance ends due to Your failure to make a required Contribution; or 
� Your insurance ends because the Group Policy ends and, within 30 days of the day that the Group Policy ends, 


You become eligible for insurance under another policy of critical illness or specified disease insurance issued to 
or provided through the Group Policyholder.   


 
REQUEST PERIOD 
 


To obtain Continued Insurance, We must receive Your completed Written request on a form approved by Us 
within the Request Period which begins on the date Your Group Billed Insurance ends, and ends 31 days later.  If 
You do not request Continued Insurance within the Request Period, You cannot obtain Continued Insurance.   
 
PREMIUMS FOR CONTINUED INSURANCE 
 


The premium that You must pay for Continued Insurance may include the amount, if any, that You contributed for 
Your Group Billed Insurance before it ended, plus any amount the Employer paid.  Premium rates for Continued 
Insurance will be the same as premium rates charged for Group Billed Insurance.  Premiums rate increases or 
decreases that apply to Group Billed Insurance will apply to Continued Insurance as well.  When You make a 
request to obtain Continued Insurance, You must pay the first premium during the Request Period.  All premium 
payments must be made directly to Us.  When We approve Your request for Continued Insurance, We will also 
provide a schedule of premiums and payment instructions.   
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END OF CONTINUED INSURANCE 
 


Continued Insurance will end on the earliest of the following dates:   
 
� the date You die; 
� if You do not pay a premium that is required for Continued Insurance, the last day of the period for which a 


required premium payment was made;  
� if the Group Policy ends, the date You become eligible for insurance under another policy of critical illness 


or specified disease insurance issued to or provided through the Group Policyholder; 
� with respect to Dependent Insurance, the date Continued Insurance for You ends for any reason; or 
� with respect to Dependent Insurance, the date the Dependent no longer meets the definition of a 


Dependent. 
 
If Your insurance ends, Your Dependent Insurance will also end in accordance with the Date Dependent 


Insurance Ends provision of the section titled WHEN INSURANCE ENDS.    
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CLAIMS 
FILING A CLAIM  


To file a claim for benefits under this Certificate, You must give Us notice of the claim and submit Proof of the 
claim to Us as described in this provision. 
 
Notice of claim and Proof must be given to Us by following the steps set forth below: 
 
Step 1 


You must give Us notice by Writing to Us or calling Us at the toll free number shown on the face page of 
this Certificate within 30 days of the date of the loss. 


 
Step 2 


We will send a claim form to You and explain how to complete it.  You should receive the claim form 
within 15 days of giving Us notice of claim. 


 
Step 3 


When You receive the claim form You should fill it out as instructed and return it with the required Proof 
described in this Certificate and the claim form.  If You do not receive a claim form within 15 days after 
giving Us notice of claim, You may send Us Proof using any form sufficient to provide Us with the required 
Proof. 


 
Step 4 


You must give Us Proof not later than 120 days after the date of the loss.  If notice of claim or Proof is not 
given within the time limits described in this section, the delay will not cause a claim to be denied or 
reduced if such notice and Proof are given as soon as is reasonably possible.  


 
 
PAYMENT OF BENEFITS 


When We receive the claim form and Proof We will review the claim and, if We approve it, We will pay benefits no 
later than 60 days after we receive the Proof, subject to the terms and provisions of this Certificate and the Group 
Policy. 
 
All benefits paid under this Certificate while You are living will be paid to You, unless You have assigned this 
insurance.  But, if You are not legally competent to claim or receive benefits under this Certificate, We may pay up 
to $10,000 to anyone related to You by blood or marriage who We believe is entitled to it.  If We make such a 
payment in good faith, We will not be liable to anyone for the amount We pay.  Any remaining benefits will be paid 
to Your legal representative.  
 
If You designated a beneficiary, upon Your death we will pay to Your beneficiary any amount that is or becomes 
due.  You may designate a beneficiary. You may change Your beneficiary at any time.  To do so, You must send a 
Signed and dated, Written request to Us using a form satisfactory to Us.  Your Written request to change the 
beneficiary must be sent to Us no later than 90 days of the date You Sign such request.  
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CLAIMS (continued) 
 
PAYMENT OF BENEFITS (continued) 
 
You do not need the beneficiary’s consent to make a change.  When We receive the change, it will take effect as 
of the date You Signed it.  The change will not apply to any payment made in good faith by Us before the change 
request was recorded. 
  
If two or more beneficiaries are designated and their shares are not specified, they will share the insurance 
equally. 
 
If there is no beneficiary designated or no surviving beneficiary at Your death, We may determine the beneficiary 
to be one or more of the following who survive You, in the order listed below: 
 
1. Your Spouse or Domestic Partner; 
2. Your child(ren); 
3. Your parent(s); or 
4. Your sibling(s). 
 
Instead of making payment in the order above, We may pay Your estate.  Any payment made in good faith will 
discharge Our liability to the extent of such payment. 
 
AUTHORIZATIONS 


We may require that You provide authorization for Us to obtain medical information and any other information 
pertinent to Your claim. 
 
EXAMINATIONS 


At Our expense, as often as is reasonably necessary, We may require a Covered Person to have an independent 
examination by a Physician of Our choice. 
 
At Our expense, as often as is reasonably necessary, We may have Our representatives conduct telephone or in-
person interviews with You regarding Your claim.  
 
AUTOPSY 


At Our expense, We have the right to make a reasonable request for an autopsy and/or exhumation where 
permitted by law.  Any such request will set forth the reasons We are requesting the autopsy or exhumation. 
 
TIME LIMIT ON LEGAL ACTIONS 


A legal action on a claim may only be brought against Us during a certain period.  This period begins 60 days after 
the date Proof is filed and ends three years after the date such Proof is required to be filed.   
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GENERAL PROVISIONS 
CHANGES IN STANDARDS  


This Certificate refers to classification standards for disease that have been developed by independent third 
parties ("Classification Standards").  If those independent third parties change the Classification Standards, We 
will interpret this Certificate in a manner that recognizes such changes when We determine it is necessary to do 
so.   
 
ENTIRE CONTRACT 


Your insurance is provided under a contract of group insurance with the Group Policyholder.  The entire contract 
with the Group Policyholder is made up of the following: 
� the Group Policy and its Exhibits, which include the Certificate(s); 
� Your Enrollment Form; 
� the Group Policyholder’s application; and 
� any amendments and/or endorsements to the Group Policy. 
 
INCONTESTABILITY: STATEMENTS MADE BY YOU 


Any statement made by You will be considered a representation and not a warranty.  We will not use such a 
statement to contest insurance, reduce benefits or defend a claim unless the following requirements are met: 
� the statement is in an Enrollment Form that is in Writing; 
� You have Signed the Enrollment Form; and  
� a copy of the Enrollment Form has been given to You or Your beneficiary. 
 
We will not use Your statements which relate to insurability to contest this insurance after it has been in force for 2 
years, unless the statement is fraudulent.  In addition, We will not use such statements to contest a Benefit 
Increase after the Benefit Increase has been in force for 2 years, unless the statement is fraudulent. 
  
MISSTATEMENTS  


If Your or Your Dependent’s age is misstated, the correct age will be used to determine if insurance is in effect 
and, as appropriate, We will adjust the benefits and/or Contributions. 
 
UNPAID PREMIUM; EXCESS PREMIUM  
 


Upon the payment of a claim under this Certificate, any Contribution owed by You that is more than 60 days past 
due may be deducted from the benefit amount payable to You. Any excess premium will be refunded to You. 
 
ASSIGNMENT 


The benefits under the Group Policy are not assignable except as required by law. 
 
CONFORMITY WITH LAW 


If the terms and provisions of this Certificate do not conform to any applicable law, this Certificate shall be 
interpreted to so conform. 
 








CDPHP Universal Benefits, Inc. 
500 Patroon Creek Boulevard 
Albany, New York 12206-1057 


(518) 641-3000 


This is Your 


EXCLUSIVE PROVIDER ORGANIZATION 
CERTIFICATE OF COVERAGE 


Issued by 


CDPHP Universal Benefits, Inc. 


This Certificate of Coverage ("Certificate") explains the benefits available to You under a 
Group Contract between CDPHP Universal Benefits, Inc. (hereinafter referred to as 
"We", "Us" or "Our") and the Group listed in the Group Contract. This Certificate is not a 
contract between You and Us. Amendments, riders or endorsements may be delivered 
with the Certificate or added thereafter. 


This Certificate offers You the option to receive Covered Services on two benefit levels: 
1. In-Network Preferred Benefits. In-network preferred benefits are the highest 


level of coverage available. In-network preferred benefits apply when Your care 
is provided by Preferred Providers in Our CDPHP UBI network. You should 
always consider receiving health services first through Our Preferred Providers in 
Our CDPHP UBI network. 


2. In-Network Benefits. In-network benefits are the lower level of coverage 
available. In-network benefits apply when Your care is provided by Participating 
Providers that are not Preferred Providers and are in Our CDPHP UBI network 
who are located within Our Service Area. You should always consider receiving 
services first through Preferred Providers and then from Participating Providers 
that are not Preferred Providers. 


READ THIS ENTIRE CERTIFICATE CAREFULLY. IT DESCRIBES THE BENEFITS 
AVAILABLE UNDER THE GROUP CONTRACT. IT IS YOUR RESPONSIBILITY TO 
UNDERSTAND THE TERMS AND CONDITIONS IN THIS CERTIFICATE. 


This Certificate is governed by the laws of New York State. 


CDPHP UNIVERSAL BENEFITS, INC. 
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By: 
John D. Bennett, MD, FACC 


President and CEO 


If You need foreign language assistance to understand this Certificate, You may call Us 
at the number on Your ID card. 
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SECTION I 


Definitions 


Defined terms will appear capitalized throughout this Certificate. 


Acute: The onset of disease or injury, or a change in the Member's condition that 
would require prompt medical attention. 


Allowed Amount: The maximum amount on which Our payment is based for Covered 
Services. See the Cost-Sharing Expenses and Allowed Amount section of this 
Certificate for a description of how the Allowed Amount is calculated. 


Ambulatory Surgical Center: A Facility currently licensed by the appropriate state 
regulatory agency for the provision of surgical and related medical services on an 
outpatient basis. 


Appeal: A request for Us to review a Utilization Review decision or a Grievance again. 


Balance Billing: When a Non-Participating Provider bills You for the difference 
between the Non-Participating Provider's charge and the Allowed Amount. A 
Participating Provider may not Balance Bill You for Covered Services. 


Certificate: This Certificate issued by CDPHP Universal Benefits, Inc., including the 
Schedule of Benefits and any attached riders. 


Child, Children: The Subscriber's Children, including any natural, adopted or step
children, unmarried disabled Children, newborn Children, or any other Children as 
described in the Who is Covered section of this Certificate. 


Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of 
the Allowed Amount for the service that You are required to pay to a Provider. The 
amount can vary by the type of Covered Service. 


Copayment: A fixed amount You pay directly to a Provider for a Covered Service when 
You receive the service. The amount can vary by the type of Covered Service. 


Cost-Sharing: Amounts You must pay for Covered Services, expressed as 
Copayments, Deductibles and/or Coinsurance. 


Cover, Covered or Covered Services: The Medically Necessary services paid for, 
arranged, or authorized for You by Us under the terms and conditions of this Certificate. 


Deductible: The amount You owe before We begin to pay for Covered Services. The 
Deductible applies before any Copayments or Coinsurance are applied. The Deductible 
may not apply to all Covered Services. You may also have a Deductible that applies to 
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a specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before 
We begin to pay for a particular Covered Service. 


Dependents: The Subscriber's Spouse and Children. 


Durable Medical Equipment ("DME"): Equipment which is: 
• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Emergency Condition: A medical or behavioral condition that manifests itself by Acute 
symptoms of sufficient severity, including severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably expect the 
absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


Emergency Department Care: Emergency Services You get in a Hospital emergency 
department. 


Emergency Services: A medical screening examination which is within the capability 
of the emergency department of a Hospital, including ancillary services routinely 
available to the emergency department to evaluate such Emergency Condition; and 
within the capabilities of the staff and facilities available at the Hospital, such further 
medical examination and treatment as are required to stabilize the patient. "To stabilize" 
is to provide such medical treatment of an Emergency Condition as may be necessary 
to assure that, within reasonable medical probability, no material deterioration of the 
condition is likely to result from or occur during the transfer of the patient from a Facility, 
or to deliver a newborn child (including the placenta). 


Exclusions: Health care services that We do not pay for or Cover. 


External Appeal Agent: An entity that has been certified by the New York State 
Department of Financial Services to perform external appeals in accordance with New 
York law. 


Facility: A Hospital; Ambulatory Surgical Center; birthing center; dialysis center; 
rehabilitation Facility; Skilled Nursing Facility; hospice; Home Health Agency or home 
care services agency certified or licensed under Article 36 of the New York Public 
Health Law; a comprehensive care center for eating disorders pursuant to Article 27-J of 
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the New York Public Health Law; and a Facility defined in New York Mental Hygiene 
Law Sections 1.03(10) and (33), certified by the New York State Office of Alcoholism 
and Substance Abuse Services, or certified under Article 28 of the New York Public 
Health Law (or, in other states, a similarly licensed or certified Facility). If You receive 
treatment for substance use disorder outside of New York State, a Facility also includes 
one which is accredited by the Joint Commission to provide a substance use disorder 
treatment program. 


Grievance: A complaint that You communicate to Us that does not involve a Utilization 
Review determination. 


Group: The employer or party that has entered into an agreement with Us as a 
contractholder. 


Habilitation Services: Health care services that help a person keep, learn or improve 
skills and functioning for daily living. Habilitative Services include the management of 
limitations and disabilities, including services or programs that help maintain or prevent 
deterioration in physical, cognitive, or behavioral function. These services consist of 
physical therapy, occupational therapy and speech therapy. 


Health Care Professional: An appropriately licensed, registered or certified 
Physician; dentist; optometrist; chiropractor; psychologist; social worker; podiatrist; 
physical therapist; occupational therapist; midwife; speech-language pathologist; 
audiologist; pharmacist; behavior analyst; or any other licensed, registered or certified 
Health Care Professional under Title 8 of the New York Education Law (or other 
comparable state law, if applicable) that the New York Insurance Law requires to be 
recognized who charges and bills patients for Covered Services. The Health Care 
Professional's services must be rendered within the lawful scope of practice for that 
type of Provider in order to be covered under this Certificate. 


Home Health Agency: An organization currently certified or licensed by the State of 
New York or the state in which it operates and renders home health care services. 


Hospice Care: Care to provide comfort and support for persons in the last stages of a 
terminal illness and their families that are provided by a hospice organization certified 
pursuant to Article 40 of the New York Public Health Law or under a similar certification 
process required by the state in which the hospice organization is located. 


Hospital: A short term, acute, general Hospital, which: 
• Is primarily engaged in providing, by or under the continuous supervision of 


Physicians, to patients, diagnostic services and therapeutic services for 
diagnosis, treatment and care of injured or sick persons; 


• Has organized departments of medicine and major surgery; 
• Has a requirement that every patient must be under the care of a Physician or 


dentist; 
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• Provides 24-hour nursing service by or under the supervision of a registered 
professional nurse (R.N.); 


• If located in New York State, has in effect a Hospitalization review plan 
applicable to all patients which meets at least the standards set forth in 42 U.S.C. 
Section 1395x(k); 


• Is duly licensed by the agency responsible for licensing such Hospitals; and 
• Is not, other than incidentally, a place of rest, a place primarily for the treatment 


of tuberculosis, a place for the aged, a place for drug addicts, alcoholics, or a 
place for convalescent, custodial, educational, or rehabilitory care. 


Hospital does not mean health resorts, spas, or infirmaries at schools or camps. 


Hospitalization: Care in a Hospital that requires admission as an inpatient and usually 
requires an overnight stay. 


Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight 
stay. 


Medically Necessary: See the How Your Coverage Works section of this Certificate 
for the definition. 


Medicare: Title XVI 11 of the Social Security Act, as amended. 


Member: The Subscriber or a covered Dependent for whom required Premiums have 
been paid. Whenever a Member is required to provide a notice pursuant to a Grievance 
or emergency department visit or admission, "Member" also means the Member's 
designee. 


Non-Participating Provider: A Provider who doesn't have a contract with Us to 
provide services to You. The services of Non-Participating Providers are Covered only 
for Emergency Services, Urgent Care or when authorized by Us. 


Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Sharing before We 
begin to pay 100% of the Allowed Amount for Covered Services. This limit never 
includes Your Premium, Balance Billing charges or the cost of health care services We 
do not Cover. 


Participating Provider: A Provider who has a contract with Us to provide services to 
You. A list of Participating Providers and their locations is available on Our website at 
www.cdphp.com or upon Your request to Us. The list will be revised from time to time 
by Us. You will pay higher Cost-Sharing to see a Participating Provider as compared to 
a Preferred Provider. 


Physician or Physician Services: Health care services a licensed medical Physician 
(M.D. - Medical Doctor or D.O. - Doctor of Osteopathic Medicine) provides or 
coordinates. 
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Plan Year: The 12-month period beginning on the effective date of the Certificate or 
any anniversary date thereafter, during which the Certificate is in effect. 


Preauthorization: A decision by Us prior to Your receipt of a Covered Service, 
procedure, treatment plan, device, or Prescription Drug that the Covered Service, 
procedure, treatment plan, device or Prescription Drug is Medically Necessary. We 
indicate which Covered Services require Preauthorization in the Schedule of Benefits 
section of this Certificate. 


Preferred Provider: A Provider who has a contract with Us to provide services to You 
at the highest level of coverage available to You. You will pay the least amount of Cost
Sharing to see a Preferred Provider. 


Premium: The amount that must be paid for Your health insurance coverage. 


Prescription Drugs: A medication, product or device that has been approved by the 
Food and Drug Administration ("FDA") and that can, under federal or state law, be 
dispensed only pursuant to a prescription order or refill and is on Our formulary. A 
Prescription Drug includes a medication that, due to its characteristics, is appropriate for 
self administration or administration by a non-skilled caregiver. 


Primary Care Physician ("PCP"): A participating nurse practitioner or Physician who 
typically is an internal medicine, family practice or pediatric Physician and who directly 
provides or coordinates a range of health care services for You. 


Provider: A Physician, Health Care Professional, or Facility licensed, registered, 
certified or accredited as required by state law. A Provider also includes a vendor or 
dispenser of diabetic equipment and supplies, durable medical equipment, medical 
supplies, or any other equipment or supplies that are Covered under this Certificate that 
is licensed, registered, certified or accredited as required by state law. 


Referral: An authorization given to one Participating Provider from another 
Participating Provider (usually from a PCP to a participating Specialist) in order to 
arrange for additional care for a Member. 


Rehabilitation Services: Health care services that help a person keep, get back, or 
improve skills and functioning for daily living that have been lost or impaired because a 
person was sick, hurt, or disabled. These services consist of physical therapy, 
occupational therapy, and speech therapy in an inpatient and/or outpatient setting. 


Schedule of Benefits: The section of this Certificate that describes the Copayments, 
Deductibles, Coinsurance, Out-of-Pocket Limits, Preauthorization requirements, and 
other limits on Covered Services. 


Service Area: The geographical area, designated by Us and approved by the State of 
New York, in which We provide coverage. Our Service Area consists of the following 
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counties: Albany, Broome, Chenango, Columbia, Delaware, Dutchess, Essex, Fulton, 
Greene, Hamilton, Herkimer, Madison, Montgomery, Oneida, Orange, Otsego, 
Rensselaer, Saratoga, Schenectady, Schoharie, Tioga, Ulster, Warren, Washington. 


Skilled Nursing Facility: An institution or a distinct part of an institution that is 
currently licensed or approved under state or local law; primarily engaged in providing 
skilled nursing care and related services as a Skilled Nursing Facility, extended care 
Facility, or nursing care Facility approved by the Joint Commission, or the Bureau of 
Hospitals of the American Osteopathic Association, or as a Skilled Nursing Facility 
under Medicare; or as otherwise determined by Us to meet the standards of any of 
these authorities. 


Specialist: A Physician who focuses on a specific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. 


Spouse: The person to whom the Subscriber is legally married, including a same sex 
Spouse. 


Subscriber: The person to whom this Certificate is issued. 


UCR (Usual, Customary and Reasonable): The cost of a medical service in a 
geographic area based on what Providers in the area usually charge for the same or 
similar medical service. 


Urgent Care: Medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
Emergency Department Care. Urgent Care may be rendered in a Physician's office or 
Urgent Care Center. 


Urgent Care Center: A licensed Facility that provides Urgent Care. 


Us, We, Our: CDPHP Universal Benefits, Inc. and anyone to whom We legally 
delegate performance, on Our behalf, under this Certificate. 


Utilization Review: The review to determine whether services are or were Medically 
Necessary or experimental or investigational (i.e., treatment for a rare disease or a 
clinical trial). 


You, Your: The Member. 
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SECTION II 


How Your Coverage Works 


A. Your Coverage Under this Certificate. 
Your employer (referred to as the "Group") has purchased a Group health insurance 
Contract from Us. We will provide the benefits described in this Certificate to covered 
Members of the Group, that is, to employees of the Group and their covered 
Dependents. However, this Certificate is not a contract between You and Us. You 
should keep this Certificate with Your other important papers so that it is available for 
Your future reference. 


8. Covered Services. 
You will receive Covered Services under the terms and conditions of this Certificate only 
when the Covered Service is: 


• Medically Necessary; 
• Provided by a Participating Provider; 
• Listed as a Covered Service; 
• Not in excess of any benefit limitations described in the Schedule of Benefits 


section of this Certificate; and 
• Received while Your Certificate is in force. 


When You are outside Our Service Area, coverage is limited to Emergency Services, 
Pre-Hospital Emergency Medical Services and ambulance services to treat Your 
Emergency Condition and Urgent Care. 


C. Participating Providers. 
To find out if a Provider is a Participating Provider, and for details about licensure and 
training: 


• Check Your Provider directory, available at Your request; 
• Call the number on Your ID card; or 
• Visit Our website at www.cdphp.com. 


D. Preferred Providers. 
Some Participating Providers are also Preferred Providers. Certain services may be 
obtained from Preferred Providers. If You receive Covered Services from Preferred 
Providers, Your Cost-Sharing may be lower than if You received the services from 
Participating Providers. See the Schedule of Benefits section of this Certificate for 
coverage of Preferred Provider services. 


E. The Role of Primary Care Physicians. 
This Certificate does not have a gatekeeper, usually known as a Primary Care 
Physician ("PCP"). You do not need a Referral from a PCP before receiving Specialist 
care. 


You may need to request Preauthorization before You receive certain services. 
See the Schedule of Benefits section of this Certificate for the services that 
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require Preauthorization. 


1. Access to Providers and Changing Providers. Sometimes Providers in Our 
Provider directory are not available. You should call the Provider to make sure he 
or she is a Participating Provider and is accepting new patients. 


To see a Provider, call his or her office and tell the Provider that You are a 
CDPHP UBI Member, and explain the reason for Your visit. Have Your ID card 
available. The Provider's office may ask You for Your Group or Member ID 
number. When You go to the Provider's office, bring Your ID card with You. 


F. Services Subject to Preauthorization. 
Our Preauthorization is required before You receive certain Covered Services. You are 
responsible for requesting Preauthorization for the in-network services listed in the 
Schedule of Benefits section of this Certificate. 


G. Preauthorization Procedure. 
If You seek coverage for services that require Preauthorization, You must call Us at the 
number on Your ID card. 


After receiving a request for approval, We will review the reasons for Your planned 
treatment and determine if benefits are available. Criteria will be based on multiple 
sources which may include medical policy, clinical guidelines, and pharmacy and 
therapeutic guidelines. 


H. Failure to Seek Preauthorization. 
If You fail to seek Our Preauthorization for benefits subject to this section, We will pay 
an amount of $500 less than We would otherwise have paid for the care, or We will pay 
only 50% of the amount We would otherwise have paid for the care, whichever results 
in a greater benefit for You. You must pay the remaining charges. We will pay the 
amount specified above only if We determine the care was Medically Necessary even 
though You did not seek Our Preauthorization. If We determine that the services were 
not Medically Necessary, You will be responsible for paying the entire charge for the 
service. 


I. Medical Management. 
The benefits available to You under this Certificate are subject to pre-service, 
concurrent and retrospective reviews to determine when services should be Covered by 
Us. The purpose of these reviews is to promote the delivery of cost-effective medical 
care by reviewing the use of procedures and, where appropriate, the setting or place 
the services are performed. Covered Services must be Medically Necessary for benefits 
to be provided. 


J. Medical Necessity. 
We Cover benefits described in this Certificate as long as the health care service, 
procedure, treatment, test, device, Prescription Drug or supply (collectively, "service") 
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is Medically Necessary. The fact that a Provider has furnished, prescribed, ordered, 
recommended, or approved the service does not make it Medically Necessary or mean 
that We have to Cover it. 


We may base Our decision on a review of: 
• Your medical records; 
• Our medical policies and clinical guidelines; 
• Medical opinions of a professional society, peer review committee or other 


groups of Physicians; 
• Reports in peer-reviewed medical literature; 
• Reports and guidelines published by nationally-recognized health care 


organizations that include supporting scientific data; 
• Professional standards of safety and effectiveness, which are generally


recognized in the United States for diagnosis, care, or treatment; 
• The opinion of Health Care Professionals in the generally-recognized health 


specialty involved; 
• The opinion of the attending Providers, which have credence but do not overrule 


contrary opinions. 


Services will be deemed Medically Necessary only if: 
• They are clinically appropriate in terms of type, frequency, extent, site, and 


duration, and considered effective for Your illness, injury, or disease; 
• They are required for the direct care and treatment or management of that 


condition; 
• Your condition would be adversely affected if the services were not provided; 
• They are provided in accordance with generally-accepted standards of medical 


practice; 
• They are not primarily for the convenience of You, Your family, or Your Provider; 
• They are not more costly than an alternative service or sequence of services, 


that is at least as likely to produce equivalent therapeutic or diagnostic results; 
• When setting or place of service is part of the review, services that can be safely 


provided to You in a lower cost setting will not be Medically Necessary if they are 
performed in a higher cost setting. For example, We will not provide coverage for 
an inpatient admission for surgery if the surgery could have been performed on 
an outpatient basis or an infusion or injection of a specialty drug provided in the 
outpatient department of a Hospital if the drug could be provided in a Physician's 
office or the home setting. 


See the Utilization Review and External Appeal sections of this Certificate for Your right 
to an internal Appeal and external appeal of Our determination that a service is not 
Medically Necessary. 


K. Protection from Surprise Bills. 
1. A surprise bill is a bill You receive for Covered Services in the following 


circumstances: 
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• For services performed by a non-participating Physician at a participating 
Hospital or Ambulatory Surgical Center, when: 


o A participating Physician is unavailable at the time the health care 
services are performed; 


o A non-participating Physician performs services without Your 
knowledge; or 


o Unforeseen medical issues or services arise at the time the health 
care services are performed. 


A surprise bill does not include a bill for health care services when a participating 
Physician is available and You elected to receive services from a non
participating Physician. 


• You were referred by a participating Physician to a Non-Participating 
Provider without Your explicit written consent acknowledging that the 
referral is to a Non-Participating Provider and it may result in costs not 
covered by Us. For a surprise bill, a referral to a Non-Participating 
Provider means: 


o Covered Services are performed by a Non-Participating Provider in 
the participating Physician's office or practice during the same visit; 


o The participating Physician sends a specimen taken from You in 
the participating Physician's office to a non-participating laboratory 
or pathologist; or 


o For any other Covered Services performed by a Non-Participating 
Provider at the participating Physician's request, when Referrals 
are required under Your Certificate. 


You will be held harmless for any Non-Participating Provider charges for the 
surprise bill that exceed Your Copayment, Deductible or Coinsurance if You 
assign benefits to the Non-Participating Provider in writing. In such cases, the 
Non-Participating Provider may only bill You for Your Copayment, Deductible or 
Coinsurance. 


The assignment of benefits form for surprise bills is available at www.dfs.ny.gov 
or You can visit Our website at www.cdphp.com for a copy of the form. You need 
to mail a copy of the assignment of benefits form to Us at the address on Our 
website and to Your Provider. 


2. Independent Dispute Resolution Process. Either We or a Provider may 
submit a dispute involving a surprise bill to an independent dispute resolution 
entity ("IDRE") assigned by the state. Disputes are submitted by completing the 
IDRE application form, which can be found at www.dfs.ny.gov. The IDRE will 
determine whether Our payment or the Provider's charge is reasonable within 30 
days of receiving the dispute. 


L. Delivery of Covered Services Using Telehealth. 
If Your Participating Provider offers Covered Services using telehealth, We will not deny 
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the Covered Services because they are delivered using telehealth. Covered Services 
delivered using telehealth may be subject to utilization review and quality assurance 
requirements and other terms and conditions of the Certificate that are at least as 
favorable as those requirements for the same service when not delivered using 
telehealth. "Telehealth" means the use of electronic information and communication 
technologies by a Participating Provider to deliver Covered Services to You while Your 
location is different than Your Provider's location. 


M. Case Management. 
Case management helps coordinate services for Members with health care needs due 
to serious, complex, and/or chronic health conditions. Our programs coordinate benefits 
and educate Members who agree to take part in the case management program to help 
meet their health-related needs. 


Our case management programs are confidential and voluntary. These programs are 
given at no extra cost to You and do not change Covered Services. If You meet 
program criteria and agree to take part, We will help You meet Your identified health 
care needs. This is reached through contact and team work with You and/or Your 
authorized representative, treating Physician(s), and other Providers. In addition, We 
may assist in coordinating care with existing community-based programs and services 
to meet Your needs, which may include giving You information about external agencies 
and community-based programs and services. 


In certain cases of severe or chronic illness or injury, We may provide benefits for 
alternate care through Our case management program that is not listed as a Covered 
Service. We may also extend Covered Services beyond the benefit maximums of this 
Certificate. We will make Our decision on a case-by-case basis if We determine the 
alternate or extended benefit is in the best interest of You and Us. 


Nothing in this provision shall prevent You from appealing Our decision. A decision to 
provide extended benefits or approve alternate care in one case does not obligate Us 
to provide the same benefits again to You or to any other Member. We reserve the 
right, at any time, to alter or stop providing extended benefits or approving alternate 
care. In such case, We will notify You or Your representative in writing. 


N. Important Telephone Numbers and Addresses. 


• CLAIMS 
CDPHP UBI, PO Box 66602, Albany, NY 12206 
(Submit claim forms to this address.) 


Log-in to the secure member portal at www.cdphp.com and select the "Mail 
Center" icon to submit claims via secure email. 
(Submit electronic claim forms to this e-mail address.) 


• COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS 
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Call the number on Your ID card 


• ASSIGNMENT OF BENEFITS FORM 
Refer to the address on Your ID card 
(Submit assignment of benefits forms for surprise bills to this address.) 


• MEMBER SERVICES 
Call the number on Your ID card 
(Member Services Representatives are available Monday - Friday, 8:00 a.m. -
5:00 p.m.) 


• PREAUTHORIZA TION 
Call the number on Your ID card 


• BEHAVIORAL HEAL TH SERVICES 
Call the number on Your ID card 


• OUR WEBSITE 
www.cdphp.com 
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SECTION Ill 


Access to Care and Transitional Care 


A. Authorization to a Non-Participating Provider. 
If We determine that We do not have a Participating Provider that has the appropriate 
training and experience to treat Your condition, We will approve an authorization to an 
appropriate Non-Participating Provider. Your Participating Provider or You must request 
prior approval of the authorization to a specific Non-Participating Provider. Approvals of 
authorizations to Non-Participating Providers will not be made for the convenience of 
You or another treating Provider and may not necessarily be to the specific Non
Participating Provider You requested. If We approve the authorization, all services 
performed by the Non-Participating Provider are subject to a treatment plan approved 
by Us in consultation with Your PCP, the Non-Participating Provider and You. Covered 
Services rendered by the Non-Participating Provider will be paid as if they were 
provided by a Participating Provider. You will be responsible only for any applicable in
network Cost-Sharing. In the event an authorization is not approved, any services 
rendered by a Non-Participating Provider will not be Covered. 


B. When Your Provider Leaves the Network. 
If You are in an ongoing course of treatment when Your Provider leaves Our network, 
then You may be able to continue to receive Covered Services for the ongoing 
treatment from the former Participating Provider for up to 90 days from the date Your 
Provider's contractual obligation to provide services to You terminates. If You are 
pregnant and in Your second or third trimester, You may be able to continue care with a 
former Participating Provider through delivery and any postpartum care directly related 
to the delivery. 


In order for You to continue to receive Covered Services for up to 90 days or through a 
pregnancy with a former Participating Provider, the Provider must agree to accept as 
payment the negotiated fee that was in effect just prior to the termination of Our 
relationship with the Provider. The Provider must also agree to provide Us necessary 
medical information related to Your care and adhere to our policies and procedures, 
including those for assuring quality of care, obtaining Preauthorization, authorizations, 
and a treatment plan approved by Us. If the Provider agrees to these conditions, You 
will receive the Covered Services as if they were being provided by a Participating 
Provider. You will be responsible only for any applicable in-network Cost-Sharing. 
Please note that if the Provider was terminated by Us due to fraud, imminent harm to 
patients or final disciplinary action by a state board or agency that impairs the Provider's 
ability to practice, continued treatment with that Provider is not available. 


C. New Members In a Course of Treatment. 
If You are in an ongoing course of treatment with a Non-Participating Provider when 
Your coverage under this Certificate becomes effective, You may be able to receive 
Covered Services for the ongoing treatment from the Non-Participating Provider for up 
to 60 days from the effective date of Your coverage under this Certificate. This course of 
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treatment must be for a life-threatening disease or condition or a degenerative and 
disabling condition or disease. You may also continue care with a Non-Participating 
Provider if You are in the second or third trimester of a pregnancy when Your coverage 
under this Certificate becomes effective. You may continue care through delivery and 
any post-partum services directly related to the delivery. 


In order for You to continue to receive Covered Services for up to 60 days or through 
pregnancy, the Non-Participating Provider must agree to accept as payment Our fees 
for such services. The Provider must also agree to provide Us necessary medical 
information related to Your care and to adhere to Our policies and procedures including 
those for assuring quality of care, obtaining Preauthorization, Referrals, and a treatment 
plan approved by Us. If the Provider agrees to these conditions, You will receive the 
Covered Services as if they were being provided by a Participating Provider. You will be 
responsible only for any applicable in-network Cost-Sharing. 
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SECTION IV 


Cost-Sharing Expenses and Allowed Amount 


A. Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits 
section of this Certificate for Covered Services during each Plan Year before We 
provide coverage. If You have other than individual coverage, the individual Deductible 
applies to each person covered under this Certificate. Once a person within a family 
meets the individual Deductible, no further Deductible is required for the person that has 
met the individual Deductible for that Plan Year. However, after Deductible payments for 
persons covered under this Certificate collectively total the family Deductible amount in 
the Schedule of Benefits section of this Certificate in a Plan Year, no further Deductible 
will be required for any person covered under this Certificate for that Plan Year. In
network Cost-Sharing amounts to which a Deductible applies accumulate toward both 
the Deductibles for Preferred Providers and for Participating Providers. 


B. Copayments. 
Except where stated otherwise, after You have satisfied the Deductible as described 
above, You must pay the Copayments, or fixed amounts, in the Schedule of Benefits 
section of this Certificate for Covered Services. However, when the Allowed Amount for 
a service is less than the Copayment, You are responsible for the lesser amount. 


C. Coinsurance. 
Except where stated otherwise, after You have satisfied the Deductible described 
above, You must pay a percentage of the Allowed Amount for Covered Services. We 
will pay the remaining percentage of the Allowed Amount as Your benefit as shown in 
the Schedule of Benefits section of this Certificate. 


D. Out-of-Pocket Limit. 
When You have met Your Out-of-Pocket Limit in payment of Copayments, Deductibles 
and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, 
We will provide coverage for 100% of the Allowed Amount for Covered Services for the 
remainder of that Plan Year. If You have other than individual coverage, once a person 
within a family meets the individual Out-of-Pocket Limit in the Schedule of Benefits 
section of this Certificate, We will provide coverage for 100% of the Allowed Amount for 
the rest of that Plan Year for that person. If other than individual coverage applies, when 
persons in the same family covered under this Certificate have collectively met the 
family Out-of-Pocket Limit in payment of Copayments, Deductibles and Coinsurance for 
a Plan Year in the Schedule of Benefits section of this Certificate, We will provide 
coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire 
family. In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will 
accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for 
Participating Providers. 


E. Allowed Amount. 
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"Allowed Amount" means the maximum amount We will pay for the services or supplies 
Covered under this Certificate, before any applicable Copayment, Deductible and 
Coinsurance amounts are subtracted. We determine Our Allowed Amount as follows: 


The Allowed Amount for Participating Providers will be the amount We have negotiated 
with the Participating Provider, or the Participating Provider's charge. 


Our payments to Participating Providers may include financial incentives to help 
improve the quality or coordination of care and promote the delivery of Covered 
Services in a cost-efficient manner. Payments under this financial incentive program are 
not made as payment for a specific Covered Service provided to You. Your Cost
Sharing will not change based on any payments made to or received from Participating 
Providers as part of the financial incentive program. 


See the Emergency Services and Urgent Care section of this Certificate for the Allowed 
Amount for Emergency Services rendered by Non-Participating Providers. See the 
Ambulance and Pre-Hospital Emergency Medical Services section of this Certificate for 
the Allowed Amount for Pre-Hospital Emergency Medical Services rendered by Non
Participating Providers. 
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SECTION V 


Who is Covered 


A. Who is Covered Under this Certificate. 
You, the Subscriber to whom this Certificate is issued, are covered under this 
Certificate. You must live, work, or reside in Our Service Area to be covered under this 
Certificate. Members of Your family may also be covered depending on the type of 
coverage You selected. 


B. Types of Coverage. 
We offer the following types of coverage: 


1. Individual. If You selected individual coverage, then You are covered. 


2. Individual and Spouse. If You selected individual and Spouse coverage, then 
You and Your Spouse are covered. 


3. Parent and Child/Children. If You selected parent and child/children coverage, 
then You and Your Child or Children, as described below, are covered. 


4. Family. If You selected family coverage, then You and Your Spouse and Your 
Child or Children, as described below, are covered. 


C. Children Covered Under this Certificate. 
If You selected parent and child/children or family coverage, Children covered under 
this Certificate include Your natural Children, legally adopted Children, step Children, 
and Children for whom You are the proposed adoptive parent without regard to financial 
dependence, residency with You, student status or employment. A proposed adopted 
Child is eligible for coverage on the same basis as a natural Child during any waiting 
period prior to the finalization of the Child's adoption. Coverage lasts until the end of the 
month in which the Child turns 26 years of age. Coverage also includes Children for 
whom You are a permanent legal guardian if the Children are chiefly dependent upon 
You for support and You have been appointed the legal guardian by a court order. 
Foster Children and grandchildren are not covered. 


Any unmarried dependent Child, regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental disability, mental retardation 
(as defined in the New York Mental Hygiene Law), or physical handicap and who 
became so incapable prior to attainment of the age at which the Child's coverage would 
otherwise terminate and who is chiefly dependent upon You for support and 
maintenance, will remain covered while Your insurance remains in force and Your Child 
remains in such condition. You have 31 days from the date of Your Child's attainment of 
the termination age to submit an application to request that the Child be included in 
Your coverage and proof of the Child's incapacity. We have the right to check whether a 
Child is and continues to qualify under this section. 
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We have the right to request and be furnished with such proof as may be needed to 
determine eligibility status of a prospective or covered Subscriber and all other 
prospective or covered Members in relation to eligibility for coverage under this 
Certificate at any time. 


D. When Coverage Begins. 
Coverage under this Certificate will begin as follows: 


1. If You, the Subscriber, elect coverage before becoming eligible, or within 30 days 
of becoming eligible for other than a special enrollment period, coverage begins 
on the date You become eligible, or on the date determined by Your Group. 
Groups cannot impose waiting periods that exceed 90 days. 


2. If You, the Subscriber, do not elect coverage upon becoming eligible or within 30 
days of becoming eligible for other than a special enrollment period, You must 
wait until the Group's next open enrollment period to enroll, except as provided 
below. 


3. If You, the Subscriber, marry while covered, and We receive notice of such 
marriage within 30 days thereafter, coverage for Your Spouse and Child starts on 
the first day of the month following such marriage. If We do not receive notice 
within 30 days of the marriage, You must wait until the Group's next open 
enrollment period to add Your Spouse or Child. 


4. If You, the Subscriber, have a newborn or adopted newborn Child and We 
receive notice of such birth within 30 days thereafter, coverage for Your newborn 
starts at the moment of birth; otherwise, coverage begins on the date on which 
We receive notice. Your adopted newborn Child will be covered from the moment 
of birth if You take physical custody of the infant as soon as the infant is released 
from the Hospital after birth and You file a petition pursuant to Section 115-c of 
the New York Domestic Relations Law within 30 days of the infant's birth; and 
provided further that no notice of revocation to the adoption has been filed 
pursuant to Section 115-b of the New York Domestic Relations Law, and consent 
to the adoption has not been revoked. However, We will not provide Hospital 
benefits for the adopted newborn's initial Hospital stay if one of the infant's 
natural parents has coverage for the newborn's initial Hospital stay. If You have 
individual or individual and Spouse coverage, You must also notify Us of Your 
desire to switch to parent and child/children or family coverage and pay any 
additional Premium within 30 days of the birth or adoption in order for coverage 
to start at the moment of birth. Otherwise, coverage begins on the date on which 
We receive notice, provided that You pay any additional Premium when due. 


E. Special Enrollment Periods. 
You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of 
coverage in another group health plan if coverage was terminated because You, Your 
Spouse or Child are no longer eligible for coverage under the other group health plan 
due to: 


1. Termination of employment; 
2. Termination of the other group health plan; 
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3. Death of the Spouse; 
4. Legal separation, divorce or annulment; 
5. Reduction of hours of employment; 
6. Employer contributions toward the group health plan were terminated for You or 


Your Dependents' coverage; or 
7. A Child no longer qualifies for coverage as a Child under the other group health 


plan. 


You, Your Spouse or Child can also enroll 30 days from exhaustion of Your COBRA or 
continuation coverage or if You gain a Dependent or become a Dependent through 
marriage, birth, adoption, or placement for adoption. 


We must receive notice and Premium payment within 30 days of the loss of coverage. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 


In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of 
the occurrence of one of the following events: 


1. You or Your Spouse or Child loses eligibility for Medicaid or Child Health Plus; or 
2. You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus. 


We must receive notice and Premium payment within 60 days of one of these events. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 
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SECTION VI 


Preventive Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


Preventive Care. 
We Cover the following services for the purpose of promoting good health and early 
detection of disease. Preventive services are not subject to Cost-Sharing (Copayments, 
Deductibles or Coinsurance) when performed by a Participating Provider and provided 
in accordance with the comprehensive guidelines supported by the Health Resources 
and Services Administration ("HRSA"), or if the items or services have an "A" or "B" 
rating from the United States Preventive Services Task Force ("USPSTF"), or if the 
immunizations are recommended by the Advisory Committee on Immunization 
Practices ("ACIP"). However, Cost-Sharing may apply to services provided during the 
same visit as the preventive services. Also, if a preventive service is provided during an 
office visit wherein the preventive service is not the primary purpose of the visit, the 
Cost-Sharing amount that would otherwise apply to the office visit will still apply. You 
may contact Us at the number on Your ID card or visit Our website at www.cdphp.com 
for a copy of the comprehensive guidelines supported by HRSA, items or services with 
an "A" or "B" rating from USPSTF, and immunizations recommended by ACIP. 


A. Well-Baby and Well-Child Care. We Cover well-baby and well-child care which 
consists of routine physical examinations including vision screenings and hearing 
screenings, developmental assessment, anticipatory guidance, and laboratory 
tests ordered at the time of the visit as recommended by the American Academy 
of Pediatrics. We also Cover preventive care and screenings as provided for in 
the comprehensive guidelines supported by HRSA and items or services with an 
"A" or "B" rating from USPSTF. If the schedule of well-child visits referenced 
above permits one (1) well-child visit per Plan Year, We will not deny a well-child 
visit if 365 days have not passed since the previous well-child visit. 
Immunizations and boosters as required by ACIP are also Covered. This benefit 
is provided to Members from birth through attainment of age 19 and is not 
subject to Copayments, Deductibles or Coinsurance. 


8. Adult Annual Physical Examinations. We Cover adult annual physical 
examinations and preventive care and screenings as provided for in the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF. 


Examples of items or services with an "A" or "B" rating from USPSTF include, but 
are not limited to, blood pressure screening for adults, lung cancer screening, 
colorectal cancer screening, alcohol misuse screening, depression screening, 
and diabetes screening. A complete list of the Covered preventive Services is 
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available on Our website at www.cdphp.com, or will be mailed to You upon 
request. 


You are eligible for a physical examination once every Plan Year, regardless of 
whether or not 365 days have passed since the previous physical examination 
visit. Vision screenings do not include refractions. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


C. Adult Immunizations. We Cover adult immunizations as recommended by 
ACIP. This benefit is not subject to Copayments, Deductibles or Coinsurance 
when provided in accordance with the recommendations of ACIP. 


D. Well-Woman Examinations. We Cover well-woman examinations which 
consist of a routine gynecological examination, breast examination and annual 
Pap smear, including laboratory and diagnostic services in connection with 
evaluating the Pap smear. We also Cover preventive care and screenings as 
provided for in the comprehensive guidelines supported by HRSA and items or 
services with an "A" or "B" rating from USPSTF. A complete list of the Covered 
preventive Services is available on Our website at www.cdphp.com, or will be 
mailed to You upon request. This benefit is not subject to Copayments, 
Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF, which may be less frequent than described above, 
and when provided by a Participating Provider. 


E. Mammograms, Screening and Diagnostic Imaging for the Detection of 
Breast Cancer. We Cover mammograms for the screening of breast cancer as 


follows: 
• One (1) baseline screening mammogram for Members age 35 through 39; 


and 
• One (1) screening mammogram annually for Members age 40 and over. 


If a Member of any age has a history of breast cancer or a first degree relative 
has a history of breast cancer, We Cover mammograms as recommended by the 
Member's Provider. However, in no event will more than one (1) preventive 
screening per Plan Year be Covered. 


Mammograms for the screening of breast cancer are not subject to Copayments, 
Deductibles or Coinsurance. 


We also Cover additional screening and diagnostic imaging for the detection of 
breast cancer, including diagnostic mammograms, breast ultrasounds and MRls. 
Screening and diagnostic imaging for the detection of breast cancer, including 
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diagnostic mammograms, breast ultrasounds and MRls are not subject to 
Copayments, Deductibles or Coinsurance when provided by a Participating 
Provider. 


F. Family Planning and Reproductive Health Services. We Cover family 
planning services which consist of FDA-approved contraceptive methods 
prescribed by a Provider, not otherwise Covered under Your Prescription Drug 
Coverage Rider, if applicable, counseling on use of contraceptives and related 
topics, and sterilization procedures for women. Such services are not subject to 
Copayments, Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF and when provided by a Participating Provider. 


We also Cover vasectomies subject to Copayments, Deductibles or Coinsurance. 


We do not Cover services related to the reversal of elective sterilizations. 


G. Bone Mineral Density Measurements or Testing. We Cover bone mineral 
density measurements or tests, and Prescription Drugs and devices approved by 
the FDA or generic equivalents as approved substitutes. Coverage of 
Prescription Drugs is subject to Your Prescription Drug Coverage Rider, if 
applicable. Bone mineral density measurements or tests, drugs or devices shall 
include those covered for individuals meeting the criteria under the federal 
Medicare program and those in accordance with the criteria of the National 
Institutes of Health. You will also qualify for Coverage of bone mineral density 
measurements and testing if You meet any of the following: 


• Previously diagnosed as having osteoporosis or having a family history of 
osteoporosis; 


• With symptoms or conditions indicative of the presence or significant risk 
of osteoporosis; 


• On a prescribed drug regimen posing a significant risk of osteoporosis; 
• With lifestyle factors to a degree as posing a significant risk of 


osteoporosis; or 
• With such age, gender, and/or other physiological characteristics which 


pose a significant risk for osteoporosis. 


We also Cover bone mineral density measurements or tests, and Prescription 
Drugs and devices as provided for in the comprehensive guidelines supported by 
HRSA and items or services with an "A" or "B" rating from USPSTF. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF, which may not 
include all of the above services such as drugs and devices and when provided 
by a Participating Provider. 
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H. Screening for Prostate Cancer. We Cover an annual standard diagnostic 
examination including, but not limited to, a digital rectal examination and a 
prostate specific antigen test for men age 50 and over who are asymptomatic 
and for men age 40 and over with a family history of prostate cancer or other 
prostate cancer risk factors. We also Cover standard diagnostic testing including, 
but not limited to, a digital rectal examination and a prostate-specific antigen test, 
at any age for men having a prior history of prostate cancer. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided by a Participating Provider. 


Form #02-0001-2018 EPOLGEMBED18 
26 







SECTION VII 


Ambulance and Pre-Hospital Emergency Medical Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. Pre-Hospital Emergency Medical Services and ambulance 
services for the treatment of an Emergency Condition do not require Preauthorization. 


A. Emergency Ambulance Transportation. 
We Cover Pre-Hospital Emergency Medical Services for the treatment of an Emergency 
Condition when such services are provided by an ambulance service. 


"Pre-Hospital Emergency Medical Services" means the prompt evaluation and treatment 
of an Emergency Condition and/or non-airborne transportation to a Hospital. The 
services must be provided by an ambulance service issued a certificate under the New 
York Public Health Law. We will, however, only Cover transportation to a Hospital 
provided by such an ambulance service when a prudent layperson, possessing an 
average knowledge of medicine and health, could reasonably expect the absence of 
such transportation to result in: 


• Placing the health of the person afflicted with such condition or, with 
respect to a pregnant woman, the health of the woman or her unborn child in 
serious jeopardy, or in the case of a behavioral condition, placing the health of 
such person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


An ambulance service may not charge or seek reimbursement from You for Pre
Hospital Emergency Medical Services except for the collection of any applicable 
Copayment, Deductible or Coinsurance. In the absence of negotiated rates, We will pay 
a Non-Participating Provider the usual and customary charge for Pre-Hospital 
Emergency Medical Services, which shall not be excessive or unreasonable. 


We also Cover emergency ambulance transportation by a licensed ambulance service 
(either ground, water or air ambulance) to the nearest Hospital where Emergency 
Services can be performed. 


We Cover Pre-Hospital Emergency Medical Services and emergency ambulance 
transportation worldwide. 


8. Non-Emergency Ambulance Transportation. 
We Cover non-emergency ambulance transportation by a licensed ambulance service 
(either ground or air ambulance, as appropriate) between Facilities when the transport 
is any of the following: 
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• From a non-participating Hospital to a participating Hospital; 
• To a Hospital that provides a higher level of care that was not available at the 


original Hospital; 
• To a more cost-effective Acute care Facility; or 
• From an Acute care Facility to a sub-Acute setting. 


C. Limitations/Terms of Coverage. 
• We do not Cover travel or transportation expenses, unless connected to an 


Emergency Condition or due to a Facility transfer approved by Us, even though 
prescribed by a Physician. 


• We do not Cover non-ambulance transportation such as ambulette, van or taxi 
cab. 


• Coverage for air ambulance related to an Emergency Condition or air ambulance 
related to non-emergency transportation is provided when Your medical condition 
is such that transportation by land ambulance is not appropriate; and Your 
medical condition requires immediate and rapid ambulance transportation that 
cannot be provided by land ambulance; and one (1) of the following is met: 


o The point of pick-up is inaccessible by land vehicle; or 
o Great distances or other obstacles (e.g., heavy traffic) prevent Your timely 


transfer to the nearest Hospital with appropriate facilities. 
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SECTION VIII 


Emergency Services and Urgent Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Emergency Services. 
We Cover Emergency Services for the treatment of an Emergency Condition in a 
Hospital. 


We define an "Emergency Condition" to mean: A medical or behavioral condition that 
manifests itself by Acute symptoms of sufficient severity, including severe pain, such 
that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


For example, an Emergency Condition may include, but is not limited to, the following 
conditions: 


• Severe chest pain 
• Severe or multiple injuries 
• Severe shortness of breath 
• Sudden change in mental status (e.g., disorientation) 
• Severe bleeding 
• Acute pain or conditions requiring immediate attention such as suspected heart 


attack or appendicitis 
• Poisonings 
• Convulsions 


Coverage of Emergency Services for treatment of Your Emergency Condition will be 
provided regardless of whether the Provider is a Participating Provider. We will also 
Cover Emergency Services to treat Your Emergency Condition worldwide. However, 
We will Cover only those Emergency Services and supplies that are Medically 
Necessary and are performed to treat or stabilize Your Emergency Condition in a 
Hospital. 


Please follow the instructions listed below regardless of whether or not You are in Our 
Service Area at the time Your Emergency Condition occurs: 


Form #02-0001-2018 EPOLGEMBED18 
29 







1. Hospital Emergency Department Visits. In the event that You require 
treatment for an Emergency Condition, seek immediate care at the nearest 
Hospital emergency department or call 911. Emergency Department Care does 
not require Preauthorization. However, only Emergency Services for the 
treatment of an Emergency Condition are Covered in an emergency 
department. 


We do not Cover follow-up care or routine care provided in a Hospital 
emergency department. 


2. Emergency Hospital Admissions. In the event that You are admitted to the 
Hospital, You or someone on Your behalf must notify Us at the number on Your 
ID card within 48 hours of Your admission, or as soon as is reasonably possible. 


We Cover inpatient Hospital services at a non-participating Hospital at the in
network Cost-Sharing for as long as Your medical condition prevents Your 
transfer to a participating Hospital, unless We authorize continued treatment at 
the non-participating Hospital. If Your medical condition permits Your transfer to 
a participating Hospital, We will notify You and arrange the transfer. Any inpatient 
Hospital services received from a non-participating Hospital after We have 
notified You and offered assistance in arranging for a transfer to a participating 
Hospital will not be Covered. 


3. Payments Relating to Emergency Services Rendered. The amount We pay a 
Non-Participating Provider for Emergency Services will be 


the greater of: 1) the amount We have negotiated with Participating Providers for 
the Emergency Service (and if more than one amount is negotiated, the median 
of the amounts); 2) 100% of the Allowed Amount for services provided by a Non
Participating Provider (i.e., the amount We would pay in the absence of any 
Cost-Sharing that would otherwise apply for services of Non-Participating 
Providers); or 3) the amount that would be paid under Medicare. The amounts 
described above exclude any Copayment or Coinsurance that applies to 
Emergency Services provided by a Participating Provider. 


If a dispute involving a payment for physician services is submitted to an 
independent dispute resolution entity ("IDRE"), We will pay the amount, if any, 
determined by the IDRE for physician services. 


You are responsible for any Copayment, Deductible or Coinsurance. You will be 
held harmless for any Non-Participating Provider charges that exceed Your 
Copayment, Deductible or Coinsurance. 


B. Urgent Care. 
Urgent Care is medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
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Emergency Department Care. Urgent Care is typically available after normal business 
hours, including evenings and weekends. Urgent Care is Covered in or out of Our 
Service Area. 


1. In-Network. We Cover Urgent Care from a participating Physician or a 
participating Urgent Care Center. You do not need to contact Us prior to or after 
Your visit. 


2. Out-of-Network. We Cover Urgent Care from a non-participating Urgent Care 
Center outside Our Service Area. We are available 24 hours a day, seven (7) 
days a week to help You in urgent medical situations. 


We do not Cover Urgent Care from non-participating Urgent Care Centers in Our 
Service Area. 


If Urgent Care results in an emergency admission, please follow the instructions 
for emergency Hospital admissions described above. 
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SECTION IX 


Outpatient and Professional Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Acupuncture. 
We Cover acupuncture services. 


B. Advanced Imaging Services. 
We Cover PET scans, MRI, nuclear medicine, and CAT scans. 


C. Allergy Testing and Treatment. 
We Cover testing and evaluations including injections, and scratch and prick tests to 
determine the existence of an allergy. We also Cover allergy treatment, including 
desensitization treatments, routine allergy injections and serums. 


D. Ambulatory Surgical Center Services. 
We Cover surgical procedures performed at Ambulatory Surgical Centers including 
services and supplies provided by the center the day the surgery is performed. 


E. Chemotherapy. 
We Cover chemotherapy in an outpatient Facility or in a Health Care Professional's 
office. Orally-administered anti-cancer drugs are Covered under Your Prescription Drug 
Coverage Rider, if applicable. 


F. Chiropractic Services. 
We Cover chiropractic care when performed by a Doctor of Chiropractic ("chiropractor") 
in connection with the detection or correction by manual or mechanical means of 
structural imbalance, distortion or subluxation in the human body for the purpose of 
removing nerve interference and the effects thereof, where such interference is the 
result of or related to distortion, misalignment or subluxation of the vertebral column. 
This includes assessment, manipulation and any modalities. Any laboratory tests will be 
Covered in accordance with the terms and conditions of this Certificate. 


G. Clinical Trials. 
We Cover the routine patient costs for Your participation in an approved clinical trial and 
such coverage shall not be subject to Utilization Review if You are: 


• Eligible to participate in an approved clinical trial to treat either cancer or other 
life-threatening disease or condition; and 


• Referred by a Participating Provider who has concluded that Your participation in 
the approved clinical trial would be appropriate. 


All other clinical trials, including when You do not have cancer or other life-threatening 
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disease or condition, may be subject to the Utilization Review and External Appeal 
sections of this Certificate. 


We do not Cover: the costs of the investigational drugs or devices; the costs of non
health services required for You to receive the treatment; the costs of managing the 
research; or costs that would not be covered under this Certificate for non
investigational treatments provided in the clinical trial. 


An "approved clinical trial" means a phase I, II Ill, or IV clinical trial that is: 
• A federally funded or approved trial; 
• Conducted under an investigational drug application reviewed by the federal 


Food and Drug Administration; or 
• A drug trial that is exempt from having to make an investigational new drug 


application. 


H. Dialysis. 
We Cover dialysis treatments of an Acute or chronic kidney ailment. 
We also Cover dialysis treatments provided by a Non-Participating Provider subject to 
all the following conditions: 


• The Non-Participating Provider is duly licensed to practice and authorized to 
provide such treatment. 


• The Non-Participating Provider is located outside Our Service Area. 
• The Participating Provider who is treating You has issued a written order 


indicating that dialysis treatment by the Non-Participating Provider is necessary. 
• You notify Us in writing at least 30 days in advance of the proposed treatment 


date(s) and include the written order referred to above. The 30-day advance 
notice period may be shortened when You need to travel on sudden notice due 
to a family or other emergency, provided that We have a reasonable opportunity 
to review Your travel and treatment plans. 


• We have the right to Preauthorize the dialysis treatment and schedule. 
• Benefits for services of a Non-Participating Provider are Covered when all the 


above conditions are met and are subject to any applicable Cost-Sharing that 
applies to dialysis treatments by a Participating Provider. However, You are also 
responsible for paying any difference between the amount We would have paid 
had the service been provided by a Participating Provider and the Non
Participating Provider's charge. 


I. Home Health Care. 
We Cover care provided in Your home by a Home Health Agency certified or licensed 
by the appropriate state agency. The care must be provided pursuant to Your 
Physician's written treatment plan and must be in lieu of Hospitalization or confinement 
in a Skilled Nursing Facility. Home care includes: 


• Part-time or intermittent nursing care by or under the supervision of a registered 
professional nurse; 


• Part-time or intermittent services of a home health aide; 
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• Physical, occupational or speech therapy provided by the Home Health Agency; 
and 


• Medical supplies, Prescription Drugs and medications prescribed by a Physician, 
and laboratory services by or on behalf of the Home Health Agency to the extent 
such items would have been Covered during a Hospitalization or confinement in 
a Skilled Nursing Facility. 


Each visit by a member of the Home Health Agency is considered one ( 1) visit. Each 
visit of up to four (4) hours by a home health aide is considered one (1) visit. Any 
Rehabilitation Services received under this benefit will not reduce the amount of 
services available under the Rehabilitation Services benefits. 


J. Infertility Treatment. 
We Cover services for the diagnosis and treatment (surgical and medical) of infertility 
when such infertility is the result of malformation, disease or dysfunction. Such 
Coverage is available as follows: 


1. Basic Infertility Services. Basic infertility services will be provided to a Member 
who is an appropriate candidate for infertility treatment. In order to determine 
eligibility, We will use guidelines established by the American College of 
Obstetricians and Gynecologists, the American Society for Reproductive 
Medicine, and the State of New York. However, Members must be between the 
ages of 21 and 44 (inclusive) in order to be considered a candidate for these 
services. 


Basic infertility services include: 
• Initial evaluation; 
• Semen analysis; 
• Laboratory evaluation; 
• Evaluation of ovulatory function; 
• Postcoital test; 
• Endometrial biopsy; 
• Pelvic ultra sound; 
• Hysterosalpingogram; 
• Sono-hystogram; 
• Testis biopsy; 
• Blood tests; and 
• Medically appropriate treatment of ovulatory dysfunction. 


Additional tests may be Covered if the tests are determined to be Medically 
Necessary. 


2. Comprehensive Infertility Services. If the basic infertility services do not result 
in increased fertility, We Cover comprehensive infertility services. 


Comprehensive infertility services include: 
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• Ovulation induction and monitoring; 
• Pelvic ultra sound; 
• Artificial insemination; 
• Hysteroscopy; 
• Laparoscopy; and 
• Laparotomy. 


3. Exclusions and Limitations. We do not Cover: 
• In vitro fertilization, gamete intrafallopian tube transfers or zygote 


intrafallopian tube transfers; 
• Costs for an ovum donor or donor sperm; 
• Sperm storage costs; 
• Cryopreservation and storage of embryos; 
• Ovulation predictor kits; 
• Reversal of tubal ligations; 
• Reversal of vasectomies; 
• Costs for and relating to surrogate motherhood (maternity services are 


Covered for Members acting as surrogate mothers); 
• Cloning; or 
• Medical and surgical procedures that are experimental or investigational, 


unless Our denial is overturned by an External Appeal Agent. 


All services must be provided by Providers who are qualified to provide such 
services in accordance with the guidelines established and adopted by the 
American Society for Reproductive Medicine. 


K. Infusion Therapy. 
We Cover infusion therapy which is the administration of drugs using specialized 
delivery systems which otherwise would have required You to be hospitalized. Drugs or 
nutrients administered directly into the veins are considered infusion therapy. Drugs 
taken by mouth or self-injected are not considered infusion therapy. The services must 
be ordered by a Physician or other authorized Health Care Professional and provided in 
an office or by an agency licensed or certified to provide infusion therapy. 


L. Interruption of Pregnancy. 
We Cover medically necessary abortions including abortions in cases of rape, incest or 
fetal malformation. We Cover elective abortions. 


M. Laboratory Procedures, Diagnostic Testing and Radiology Services. 
We Cover x-ray, laboratory procedures and diagnostic testing, services and materials, 
including diagnostic x-rays, x-ray therapy, fluoroscopy, electrocardiograms, 
electroencephalograms, laboratory tests, and therapeutic radiology services. 


N. Maternity and Newborn Care. 
We Cover services for maternity care provided by a Physician or midwife, nurse 
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practitioner, Hospital or birthing center. We Cover prenatal care (including one (1) visit 
for genetic testing), postnatal care, delivery, and complications of pregnancy. In order 
for services of a midwife to be Covered, the midwife must be licensed pursuant to 
Article 140 of the New York Education Law, practicing consistent with Section 6951 of 
the New York Education Law and affiliated or practicing in conjunction with a Facility 
licensed pursuant to Article 28 of the New York Public Health Law. We will not pay for 
duplicative routine services provided by both a midwife and a Physician. See the 
Inpatient Services section of this Certificate for Coverage of inpatient maternity care. 


We Cover breastfeeding support, counseling and supplies, including the cost of renting 
or the purchase of one (1) breast pump per pregnancy or, if greater, one (1) per 
calendar year for the duration of breast feeding. 


0. Office Visits. 
We Cover office visits for the diagnosis and treatment of injury, disease and medical 
conditions. Office visits may include house calls. 


P. Outpatient Hospital Services. 
We Cover Hospital services and supplies as described in the Inpatient Services section 
of this Certificate that can be provided to You while being treated in an outpatient 
Facility. For example, Covered Services include but are not limited to inhalation therapy, 
pulmonary rehabilitation, infusion therapy and cardiac rehabilitation. 


Q. Preadmission Testing. 
We Cover preadmission testing ordered by Your Physician and performed in Hospital 
outpatient Facilities prior to a scheduled surgery in the same Hospital provided that: 


• The tests are necessary for and consistent with the diagnosis and treatment of 
the condition for which the surgery is to be performed; 


• Reservations for a Hospital bed and operating room were made prior to the 
performance of the tests; 


• Surgery takes place within seven (7) days of the tests; and 
• The patient is physically present at the Hospital for the tests. 


R. Prescription Drugs for Use in the Office and Outpatient Facilities. 
We Cover Prescription Drugs (excluding self-injectable drugs) used by Your Provider in 
the Provider's office and Outpatient Facility for preventive and therapeutic purposes. 
This benefit applies when Your Provider orders the Prescription Drug and administers it 
to You. When Prescription Drugs are Covered under this benefit, they will not be 
Covered under Your Prescription Drug Coverage Rider, if applicable. 


S. Rehabilitation Services. 
We Cover Rehabilitation Services consisting of physical therapy, speech therapy and 
occupational therapy in the outpatient department of a Facility or in a Health Care 
Professional's office. 


• Physical Therapy is limited to 30 visits per Plan Year 
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• Occupational Therapy is limited to 30 visits per Plan Year 
• Speech Therapy is limited to 20 visits per Plan Year 


We Cover speech and physical therapy only when: 
• Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); 


• The therapy is ordered by a Physician. 


T. Second Opinions. 
1. Second Cancer Opinion. We Cover a second medical opinion by an 


appropriate Specialist, including but not limited to a Specialist affiliated with a 
specialty care center, in the event of a positive or negative diagnosis of cancer or 
a recurrence of cancer or a recommendation of a course of treatment for cancer. 
You may obtain a second opinion from a Non-Participating Provider on an in
network basis. 


2. Second Surgical Opinion. We Cover a second surgical opinion by a qualified 
Physician on the need for surgery. 


3. Required Second Surgical Opinion. We may require a second opinion before 
We preauthorize a surgical procedure. There is no cost to You when We request 
a second opinion. 


• The second opinion must be given by a board certified Specialist who 
personally examines You. 


• If the first and second opinions do not agree, You may obtain a third 
opinion. 


4. Second Opinions in Other Cases. There may be other instances when You 
will disagree with a Provider's recommended course of treatment. In such cases, 
You may request that we designate another Provider to render a second opinion. 
If the first and second opinions do not agree, We will designate another Provider 
to render a third opinion. After completion of the second opinion process, We will 
approve Covered Services supported by a majority of the Providers reviewing 
Your case. 


U. Surgical Services. 
We Cover Physicians' services for surgical procedures, including operating and cutting 
procedures for the treatment of a sickness or injury, and closed reduction of fractures 
and dislocations of bones, endoscopies, incisions, or punctures of the skin on an 
inpatient and outpatient basis, including the services of the surgeon or Specialist, 
assistant (including a Physician's assistant or a nurse practitioner), and anesthetist or 
anesthesiologist, together with preoperative and post-operative care. Benefits are not 
available for anesthesia services provided as part of a surgical procedure when 
rendered by the surgeon or the surgeon's assistant. 
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Sometimes two (2) or more surgical procedures can be performed during the same 
operation. 


1. Through the Same Incision. If Covered multiple surgical procedures are 
performed through the same incision, We will pay for the procedure with the 
highest Allowed Amount. 


2. Through Different Incisions. If Covered multiple surgical procedures are 
performed during the same operative session but through different incisions, We 
will pay: 


• For the procedure with the highest Allowed Amount; and 
• 50% of the amount We would otherwise pay for the other procedures. 


V. Oral Surgery. 
We Cover the following limited dental and oral surgical procedures: 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
for the repair or replacement of sound natural teeth that are required due to 
accidental injury. Replacement is Covered only when repair is not possible. 
Dental services must be obtained within 12 months of the injury. 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
necessary due to congenital disease or anomaly. 


• Oral surgical procedures required for the correction of a non-dental physiological 
condition which has resulted in a severe functional impairment. 


• Removal of tumors and cysts requiring pathological examination of the jaws, 
cheeks, lips, tongue, roof and floor of the mouth. Cysts related to teeth are not 
Covered. 


• Surgical/nonsurgical medical procedures for temporomandibular joint disorders 
and orthognathic surgery. 


W. Reconstructive Breast Surgery. 
We Cover breast reconstruction surgery after a mastectomy or partial mastectomy. 
Coverage includes: all stages of reconstruction of the breast on which the mastectomy 
or partial mastectomy has been performed; surgery and reconstruction of the other 
breast to produce a symmetrical appearance; and physical complications of the 
mastectomy or partial mastectomy, including lymphedemas, in a manner determined by 
You and Your attending Physician to be appropriate. We also Cover implanted breast 
prostheses following a mastectomy or partial mastectomy. 


X. Other Reconstructive and Corrective Surgery. 
We Cover reconstructive and corrective surgery other than reconstructive breast 
surgery only when it is: 


• Performed to correct a congenital birth defect of a covered Child which has 
resulted in a functional defect; 


• Incidental to surgery or follows surgery that was necessitated by trauma, 
infection or disease of the involved part; or 
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• Otherwise Medically Necessary. 


Z. Telemedicine Program. 
In addition to providing Covered Services via telehealth, We Cover online internet 
consultations between You and Providers who participate in Our telemedicine program 
for medical conditions that are not an Emergency Condition. Not all Participating 
Providers participate in Our telemedicine program. You can check Our Provider 
directory or contact Us for a listing of the Providers that participate in Our telemedicine 
program. 


Our telemedicine program allows members to communicate with Providers through two
way video and can be easily accessed through our Member site at www.cdphp.com. 


AA Transplants. 
We Cover only those transplants determined to be non-experimental and non
investigational. Covered transplants include but are not limited to: kidney, corneal, liver, 
heart, and heart/lung transplants; and bone marrow transplants for aplastic anemia, 
leukemia, severe combined immunodeficiency disease and Wiskott-Aldrich Syndrome. 


All transplants must be prescribed by Your Specialist(s). Additionally, all 
transplants must be performed at Hospitals that We have specifically approved 
and designated to perform these procedures. 


We Cover the Hospital and medical expenses, including donor search fees, of the 
Member-recipient. We Cover transplant services required by You when You serve as an 
organ donor only if the recipient is a Member. We do not Cover the medical expenses of 
a non-Member acting as a donor for You if the non-Member's expenses will be Covered 
under another health plan or program. 


We do not Cover: travel expenses, lodging, meals, or other accommodations for donors 
or guests; donor fees in connection with organ transplant surgery; or routine harvesting 
and storage of stem cells from newborn cord blood. 
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SECTION X 


Additional Benefits, Equipment and Devices 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Autism Spectrum Disorder. 
We Cover the following services when such services are prescribed or ordered by a 
licensed Physician or a licensed psychologist and are determined by Us to be Medically 
Necessary for the screening, diagnosis, and treatment of autism spectrum disorder. For 
purposes of this benefit, "autism spectrum disorder" means any pervasive 
developmental disorder defined in the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders at the time services are rendered. 


1. Screening and Diagnosis. We Cover assessments, evaluations, and tests to 
determine whether someone has autism spectrum disorder. 


2. Assistive Communication Devices. We Cover a formal evaluation by a 
speech-language pathologist to determine the need for an assistive 
communication device. Based on the formal evaluation, We Cover the rental or 
purchase of assistive communication devices when ordered or prescribed by a 
licensed Physician or a licensed psychologist if You are unable to communicate 
through normal means (i.e., speech or writing) when the evaluation indicates that 
an assistive communication device is likely to provide You with improved 
communication. Examples of assistive communication devices include 
communication boards and speech-generating devices. Coverage is limited to 
dedicated devices. We will only Cover devices that generally are not useful to a 
person in the absence of a communication impairment. We do not Cover items, 
such as, but not limited to, laptop, desktop or tablet computers. We Cover 
software and/or applications that enable a laptop, desktop or tablet computer to 
function as a speech-generating device. Installation of the program and/or 
technical support is not separately reimbursable. We will determine whether the 
device should be purchased or rented. 


We Cover repair, replacement fitting and adjustments of such devices when 
made necessary by normal wear and tear or significant change in Your physical 
condition. We do not Cover the cost of repair or replacement made necessary 
because of loss or damage caused by misuse, mistreatment, or theft; however, 
We Cover one (1) repair or replacement per device type that is necessary due to 
behavioral issues. Coverage will be provided for the device most appropriate to 
Your current functional level. We do not Cover delivery or service charges or 
routine maintenance. 
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3. Behavioral Health Treatment. We Cover counseling and treatment programs 
that are necessary to develop, maintain, or restore, to the maximum extent 
practicable, the functioning of an individual. We will provide such Coverage when 
provided by a licensed Provider. We Cover applied behavior analysis when 
provided by a licensed or certified applied behavior analysis Health Care 
Professional. "Applied behavior analysis" means the design, implementation, and 
evaluation of environmental modifications, using behavioral stimuli and 
consequences, to produce socially significant improvement in human behavior, 
including the use of direct observation, measurement, and functional analysis of 
the relationship between environment and behavior. The treatment program must 
describe measurable goals that address the condition and functional impairments 
for which the intervention is to be applied and include goals from an initial 
assessment and subsequent interim assessments over the duration of the 
intervention in objective and measurable terms. 


4. Psychiatric and Psychological Care. We Cover direct or consultative services 
provided by a psychiatrist, psychologist or a licensed clinical social worker with 
the experience required by the New York Insurance Law, licensed in the state in 
which they are practicing. 


5. Therapeutic Care. We Cover therapeutic services necessary to develop, 
maintain, or restore, to the greatest extent practicable, functioning of the 
individual when such services are provided by licensed or certified speech 
therapists, occupational therapists, physical therapists and social workers to treat 
autism spectrum disorder and when the services provided by such Providers are 
otherwise Covered under this Certificate. Except as otherwise prohibited by law, 
services provided under this paragraph shall be included in any visit maximums 
applicable to services of such therapists or social workers under this Certificate. 


6. Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum disorder 
that are prescribed by a Provider legally authorized to prescribe under Title 8 of 
the New York Education Law. Coverage of such Prescription Drugs is subject to 
all the terms, provisions, and limitations that apply to Prescription Drug benefits 
under this Certificate. 


7. Limitations. We do not Cover any services or treatment set forth above when 
such services or treatment are provided pursuant to an individualized education 
plan under the New York Education Law. The provision of services pursuant to 
an individualized family service plan under Section 2545 of the New York Public 
Health Law, an individualized education plan under Article 89 of the New York 
Education Law, or an individualized service plan pursuant to regulations of the 
New York State Office for People With Developmental Disabilities shall not affect 
coverage under this Certificate for services provided on a supplemental basis 
outside of an educational setting if such services are prescribed by a licensed 
Physician or licensed psychologist. 
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You are responsible for any applicable Copayment, Deductible or Coinsurance 
provisions under this Certificate for similar services. For example, any 
Copayment, Deductible or Coinsurance that applies to physical therapy visits will 
generally also apply to physical therapy services Covered under this benefit; and 
any Copayment, Deductible or Coinsurance for Prescription Drugs will generally 
also apply to Prescription Drugs Covered under this benefit. See the Schedule of 
Benefits section of this Certificate for the Cost-Sharing requirements that apply to 
applied behavior analysis services and assistive communication devices. 


Nothing in this Certificate shall be construed to affect any obligation to provide 
coverage for otherwise-Covered Services solely on the basis that the services 
constitute early intervention program services pursuant to Section 3235-a of the 
New York Insurance Law or an individualized service plan pursuant to 
regulations of the New York State Office for People With Developmental 
Disabilities. 


B. Diabetic Equipment, Supplies and Self-Management Education. 
We Cover diabetic equipment, supplies, and self-management education if 
recommended or prescribed by a Physician or other licensed Health Care Professional 
legally authorized to prescribe under Title 8 of the New York Education Law as 
described below: 


1. Equipment and Supplies. 
We Cover the following equipment and related supplies for the treatment of 
diabetes when prescribed by Your Physician or other Provider legally authorized 
to prescribe: 


• Acetone reagent strips 
• Acetone reagent tablets 
• Alcohol or peroxide by the pint 
• Alcohol wipes 
• All insulin preparations 
• Automatic blood lance kit 
• Blood glucose kit 
• Blood glucose strips (test or reagent) 
• Blood glucose monitor with or without special features for visually 


impaired, control solutions, and strips for home blood glucose monitor 
• Cartridges for the visually impaired 
• Diabetes data management systems 
• Disposable insulin and pen cartridges 
• Drawing-up devices for the visually impaired 
• Equipment for use of the pump 
• Glucagon for injection to increase blood glucose concentration 
• Glucose acetone reagent strips 
• Glucose reagent strips 
• Glucose reagent tape 
• Injection aides 
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• Injector (Busher) Automatic 
• Insulin 
• Insulin cartridge delivery 
• Insulin infusion devices 
• Insulin pump 
• Lancets 
• Oral agents such as glucose tablets and gels 
• Oral anti-diabetic agents used to reduce blood sugar levels 
• Syringe with needle; sterile 1 cc box 
• Urine testing products for glucose and ketones 
• Additional supplies, as the New York State Commissioner of Health shall 


designate by regulation as appropriate for the treatment of diabetes. 


Diabetic equipment and supplies are Covered only when obtained from a 
designated diabetic equipment or supply manufacturer which has an agreement 
with Us to provide all diabetic equipment or supplies required by law for Members 
through participating pharmacies. If You require a certain item not available from 
Our designated diabetic equipment or supply manufacturer, You or Your Provider 
must submit a request for a medical exception by calling the number on Your ID 
card. Our medical director will make all medical exception determinations. 


2. Self-Management Education. 
Diabetes self-management education is designed to educate persons with 
diabetes as to the proper self-management and treatment of their diabetic 
condition, including information on proper diets. We Cover education on self
management and nutrition when: diabetes is initially diagnosed; a Physician 
diagnoses a significant change in Your symptoms or condition which 
necessitates a change in Your self-management education; or when a refresher 
course is necessary. It must be provided in accordance with the following: 


• By a Physician, other health care Provider authorized to prescribe under 
Title 8 of the New York Education Law, or their staff during an office visit; 


• Upon the Referral of Your Physician or other health care Provider 
authorized to prescribe under Title 8 of the New York Education Law to 
the following non-Physician, medical educators: certified diabetes nurse 
educators; certified nutritionists; certified dietitians; and registered 
dietitians in a group setting when practicable; and 


• Education will also be provided in Your home when Medically Necessary. 


3. Limitations. 
The items will only be provided in amounts that are in accordance with the 
treatment plan developed by the Physician for You. We Cover only basic models 
of blood glucose monitors unless You have special needs relating to poor vision 
or blindness or as otherwise Medically Necessary. 


C. Durable Medical Equipment and Braces. 
We Cover the rental or purchase of durable medical equipment and braces. 
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1. Durable Medical Equipment. 
Durable Medical Equipment is equipment which is: 


• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Coverage is for standard equipment only. We Cover the cost of repair or 
replacement when made necessary by normal wear and tear. We do not Cover 
the cost of repair or replacement that is the result of misuse or abuse by You. 
We will determine whether to rent or purchase such equipment. We do not Cover 
over-the-counter durable medical equipment. 


We do not Cover equipment designed for Your comfort or convenience (e.g., 
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise 
equipment), as it does not meet the definition of durable medical equipment. 


2. Braces. 
We Cover braces, including orthotic braces, that are worn externally and that 
temporarily or permanently assist all or part of an external body part function that 
has been lost or damaged because of an injury, disease or defect. Coverage is 
for standard equipment only. We Cover replacements when growth or a change 
in Your medical condition make replacement necessary. We do not Cover the 
cost of repair or replacement that is the result of misuse or abuse by You. 


D. Hospice. 
Hospice Care is available if Your primary attending Physician has certified that You 
have six (6) months or less to live. We Cover inpatient Hospice Care in a Hospital or 
hospice and home care and outpatient services provided by the hospice, including 
drugs and medical supplies. Coverage is provided for 210 days of Hospice Care. We 
also Cover five (5) visits for supportive care and guidance for the purpose of helping 
You and Your immediate family cope with the emotional and social issues related to 
Your death, either before or after Your death. 


We Cover Hospice Care only when provided as part of a Hospice Care program 
certified pursuant to Article 40 of the New York Public Health Law. If care is provided 
outside New York State, the hospice must be certified under a similar certification 
process required by the state in which the hospice is located. We do not Cover: funeral 
arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or 
respite care. 


E. Medical Supplies. 
We Cover medical supplies that are required for the treatment of a disease or injury 
which is Covered under this Certificate. We also Cover maintenance supplies (e.g., 
ostomy supplies) for conditions Covered under this Certificate. All such supplies must 
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be in the appropriate amount for the treatment or maintenance program in progress. We 
do not Cover over-the-counter medical supplies. See the Diabetic Equipment, Supplies, 
and Self-Management Education section above for a description of diabetic supply 
Coverage. 


F. Prosthetics. 
1. External Prosthetic Devices. 


We Cover prosthetic devices (including wigs) that are worn externally and that 
temporarily or permanently replace all or part of an external body part that has 
been lost or damaged because of an injury or disease. We Cover wigs only when 
You have severe hair loss due to injury or disease or as a side effect of the 
treatment of a disease (e.g., chemotherapy). We do not Cover wigs made from 
human hair unless You are allergic to all synthetic wig materials. 


We do not Cover dentures or other devices used in connection with the teeth 
unless required due to an accidental injury to sound natural teeth or necessary 
due to congenital disease or anomaly. 


Eyeglasses and contact lenses are not Covered. 


We do not Cover shoe inserts. 


We Cover external breast prostheses following a mastectomy, which are not 
subject to any lifetime limit. 


Coverage is for standard equipment only. 


We Cover the cost of repair and replacement of prosthetic devices and its parts. 
We do not Cover the cost of repair or replacement covered under warranty or if 
the repair or replacement is the result of misuse or abuse by You. 


2. Internal Prosthetic Devices. 
We Cover surgically implanted prosthetic devices and special appliances if they 
improve or restore the function of an internal body part which has been removed 
or damaged due to disease or injury. This includes implanted breast prostheses 
following a mastectomy or partial mastectomy in a manner determined by You 
and Your attending Physician to be appropriate. 


Coverage also includes repair and replacement due to normal growth or normal 
wear and tear. 


Coverage is for standard equipment only. 


Form #02-0001-2018 EPOLGEMBED18 
45 







SECTION XI 


Inpatient Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Hospital Services. 
We Cover inpatient Hospital services for Acute care or treatment given or ordered by a 
Health Care Professional for an illness, injury or disease of a severity that must be 
treated on an inpatient basis, including: 


• Semiprivate room and board; 
• General, special and critical nursing care; 
• Meals and special diets; 
• The use of operating, recovery and cystoscopic rooms and equipment; 
• The use of intensive care, special care or cardiac care units and equipment; 
• Diagnostic and therapeutic items, such as drugs and medications, sera, 


biologicals and vaccines, intravenous preparations and visualizing dyes and 
administration, but not including those which are not commercially available for 
purchase and readily obtainable by the Hospital; 


• Dressings and casts; 
• Supplies and the use of equipment in connection with oxygen, anesthesia, 


physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x
ray examinations and radiation therapy, laboratory and pathological 
examinations; 


• Blood and blood products except when participation in a volunteer blood 
replacement program is available to You; 


• Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, 
infusion therapy and cardiac rehabilitation; 


• Short-term physical, speech and occupational therapy; and 
• Any additional medical services and supplies which are provided while You are a 


registered bed patient and which are billed by the Hospital. 


The Cost-Sharing requirements in the Schedule of Benefits section of this Certificate 
apply to a continuous Hospital confinement, which is consecutive days of in-Hospital 
service received as an inpatient or successive confinements when discharge from and 
readmission to the Hospital occur within a period of not more than 90 days. 


B. Observation Services. 
We Cover observation services in a Hospital. Observation services are Hospital 
outpatient services provided to help a Physician decide whether to admit or discharge 
You. These services include use of a bed and periodic monitoring by nursing or other 
licensed staff. 
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C. Inpatient Medical Services. 
We Cover medical visits by a Health Care Professional on any day of inpatient care 
Covered under this Certificate. 


D. Inpatient Stay for Maternity Care. 
We Cover inpatient maternity care in a Hospital for the mother, and inpatient newborn 
care in a Hospital for the infant, for at least 48 hours following a normal delivery and at 
least 96 hours following a caesarean section delivery, regardless of whether such care 
is Medically Necessary. The care provided shall include parent education, assistance, 
and training in breast or bottle-feeding, and the performance of any necessary maternal 
and newborn clinical assessments. We will also Cover any additional days of such care 
that We determine are Medically Necessary. In the event the mother elects to leave the 
Hospital and requests a home care visit before the end of the 48-hour or 96-hour 
minimum Coverage period, We will Cover a home care visit. The home care visit will be 
provided within 24 hours after the mother's discharge, or at the time of the mother's 
request, whichever is later. Our Coverage of this home care visit shall be in addition to 
home health care visits under this Certificate and shall not be subject to any Cost
Sharing amounts in the Schedule of Benefits section of this Certificate that apply to 
home care benefits. 


E. Inpatient Stay for Mastectomy Care. 
We Cover inpatient services for Members undergoing a lymph node dissection, 
lumpectomy, mastectomy or partial mastectomy for the treatment of breast cancer and 
any physical complications arising from the mastectomy, including lymphedema, for a 
period of time determined to be medically appropriate by You and Your attending 
Physician. 


F. Autologous Blood Banking Services. 
We Cover autologous blood banking services only when they are being provided in 
connection with a scheduled, Covered inpatient procedure for the treatment of a 
disease or injury. In such instances, We Cover storage fees for a reasonable storage 
period that is appropriate for having the blood available when it is needed. 


G. Rehabilitation Services. 
We Cover inpatient Rehabilitation Services consisting of physical therapy, speech 
therapy and occupational therapy for 60 days per Plan Year. The visit limit applies to all 
therapies combined. 


We Cover speech and physical therapy only when: 
1. Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); and 


2. The therapy is ordered by a Physician. 


Covered Rehabilitation Services must begin within six (6) months of the later to occur: 
1. The date of the injury or illness that caused the need for the therapy; 
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2. The date You are discharged from a Hospital where surgical treatment was 
rendered; or 


3. The date outpatient surgical care is rendered. 


H. Skilled Nursing Facility. 
We Cover services provided in a Skilled Nursing Facility, including care and treatment in 
a semi-private room, as described in "Hospital Services" above. Custodial, convalescent 
or domiciliary care is not Covered (see the Exclusions and Limitations section of this 
Certificate). An admission to a Skilled Nursing Facility must be supported by a treatment 
plan prepared by Your Provider and approved by Us. We Cover up to 45 days per Plan 
Year for non-custodial care. 


I. End of Life Care. 
If You are diagnosed with advanced cancer and You have fewer than 60 days to live, 
We will Cover Acute care provided in a licensed Article 28 Facility or Acute care Facility 
that specializes in the care of terminally ill patients. Your attending Physician and the 
Facility's medical director must agree that Your care will be appropriately provided at 
the Facility. If We disagree with Your admission to the Facility, We have the right to 
initiate an expedited external appeal to an External Appeal Agent. We will Cover and 
reimburse the Facility for Your care, subject to any applicable limitations in this 
Certificate until the External Appeal Agent renders a decision in Our favor. 


We will reimburse Non-Participating Providers for this end of life care as follows: 
1. We will reimburse a rate that has been negotiated between Us and the Provider. 
2. If there is no negotiated rate, We will reimburse Acute care at the Facility's 


current Medicare Acute care rate. 
3. If it is an alternate level of care, We will reimburse at 75% of the appropriate 


Medicare Acute care rate. 


J. Limitations/Terms of Coverage. 
1. When You are receiving inpatient care in a Facility, We will not Cover additional 


charges for special duty nurses, charges for private rooms (unless a private room 
is Medically Necessary), or medications and supplies You take home from the 
Facility. If You occupy a private room, and the private room is not Medically 
Necessary, Our Coverage will be based on the Facility's maximum semi-private 
room charge. You will have to pay the difference between that charge and the 
private room charge. 


2. We do not Cover radio, telephone or television expenses, or beauty or barber 
services. 


3. We do not Cover any charges incurred after the day We advise You it is no 
longer Medically Necessary for You to receive inpatient care, unless Our denial is 
overturned by an External Appeal Agent. 


Form #02-0001-2018 EPOLGEMBED18 
48 







SECTION XII 


Mental Health Care and Substance Use Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits which are no more restrictive than those that apply to medical 
and surgical benefits in accordance with the federal Mental Health Parity and Addiction 
Equity Act of 2008. 


A. Mental Health Care Services. 
1. Inpatient Services. We Cover inpatient mental health care services relating to 


the diagnosis and treatment of mental, nervous and emotional disorders 
comparable to other similar Hospital, medical and surgical coverage provided 
under this Certificate. Coverage for inpatient services for mental health care is 
limited to Facilities defined in New York Mental Hygiene Law Section 1.03( 10), 
such as: 


• A psychiatric center or inpatient Facility under the jurisdiction of the New 
York State Office of Mental Health; 


• A state or local government run psychiatric inpatient Facility; 
• A part of a Hospital providing inpatient mental health care services under 


an operating certificate issued by the New York State Commissioner of 
Mental Health; 


• A comprehensive psychiatric emergency program or other Facility 
providing inpatient mental health care that has been issued an operating 
certificate by the New York State Commissioner of Mental Health; 


and, in other states, to similarly licensed or certified Facilities. 


We also Cover inpatient mental health care services relating to the diagnosis and 
treatment of mental, nervous and emotional disorders received at Facilities that 
provide residential treatment, including room and board charges. Coverage for 
residential treatment services is limited to Facilities defined in New York Mental 
Hygiene Law Section 1.03(33) and to residential treatment facilities that are part 
of a comprehensive care center for eating disorders identified pursuant to Article 
27-J of the New York Public Health Law; and, in other states, to Facilities that are 
licensed or certified to provide the same level of treatment. 


2. Outpatient Services. We Cover outpatient mental health care services, 
including but not limited to partial hospitalization program services and intensive 
outpatient program services, relating to the diagnosis and treatment of mental, 
nervous and emotional disorders. Coverage for outpatient services for mental 
health care includes Facilities that have been issued an operating certificate 
pursuant to Article 31 of the New York Mental Hygiene Law or are operated by 
the New York State Office of Mental Health and, in other states, to similarly 
licensed or certified Facilities; and services provided by a licensed psychiatrist or 
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psychologist; a licensed clinical social worker who has at least three (3) years of 
additional experience in psychotherapy; a licensed mental health counselor; a 
licensed marriage and family therapist; a psychiatric nurse, licensed as a nurse 
practitioner or clinical nurse specialist; or a professional corporation or a 
university faculty practice corporation thereof. 


3. Limitations/Terms of Coverage. We do not Cover: 
• Benefits or services deemed to be cosmetic in nature on the grounds that 


changing or improving an individual's appearance is justified by the 
individual's mental health needs; 


• Mental health benefits or services for individuals who are incarcerated, 
confined or committed to a local correctional facility or prison, or a custodial 
facility for youth operated by the New York State Office of Children and 
Family Services; or 


• Services solely because they are ordered by a court. 


B. Substance Use Services. 
1. Inpatient Services. We Cover inpatient substance use services relating to the 


diagnosis and treatment of substance use disorder. This includes Coverage for 
detoxification and rehabilitation services as a consequence of chemical use 
and/or substance use. Inpatient substance use services are limited to Facilities in 
New York State which are certified by the Office of Alcoholism and Substance 
Abuse Services ("OASAS"); and, in other states, to those Facilities that are 
licensed or certified by a similar state agency or which are accredited by the Joint 
Commission as alcoholism, substance abuse or chemical dependence treatment 
programs. 


We also Cover inpatient substance use services relating to the diagnosis and 
treatment of substance use disorder received at Facilities that provide residential 
treatment, including room and board charges. Coverage for residential treatment 
services is limited to OASAS-certified Facilities that provide services defined in 
14 NYCRR 819.2(a)(1 ), 820.3(a)(1) and (2) and Part 817; and, in other states, to 
those Facilities that are licensed or certified by a similar state agency or which 
are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs to provide the same level of 
treatment. 


2. Outpatient Services. We Cover outpatient substance use services relating to 
the diagnosis and treatment of substance use disorder, including but not limited 
to partial hospitalization program services, intensive outpatient program services, 
and medication-assisted treatment. Such Coverage is limited to Facilities in New 
York State that are certified by OASAS or licensed by OASAS as outpatient 
clinics or medically supervised ambulatory substance abuse programs, and, in 
other states, to those that are licensed or certified by a similar state agency or 
which are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs. Coverage in an OASAS-certified 


Form #02-0001-2018 EPOLGEMBED18 
50 







Facility includes services relating to the diagnosis and treatment of a substance 
use disorder provided by an OASAS credentialed Provider. Coverage is also 
available in a professional office setting for outpatient substance use disorder 
services relating to the diagnosis and treatment of alcoholism, substance use 
and dependency or by Physicians who have been granted a waiver pursuant to 
the federal Drug Addiction Treatment Act of 2000 to prescribe Schedule 111, IV 
and V narcotic medications for the treatment of opioid addiction during the Acute 
detoxification stage of treatment or during stages of rehabilitation. 


We also Cover up to 20 outpatient visits per Plan Year for family counseling. A 
family member will be deemed to be covered, for the purposes of this provision, 
so long as that family member: 1) identifies himself or herself as a family member 
of a person suffering from substance use disorder; and 2) is covered under the 
same family Certificate that covers the person receiving, or in need of, treatment 
for substance use disorder. Our payment for a family member therapy session 
will be the same amount, regardless of the number of family members who 
attend the family therapy session. 
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· A. Wellness Program. 
1. Purpose. 


SECTION XIII 


Wellness Benefits 


The purpose of this wellness program is to encourage You to take a more active role in 
managing Your health and well-being. 


2. Description. 
This program encourages you to participate in a variety of health and wellness 
programs designed to help you better manage your health, while providing you 
incentives to be proactive and live a healthier, happier, and more productive life. 
Participation in the program as well as more information can be easily accessed through 
our member site at www.cdphp.com. 


Rewards: 
Participants are eligible to receive points per contract, per calendar year for completion 
of various programs and activities focused on improving health and wellness of the 
member. Activities for which points can be earned include, but are not limited to: 
Completion of an annual physical exam, completion of personal health assessment, and 
participation in cancer screenings. Descriptions of all the activities available for 
completion in the program are available on our member site at www.cdphp.com. 


Each point translates into one dollar and can be redeemed for gift cards from a variety 
of retailers. CDPHP UBI encourages members to continue making positive healthy 
choices by using gift cards for products or services that promote a healthy lifestyle. 


Program guidelines: 
The program is available to subscribers that 18 and older and their covered dependents 
and spouses. Points earned under this program are automatically reported through 
claims or are self- reported by the member. Members can self report activities, track 
activity completion and points earned, and redeem gift cards through our website at 
www.cdphp.com or by calling our member services department at the number on their 
ID card. 


The eligibility period of the program is on a plan year basis. All activities must be 
complete and points must be earned and redeemed within your plan year. Any points 
not redeemed by the last day of the plan year will be forfeited. 


Accommodations: 
If a member is unable to participate in this program due to a medical condition, CDPHP 
UBI will work with the member to develop alternative offerings. 


8. National Diabetes Prevention Program Reimbursement 
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1. Purpose. 
The Diabetes Prevention Program helps you take control of your health by adopting 
habits to reduce your chances of developing type 2 diabetes and improve your overall 
health and well-being. The CDC-led National Diabetes Prevention Program is an 
evidence-based lifestyle change program for preventing type 2 diabetes. Diabetes 
Prevention Programs encourages collaboration among federal agencies, community
based organizations, employers, insurers, health care professionals, academia, and 
other stakeholders to prevent or delay the onset of type 2 diabetes among people with 
pre-diabetes. 


2. Description. 


• The Diabetes Prevention Program is a year-long program that helps participants 
make real lifestyle changes such as eating healthier, including physical activity 
into their daily lives, and improving problem-solving and coping skills. 


• Participants meet with a trained Lifestyle Coach and a small group of people in a 
classroom setting to learn about healthier eating and increasing their physical 
activity in order to reduce their risk for developing type 2 diabetes. 


• The program, which is led by a trained Lifestyle Coach in a classroom setting, is 
generally delivered over a 12-month period, beginning with 16 weekly sessions 
followed by monthly maintenance (sessions are usually weekly for 6 months and 
then monthly for 6 months.) 


• The National Diabetes Prevention Program can help people make achievable 
and realistic lifestyle changes and cut their risk of developing type 2 diabetes 


3. Eligibility. 
You, the Subscriber, and each covered Dependent can participate in the Diabetes 
Prevention Program. 


4. Rewards. 
Rewards for participation in a Diabetes Prevention Program include: 


Reimbursement 
• We will reimburse you for the Diabetes Prevention Program up to a maximum of 


five hundred dollars ($500) per Subscriber, per Plan Year. 
• Reimbursement for the Diabetes Prevention Program apply to the Calendar Year 


in which the service is paid. 
• Reimbursement cannot be combined with any other monetary reimbursement 


from CDPHP. 
• You are responsible for any tax consequences related to reimbursement for the 


Diabetes Prevention Program. 


Reimbursement upon submission of the required materials. You will need to submit an 
original, paid receipt for the Diabetes Prevention Program, along with a completed 
Form. This form can be found in you member packet or on the web at www.cdphp.com 
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by searching for Wellness Program. It can also be requested from our Member Services 
center at phone number listed on Your ID Card. 
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SECTION XIV 


Exclusions and Limitations 


No coverage is available under this Certificate for the following: 


A. Aviation. 
We do not Cover services arising out of aviation, other than as a fare-paying passenger 
on a scheduled or charter flight operated by a scheduled airline. 


B. Convalescent and Custodial Care. 
We do not Cover services related to rest cures, custodial care or transportation. 
"Custodial care" means help in transferring, eating, dressing, bathing, toileting and other 
such related activities. Custodial care does not include Covered Services determined to 
be Medically Necessary. 


C. Conversion Therapy. 
We do not Cover conversion therapy. Conversion therapy is any practice by a mental 
health professional that seeks to change the sexual orientation or gender identity of a 
Member under 18 years of age, including efforts to change behaviors, gender 
expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward 
individuals of the same sex. Conversion therapy does not include counseling or therapy 
for an individual who is _seeking to undergo a gender transition or who is in the process 
of undergoing a gender transition, that provides acceptance, support, and 
understanding of an individual or the facilitation of an individual's coping, social support, 
and identity exploration and development, including sexual orientation-neutral 
interventions to prevent or address unlawful conduct or unsafe sexual practices, 
provided that the counseling or therapy does not seek to change sexual orientation or 
gender identity. 


D. Cosmetic Services. 
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise 
specified, except that cosmetic surgery shall not include reconstructive surgery when 
such service is incidental to or follows surgery resulting from trauma, infection or 
diseases of the involved part, and reconstructive surgery because of congenital disease 
or anomaly of a covered Child which has resulted in a functional defect. We also Cover 
services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Certificate. Cosmetic surgery does not include surgery determined to 
be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain 
plastic surgery and dermatology procedures) is submitted retrospectively and without 
medical information, any denial will not be subject to the Utilization Review process in 
the Utilization Review and External Appeal sections of this Certificate unless medical 
information is submitted. 


E. Coverage Outside of the United States, Canada or Mexico. 
We do not Cover care or treatment provided outside of the United States, its 
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possessions, Canada or Mexico except for Emergency Services, Pre-Hospital 
Emergency Medical Services and ambulance services to treat Your Emergency 
Condition. 


F. Dental Services. 
We do not Cover dental services except for: care or treatment due to accidental injury to 
sound natural teeth within 12 months of the accident; dental care or treatment 
necessary due to congenital disease or anomaly; or dental care or treatment specifically 
stated in the Outpatient and Professional Services section of this Certificate. 


G. Experimental or lnvestigational Treatment. 
We do not Cover any health care service, procedure, treatment, device or Prescription 
Drug that is experimental or investigational. However, We will Cover experimental or 
investigational treatments, including treatment for Your rare disease or patient costs for 
Your participation in a clinical trial as described in the Outpatient and Professional 
Services section of this Certificate, when Our denial of services is overturned by an 
External Appeal Agent certified by the State. However, for clinical trials, We will not 
Cover the costs of any investigational drugs or devices, non-health services required for 
You to receive the treatment, the costs of managing the research, or costs that would 
not be Covered under this Certificate for non-investigational treatments. See the 
Utilization Review and External Appeal sections of this Certificate for a further 
explanation of Your Appeal rights. 


H. Felony Participation. 
We do not Cover any illness, treatment or medical condition due to Your participation in 
a felony, riot or insurrection. This exclusion does not apply to Coverage for services 
involving injuries suffered by a victim of an act of domestic violence or for services as a 
result of Your medical condition (including both physical and mental health conditions). 


I. Foot Care. 
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen 
arches, weak feet, chronic foot strain or symptomatic complaints of the feet. However, 
we will Cover foot care when You have a specific medical condition or disease resulting 
in circulatory deficits or areas of decreased sensation in Your legs or feet. 


J. Government Facility. 
We do not Cover care or treatment provided in a Hospital that is owned or operated by 
any federal, state or other governmental entity, except as otherwise required by law 
unless You are taken to the Hospital because it is close to the place where You were 
injured or became ill and Emergency Services are provided to treat Your Emergency 
Condition. 


K. Medically Necessary. 
In general, We will not Cover any health care service, procedure, treatment, test, device 
or Prescription Drug that We determine is not Medically Necessary. If an External 
Appeal Agent certified by the State overturns Our denial, however, We will Cover the 


Form #02-0001-2018 EPOLGEMBED18 
56 







service, procedure, treatment, test, device or Prescription Drug for which coverage has 
been denied, to the extent that such service, procedure, treatment, test, device or 
Prescription Drug is otherwise Covered under the terms of this Certificate. 


L. Medicare or Other Governmental Program. 
We do not Cover services if benefits are provided for such services under the federal 
Medicare program or other governmental program (except Medicaid). 


M. Military Service. 
We do not Cover an illness, treatment or medical condition due to service in the Armed 
Forces or auxiliary units. 


N. No-Fault Automobile Insurance. 
We do not Cover any benefits to the extent provided for any loss or portion thereof for 
which mandatory automobile no-fault benefits are recovered or recoverable. This 
exclusion applies even if You do not make a proper or timely claim for the benefits 
available to You under a mandatory no-fault policy. 


0. Services Not Listed. 
We do not Cover services that are not listed in this Certificate as being Covered. 


P. Services Provided by a Family Member. 
We do not Cover services performed by a member of the covered person's immediate 
family. "Immediate family" shall mean a child, spouse, mother, father, sister or brother of 
You or Your Spouse. 


Q. Services Separately Billed by Hospital Employees. 
We do not Cover services rendered and separately billed by employees of Hospitals, 
laboratories or other institutions. 


R. Services with No Charge. 
We do not Cover services for which no charge is normally made. 


S. Vision Services. 
We do not Cover the examination or fitting of eyeglasses or contact lenses. 


T. War. 
We do not Cover an illness, treatment or medical condition due to war, declared or 
undeclared. 


U. Workers' Compensation. 
We do not Cover services if benefits for such services are provided under any state or 
federal Workers' Compensation, employers' liability or occupational disease law. 
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SECTION XV 


Claim Determinations 


A. Claims. 
A claim is a request that benefits or services be provided or paid according to the terms 
of this Certificate. When You receive services from a Participating Provider, You will not 
need to submit a claim form. However, if You receive services from a Non-Participating 
Provider either You or the Provider must file a claim form with Us. If the Non
Participating Provider is not willing to file the claim form, You will need to file it with Us. 
See the Coordination of Benefits section of this Certificate for information on how We 
coordinate benefit payments when You also have group health coverage with another 
plan. 


B. Notice of Claim. 
Claims for services must include all information designated by Us as necessary to 
process the claim, including, but not limited to: Member identification number; name; 
date of birth; date of service; type of service; the charge for each service; procedure 
code for the service as applicable; diagnosis code; name and address of the Provider 
making the charge; and supporting medical records, when necessary. A claim that fails 
to contain all necessary information will not be accepted and must be resubmitted with 
all necessary information. Claim forms are available from Us by calling the number on 
Your ID card or visiting Our website at www.cdphp.com. Completed claim forms should 
be sent to the address in the How Your Coverage Works section of this Certificate. You 
may also submit a claim to Us electronically by sending it to the e-mail address in the 
How Your Coverage Works section of this Certificate or visiting Our website at 
www.cdphp.com. 


C. Timeframe for Filing Claims. 
Claims for services must be submitted to Us for payment within 120 days after You 
receive the services for which payment is being requested. If it is not reasonably 
possible to submit a claim within the 120-day period, You must submit it as soon as 
reasonably possible. 


D. Claims for Prohibited Referrals. 
We are not required to pay any claim, bill or other demand or request by a Provider for 
clinical laboratory services, pharmacy services, radiation therapy services, physical 
therapy services or x-ray or imaging services furnished pursuant to a referral prohibited 
by Section 238-a(1) of the New York Public Health Law. 


E. Claim Determinations. 
Our claim determination procedure applies to all claims that do not relate to a medical 
necessity or experimental or investigational determination. For example, Our claim 
determination procedure applies to contractual benefit denials. If You disagree with Our 
claim determination, You may submit a Grievance pursuant to the Grievance 
Procedures section of this Certificate. 
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For a description of the Utilization Review procedures and Appeal process for medical 
necessity or experimental or investigational determinations, see the Utilization Review 
and External Appeal sections of this Certificate. 


F. Pre-Service Claim Determinations. 
1. A pre-service claim is a request that a service or treatment be approved before 


it has been received. If We have all the information necessary to make a 
determination regarding a pre-service claim (e.g., a covered benefit 
determination), We will make a determination and provide notice to You (or Your 
designee) within 15 days from receipt of the claim. 


If We need additional information, We will request it within 15 days from receipt 
of the claim. You will have 45 calendar days to submit the information. If We 
receive the information within 45 days, We will make a determination and provide 
notice to You (or Your designee) in writing, within 15 days of Our receipt of the 
information. If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the end of the 45-day period. 


2. Urgent Pre-Service Reviews. With respect to urgent pre-service requests, if 
We have all information necessary to make a determination, We will make a 
determination and provide notice to You (or Your designee) by telephone, within 
72 hours of receipt of the request. Written notice will follow within three (3) 
calendar days of the decision. If We need additional information, We will request 
it within 24 hours. You will then have 48 hours to submit the information. We will 
make a determination and provide notice to You (or Your designee) by telephone 
within 48 hours of the earlier of Our receipt of the information or the end of the 
48-hour period. Written notice will follow within three (3) calendar days of the 
decision. 


G. Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already 
received. If We have all information necessary to make a determination regarding a 
post-service claim, We will make a determination and notify You (or Your designee) 
within 30 calendar days of the receipt of the claim. If We need additional information, 
We will request it within 30 calendar days. You will then have 45 calendar days to 
provide the information. We will make a determination and provide notice to You (or 
Your designee) in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 


H. Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 
days of receipt of the claim (when submitted through the internet or e-mail) and 45 days 
of receipt of the claim (when submitted through other means, including paper or fax). If 
We request additional information, We will pay the claim within 30 days (for claims 
submitted through the internet or e-mail) or 45 days (for claims submitted through other 
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means, including paper or fax) of receipt of the information. 
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SECTION XVI 


Grievance Procedures 


A. Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or 
experimental or investigational determination by Us. For example, it applies to 
contractual benefit denials or issues or concerns You have regarding Our administrative 
policies or access to Providers. 


B. Filing a Grievance. 
You can contact Us by phone at the number on Your ID card, in person, or in writing to 
file a Grievance. You must use Our Grievance form for written Grievances. You may 
submit an oral Grievance in connection with a denial of a Referral or a covered benefit 
determination. We may require that You sign a written acknowledgement of Your oral 
Grievance, prepared by Us. You or Your designee has up to 180 calendar days from 
when You received the decision You are asking Us to review to file the Grievance. 


When We receive Your Grievance, We will mail an acknowledgment letter within 15 
business days. The acknowledgment letter will include the name, address, and 
telephone number of the person handling Your Grievance, and indicate what additional 
information, if any, must be provided. 


We keep all requests and discussions confidential and We will take no discriminatory 
action because of Your issue. We have a process for both standard and expedited 
Grievances, depending on the nature of Your inquiry. 


C. Grievance Determination. 
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, 
certified or registered Health Care Professional will look into it. We will decide the 
Grievance and notify You within the following timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment 
that has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 
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By phone, within the earlier of 48 hours of 
receipt of all necessary information or 72 
hours of receipt of Your Grievance. Written 
notice will be provided within 72 hours of 
receipt of Your Grievance. 


In writing, within 15 calendar days of 
receipt of Your Grievance. 


In writing, within 30 calendar days of 
receipt of Your Grievance. 
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All Other Grievances: 
(That are not in relation to a claim or 
request for a service or treatment.) 


D. Grievance Appeals. 


In writing, within 45 calendar days of 
receipt of all necessary information but no 
more than 60 calendar days of receipt of 
Your Grievance. 


If You are not satisfied with the resolution of Your Grievance, You or Your designee 
may file an Appeal by phone at the number on Your ID card, in person, or in writing. 
You have up to 60 business days from receipt of the Grievance determination to file an 
Appeal. 


When We receive Your Appeal, We will mail an acknowledgment letter within 15 
business days. The acknowledgement letter will include the name, address, and 
telephone number of the person handling Your Appeal and indicate what additional 
information, if any, must be provided. 


One or more qualified personnel at a higher level than the personnel that rendered the 
Grievance determination will review it, or if it is a clinical matter, a clinical peer reviewer 
will look into it. We will decide the Appeal and notify You in writing within the following 
timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment that 
has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 


All Other Grievances: (That are not in 
relation to a claim or request for a service 
or treatment.) 


E. Assistance. 


The earlier of two (2) business days of 
receipt of all necessary information or 72 
hours of receipt of Your Appeal. 


15 calendar days of receipt of Your 
Appeal. 


30 calendar days of receipt of Your 
Appeal. 


30 business days of receipt of all 
necessary information to make a 
determination. 


If You remain dissatisfied with Our Appeal determination, or at any other time You are 
dissatisfied, You may: 


Call the New York State Department of Financial Services at 1-800-342-3736 or 
write them at: 
New York State Department of Financial Services 
Consumer Assistance Unit 
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One Commerce Plaza 
Albany, NY 12257 
Website: www.dfs.ny.gov 


If You need assistance filing a Grievance or Appeal, You may also contact the state 
independent Consumer Assistance Program at: 
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www .communityhealthadvocatcs.org 
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SECTION XVII 


Utilization Review 


A. Utilization Review. 
We review health services to determine whether the services are or were Medically 
Necessary or experimental or investigational ("Medically Necessary"). This process is 
called Utilization Review. Utilization Review includes all review activities, whether they 
take place prior to the service being performed (Preauthorization); when the service is 
being performed (concurrent); or after the service is performed (retrospective). If You 
have any questions about the Utilization Review process, please call the number on 
Your ID card. The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 


All determinations that services are not Medically Necessary will be made by: 1) 
licensed Physicians; or 2) licensed, certified, registered or credentialed Health Care 
Professionals who are in the same profession and same or similar specialty as the 
Provider who typically manages Your medical condition or disease or provides the 
health care service under review; or 3) with respect to substance use disorder 
treatment, licensed Physicians or licensed, certified, registered or credentialed Health 
Care Professionals who specialize in behavioral health and have experience in the 
delivery of substance use disorder courses of treatment. We do not compensate or 
provide financial incentives to Our employees or reviewers for determining that services 
are not Medically Necessary. We have developed guidelines and protocols to assist Us 
in this process. For substance use disorder treatment, We will use evidence-based and 
peer reviewed clinical review tools designated by OASAS that are appropriate to the 
age of the patient. Specific guidelines and protocols are available for Your review upon 
request. For more information, call the number on Your ID card or visit Our website at 
www.cdphp.com. 


B. Preauthorization Reviews. 
1. Non-Urgent Preauthorization Reviews. If We have all the information 


necessary to make a determination regarding a Preauthorization review, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of receipt of 
the request. 


If We need additional information, We will request it within three (3) business 
days. You or Your Provider will then have 45 calendar days to submit the 
information. If We receive the requested information within 45 days, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information. If all necessary information is not received within 45 
days, We will make a determination within 15 calendar days of the end of the 45-
day period. 
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2. Urgent Preauthorization Reviews. With respect to urgent Preauthorization 
requests, if We have all information necessary to make a determination, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone, within 72 hours of receipt of the request. Written notice 
will be provided within three (3) business days of receipt of the request. If We 
need additional information, We will request it within 24 hours. You or Your 
Provider will then have 48 hours to submit the information. We will make a 
determination and provide notice to You (or Your designee) and Your Provider by 
telephone and in writing within 48 hours of the earlier of Our receipt of the 
information or the end of the 48 hour period. 


3. Court Ordered Treatment. With respect to requests for mental health and/or 
substance use disorder services that have not yet been provided, if You (or Your 
designee) certify, in a format prescribed by the Superintendent of Financial 
Services, that You will be appearing, or have appeared, before a court of 
competent jurisdiction and may be subject to a court order requiring such 
services, We will make a determination and provide notice to You (or Your 
designee) and Your Provider by telephone within 72 hours of receipt of the 
request. Written notification will be provided within three (3) business days of Our 
receipt of the request. Where feasible, the telephonic and written notification will 
also be provided to the court. 


C. Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services 


during the course of care (concurrent reviews) will be made, and notice provided 
to You (or Your designee) and Your Provider, by telephone and in writing, within 
one (1) business day of receipt of all necessary information. If We need 
additional information, We will request it within one (1) business day. You or Your 
Provider will then have 45 calendar days to submit the information. We will make 
a determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of Our receipt of the 
information or, if We do not receive the information, within 15 calendar days of 
the end of the 45-day period. 


2. Urgent Concurrent Reviews. For concurrent reviews that involve an extension 
of urgent care, if the request for coverage is made at least 24 hours prior to the 
expiration of a previously approved treatment, We will make a determination and 
provide notice to You (or Your designee) and Your Provider by telephone within 
24 hours of receipt of the request. Written notice will be provided within one (1) 
business day of receipt of the request. 


If the request for coverage is not made at least 24 hours prior to the expiration of 
a previously approved treatment and We have all the information necessary to 
make a determination, We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of 72 hours or one 
(1) business day of receipt of the request. If We need additional information, We 
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will request it within 24 hours. You or Your Provider will then have 48 hours to 
submit the information. We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of one (1) 
business day or 48 hours of Our receipt of the information or, if we do not receive 
the information, within 48 hours of the end of the 48-hour period. 


3. Home Health Care Reviews. After receiving a request for coverage of home 
care services following an inpatient Hospital admission, We will make a 
determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of receipt of the 
necessary information. If the day following the request falls on a weekend or 
holiday, We will make a determination and provide notice to You (or Your 
designee) and Your Provider within 72 hours of receipt of the necessary 
information. When We receive a request for home care services and all 
necessary information prior to Your discharge from an inpatient hospital 
admission, We will not deny coverage for home care services while Our decision 
on the request is pending. 


4. Inpatient Substance Use Disorder Treatment Reviews. If a request for 
inpatient substance use disorder treatment is submitted to Us at least 24 hours 
prior to discharge from an inpatient substance use disorder treatment admission, 
We will make a determination within 24 hours of receipt of the request and We 
will provide coverage for the inpatient substance use disorder treatment while 
Our determination is pending. 


5. Inpatient Substance Use Disorder Treatment at Participating OASAS
Certified Facilities. Coverage for inpatient substance use disorder treatment at 
a participating OASAS-certified Facility is not subject to Preauthorization. 
Coverage will not be subject to concurrent review for the first 14 days of the 
inpatient admission if the OASAS-certified Facility notifies Us of both the 
admission and the initial treatment plan within 48 hours of the admission. After 
the first 14 days of the inpatient admission, We may review the entire stay to 
determine whether it is Medically Necessary and We will use clinical review tools 
designated by OASAS. If any portion of the stay is denied as not Medically 
Necessary, You are only responsible for the in-network Cost-Sharing that would 
otherwise apply to Your inpatient admission. 


D. Retrospective Reviews. 
If We have all information necessary to make a determination regarding a retrospective 
claim, We will make a determination and notify You and Your Provider within 30 
calendar days of the receipt of the request. If We need additional information, We will 
request it within 30 calendar days. You or Your Provider will then have 45 calendar days 
to provide the information. We will make a determination and provide notice to You and 
Your Provider in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 
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Once We have all the information to make a decision, Our failure to make a Utilization 
Review determination within the applicable time frames set forth above will be deemed 
an adverse determination subject to an internal Appeal. 


E. Retrospective Review of Preauthorized Services. 
We may only reverse a preauthorized treatment, service or procedure on retrospective 
review when: 


• The relevant medical information presented to Us upon retrospective review is 
materially different from the information presented during the Preauthorization 
review; 


• The relevant medical information presented to Us upon retrospective review 
existed at the time of the Preauthorization but was withheld or not made available 
to Us; 


• We were not aware of the existence of such information at the time of the 
Preauthorization review; and 


• Had We been aware of such information, the treatment, service or procedure 
being requested would not have been authorized. The determination is made 
using the same specific standards, criteria or procedures as used during the 
Preauthorization review. 


F. Step Therapy Override Determinations. 
You, Your designee, or Your Health Care Professional may request a step therapy 
protocol override determination for Coverage of a Prescription Drug selected by Your 
Health Care Professional. When conducting Utilization Review for a step therapy 
protocol override determination, We will use recognized evidence-based and peer 
reviewed clinical review criteria that is appropriate for You and Your medical condition. 


1. Supporting Rationale and Documentation. A step therapy protocol override 
determination request must include supporting rationale and documentation from 
a Health Care Professional, demonstrating that: 
• The required Prescription Drug(s) is contraindicated or will likely cause an 


adverse reaction or physical or mental harm to You; 
• The required Prescription Drug(s) is expected to be ineffective based on Your 


known clinical history, condition, and Prescription Drug regimen; 
• You have tried the required Prescription Drug(s) while covered by Us or under 


Your previous health insurance coverage, or another Prescription Drug in the 
same pharmacologic class or with the same mechanism of action, and that 
Prescription Drug(s) was discontinued due to lack of efficacy or effectiveness, 
diminished effect, or an adverse event; 


• You are stable on a Prescription Drug(s) selected by Your Health Care 
Professional for Your medical condition, provided this does not prevent Us 
from requiring You to try an AB-rated generic equivalent; or 


• The required Prescription Drug(s) is not in Your best interest because it will 
likely cause a significant barrier to Your adherence to or compliance with Your 
plan of care, will likely worsen a comorbid condition, or will likely decrease 


Form #02-0001-2018 EPOLGEMBED18 
67 







Your ability to achieve or maintain reasonable functional ability in performing 
daily activities. 


2. Standard Review. We will make a step therapy protocol override determination 
and provide notification to You (or Your designee) and where appropriate, Your 
Health Care Professional, within 72 hours of receipt of the supporting rationale 
and documentation. 


3. Expedited Review. If You have a medical condition that places Your health in 
serious jeopardy without the Prescription Drug prescribed by Your Health Care 
Professional, We will make a step therapy protocol override determination and 
provide notification to You (or Your designee) and Your Health Care Professional 
within 24 hours of receipt of the supporting rationale and documentation. 


If the required supporting rationale and documentation are not submitted with a step 
therapy protocol override determination request, We will request the information within 
72 hours for Preauthorization and retrospective reviews, the lesser of 72 hours or one 
(1) business day for concurrent reviews, and 24 hours for expedited reviews. You or 
Your Health Care Professional will have 45 calendar days to submit the information for 
Preauthorization, concurrent and retrospective reviews, and 48 hours for expedited 
reviews. For Preauthorization reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For concurrent reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 72 hours or one ( 1) business day of Our receipt of the 
information or 15 calendar days of the end of the 45-day period if the information is not 
received. For retrospective reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For expedited reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 24 hours of Our receipt of the information or 48 hours 
of the end of the 48-hour period if the information is not received. 


If We do not make a determination within 72 hours (or 24 hours for expedited reviews) 
of receipt of the supporting rationale and documentation, the step therapy protocol 
override request will be approved. 


If We determine that the step therapy protocol should be overridden, We will authorize 
immediate coverage for the Prescription Drug prescribed by Your treating Health Care 
Professional. An adverse step therapy override determination is eligible for an Appeal. 


G. Reconsideration. 
If We did not attempt to consult with Your Provider who recommended the Covered 
Service before making an adverse determination, the Provider may request 
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reconsideration by the same clinical peer reviewer who made the adverse determination 
or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable. 
For Preauthorization and concurrent reviews, the reconsideration will take place within 
one (1) business day of the request for reconsideration. If the adverse determination is 
upheld, a notice of adverse determination will be given to You and Your Provider, by 
telephone and in writing. 


H. Utilization Review Internal Appeals. 
You, Your designee, and, in retrospective review cases, Your Provider, may request an 
internal Appeal of an adverse determination, either by phone, in person, or in writing. 


You have up to 180 calendar days after You receive notice of the adverse determination 
to file an Appeal. We will acknowledge Your request for an internal Appeal within 15 
calendar days of receipt. This acknowledgment will if necessary, inform You of any 
additional information needed before a decision can be made. The Appeal will be 
decided by a clinical peer reviewer who is not subordinate to the clinical peer reviewer 
who made the initial adverse determination and who is 1) a Physician or 2) a Health 
Care Professional in the same or similar specialty as the Provider who typically 
manages the disease or condition at issue. 


1. Out-of-Network Service Denial. You also have the right to Appeal the denial of 
a Preauthorization request for an out-of-network health service when We 
determine that the out-of-network health service is not materially different from an 
available in-network health service. A denial of an out-of-network health service 
is a service provided by a Non-Participating Provider, but only when the service 
is not available from a Participating Provider. For a Utilization Review Appeal of 
denial of an out-of-network health service, You or Your designee must submit: 
• A written statement from Your attending Physician, who must be a licensed, 


board-certified or board-eligible Physician qualified to practice in the specialty 
area of practice appropriate to treat Your condition, that the requested out-of
network health service is materially different from the alternate health service 
available from a Participating Provider that We approved to treat Your 
condition; and 


• Two (2) documents from the available medical and scientific evidence that the 
out-of-network service: 1) is likely to be more clinically beneficial to You than 
the alternate in-network service; and 2) that the adverse risk of the out-of
network service would likely not be substantially increased over the in
network health service. 


2. Out-of-Network Authorization Denial. You also have the right to Appeal the 
denial of a request for an authorization to a Non-Participating Provider when We 
determine that We have a Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide the 
requested health care service. For a Utilization Review Appeal of an out-of
network authorization denial, You or Your designee must submit a written 
statement from Your attending Physician, who must be a licensed, board-certified 
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or board-eligible Physician qualified to practice in the specialty area of practice 
appropriate to treat Your condition: 
• That the Participating Provider recommended by Us does not have the 


appropriate training and experience to meet Your particular health care needs 
for the health care service; and 


• Recommending a Non-Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide 
the requested health care service. 


I. First Level Appeal. 
1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 


We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. An Appeal of a review of continued or extended health care 
services, additional services rendered in the course of continued treatment, 
home health care services following discharge from an inpatient Hospital 
admission, services in which a Provider requests an immediate review, mental 
health and/or substance use disorder services that may be subject to a court 
order, or any other urgent matter will be handled on an expedited basis. An 
expedited Appeal is not available for retrospective reviews. For an expedited 
Appeal, Your Provider will have reasonable access to the clinical peer reviewer 
assigned to the Appeal within one (1) business day of receipt of the request for 
an Appeal. Your Provider and a clinical peer reviewer may exchange information 
by telephone or fax. An expedited Appeal will be determined within the earlier of 
72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination 
will be provided to You (or Your designee) within 24 hours after the determination 
is made, but no later than 72 hours after receipt of the Appeal request. 


If You are not satisfied with the resolution of Your expedited Appeal, You may file 
a standard internal Appeal or an external appeal. 


Our failure to render a determination of Your Appeal within 60 calendar days of 
receipt of the necessary information for a standard Appeal or within two (2) 
business days of receipt of the necessary information for an expedited Appeal 
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will be deemed a reversal of the initial adverse determination. 


4. Substance Use Appeal. If We deny a request for inpatient substance use 
disorder treatment that was submitted at least 24 hours prior to discharge from 
an inpatient admission, and You or Your Provider file an expedited internal 
Appeal of Our adverse determination, We will decide the Appeal within 24 hours 
of receipt of the Appeal request. If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of 
Our adverse determination, We will also provide coverage for the inpatient 
substance use disorder treatment while a determination on the internal Appeal 
and external appeal is pending. 


J. Second Level Appeal. 
If You disagree with the first level Appeal determination, You or Your designee can file a 
second level Appeal. You or Your designee can also file an external appeal. The four 
(4) month timeframe for filing an external appeal begins on receipt of the final 
adverse determination on the first level of Appeal. By choosing to file a second 
level Appeal, the time may expire for You to file an external appeal. 


A second level Appeal must be filed within 45 days of receipt of the final adverse 
determination on the first level Appeal. We will acknowledge Your request for an internal 
Appeal within 15 calendar days of receipt. This acknowledgment will inform You, if 
necessary, of any additional information needed before a decision can be made. 


1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 
We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. If Your Appeal relates to an urgent matter, We will decide 
the Appeal and provide written notice of the determination to You (or Your 
designee), and where appropriate, Your Provider, within 72 hours of receipt of 
the Appeal request. 


K. Appeal Assistance. 
If You need Assistance filing an Appeal, You may contact the state independent 
Consumer Assistance Program at: 
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Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVIII 


External Appeal 


A. Your Right to an External Appeal. 
In some cases, You have a right to an external appeal of a denial of coverage. If We 
have denied coverage on the basis that a service is not Medically Necessary (including 
appropriateness, health care setting, level of care or effectiveness of a Covered 
benefit); or is an experimental or investigational treatment (including clinical trials and 
treatments for rare diseases); or is an out-of-network treatment, You or Your 
representative may appeal that decision to an External Appeal Agent, an independent 
third party certified by the State to conduct these appeals. 


In order for You to be eligible for an external appeal You must meet the following two (2) 
requirements: 


• The service, procedure, or treatment must otherwise be a Covered Service under 
this Certificate; and 


• In general, You must have received a final adverse determination through the 
first level of Our internal Appeal process. But, You can file an external appeal 
even though You have not received a final adverse determination through the 
first level of Our internal Appeal process if: 


o We agree in writing to waive the internal Appeal. We are not required to 
agree to Your request to waive the internal Appeal; or 


o You file an external appeal at the same time as You apply for an 
expedited internal Appeal; or 


o We fail to adhere to Utilization Review claim processing requirements 
(other than a minor violation that is not likely to cause prejudice or harm to 
You, and We demonstrate that the violation was for good cause or due to 
matters beyond Our control and the violation occurred during an ongoing, 
good faith exchange of information between You and Us). 


8. Your Right to Appeal a Determination that a Service is Not Medically 
Necessary. 
If We have denied coverage on the basis that the service is not Medically Necessary, 
You may appeal to an External Appeal Agent if You meet the requirements for an 
external appeal in paragraph "A" above. 


C. Your Right to Appeal a Determination that a Service is Experimental or 
lnvestigational. 
If We have denied coverage on the basis that the service is an experimental or 
investigational treatment (including clinical trials and treatments for rare diseases), You 
must satisfy the two (2) requirements for an external appeal in paragraph "A" above and 
Your attending Physician must certify that Your condition or disease is one for which: 


1. Standard health services are ineffective or medically inappropriate; or 
2. There does not exist a more beneficial standard service or procedure Covered by 


Us; or 
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3. There exists a clinical trial or rare disease treatment (as defined by law). 


In addition, Your attending Physician must have recommended one (1) of the following: 
1. A service, procedure or treatment that two (2) documents from available medical 


and scientific evidence indicate is likely to be more beneficial to You than any 
standard Covered Service (only certain documents will be considered in support 
of this recommendation - Your attending Physician should contact the State for 
current information as to what documents will be considered or acceptable); or 


2. A clinical trial for which You are eligible (only certain clinical trials can be 
considered); or 


3. A rare disease treatment for which Your attending Physician certifies that there is 
no standard treatment that is likely to be more clinically beneficial to You than the 
requested service, the requested service is likely to benefit You in the treatment 
of Your rare disease, and such benefit outweighs the risk of the service. In 
addition, Your attending Physician must certify that Your condition is a rare 
disease that is currently or was previously subject to a research study by the 
National Institutes of Health Rare Disease Clinical Research Network or that it 
affects fewer than 200,000 U.S. residents per year. 


For purposes of this section, Your attending Physician must be a licensed, board
certified or board eligible Physician qualified to practice in the area appropriate to treat 
Your condition or disease. In addition, for a rare disease treatment, the attending 
Physician may not be Your treating Physician. 


D. Your Right to Appeal a Determination that a Service is Out-of-Network. 
If We have denied coverage of an out-of-network treatment because it is not materially 
different than the health service available in-network, You may appeal to an External 
Appeal Agent if You meet the two (2) requirements for an external appeal in paragraph 
"A" above, and You have requested Preauthorization for the out-of-network treatment. 


In addition, Your attending Physician must certify that the out-of-network service is 
materially different from the alternate recommended in-network health service, and 
based on two (2) documents from available medical and scientific evidence, is likely to 
be more clinically beneficial than the alternate in-network treatment and that the 
adverse risk of the requested health service would likely not be substantially increased 
over the alternate in-network health service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


E. Your Right to Appeal an Out-of-Network Authorization Denial to a Non
Participating Provider. 
If We have denied coverage of a request for an authorization to a Non-Participating 
Provider because We determine We have a Participating Provider with the appropriate 
training and experience to meet Your particular health care needs who is able to provide 
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the requested health care service, You may appeal to an External Appeal Agent if You 
meet the two (2) requirements for an external appeal in paragraph "A" above. 


In addition, Your attending Physician must: 1) certify that the Participating Provider 
recommended by Us does not have the appropriate training and experience to meet 
Your particular health care needs; and 2) recommend a Non-Participating Provider with 
the appropriate training and experience to meet Your particular health care needs who 
is able to provide the requested health care service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


F. Your Right to Appeal a Formulary Exception Denial. 
If We have denied Your request for coverage of a non-formulary Prescription Drug 
through Our formulary exception process, You, Your designee or the prescribing Health 
Care Professional may appeal the formulary exception denial to an External Appeal 
Agent. See Your Prescription Drug Coverage Rider, if applicable, for more information 
on the formulary exception process. 


G. The External Appeal Process. 
You have four (4) months from receipt of a final adverse determination or from receipt of 
a waiver of the internal Appeal process to file a written request for an external appeal. If 
You are filing an external appeal based on Our failure to adhere to claim processing 
requirements, You have four (4) months from such failure to file a written request for an 
external appeal. 


We will provide an external appeal application with the final adverse determination 
issued through the first level of Our internal Appeal process or Our written waiver of an 
internal Appeal. You may also request an external appeal application from the New 
York State Department of Financial Services at 1-800-400-8882. Submit the completed 
application to the Department of Financial Services at the address indicated on the 
application. If You meet the criteria for an external appeal, the State will forward the 
request to a certified External Appeal Agent. 


You can submit additional documentation with Your external appeal request. If the 
External Appeal Agent determines that the information You submit represents a material 
change from the information on which We based Our denial, the External Appeal Agent 
will share this information with Us in order for Us to exercise Our right to reconsider Our 
decision. If We choose to exercise this right, We will have three (3) business days to 
amend or confirm Our decision. Please note that in the case of an expedited external 
appeal (described below), We do not have a right to reconsider Our decision. 


In general, the External Appeal Agent must make a decision within 30 days of receipt of 
Your completed application. The External Appeal Agent may request additional 
information from You, Your Physician, or Us. If the External Appeal Agent requests 
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additional information, it will have five (5) additional business days to make its decision. 
The External Appeal Agent must notify You in writing of its decision within two (2) 
business days. 


If Your attending Physician certifies that a delay in providing the service that has been 
denied poses an imminent or serious threat to Your health; or if Your attending 
Physician certifies that the standard external appeal time frame would seriously 
jeopardize Your life, health or ability to regain maximum function; or if You received 
Emergency Services and have not been discharged from a Facility and the denial 
concerns an admission, availability of care or continued stay, You may request an 
expedited external appeal. In that case, the External Appeal Agent must make a 
decision within 72 hours of receipt of Your completed application. Immediately after 
reaching a decision, the External Appeal Agent must notify You and Us by telephone or 
facsimile of that decision. The External Appeal Agent must also notify You in writing of 
its decision. 


If Your internal formulary exception request received a standard review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 72 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You are 
taking the Prescription Drug, including any refills. 


If Your internal formulary exception request received an expedited review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 24 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You 
suffer from the health condition that may seriously jeopardize Your health, life or ability 
to regain maximum function or for the duration of Your current course of treatment using 
the non-formulary Prescription Drug. 


If the External Appeal Agent overturns Our decision that a service is not Medically 
Necessary or approves coverage of an experimental or investigational treatment or an 
out-of-network treatment, We will provide coverage subject to the other terms and 
conditions of this Certificate. Please note that if the External Appeal Agent approves 
coverage of an experimental or investigational treatment that is part of a clinical trial, 
We will only Cover the cost of services required to provide treatment to You according 
to the design of the trial. We will not be responsible for the costs of investigational drugs 
or devices, the costs of non-health care services, the costs of managing the research, 
or costs that would not be Covered under this Certificate for non-investigational 
treatments provided in the clinical trial. 


The External Appeal Agent's decision is binding on both You and Us. The External 
Appeal Agent's decision is admissible in any court proceeding. 
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H. Your Responsibilities. 
It is Your responsibility to start the external appeal process. You may start the 
external appeal process by filing a completed application with the New York State 
Department of Financial Services. You may appoint a representative to assist You with 
Your application; however, the Department of Financial Services may contact You and 
request that You confirm in writing that You have appointed the representative. 


Under New York State law, Your completed request for external appeal must be 
filed within four (4) months of either the date upon which You receive a final 
adverse determination, or the date upon which You receive a written waiver of 
any internal Appeal, or Our failure to adhere to claim processing requirements. 
We have no authority to extend this deadline. 
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SECTION XIX 


Coordination of Benefits 


This section applies when You also have group health coverage with another plan. 
When You receive a Covered Service, We will coordinate benefit payments with any 
payment made by another plan. The primary plan will pay its full benefits and the other 
plan may pay secondary benefits, if necessary, to cover some or all of the remaining 
expenses. This coordination prevents duplicate payments and overpayments. We do 
not coordinate benefit payments for vision benefits. 


A. Definitions. 
1. "Allowable expense" is the necessary, reasonable, and customary item of 


expense for health care, when the item is covered at least in part under any of 
the plans involved, except where a statute requires a different definition. When a 
plan provides benefits in the form of services, the reasonable cash value of each 
service will be considered as both an allowable expense and a benefit paid. 


2. "Plan" is other group health coverage with which We will coordinate benefits. 
The term "plan" includes: 


• Group health benefits and group blanket or group remittance health 
benefits coverage, whether insured, self-insured, or self-funded. This 
includes group HMO and other prepaid group coverage, but does not 
include blanket school accident coverage or coverages issued to a 
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the 
school or organization pays the premiums. 


• Medical benefits coverage, in group and individual automobile "no-fault" 
and traditional liability "fault" type contracts. 


• Hospital, medical, and surgical benefits coverage of Medicare or a 
governmental plan offered, required, or provided by law, except Medicaid 
or any other plan whose benefits are by law excess to any private 
insurance coverage. 


3. "Primary plan" is one whose benefits must be determined without taking the 
existence of any other plan into consideration. A plan is primary if either: 1) the 
plan has no order of benefits rules or its rules differ from those required by 
regulation; or 2) all plans which cover the person use the order of benefits rules 
required by regulation and under those rules the plan determines its benefits first. 
More than one plan may be a primary plan (for example, two plans which have 
no order of benefit determination rules). 


4. "Secondary plan" is one which is not a primary plan. If a person is covered by 
more than one secondary plan, the order of benefit determination rules decide 
the order in which their benefits are determined in relation to each other. 


B. Rules to Determine Order of Payment. 
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The first of the rules listed below in paragraphs 1-6 that applies will determine which 
plan will be primary: 


1. If the other plan does not have a provision similar to this one, then the other plan 
will be primary. 


2. If the person receiving benefits is the Subscriber and is only covered as a 
Dependent under the other plan, this Certificate will be primary. 


3. If a child is covered under the plans of both parents and the parents are not 
separated or divorced, the plan of the parent whose birthday falls earlier in the 
year will be primary. If both parents have the same birthday, the plan which 
covered the parent longer will be primary. To determine whose birthday falls 
earlier in the year, only the month and day are considered. However, if the other 
plan does not have this birthday rule, but instead has a rule based on the sex of 
the parent and as a result the plans do not agree on which is primary, then the 
rule in the other plan will determine which plan is primary. 


4. If a child is covered by both parents' plans, the parents are separated or 
divorced, and there is no court decree between the parents that establishes 
financial responsibility for the child's health care expenses: 


• The plan of the parent who has custody will be primary; 
• If the parent with custody has remarried, and the child is also covered as a 


child under the step-parent's plan, the plan of the parent with custody will 
pay first, the step-parent's plan will pay second, and the plan of the parent 
without custody will pay third; and 


• If a court decree between the parents says which parent is responsible for 
the child's health care expenses, then that parent's plan will be primary if 
that plan has actual knowledge of the decree. 


5. If the person receiving services is covered under one plan as an active employee 
or member (i.e., not laid-off or retired), or as the spouse or child of such an active 
employee, and is also covered under another plan as a laid-off or retired 
employee or as the spouse or child of such a laid-off or retired employee, the 
plan that covers such person as an active employee or spouse or child of an 
active employee will be primary. If the other plan does not have this rule, and as 
a result the plans do not agree on which will be primary, this rule will be ignored. 


6. If none of the above rules determine which plan is primary, the plan that covered 
the person receiving services longer will be primary. 


C. Effects of Coordination. 
When this plan is secondary, its benefits will be reduced so that the total benefits paid 
by the primary plan and this plan during a claim determination period will not exceed 
Our maximum available benefit for each Covered Service. Also, the amount We pay will 
not be more than the amount We would pay if We were primary. As each claim is 
submitted, We will determine Our obligation to pay for allowable expenses based upon 
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all claims that have been submitted up to that point in time during the claim 
determination period. 


D. Right to Receive and Release Necessary Information. 
We may release or receive information that We need to coordinate benefits. We do not 
need to tell anyone or receive consent to do this. We are not responsible to anyone for 
releasing or obtaining this information. You must give Us any needed information for 
coordination purposes, in the time frame requested. 


E. Our Right to Recover Overpayment. 
If We made a payment as a primary plan, You agree to pay Us any amount by which 
We should have reduced Our payment. Also, We may recover any overpayment from 
the primary plan or the Provider receiving payment and You agree to sign all documents 
necessary to help Us recover any overpayment. 


F. Coordination with "Always Excess," "Always Secondary," or "Non
complying" Plans. 
Except as described below, We will coordinate benefits with plans, whether insured or 
self-insured, that provide benefits that are stated to be always excess or always 
secondary or use order of benefit determination rules that are inconsistent with the rules 
described above in the following manner: 


1. If this Certificate is primary, as defined in this section, We will pay benefits first. 


2. If this Certificate is secondary, as defined in this section, We will pay only the 
amount We would pay as the secondary insurer. 


3. If We request information from a non-complying plan and do not receive it within 
30 days, We will calculate the amount We should pay on the assumption that the 
non-complying plan and this Certificate provide identical benefits. When the 
information is received, We will make any necessary adjustments. 


If a blanket accident insurance policy issued in accordance with Section 1015.11 of the 
General Business Law contains a provision that its benefits are excess or always 
secondary, then this Certificate is primary. 
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SECTION XX 


Termination of Coverage 


Coverage under this Certificate will automatically be terminated on the first of the 
following to apply: 


1. The Group and/or Subscriber has failed to pay Premiums within 30 days of when 
Premiums are due. Coverage will terminate as of the last day for which 
Premiums were paid. 


2. The end of the month in which the Subscriber ceases to meet the eligibility 
requirements as defined by the Group. 


3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has 
coverage for Dependents. If the Subscriber has coverage for Dependents, then 
coverage will terminate as of the last day of the month for which the Premium 
had been paid. 


4. For Spouses in cases of divorce, the date of the divorce. 


5. For Children, until the end of the month in which the Child turns 26 years of age. 


6. For all other Dependents, the end of the month in which the Dependent ceases 
to be eligible. 


7. The end of the month during which the Group or Subscriber provides written 
notice to Us requesting termination of coverage, or on such later date requested 
for such termination by the notice. 


8. If the Subscriber or the Subscriber's Dependent has performed an act that 
constitutes fraud or the Subscriber has made an intentional misrepresentation of 
material fact in writing on his or her enrollment application, or in order to obtain 
coverage for a service, coverage will terminate immediately upon written notice 
of termination delivered by Us to the Subscriber and/or the Subscriber's 
Dependent, as applicable. However, if the Subscriber makes an intentional 
misrepresentation of material fact in writing on his or her enrollment application, 
We will rescind coverage if the facts misrepresented would have led Us to refuse 
to issue the coverage. Rescission means that the termination of Your coverage 
will have a retroactive effect of up to Your enrollment under the Certificate. If 
termination is a result of the Subscriber's action, coverage will terminate for the 
Subscriber and any Dependents. If termination is a result of the Dependent's 
action, coverage will terminate for the Dependent. 
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9. The date that the Group Contract is terminated. If We terminate and/or decide to 
stop offering a particular class of group contracts, without regard to claims 
experience or health related status, to which this Certificate belongs, We will 
provide the Group and Subscribers at least 90 days' prior written notice. 


10. If We elect to terminate or cease offering all hospital, surgical and medical 
expense coverage in the large group market in this state, We will provide written 
notice to the Group and Subscriber at least 180 days prior to when the coverage 
will cease. 


11. The Group has performed an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact under the terms of the coverage. 


12. The Group ceases to meet the statutory requirements to be defined as a group 
for the purposes of obtaining coverage. We will provide written notice to the 
Group and Subscriber at least 30 days prior to when the coverage will cease. 


13. The date there is no longer any Subscriber who lives, resides, or works in Our 
Service Area. 


No termination shall prejudice the right to a claim for benefits which arose prior to such 
termination. 


See the Continuation of Coverage section of this Certificate for Your right to 
continuation of this coverage. See the Conversion Right to a New Contract after 
Termination section of this Certificate for Your right to conversion to an individual 
Contract. 
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SECTION XXI 


Extension of Benefits 


When Your coverage under this Certificate ends, benefits stop. But, if You are totally 
disabled on the date the Group Contract terminates, or on the date Your coverage 
under this Certificate terminates, continued benefits may be available for the treatment 
of the injury or sickness that is the cause of the total disability. 


For purposes of this section, "total disability" means You are prevented because of 
injury or disease from engaging in any work or other gainful activity. Total disability for a 
minor means that the minor is prevented because of injury or disease from engaging in 
substantially all of the normal activities of a person of like age and sex who is in good 
health. 


A. When You May Continue Benefits. 
When Your coverage under this Certificate ends, We will provide benefits during a 
period of total disability for a Hospital stay commencing, or surgery performed, within 31 
days from the date Your coverage ends. The Hospital stay or surgery must be for the 
treatment of the injury, sickness, or pregnancy causing the total disability. 


If Your coverage ends because You are no longer employed, We will provide benefits 
during a period of total disability for up to 12 months from the date Your coverage ends 
for Covered services to treat the injury, sickness, or pregnancy that caused the total 
disability, unless these services are covered under another group health plan. 


B. Termination of Extension of Benefits. 
Extended benefits will end on the earliest of the following: 


• The date You are no longer totally disabled; 
• The date the contractual benefit has been exhausted; 
• 12 months from the date extended benefits began (if Your benefits are extended 


based on termination of employment); or 
• With respect to the 12-month extension of coverage, the date You become 


eligible for benefits under any group policy providing medical benefits. 


C. Limits on Extended Benefits. 
We will not pay extended benefits: 


• For any Member who is not totally disabled on the date coverage under this 
Certificate ends; or 


• Beyond the extent to which We would have paid benefits under this Certificate if 
coverage had not ended. 
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SECTION XXII 


Continuation of Coverage 


Under the continuation of coverage provisions of the federal Consolidated Omnibus 
Budget Reconciliation Act of 1985 ("COBRA"), most employer-sponsored group health 
plans must offer employees and their families the opportunity for a temporary 
continuation of health insurance coverage when their coverage would otherwise end. If 
You are not entitled to temporary continuation of coverage under COBRA, You may be 
entitled to temporary continuation coverage under the New York Insurance Law as 
described below. Call or write Your employer to find out if You are entitled to temporary 
continuation of coverage under COBRA or under the New York Insurance Law. Any 
period of continuation of coverage will terminate automatically at the end of the period of 
continuation provided under COBRA or the New York Insurance Law. 


A. Qualifying Events. 
Pursuant to federal COBRA and state continuation coverage laws, You, the Subscriber, 
Your Spouse and Your Children may be able to temporarily continue coverage under 
this Certificate in certain situations when You would otherwise lose coverage, known as 
qualifying events. 


1. If Your coverage ends due to voluntary or involuntary termination of employment 
or a change in Your employee class (e.g., a reduction in the number of hours of 
employment), You may continue coverage. Coverage may be continued for You, 
Your Spouse and any of Your covered Children. 


2. If You are a covered Spouse, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Divorce or legal separation from the Subscriber; or 
• Death of the Subscriber. 


3. If You are a covered Child, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Loss of covered Child status under the plan rules; or 
• Death of the Subscriber. 


If You want to continue coverage, You must request continuation from the Group in 
writing and make the first Premium payment within the 60-day period following the later 
of: 
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1. The date coverage would otherwise terminate; or 
2. The date You are sent notice by first class mail of the right of continuation by the 


Group. 


The Group may charge up to 102% of the Group Premium for continued coverage. 


Continued coverage under this section will terminate at the earliest of the following: 
1. The date 36 months after the Subscriber's coverage would have terminated 


because of termination of employment; 
2. If You are a covered Spouse or Child, the date 36 months after coverage would 


have terminated due to the death of the Subscriber, divorce or legal separation, 
the Subscriber's eligibility for Medicare, or the failure to qualify under the 
definition of "Children"; 


3. The date You become covered by an insured or uninsured arrangement that 
provides group hospital, surgical or medical coverage; 


4. The date You become entitled to Medicare; 
5. The date to which Premiums are paid if You fail to make a timely payment; or 
6. The date the Group Contract terminates. However, if the Group Contract is 


replaced with similar coverage, You have the right to become covered under the 
new Group Contract for the balance of the period remaining for Your continued 
coverage. 


When Your continuation of coverage ends, You may have a right to conversion. See the 
Conversion Right to a New Contract after Termination section of this Certificate. 


B. Supplementary Continuation, Conversion, and Temporary Suspension Rights 
During Active Duty. 
If You, the Subscriber are a member of a reserve component of the armed forces of the 
United States, including the National Guard, You have the right to continuation, 
conversion, or a temporary suspension of coverage during active duty and 
reinstatement of coverage at the end of active duty if Your Group does not voluntarily 
maintain Your coverage and if: 


1. Your active duty is extended during a period when the president is authorized to 
order units of the reserve to active duty, provided that such additional active duty 
is at the request and for the convenience of the federal government; and 


2. You serve no more than four (4) years of active duty. 


When Your Group does not voluntarily maintain Your coverage during active duty, 
coverage under this Certificate will be suspended unless You elect to continue coverage 
in writing within 60 days of being ordered to active duty and You pay the Group the 
required Premium payment but not more frequently than on a monthly basis in advance. 
This right of continuation extends to You and Your eligible Dependents. Continuation of 
coverage is not available for any person who is eligible to be covered under Medicare; 
or any person who is covered as an employee, member or dependent under any other 
insured or uninsured arrangement which provides group hospital, surgical or medical 
coverage, except for coverage available to active duty members of the uniformed 
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services and their family members. 


Upon completion of active duty: 
1. Your coverage under this Certificate may be resumed as long as You are 


reemployed or restored to participation in the Group upon return to civilian status. 
The right of resumption extends to coverage for Your covered Dependents. For 
coverage that was suspended while on active duty, coverage under the Group 
plan will be retroactive to the date on which active duty terminated. 


2. If You are not reemployed or restored to participation in Your Group upon return 
to civilian status, You will be eligible for continuation and conversion as long as 
You apply to Us for coverage within 31 days of the termination of active duty or 
discharge from a Hospitalization resulting from active duty as long as the 
Hospitalization was not in excess of one (1) year. 


C. Availability of Age 29 Dependent Coverage Extension - Young Adult Option. 
The Subscriber's Child may be eligible to purchase continuation coverage under the 
Group's Contract through the age of 29 if he or she: 


1. Is under the age of 30; 
2. Is not married; 
3. Is not insured by or eligible for coverage under an employer-sponsored health 


benefit plan covering him or her as an employee or member, whether insured or 
self-insured; 


4. Lives, works or resides in New York State or Our Service Area; and 
5. Is not covered by Medicare. 


The Child may purchase continuation coverage even if he or she is not financially 
dependent on his or her parent(s) and does not need to live with his or her parent(s). 


The Subscriber's Child may elect this coverage: 
1. Within 60 days of the date that his or her coverage would otherwise end due to 


reaching the maximum age for Dependent coverage, in which case coverage will 
be retroactive to the date that coverage would otherwise have terminated; 


2. Within 60 days of newly meeting the eligibility requirements, in which case 
coverage will be prospective and start within 30 days of when the Group or the 
Group's designee receives notice and We receive Premium payment; or 


3. During an annual 30-day open enrollment period, in which case coverage will be 
prospective and will start within 30 days of when the Group or the Group's 
designee receives notice of election and We receive Premium payment. 


The Subscriber or Subscriber's Child must pay the Premium rate that applies to 
individual coverage. Coverage will be the same as the coverage provided under this 
Certificate. The Child's children are not eligible for coverage under this option. 
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SECTION XXIII 


Conversion Right to a New Contract after Termination 


A. Circumstances Giving Rise to Right to Conversion. 
You have the right to convert to a new Contract if coverage under this Certificate 
terminates under the circumstances described below. 


1. Termination of the Group Contract. If the Group Contract between Us and the 
Group is terminated as set forth in the Termination of Coverage section of this 
Certificate, and the Group has not replaced the coverage with similar and 
continuous health care coverage, whether insured or self-insured, You are 
entitled to purchase a new Contract as a direct payment member. 


2. If You Are No Longer Covered in a Group. If Your coverage terminates under 
the Termination of Coverage section of this Certificate because You are no 
longer a member of a Group, You are entitled to purchase a new Contract as a 
direct payment member. 


3. On the Death of the Subscriber. If coverage terminates under the Termination 
of Coverage section of this Certificate because of the death of the Subscriber, 
the Subscriber's Dependents are entitled to purchase a new Contract as direct 
payment members. 


4. Termination of Your Marriage. If a Spouse's coverage terminates under the 
Termination of Coverage section of this Certificate because the Spouse becomes 
divorced from the Subscriber or the marriage is annulled, that former Spouse is 
entitled to purchase a new Contract as a direct payment member. 


5. Termination of Coverage of a Child. If a Child's coverage terminates under the 
Termination of Coverage section of this Certificate because the Child no longer 
qualifies as a Child, the Child is entitled to purchase a new Contract as a direct 
payment member. 


6. Termination of Your Temporary Continuation of Coverage. If coverage 
terminates under the Termination of Coverage section of this Certificate because 
You are no longer eligible for continuation of coverage, You are entitled to 
purchase a new Contract as a direct payment member. 


7. Termination of Your Young Adult Coverage. If a Child's young adult coverage 
terminates under the Termination of Coverage section of this Certificate, the 
Child is entitled to purchase a new Contract as a direct payment member. 


8. When to Apply for the New Contract. 
If You are entitled to purchase a new Contract as described above, You must apply to 
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Us for the new Contract within 60 days after termination of coverage under this 
Certificate. You must also pay the first Premium of the new Contract at the time You 
apply for coverage. 


C. The New Contract. 
We will offer You an individual direct payment Contract at each level of coverage (i.e., 
bronze, silver, gold or platinum) that Covers all benefits required by state and federal 
law. You may choose among any of the four (4) Contracts offered by Us. The coverage 
may not be the same as Your current coverage. 
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, I 


SECTION XX.IV 


General Provisions 


1. Agreements Between Us and Participating Providers. 
Any agreement between Us and Participating Providers may only be terminated by Us 
or the Providers. This Certificate does not require any Provider to accept a Member as a 
patient. We do not guarantee a Member's admission to any Participating Provider or 
any health benefits program. 


2. Assignment. 
You cannot assign any benefits under this Certificate or legal claims based on a denial 
of benefits to any person, corporation or other organization. You cannot assign any 
monies due under this Certificate to any person, corporation or other organization 
unless it is an assignment to Your Provider for a surprise bill. See the How Your 
Coverage Works section of this Certificate for more information about surprise bills. Any 
assignment of benefits or legal claims based on a denial of benefits by You other than 
for monies due for a surprise bill will be void. Assignment means the transfer to another 
person or to an organization of Your right to the services provided under this Certificate 
or Your right to collect money from Us for those services. Nothing in this paragraph shall 
affect Your right to appoint a designee or representative as otherwise permitted by 
applicable law. 


3. Changes in this Certificate. 
We may unilaterally change this Certificate upon renewal, if We give the Group 30 days' 
prior written notice. 


4. Choice of Law. 
This Certificate shall be governed by the laws of the State of New York. 


5. Clerical Error. 
Clerical error, whether by the Group or Us, with respect to this Certificate, or any other 
documentation issued by Us in connection with this Certificate, or in keeping any record 
pertaining to the coverage hereunder, will not modify or invalidate coverage otherwise 
validly in force or continue coverage otherwise validly terminated. 


6. Conformity with Law. 
Any term of this Certificate which is in conflict with New York State law or with any 
applicable federal law that imposes additional requirements from what is required under 
New York State law will be amended to conform with the minimum requirements of such 
law. 


7. Continuation of Benefit Limitations. 
Some of the benefits in this Certificate may be limited to a specific number of visits, 
and/or subject to a Deductible. You will not be entitled to any additional benefits if Your 
coverage status should change during the year. For example, if Your coverage status 
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changes from covered family member to Subscriber, all benefits previously utilized 
when You were a covered family member will be applied toward Your new status as a 
Subscriber. 


8. Enrollment ERISA. 
The Group will develop and maintain complete and accurate payroll records, as well as 
any other records of the names, addresses, ages, and social security numbers of all 
Group Members covered under this Certificate, and any other information required to 
confirm their eligibility for coverage. 


The Group will provide Us with this information upon request. The Group may also have 
additional responsibilities as the "plan administrator" as defined by the Employee 
Retirement Income Security Act of 1974 ("ERISA"), as amended. The "plan 
administrator" is the Group, or a third party appointed by the Group. We are not the 
ERISA plan administrator. 


9. Entire Agreement. 
This Certificate, including any endorsements, riders and the attached applications, if 
any, constitutes the entire Certificate. 


10. Fraud and Abusive Billing. 
We have processes to review claims before and after payment to detect fraud and 
abusive billing. Members seeking services from Non-Participating Providers could be 
balance billed by the Non-Participating Provider for those services that are determined 
to be not payable as a result of a reasonable belief of fraud or other intentional 
misconduct or abusive billing. 


11. Furnishing Information and Audit. 
The Group and all persons covered under this Certificate will promptly furnish Us with 
all information and records that We may require from time to time to perform Our 
obligations under this Certificate. You must provide Us with information over the 
telephone for reasons such as the following: to allow Us to determine the level of care 
You need; so that We may certify care authorized by Your Physician; or to make 
decisions regarding the Medical Necessity of Your care. The Group will, upon 
reasonable notice, make available to Us, and We may audit and make copies of, any 
and all records relating to Group enrollment at the Group's New York office. 


12. Identification Cards. 
Identification ("ID") cards are issued by Us for identification purposes only. Possession 
of any ID card confers no right to services or benefits under this Certificate. To be 
entitled to such services or benefits, Your Premiums must be paid in full at the time the 
services are sought to be received. 


13. Incontestability. 
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No statement made by You will be the basis for avoiding or reducing coverage unless it 
is in writing and signed by You. All statements contained in any such written instrument 
shall be deemed representations and not warranties. 


14. Independent Contractors. 
Participating Providers are independent contractors. They are not Our agents or 
employees. We and Our employees are not the agent or employee of any Participating 
Provider. We are not liable for any claim or demand on account of damages arising out 
of, or in any manner connected with, any injuries alleged to be suffered by You, Your 
covered Spouse or Children while receiving care from any Participating Provider or in 
any Participating Provider's Facility. 


15. Input in Developing Our Policies. 
Subscribers may participate in the development of Our policies by forwarding your 
suggestions or ideas to our Member Mailbox; Attn: CDPHP UBI Member Services 
Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057. 


16. Material Accessibility. 
We will give the Group, and the Group will give You ID cards, Certificates, riders and 
other necessary materials. 


17. More Information about Your Health Plan. 
You can request additional information about Your coverage under this Certificate. 
Upon Your request, We will provide the following information: 


• A list of the names, business addresses and official positions of Our board of 
directors, officers and members; and Our most recent annual certified financial 
statement which includes a balance sheet and a summary of the receipts and 
disbursements. 


• The information that We provide the State regarding Our consumer complaints. 
• A copy of Our procedures for maintaining confidentiality of Member information. 
• A copy of Our drug formulary. You may also inquire if a specific drug is 


Covered under this Certificate. 
• A written description of Our quality assurance program. 
• A copy of Our medical policy regarding an experimental or investigational drug, 


medical device or treatment in clinical trials. 
• Provider affiliations with participating Hospitals. 
• A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and 


where appropriate, other clinical information We may consider regarding a 
specific disease, course of treatment or Utilization Review guidelines, including 
clinical review criteria relating to a step therapy protocol override determination. 


• Written application procedures and minimum qualification requirements for 
Providers. 


• Documents that contain the processes, strategies, evidentiary standards, and 
other factors used to apply a treatment limitation with respect to 
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medical/surgical benefits and mental health or substance use disorder benefits 
under the Certificate. 


18. Notice. 
Any notice that We give You under this Certificate will be mailed to Your address as it 
appears in Our records or delivered electronically if You consent to electronic delivery or 
to the address of the Group. If notice is delivered to You electronically, You may also 
request a copy of the notice from Us. You agree to provide Us with notice of any change 
of Your address. If You have to give Us any notice, it should be sent by U.S. mail, first 
class, postage prepaid to: the address on Your ID card. 


19. Premium Refund. 
We will give any refund of Premiums, if due, to the Group. 


20. Recovery of Overpayments. 
On occasion, a payment will be made to You when You are not covered, for a service 
that is not Covered, or which is more than is proper. When this happens, We will explain 
the problem to You and You must return the amount of the overpayment to Us within 60 
days after receiving notification from Us. However, We shall not initiate overpayment 
recovery efforts more than 24 months after the original payment was made unless We 
have a reasonable belief of fraud or other intentional misconduct. 


21. Renewal Date. 
The renewal date for this Certificate is the anniversary of the effective date of the Group 
Contract of each year. This Certificate will automatically renew each year on the 
renewal date, unless otherwise terminated by Us as permitted by this Certificate or by 
the Group upon 30 days' prior written notice to Us. 


22. Right to Develop Guidelines and Administrative Rules. 
We may develop or adopt standards that describe in more detail when We will or will not 
make payments under this Certificate. Examples of the use of the standards are to 
determine whether: Hospital inpatient care was Medically Necessary; surgery was 
Medically Necessary to treat Your illness or injury; or certain services are skilled care. 
Those standards will not be contrary to the descriptions in this Certificate. If You have a 
question about the standards that apply to a particular benefit, You may contact Us and 
We will explain the standards or send You a copy of the standards. We may also 
develop administrative rules pertaining to enrollment and other administrative matters. 
We shall have all the powers necessary or appropriate to enable Us to carry out Our 
duties in connection with the administration of this Certificate. 


We review and evaluate new technology according to technology evaluation criteria 
developed by Our medical directors and reviewed by a designated committee, which 
consists of Health Care Professionals from various medical specialties. Conclusions of 
the committee are incorporated into Our medical policies to establish decision protocols 
for determining whether a service is Medically Necessary, experimental or 
investigational, or included as a Covered benefit. 
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23. Right to Offset. 
If We make a claim payment to You or on Your behalf in error or You owe Us any 
money, You must repay the amount You owe Us. Except as otherwise required by law, 
if We owe You a payment for other claims received, We have the right to subtract any 
amount You owe Us from any payment We owe You. 


24. Severability. 
The unenforceability or invalidity of any provision of this Certificate shall not affect the 
validity and enforceability of the remainder of this Certificate. 


25. Significant Change in Circumstances. 
If We are unable to arrange for Covered Services as provided under this Certificate as 
the result of events outside of Our control, We will make a good faith effort to make 
alternative arrangements. These events would include a major disaster, epidemic, the 
complete or partial destruction of facilities, riot, civil insurrection, disability of a 
significant part of Participating Providers' personnel, or similar causes. We will make 
reasonable attempts to arrange for Covered Services. We and Our Participating 
Providers will not be liable for delay, or failure to provide or arrange for Covered 
Services if such failure or delay is caused by such an event. 


26. Subrogation and Reimbursement. 
These paragraphs apply when another party (including any insurer) is, or may be found 
to be, responsible for Your injury, illness or other condition and We have provided 
benefits related to that injury, illness or condition. As permitted by applicable state law, 
unless preempted by federal law, We may be subrogated to all rights of recovery 
against any such party (including Your own insurance carrier) for the benefits We have 
provided to You under this Certificate. Subrogation means that We have the right, 
independently of You, to proceed directly against the other party to recover the benefits 
that We have provided. 


Subject to applicable state law, unless preempted by federal law, We may have a right 
of reimbursement if You or anyone on Your behalf receives payment from any 
responsible party (including Your own insurance carrier) from any settlement, verdict or 
insurance proceeds, in connection with an injury, illness, or condition for which We 
provided benefits. Under Section 5-335 of the New York General Obligations Law, Our 
right of recovery does not apply when a settlement is reached between a plaintiff and 
defendant, unless a statutory right of reimbursement exists. The law also provides that, 
when entering into a settlement, it is presumed that You did not take any action against 
Our rights or violate any contract between You and Us. The law presumes that the 
settlement between You and the responsible party does not include compensation for 
the cost of health care services for which We provided benefits. 


We request that You notify Us within 30 days of the date when any notice is given to 
any party, including an insurance company or attorney, of Your intention to pursue or 
investigate a claim to recover damages or obtain compensation due to injury, illness or 
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condition sustained by You for which We have provided benefits. You must provide all 
information requested by Us or Our representatives including, but not limited to, 
completing and submitting any applications or other forms or statements as We may 
reasonably request. 


27. Third Party Beneficiaries. 
No third party beneficiaries are intended to be created by this Certificate and nothing in 
this Certificate shall confer upon any person or entity other than You or Us any right, 
benefit, or remedy of any nature whatsoever under or by reason of this Certificate. No 
other party can enforce this Certificate's provisions or seek any remedy arising out of 
either Our or Your performance or failure to perform any portion of this Certificate, or to 
bring an action or pursuit for the breach of any terms of this Certificate. 


28. Time to Sue. 
No action at law or in equity may be maintained against Us prior to the expiration of 60 
days after written submission of a claim has been furnished to Us as required in this 
Certificate. You must start any lawsuit against Us under this Certificate within two (2) 
years from the date the claim was required to be filed. 


29. Translation Services. 
Translation services are available under this Certificate for non-English speaking 
Members. Please contact Us at the number on Your ID card to access these services. 


30. Venue for Legal Action. 
If a dispute arises under this Certificate, it must be resolved in a court located in the 
State of New York. You agree not to start a lawsuit against Us in a court anywhere else. 
You also consent to New York State courts having personal jurisdiction over You. That 
means that, when the proper procedures for starting a lawsuit in these courts have been 
followed, the courts can order You to defend any action We bring against You. 


31. Waiver. 
The waiver by any party of any breach of any provision of this Certificate will not be 
construed as a waiver of any subsequent breach of the same or any other provision. 
The failure to exercise any right hereunder will not operate as a waiver of such right. 


32. Who May Change this Certificate. 
This Certificate may not be modified, amended, or changed, except in writing and 
signed by Our Chief Executive Officer ("CEO") or a person designated by the CEO. No 
employee, agent, or other person is authorized to interpret, amend, modify, or otherwise 
change this Certificate in a manner that expands or limits the scope of coverage, or the 
conditions of eligibility, enrollment, or participation, unless in writing and signed by the 
CEO or person designated by the CEO. 


33. Who Receives Payment under this Certificate. 
Payments under this Certificate for services provided by a Participating Provider will be 
made directly by Us to the Provider. If You receive services from a Non-Participating 
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Provider, We reserve the right to pay either You or the Provider. If You assign benefits 
for a surprise bill to a Non-Participating Provider, We will pay the Non-Participating 
Provider directly. See the How Your Coverage Works section of this Certificate for more 
information about surprise bills. 


34. Workers' Compensation Not Affected. 
The coverage provided under this Certificate is not in lieu of and does not affect any 
requirements for coverage by workers' compensation insurance or law. 


35. Your Medical Records and Reports. 
In order to provide Your coverage under this Certificate, it may be necessary for Us to 
obtain Your medical records and information from Providers who treated You. Our 
actions to provide that coverage include processing Your claims, reviewing Grievances, 
Appeals or complaints involving Your care, and quality assurance reviews of Your care, 
whether based on a specific complaint or a routine audit of randomly selected cases. By 
accepting coverage under this Certificate, except as prohibited by state or federal law, 
You automatically give Us or Our designee permission to obtain and use Your medical 
records for those purposes and You authorize each and every Provider who renders 
services to You to: 


• Disclose all facts pertaining to Your care, treatment, and physical condition to 
Us or to a medical, dental, or mental health professional that We may engage 
to assist Us in reviewing a treatment or claim, or in connection with a complaint 
or quality of care review; 


• Render reports pertaining to Your care, treatment, and physical condition to Us, 
or to a medical, dental, or mental health professional that We may engage to 
assist Us in reviewing a treatment or claim; and 


• Permit copying of Your medical records by Us. 


We agree to maintain Your medical information in accordance with state and federal 
confidentiality requirements. However, to the extent permitted under state or federal 
law, You automatically give Us permission to share Your information with the New York 
State Department of Health, quality oversight organizations, and third parties with which 
We contract to assist Us in administering this Certificate, so long as they also agree to 
maintain the information in accordance with state and federal confidentiality 
requirements. 


36. Your Rights. 
You have the right to obtain complete and current information concerning a diagnosis, 
treatment and prognosis from a Physician or other Provider in terms You can 
reasonably understand. When it is not advisable to give such information to You, the 
information shall be made available to an appropriate person acting on Your behalf. 


You have the right to receive information from Your Physician or other Provider that You 
need in order to give Your informed consent prior to the start of any procedure or 
treatment. 
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You have the right to refuse treatment to the extent permitted by law and to be informed 
of the medical consequences of that action. 


You have the right to formulate advance directives regarding Your care. 
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Section XXV 


Other Covered Services 


Out of Service Area Benefit for Covered Student Dependents 


Full-Time Student Dependent: A full-time student in a degree program at a 
postsecondary educational institution as found in Section 102 of the Higher Education 
Act of 1965; or, a full-time student participating in an extended course of study at a 
registered or licensed business or trade school leading to eligibility for licensure or 
certification in a vocation or technical field. 


In addition to the Medically Necessary services Covered under the Certificate, when a 
Covered student Dependent is attending school outside of CDP HP UBl's Service Area, 
CDPHP UBI will provide additional Coverage for the following: 


i. Medically Necessary services rendered outside the CDPHP UBI Service Area, subject 
to the prior approval requirement stated below. 


ii. Coverage outside of the Service Area does not apply during vacations and/or summer 
recess. If a student Dependent is enrolled in classes required toward their elected 
course of study during periods usually deemed to be vacation and/or summer recess, 
Coverage outside of the Service Area as described above will remain in effect. 


iii. Preventive Care rendered outside the Service Area which is not for the purpose of 
treating a particular illness, injury or disease is excluded. Preventive Care will be 
Covered under the Certificate only when it is provided or arranged by the Member's 
Primary Care Physician in the Service Area. 


iv. Out of area coverage for student Dependents is not limited to students age 19 and 
older, as long as the other requirements stated in this section are met. 


Prior Approval Requirement for Out of Service Area Coverage 
i. Except for Emergency care as provided by the Certificate, prior approval must be 
obtained before services rendered to student Dependents out of the Service Area under 
this Contract 
ii. If a student Dependent has an illness, injury or disease which 
a. Results in absence from classes for more than two consecutive school weeks or; 
b. Requires continued medical treatment for more than 60 days, then CDPHP UBI 
reserves the right to require the student Dependent to return to CDPHP UBl's Service 
Area to obtain Medically Necessary services from Participating Providers. 
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CDPHP UBI SCHEDULE OF BENEFITS 


COST-SHARING Preferred Provider Member Participating Provider Non-Participating Provider 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Deductible 


• Individual Included with Participating $750 None 
Provider Deductible 


• Family Included with Participating $1,875 None 
Provider Deductible 


Out-of-Pocket Limit 


• Individual Included with Participating $2,000 None 
Provider Out-of-Pocket Limit 


• Family Included with Participating $5,000 None 
Provider Out-of-Pocket Limit 


Non-Participating Provider 
services are not Covered 
except as required for 
emergency care and Urgent 
Care. 


OFFICE VISITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Primary Care Office Visits (or N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You oav the full cost 


Specialist Office Visits (or N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


PREVENTIVE CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharina 


• Well Child Visits and N/A Covered in full Non-Participating Provider See benefit for 


Immunizations* 
services are not Covered and description 
You pay the full cost 


Preauthorization Required 
for Immunizations for 
Resoiratorv Svncvtial Virus 
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• Adult Annual Physical N/A Covered in full Non-Participating Provider 


Examinations* 
services are not Covered and 
You pay the full cost 


• Adult Immunizations* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Routine Gynecological N/A Covered in full Non-Participating Provider 


Services/Well Woman 
services are not Covered and 
You pay the full cost 


Exams* 


• Mammograms, Screening N/A Covered in full Non-Participating Provider 


and Diagnostic Imaging for 
services are not Covered and 
You pay the full cost 


the Detection of Breast 


Cancer 


• Sterilization Procedures for N/A Covered in full Non-Participating Provider 


Women* 
services are not Covered and 
You pay the full cost 


• Vasectomy N/A See Surgical Services Cost- Non-Participating Provider 
Sharing services are not Covered and 


You pay the full cost 


• Bone Density Testing * N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Screening for Prostate 


Cancer 


• Performed in PCP Office N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in Specialist N/A Covered in full Non-Participating Provider 


Office 
services are not Covered and 
You pay the full cost 


• All other preventive services N/A Covered in full Non-Participating Provider 


required by USPSTF and 
services are not Covered and 
You pay the full cost 


HRSA 
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• *When preventive services N/A Use Cost-Sharing for Use Cost-Sharing for 


are not provided in 
appropriate service (Primary appropriate service (Primary 
Care Office Visit; Specialist Care Office Visit; Specialist 


accordance with the Office Visit; Diagnostic Office Visit; Diagnostic 


comprehensive guidelines 
Radiology Services; Radiology Services; 
Laboratory Procedures and Laboratory Procedures and 


supported by USPSTF and Diagnostic Testing) Diagnostic Testing) 


HRSA 


EMERGENCY CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Pre-Hospital Emergency N/A 20% Coinsurance after 20% Coinsurance after See benefit for 
Medical Services (Ambulance Deductible Deductible description 
Services) 


Non-Emergency Ambulance N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Services Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
all Non-Emergency 
Ambulance Services 
lncludina Air Ambulance 


Emergency Department N/A 20% Coinsurance after 20% Coinsurance after See benefit for 
Deductible Deductible description 


Copayment / Coinsurance 
waived if Hospital admission 


Urgent Care Center N/A $40 Copayment not subject to $40 Copayment not subject to See benefit for 
Deductible Deductible description 


PROFESSIONAL SERVICES Preferred Provider Member Participating Provider Non-Participating Provider Limits 
and OUTPATIENT CARE Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharina Cost-Sharina 


Acupuncture N/A $30 Copayment not subject to Non-Participating Provider Limited to 10 Visits 
Deductible services are not Covered and per Plan Year 


You pay the full cost 


Advanced Imaging Services See benefit for 
description 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You oav the full cost 
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• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required 


Allergy Testing and Treatment See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required 
after 60 tests 


Ambulatory Surgical Center N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Facility Fee Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Anesthesia Service (all N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
settings) of associated service services are not Covered and description 


You oav the full cost 


Autologous Blood Banking N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
of associated service services are not Covered and description 


You oav the full cost 


Cardiac and Pulmonary See benefit for 
Rehabilitation description 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Inpatient N/A Included as part of inpatient Included as part of inpatient 


Hospital Services 
Hospital service Cost-Sharing Hospital service Cost-Sharing 


N/A 
Preauthorization required 
Bevond 36 Visits 
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Chemotherapy See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Chiropractic Services N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Clinical Trials Use Cost-Sharing for Use Cost-Sharing for Use Cost-Sharing for See benefit for 
appropriate service appropriate service appropriate service description 


Preauthorization reauired 


Diagnostic Testing See benefit for 
description 


• Performed in a PCP Office Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required 


Dialysis See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider There are no visit 
Deductible services are not Covered and limits for Dialysis 


You pay the full cost treatments by a 
Non-Participating 
Provider. 
Preauthorization 
required. 
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• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding N/A $30 Copayment not subject to Non-Participating Provider 


Center 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Home Health Care N/A 20% Coinsurance after Non-Participating Provider Deductible, if any, 
Deductible services are not Covered and not to exceed $50 


You pay the full cost 


Preauthorization required There are no visit 
limits for Home 
Health Care 


Infertility Services N/A Use Cost-Sharing for Non-Participating Provider See benefit for 
appropriate service (Office services are not Covered and description 
Visit; Diagnostic Radiology You pay the full cost 
Services; Surgery; Laboratory 
& Diaanostic Procedures) 


Infusion Therapy See benefit for 
description 


• Performed in a PCP Office N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


• Home Infusion Therapy N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Infusion Therapy in All 
Locations 


Inpatient Medical Visits N/A Included as part of the Non-Participating Provider See benefit for 
Inpatient Hospital Cost-Sharing services are not Covered and description 


You pay the full cost 


Interruption of Preanancv 


02-0001-2018 6 







• Medically Necessary N/A Covered in Full Non-Participating Provider Unlimited 


Abortions 
services are not Covered and 
You pay the full cost 


• Elective Abortions N/A See Outpatient Hospital Non-Participating Provider 
Surgery Facility Charge Cost- services are not Covered and 
Sharina You oav the full cost 


Laboratory Procedures See benefit for 
description 


• Performed in a PCP Office Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 


Laboratory Facility 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Genetic Testina 


Maternity and Newborn Care See benefit for 
description 


• Prenatal Care 


• Prenatal Care provided in N/A Covered in full Non-Participating Provider 


accordance with the 
services are not Covered and 
You pay the full cost 


comprehensive guidelines 


supported by USPSTF and 


HRSA 


• Prenatal Care that is not N/A Use Cost-Sharing for Non-Participating Provider 


provided in accordance 
appropriate service (Primary services are not Covered and 
Care Office Visit; Specialist You pay the full cost 


with the comprehensive Office Visit; Diagnostic 


guidelines supported by 
Radiology Services; 
Laboratory Procedures and 


USPSTF and HRSA Diagnostic Testing) 
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• Inpatient Hospital Service NIA 20% Coinsurance after Non-Participating Provider One (1) home care 


and Birthing Center 
Deductible services are not Covered and visit is Covered at 


You pay the full cost no Cost-Sharing if 
mother is 
discharged from 
Hospital early 


• Physician and Midwife NIA 20% Coinsurance after Non-Participating Provider 


Services for Delivery 
Deductible services are not Covered and 


You pay the full cost 


• Breastfeeding Support, NIA Covered in full Non-Participating Provider Covered for 


Counseling and Supplies, 
services are not Covered and duration of breast 
You pay the full cost feeding 


Including Breast Pumps 


• Postnatal Care NIA Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


Outpatient Hospital Surgery NIA 20% Coinsurance after Non-Participating Provider See benefit for 
Facility Charge Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Preadmission Testing NIA $30 Copayment not subject to Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Prescription Drugs 
Administered in Office or 
Outpatient Facilities 


• Performed in a PCP Office NIA Included as part of the PCP Non-Participating Provider 
office visit Cost-Sharing services are not Covered and 


You pay the full cost 


• Performed in a Specialist NIA Included as part of the Non-Participating Provider 


Office 
Specialist office visit Cost- services are not Covered and 
Sharing You pay the full cost 


• Performed in Outpatient NIA Use Cost-Sharing for Primary Non-Participating Provider 
Care Office Visit services are not Covered and 


Facilities You pay the full cost 


Preauthorization required 


Diagnostic Radiology Services See benefit for 
description 
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• Performed in a PCP Office Covered in Full $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 


Radiology Facility 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization reauired 


Therapeutic Radiology See benefit for 
Services description 


• Performed in a Specialist Covered in Full $30 Copayment not subject to Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding Covered in Full $30 Copayment not subject to Non-Participating Provider 


Radiology Facility 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient Covered in Full $30 Copayment not subject to Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization reauired 


Rehabilitation Services N/A $30 Copayment not subject to Non-Participating Provider Physical Therapy 
(Physical Therapy, Deductible services are not Covered and is limited to 30 
Occupational Therapy or You pay the full cost visits per Plan 
Speech Therapy) Year. Occupational 


Therapy is limited 
to 30 visits per 
Plan Year. Speech 
Therapy is limited 
to 20 visits per 
Plan Year. 


Preauthorization required for 
Speech Therapy Beyond the 
First Visit 


Second Opinions on the N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Diagnosis of Cancer, Surgery Deductible services are not Covered and description 
and Other You oav the full cost 
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Second opinions on diagnosis 
of cancer are Covered at 
participating Cost-Sharing for 
non-participating Specialist. 


Preauthorization required 


Surgical Services (including See benefit for 
Oral Surgery; Reconstructive description 
Breast Surgery; Other 
Reconstructive and Corrective 
Surgery; Transplants; and 
Interruption of Pregnancy) 


• Inpatient Hospital Surgery N/A Included as part of Inpatient Non-Participating Provider All transplants 
Hospital Cost-Sharing services are not Covered and must be 


You pay the full cost performed at 
designated 
Facilities 


• Outpatient Hospital Surgery N/A Included as part of the Non-Participating Provider 
Outpatient Hospital Surgery services are not Covered and 
Facility Charge You pay the full cost 


• Surgery Performed at an N/A Included as part of Ambulatory Non-Participating Provider 


Ambulatory Surgical Center 
Surgical Center Cost-Sharing services are not Covered and 


You pay the full cost 


• Office Surgery N/A Included as Part of Office Visit Non-Participating Provider 
Cost-Share services are not Covered and 


You pay the full cost 


Preauthorization required 
For Cosmetic & 
Reconstructive Surgery, 
Bariatric Surgery, 
Abdominoplasty, 
Panniculectomy, Organ 
Transplant, Meniscal 
Allograft Transplant, and 
Dental Services Covered 
Under the Medical Benefit, 
including services required 
beyond initial Emergency 
Care for Accidental Dental 
(includes Orthodontia), and 
dental services required as a 
result of a Congenital 
Anomaly 
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Telemedicine Program N/A Use Cost-Sharing for Primary Non-Participating Provider See benefit for 
Care Office Visit services are not Covered and description 


You oav the full cost 


ADDITIONAL SERVICES, Preferred Provider Member Participating Provider Non-Participating Provider Limits 
EQUIPMENT and DEVICES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharing Cost-Sharina 


ABA Treatment for Autism N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Spectrum Disorder Deductible services are not Covered and description 


You oav the full cost 


Assistive Communication N/A $30 Copayment not subject to Non-Participating Provider See benefit for 
Devices for Autism Spectrum Deductible services are not Covered and description 
Disorder You pay the full cost 


Preauthorization reauired 


Diabetic Equipment, Supplies See benefit for 
and Self-Management description 
Education 


• Diabetic Equipment, Supplies N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


and Insulin (30-day supply) You pay the full cost 


• Diabetic Education N/A $30 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
insulin oumo 


Durable Medical Equipment N/A 50% Coinsurance not subject Non-Participating Provider See benefit for 
and Braces to Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required 
For items exceeding $500 
and for Left Ventricular 
Assist Devices 


Cochlear Implants N/A 50% Coinsurance not subject Non-Participating Provider One (1) per ear per 
to Deductible services are not Covered and time Covered 


You pay the full cost 


Preauthorization required 
For items exceedina $500 


Hospice Care 


• Inpatient N/A 20% Coinsurance after Non-Participating Provider 210 days per Plan 
Deductible per admission services are not Covered and Year 


You oav the full cost 
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• Outpatient N/A $30 Copayment not subject to Non-Participating Provider (5) visits for family 
Deductible services are not Covered and bereavement 


You pay the full cost counselinq 


Medical Supplies N/A 50% Coinsurance not subject Non-Participating Provider See benefit for 
to Deductible services are not Covered and description 


You pay the full cost 


Preauthorization reauired 


Prosthetic Devices 


• External N/A 50% Coinsurance not subject Non-Participating Provider 
to Deductible services are not Covered and 


You pay the full cost 


• Internal N/A Included as part of inpatient Non-Participating Provider Unlimited;See 
Hospital Cost-Sharing services are not Covered and benefit for 


You pay the full cost description 


Preauthorization required 
For items exceedina $500 


INPATIENT SERVICES and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
FACILITIES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharing Cost-Sharing 


Inpatient Hospital for a N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Continuous Confinement Deductible per admission services are not Covered and description 
(including an Inpatient Stay for You pay the full cost 
Mastectomy Care, Cardiac and 
Pulmonary Rehabilitation, and 
End of Life Care) 


Observation Stay N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Skilled Nursing Facility N/A 20% Coinsurance after Non-Participating Provider 45 days per Plan 
(including Cardiac and Deductible per admission services are not Covered and Year 
Pulmonary Rehabilitation) You pay the full cost 


Preauthorization reauired 


Inpatient Rehabilitation N/A 20% Coinsurance after Non-Participating Provider 60 days per Plan 
Services (Physical, Speech Deductible per admission services are not Covered and Year combined 
and Occupational Therapy) You pay the full cost therapies 


Preauthorization reauired 


MENTAL HEALTH and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
SUBSTANCE USE Responsibility for Cost- Member Responsibility for Member Responsibility for 
DISORDER SERVICES Sharina Cost-Sharina Cost-Sharing 
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Inpatient Mental Health Care NIA 20% Coinsurance after Non-Participating Provider See benefit for 
including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Mental Health Care NIA $30 Copayment not subject to Non-Participating Provider See benefit for 
(including Partial Deductible services are not Covered and description 
Hospitalization and Intensive You pay the full cost 
Outpatient Proqram Services) 


Inpatient Substance Use NIA 20% Coinsurance after Non-Participating Provider See benefit for 
Services including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Substance Use NIA $30 Copayment not subject to Non-Participating Provider Unlimited; Up to 20 
Services (including Partial Deductible services are not Covered and visits per Plan Year 
Hospitalization, Intensive You pay the full cost may be used for 
Outpatient Program Services, family counseling 
and Medication Assisted 
Treatment) 


WELLNESS BENEFITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Wellness Programs Not applicable Not applicable Not applicable Additional rewards 
available for 
engaging in 
designated 
wellness activities 
as defined in the 
Wellness section of 
the Contract. 


National Diabetes Prevention Not applicable Not applicable Not applicable Reimbursement up 
Program Reimbursement to a maximum of 


five hundred 
dollars ($500) per 
Subscriber, per 
Plan Year. 
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Prescription Drug Coverage Rider 


Please refer to the Schedule of Benefits section of this Rider for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Covered Prescription Drugs. 
We Cover Medically Necessary Prescription Drugs that, except as specifically provided 
otherwise, can be dispensed only pursuant to a prescription and are: 


• Required by law to bear the legend "Caution - Federal Law prohibits dispensing 
without a prescription"; 


• FDA approved; 
• Ordered by a Provider authorized to prescribe and within the Provider's scope of 


practice; 
• Prescribed within the approved FDA administration and dosing guidelines; 
• On Our Formulary; and 
• Dispensed by a licensed pharmacy. 


Covered Prescription Drugs include, but are not limited to: 
• Self-injectable/administered Prescription Drugs. 
• Inhalers (with spacers). 
• Topical dental preparations. 
• Pre-natal vitamins, vitamins with fluoride, and single entity vitamins. 
• Osteoporosis drugs and devices approved by the FDA, or generic equivalents as 


approved substitutes, for the treatment of osteoporosis and consistent with the 
criteria of the federal Medicare program or the National Institutes of Health. 


• Nutritional formulas for the treatment of phenylketonuria, branched-chain 
ketonuria, galactosemia and homocystinuria. 


• Prescription or non-prescription enteral formulas for home use, whether 
administered orally or via tube feeding, for which a Physician or other licensed 
Provider has issued a written order. The written order must state that the enteral 
formula is Medically Necessary and has been proven effective as a disease
specific treatment regimen for patients whose condition would cause them to 
become malnourished or suffer from disorders resulting in chronic disability, 
mental retardation, or death, if left untreated, including but not limited to: inherited 
diseases of amino acid or organic acid metabolism; Crohn's disease; 
gastroesophageal reflux with failure to thrive; gastroesophageal motility such as 
chronic intestinal pseudo-obstruction; and multiple severe food allergies. 


• Modified solid food products that are low in protein or which contain modified 
protein to treat certain inherited diseases of amino acid and organic acid 
metabolism. 


• Prescription Drugs prescribed in conjunction with treatment or services Covered 
under the infertility treatment benefit in the Outpatient and Professional Services 
section of this Your Certificate. 


• Off-label cancer drugs, so long as the Prescription Drug is recognized for the 
treatment of the specific type of cancer for which it has been prescribed in one 
(1) of the following reference compendia: the American Hospital Formulary 
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Service-Drug Information; National Comprehensive Cancer Networks Drugs and 
Biologics Compendium; Thomson Micromedex DrugDex; Elsevier Gold 
Standard's Clinical Pharmacology; or other authoritative compendia as identified 
by the Federal Secretary of Health and Human Services or the Centers for 
Medicare and Medicaid Services; or recommended by review article or editorial 
comment in a major peer reviewed professional journal. 


• Orally administered anticancer medication used to kill or slow the growth of 
cancerous cells. 


• Smoking cessation drugs, including over-the-counter drugs for which there is a 
written order and Prescription Drugs prescribed by a Provider. 


• Prescription Drugs for the treatment of mental health and substance use 
disorders, including drugs for detoxification, maintenance and overdose reversal. 


• Contraceptive drugs or devices or generic equivalents approved as substitutes 
by the FDA. 


You may request a copy of Our Formulary. Our Formulary is also available on Our 
website at www.cdphp.com. You may inquire if a specific drug is Covered under this 
Rider by contacting Us at the number on Your ID card. 


B. Refills. 
We Cover Refills of Prescription Drugs only when dispensed at a retail, mail order or 
designated pharmacy as ordered by an authorized Provider. Benefits for Refills will not 
be provided beyond one (1) year from the original prescription date. For prescription eye 
drop medication, We allow for the limited refilling of the prescription prior to the last day 
of the approved dosage period without regard to any coverage restrictions on early 
Refill of renewals. To the extent practicable, the quantity of eye drops in the early Refill 
will be limited to the amount remaining on the dosage that was initially dispensed. Your 
Cost-Sharing for the limited Refill is the amount that applies to each prescription or Refill 
as set forth in the Schedule of Benefits section of this Rider. 


C. Benefit and Payment Information. 
1. Cost-Sharing Expenses. You are responsible for paying the costs outlined in 


the Schedule of Benefits section of this Rider when Covered Prescription Drugs 
are obtained from a retail, mail order or designated pharmacy. 


You have a three (3) tier plan design, which means that Your out-of-pocket 
expenses will generally be lowest for Prescription Drugs on tier 1 and highest for 
Prescription Drugs on tier 3. Your out-of-pocket expense for Prescription Drugs 
on tier 2 will generally be more than for tier 1 but less than tier 3. 


You are responsible for paying the full cost (the amount the pharmacy charges 
You) for any non-Covered Prescription Drug, and Our contracted rates (Our 
Prescription Drug Cost) will not be available to You. 


2. Participating Pharmacies. For Prescription Drugs purchased at a retail, mail 
order or designated Participating Pharmacy, You are responsible for paying the 
lower of: 
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• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


In the event that Our Participating Pharmacies are unable to provide the Covered 
Prescription Drug, and cannot order the Prescription Drug within a reasonable 
time, You may, with Our prior written approval, go to a Non-Participating 
Pharmacy that is able to provide the Prescription Drug. We will pay You the 
Prescription Drug Cost for such approved Prescription Drug less Your required 
in-network Cost-Sharing. Contact Us at the number on Your ID card or visit Our 
website at www.cdphp.com to request approval. 


3. Non-Participating Pharmacies. We will not pay for any Prescription Drugs that 
You purchase at a Non-Participating retail or mail order Pharmacy other than as 
described above. 


4. Designated Pharmacies. If You require certain Prescription Drugs including, 
but not limited to specialty Prescription Drugs, We may direct You to a 
Designated Pharmacy with whom We have an arrangement to provide those 
Prescription Drugs. 


Generally, specialty Prescription Drugs are Prescription Drugs that are approved 
to treat limited patient populations or conditions; are normally injected, infused or 
require close monitoring by a Provider; or have limited availability, special 
dispensing and delivery requirements and/or require additional patient supports. 


If You are directed to a Designated Pharmacy and You choose not to obtain Your 
Prescription Drug from a Designated Pharmacy, You will not have coverage for 
that Prescription Drug. 


Following are the therapeutic classes of Prescription Drugs or conditions that are 
included in this program: 


• Age related macular edema; 
• Anemia, neutropenia, thrombocytopenia; 
• Contraceptives; 
• Cardiovascular; 
• Crohn's disease; 
• Cystic fibrosis; 
• Cytomegalovirus; 
• Endocrine disorders/neurologic disorders such as infantile spasms; 
• Enzyme deficiencies/liposomal storage disorders; 
• Gaucher's disease; 
• Growth hormone; 
• Hemophilia; 
• Hepatitis B, hepatitis C; 
• Hereditary angioedema; 
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• HIV/AIDS; 
• Immune deficiency; 
• Immune modulator; 
• Infertility; 
• Iron overload; 
• Iron toxicity; 
• Multiple sclerosis; 
• Oncology; 
• Osteoarthritis; 
• Osteoporosis; 
• Parkinson's disease; 
• Pulmonary arterial hypertension; 
• Respiratory condition; 
• Rheumatologic and related conditions (rheumatoid arthritis, psoriatic 


arthritis, ankylosing spondylitis, juvenile rheumatoid arthritis, psoriasis) 
• Transplant; 
• RSV prevention; 
• Inherited Autoinflammatory Diseases; 
• Phenylketonuria (PKU); 
• Ulcerative Colitis. 


5. Mail Order. Certain Prescription Drugs may be ordered through Our mail order 
pharmacy. You are responsible for paying the lower of: 


• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


To maximize Your benefit, ask Your Provider to write Your Prescription Order or 
Refill for a 90-day supply, with Refills when appropriate (not a 30-day supply with 
three (3) Refills). You may be charged the mail order Cost-Sharing for any 
Prescription Orders or Refills sent to the mail order pharmacy regardless of the 
number of days supply written on the Prescription Order or Refill. 


Prescription Drugs purchased through mail order will be delivered directly to Your 
home or office. 


We will provide benefits that apply to drugs dispensed by a mail order pharmacy 
to drugs that are purchased from a retail pharmacy when that retail pharmacy 
has a participation agreement with Us and Our vendor in which it agrees to be 
bound by the same terms and conditions as a participating mail order pharmacy. 


You or Your Provider may obtain a copy of the list of Prescription Drugs available 
through mail order by visiting Our website at www.cdphp.com or by calling the 
number on Your ID card. 


6. Tier Status. The tier status of a Prescription Drug may change periodically. 
Form #UBIRX18 EPRXL35A18 
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Changes will generally be quarterly, but no more than six (6) times per calendar 
year, based on Our periodic tiering decisions. These changes may occur without 
prior notice to You. However, if You have a prescription for a drug that is being 
moved to a higher tier (other than a Brand-Name Drug that becomes available as 
a Generic Drug as described below) We will notify You. When such changes 
occur, Your out-of-pocket expense may change. You may access the most up to 
date tier status on Our website at www.cdphp.com or by calling the number on 
Your ID card. 


7. When a Brand-Name Drug Becomes Available as a Generic Drug. When a 
Brand-Name Drug becomes available as a Generic Drug, the tier placement of 
the Brand-Name Prescription Drug may change. If this happens, the Brand
Name Drug will be removed from the Formulary and You no longer have benefits 
for that particular Brand-Name Drug. Please note, if You are taking a Brand
Name Drug that is being excluded due to a Generic Drug becoming available, 
You will receive advance written notice of the Brand-Name Drug exclusion. You 
may request a Formulary exception as outlined below and in the External Appeal 
section of Your Certificate. 


8. Formulary Exception Process. If a Prescription Drug is not on Our Formulary, 
You, Your designee or Your prescribing Health Care Professional may request a 
Formulary exception for a clinically-appropriate Prescription Drug in writing, 
electronically or telephonically. The request should include a statement from 
Your prescribing Health Care Professional that all Formulary drugs will be or 
have been ineffective, would not be as effective as the non-Formulary drug, or 
would have adverse effects. If coverage is denied under Our standard or 
expedited Formulary exception process, You are entitled to an external appeal as 
outlined in the External Appeal section of Your Certificate. Visit Our website at 
www.cdphp.com or call the number on Your ID card to find out more about this 
process. 


Standard Review of a Formulary Exception. We will make a decision and 
notify You or Your designee and the prescribing Health Care Professional no 
later than 72 hours after Our receipt of Your request. If We approve the request, 
We will Cover the Prescription Drug while You are taking the Prescription Drug, 
including any refills. 


Expedited Review of a Formulary Exception. If You are suffering from a 
health condition that may seriously jeopardize Your health, life or ability to regain 
maximum function or if You are undergoing a current course of treatment using a 
non-Formulary Prescription Drug, You may request an expedited review of a 
Formulary exception. The request should include a statement from Your 
prescribing Health Care Professional that harm could reasonably come to You if 
the requested drug is not provided within the timeframes for Our standard 
Formulary exception process. We will make a decision and notify You or Your 
designee and the prescribing Health Care Professional no later than 24 hours 
after Our receipt of Your request. If We approve the request, We will Cover the 
Prescription Drug while You suffer from the health condition that may seriously 
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jeopardize Your health, life or ability to regain maximum function or for the 
duration of Your current course of treatment using the non-Formulary 
Prescription Drug. 


9. Supply Limits. Except for contraceptive drugs or devices, We will pay for no 
more than a 30-day supply of a Prescription Drug purchased at a retail pharmacy 
or Designated Pharmacy. You are responsible for one (1) Cost-Sharing amount 
for up to a 30-day supply. 


You may have an initial three-month supply of a contraceptive drug or device 
dispensed to You. For subsequent dispensing of the same contraceptive drug or 
device, You may have the entire prescribed supply ( of up to 12 months) of the 
contraceptive drug or device dispensed at the same time. Contraceptive drugs 
and devices are not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


Benefits will be provided for Prescription Drugs dispensed by a mail order 
pharmacy in a quantity of up to a 90-day supply. You are responsible for one (1) 
Cost-Sharing amount for a 30-day supply up to a maximum of two and a half 
(2.5) Cost-Sharing amounts for a 90-day supply. 


Specialty Prescription Drugs may be limited to a 30-day supply when obtained at 
a retail or mail order pharmacy. You may access Our website at www.cdphp.com 
or by calling the number on Your ID card for more information on supply limits for 
specialty Prescription Drugs. 


Some Prescription Drugs may be subject to quantity limits based on criteria that 
We have developed, subject to Our periodic review and modification. The limit 
may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. You can determine whether a 
Prescription Drug has been assigned a maximum quantity level for dispensing by 
accessing Our website at www.cdphp.com or by calling the number on Your ID 
card. If We deny a request to Cover an amount that exceeds Our quantity level, 
You are entitled to an Appeal pursuant to the Utilization Review and External 
Appeal sections of Your Certificate. 


10. Emergency Supply of Prescription Drugs for Substance Use Disorder 
Treatment. If You have an Emergency Condition, You may immediately access, 
without Preauthorization, a five (5) day emergency supply of a Covered 
Prescription Drug for the treatment of a substance use disorder, including a 
Prescription Drug to manage opioid withdrawal and/or stabilization and for opioid 
overdose reversal. If You have a Copayment, it will be prorated. If You receive an 
additional supply of the Prescription Drug within the 30-day period in which You 
received the emergency supply, Your Copayment for the remainder of the 30-day 
supply will also be prorated. In no event will the prorated Copayment(s) total 
more than Your Copayment for a 30-day supply. 
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In this paragraph, "Emergency Condition" means a substance use disorder 
condition that manifests itself by Acute symptoms of sufficient severity, including 
severe pain or the expectation of severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably 
expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition or, with respect 


to a pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


11. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial 
limited prescription for a seven (7) day supply or less of any schedule II, 111, or IV 
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment 
will be prorated. If You receive an additional supply of the Prescription Drug 
within the 30-day period in which You received the seven (7) day supply, Your 
Copayment for the remainder of the 30-day supply will also be prorated. In no 
event will the prorated Copayment(s) total more than Your Copayment for a 30-
day supply. 


12. Cost-Sharing for Orally-Administered Anti-Cancer Drugs. Your Cost-Sharing 
for orally-administered anti-cancer drugs is at least as favorable to You as the 
Cost-Sharing amount, if any, that applies to intravenous or injected anticancer 
medications Covered under the Outpatient and Professional Services section of 
Your Certificate. 


13. Split Fill Dispensing Program. The split fill dispensing program is designed to 
prevent wasted Prescription Drugs if Your Prescription Drug or dose changes. 
The Prescription Drugs that are included under this program have been identified 
as requiring more frequent follow up to monitor response to treatment and 
reactions. You will initially get a 15-day supply of Your Prescription Order for 
certain drugs filled at a pharmacy instead of the full Prescription Order. You 
initially pay a lesser Cost-Sharing based on what is dispensed. The therapeutic 
classes of Prescription Drugs that are included in this program are: 
Antivirals/Anti-infectives and Oncology. This program applies for the first 60 days 
when You start a new Prescription Drug. This program will not apply upon You or 
Your Provider's request. You or Your Provider can opt out by visiting Our website 
at www.cdphp.com or by calling the number on Your ID card. 


D. Medical Management. 
This Rider includes certain features to determine when Prescription Drugs should be 
Covered, which are described below. As part of these features, Your prescribing 
Provider may be asked to give more details before We can decide if the Prescription 
Drug is Medically Necessary. 
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1. Preauthorization. Preauthorization may be needed for certain Prescription 
Drugs to make sure proper use and guidelines for Prescription Drug coverage 
are followed. When appropriate, Your Provider will be responsible for obtaining 
Preauthorization for the Prescription Drug. 


For a list of Prescription Drugs that need Preauthorization, please visit Our 
website at www.cdphp.com or by calling the number on Your ID card. The list will 
be reviewed and updated from time to time. We also reserve the right to require 
Preauthorization for any new Prescription Drug on the market or for any currently 
available Prescription Drug which undergoes a change in prescribing protocols 
and/or indications regardless of the therapeutic classification, Including if a 
Prescription Drug or related item on the list is not Covered under this Rider. Your 
Provider may check with Us to find out which Prescription Drugs are Covered. 


2. Step Therapy. Step therapy is a process in which You may need to use one (1) 
or more types of Prescription Drugs before We will Cover another as Medically 
Necessary. A "step therapy protocol" means Our policy, protocol or program that 
establishes the sequence in which We approve Prescription Drugs for Your 
medical condition. When establishing a step therapy protocol, We will use 
recognized evidence-based and peer reviewed clinical review criteria that also 
takes into account the needs of atypical patient populations and diagnoses. We 
check certain Prescription Drugs to make sure that proper prescribing guidelines 
are followed. These guidelines help You get high quality and cost-effective 
Prescription Drugs. The Prescription Drugs that require Preauthorization under 
the step therapy program are also included on the Preauthorization drug list. If a 
step therapy protocol is applicable to Your request for coverage of a Prescription 
Drug, You, Your designee, or Your Health Care Professional can request a step 
therapy override determination as outlined in the Utilization Review section of 
Your Certificate. 


3. Therapeutic Substitution. Therapeutic substitution is an optional program that 
tells You and Your Providers about alternatives to certain prescribed drugs. We 
may contact You and Your Provider to make You aware of these choices. Only 
You and Your Provider can determine if the therapeutic substitute is right for You. 
We have a therapeutic drug substitutes list, which We review and update from 
time to time. For questions or issues about therapeutic drug substitutes, visit Our 
website at www.cdphp.com or by calling the number on Your ID card. 


E. Limitations/Terms of Coverage. 
1. We reserve the right to limit quantities, day supply, early Refill access and/or 


duration of therapy for certain medications based on Medical Necessity including 
acceptable medical standards and/or FDA recommended guidelines. 


2. If We determine that You may be using a Prescription Drug in a harmful or 
abusive manner, or with harmful frequency, Your selection of Participating 
Pharmacies may be limited. If this happens, We may require You to select a 
single Participating Pharmacy that will provide and coordinate all future 
pharmacy services. Benefits will be paid only if You use the selected single 
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Participating Pharmacy. If You do not make a selection within 31 days of the date 
We notify You, We will select a single Participating Pharmacy for You. 


3. Compounded Prescription Drugs will be Covered only when they contain at least 
one (1) ingredient that is a Covered legend Prescription Drug, and are obtained 
from a pharmacy that is approved for compounding. All compounded Prescription 
Drugs require Your Provider to obtain Preauthorization. Compounded 
Prescription Drugs are on tier 3. 


4. Various specific and/or generalized "use management" protocols will be used 
from time to time in order to ensure appropriate utilization of medications. Such 
protocols will be consistent with standard medical/drug treatment guidelines. The 
primary goal of the protocols is to provide Our Members with a quality-focused 
Prescription Drug benefit. In the event a use management protocol is 
implemented, and You are taking the drug(s) affected by the protocol, You will be 
notified in advance. 


5. Injectable drugs (other than self-administered injectable drugs) and diabetic 
insulin, oral hypoglycemics, and diabetic supplies and equipment are not 
Covered under this Rider but are Covered under other sections of Your 
Certificate. 


6. We do not Cover charges for the administration or injection of any Prescription 
Drug. Prescription Drugs given or administered in a Physician's office are 
Covered under the Outpatient and Professional Services section of Your 
Certificate. 


7. We do not Cover drugs that do not by law require a prescription, except for 
smoking cessation drugs, over-the-counter preventive drugs or devices provided 
in accordance with the comprehensive guidelines supported by HRSA or with an 
"A" or "B" rating from USPSTF, or as otherwise provided in this Rider. We do not 
Cover Prescription Drugs that have over-the-counter non-prescription 
equivalents, except if specifically designated as Covered in the drug Formulary. 
Non-prescription equivalents are drugs available without a prescription that have 
the same name/chemical entity as their prescription counterparts. 


8. We do not Cover Prescription Drugs to replace those that may have been lost or 
stolen. 


9. We do not Cover Prescription Drugs dispensed to You while in a Hospital, 
nursing home, other institution, Facility, or if You are a home care patient, except 
in those cases where the basis of payment by or on behalf of You to the Hospital, 
nursing home, Home Health Agency or home care services agency, or other 
institution, does not include services for drugs. 


10. We reserve the right to deny benefits as not Medically Necessary or experimental 
or investigational for any drug prescribed or dispensed in a manner contrary to 
standard medical practice. If coverage is denied, You are entitled to an Appeal as 


Form #UBIRX18 EPRXL35A18 
9 







described in the Utilization Review and External Appeal sections of Your 
Certificate. 


11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's 
professional judgment, should not be filled. 


F. General Conditions. 
1. You must show Your ID card to a retail pharmacy at the time You obtain Your 


Prescription Drug or You must provide the pharmacy with identifying information 
that can be verified by Us during regular business hours. You must include Your 
identification number on the forms provided by the mail order pharmacy from 
which You make a purchase. 


2. Drug Utilization, Cost Management and Rebates. We conduct various 
utilization management activities designed to ensure appropriate Prescription 
Drug usage, to avoid inappropriate usage, and to encourage the use of cost
effective drugs. Through these efforts, You benefit by obtaining appropriate 
Prescription Drugs in a cost-effective manner. The cost savings resulting from 
these activities are reflected in the premiums for Your coverage. We may also, 
from time to time, enter into agreements that result in Us receiving rebates or 
other funds ("rebates") directly or indirectly from Prescription Drug 
manufacturers, Prescription Drug distributors or others. Any rebates are based 
upon utilization of Prescription Drugs across all of Our business and not solely on 
any one Member's utilization of Prescription Drugs. Any rebates received by Us 
may or may not be applied, in whole or part, to reduce premiums either through 
an adjustment to claims costs or as an adjustment to the administrative expenses 
component of Our Prescription Drug premiums. Instead, any such rebates may 
be retained by Us, in whole or part, in order to fund such activities as new 
utilization management activities, community benefit activities and increasing 
reserves for the protection of Members. Rebates will not change or reduce the 
amount of any Copayment or Coinsurance applicable under Our Prescription 
Drug coverage. 


G. Definitions. 
Terms used in this section are defined as follows. (Other defined terms can be found in 
the Definitions section of Your Certificate). 


1. Brand-Name Drug: A Prescription Drug that: 1) is manufactured and 
marketed under a trademark or name by a specific drug manufacturer; or 2) We 
identify as a Brand-Name Prescription Drug, based on available data resources. 
All Prescription Drugs identified as "brand name" by the manufacturer, pharmacy, 
or Your Physician may not be classified as a Brand-Name Drug by Us. 


2. Designated Pharmacy: A pharmacy that has entered into an agreement with 
Us or with an organization contracting on Our behalf, to provide specific 
Prescription Drugs, including but not limited to, specialty Prescription Drugs. The 
fact that a pharmacy is a Participating Pharmacy does not mean that it is a 
Designated Pharmacy. 
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3. Formulary: The list that identifies those Prescription Drugs for which coverage 
may be available under this Rider. This list is subject to Our periodic review and 
modification (generally quarterly, but no more than six (6) times per calendar 
year). You may determine to which tier a particular Prescription Drug has been 
assigned by visiting Our website at www.cdphp.com or by calling the number on 
Your ID card. 


4. Generic Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand
Name Drug; or 2) We identify as a Generic Prescription Drug based on available 
data resources. All Prescription Drugs identified as "generic" by the 
manufacturer, pharmacy or Your Physician may not be classified as a Generic 
Drug by Us. 


5. Non-Participating Pharmacy: A pharmacy that has not entered into an 
agreement with Us to provide Prescription Drugs to Members. We will not make 
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy 
other than as described above. 


6. Participating Pharmacy: A pharmacy that has: 
• Entered into an agreement with Us or Our designee to provide 


Prescription Drugs to Members; 
• Agreed to accept specified reimbursement rates for dispensing 


Prescription Drugs; and 
• Been designated by Us as a Participating Pharmacy. 


A Participating Pharmacy can be either a retail or mail-order pharmacy. 


7. Prescription Drug: A medication, product or device that has been approved by 
the FDA and that can, under federal or state law, be dispensed only pursuant to 
a Prescription Order or Refill and is on Our Formulary. A Prescription Drug 
includes a medication that, due to its characteristics, is appropriate for self 
administration or administration by a non-skilled caregiver. 


8. Prescription Drug Cost: The amount, including a dispensing fee and any sales 
tax, We have agreed to pay Our Participating Pharmacies; as contracted 
between Us and Our pharmacy benefit manager for a Covered Prescription Drug 
dispensed at a Participating Pharmacy. If this Rider includes coverage at Non
Participating Pharmacies, the Prescription Drug Cost for a Prescription Drug 
dispensed at a Non-Participating Pharmacy is calculated using the Prescription 
Drug Cost that applies for that particular Prescription Drug at most Participating 
Pharmacies. 


9. Prescription Order or Refill: The directive to dispense a Prescription Drug 
issued by a duly licensed Health Care Professional who is acting within the 
scope of his or her practice. 


10.Usual and Customary Charge: The usual fee that a pharmacy charges 
individuals for a Prescription Drug without reference to reimbursement to the 
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pharmacy by third parties as required by Section 6826-a of the New York 
Education Law. 


Prescription Drug Coverage Schedule of Benefits 


PRESCRIPTION Preferred Participating Non-Participating 
DRUGS Provider Provider Member Provider Member 


Member Responsibility for Responsibility for 
Responsibility Cost-Sharing Cost-Sharing 
for Cost-


*Certain Sharing 
Prescription Drugs 
are not subject to 
Cost-Sharing 
when provided in 
accordance with 
the comprehensive 
guidelines 
supported by 
HRSA or if the 
item or service has 
an "A" or "B" rating 
from the USPSTF 
and obtained at a 
participating 
pharmacy 


Retail Pharmacy 
30-day supply 


Tier 1 N/A $10 Copayment Non-Participating 
Provider services 


Tier2 N/A $40 Copayment are not Covered 
and You pay the 


Tier 3 N/A $70 Copayment full cost 


If You have an 
Emergency 
Condition, 
Preauthorization is 
not required for a 
five (5) day 
emergency supply 
of a Covered 
Prescription Drug 
used to treat a 
substance use 
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Limits 


See 
benefit 
for 
descrip 
tion 







disorder, including 
a Prescription 
Drug to manage 
opioid withdrawal 
and/or 
stabilization and 
for opioid 
overdose reversal. 
Mail Order Up to a 90-day 
Pharmacy supply 


Up to a 90-day 
supply 


Tier 1 N/A $25 Copayment Non-Participating See 
Provider services benefit 


Tier2 N/A $1 00 Copayment are not Covered for 
and You pay the descrip 


Tier3 N/A $175 Copayment full cost tion 


Enteral Formulas N/A Follows Cost-Share Non-Participating See 
for Retail Pharmacy Provider services benefit 
or Mail Order are not Covered for 
Pharmacy above and You pay the descrip 


full cost tion 


Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this 
Rider is attached shall also apply to this Rider except where specifically changed by this 
Rider. 
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Rider to Change DME Cost-Share 


Participating Provider Member Responsibility for Cost-Sharing for Durable Medical 
Equipment and Braces, Cochlear Implants, Medical Supplies and External Prosthetic Devices 
outlined in the Schedule of Benefits section of Your Certificate under the Participating 
Provider Member Responsibility for Cost-Sharing column has been changed. 


ADDITIONAL SERVICES, Participating Provider Limits 
EQUIPMENT and DEVICES Member Responsibility for 


Cost-Sharina 
Durable Medical Equipment 20% Coinsurance See benefit for description 
and Braces 


Preauthorization required for 
items exceeding $500 and for 
Left Ventricular Assist Devices 


Cochlear Implants 20% Coinsurance One (1) per ear per time 
Covered 


Preauthorization required for 
items exceeding $500 


Medical Supplies 20% Coinsurance See benefit for description 


Preauthorization required 


Prosthetic Devices 20% Coinsurance 


• External One (1) prosthetic device, per 
limb, per lifetime with coverage 


Preauthorization required for for repairs and replacements 
items exceedinq $500 


All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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Domestic Partner Rider 


A. Domestic Partner Coverage. 
This rider amends Your Certificate to provide coverage for domestic partners. This rider covers 
same or opposite gender domestic partners of Subscribers as Spouses. If You selected family 
coverage, Children covered under the Certificate also include the Children of Your domestic 
partner. Proof of the domestic partnership and financial interdependence must be submitted in 
the form of: 


1. Registration as a domestic partnership indicating that neither individual has been registered 
as a member of another domestic partnership within the last six (6) months, where such 
registry exists; or 


2. For partners residing where registration does not exist, by an alternative affidavit of 
domestic partnership. 
a. The affidavit must be notarized and must contain the following: 


• The partners are both 18 years of age or older and are mentally competent to 
consent to contract; 


• The partners are not related by blood in a manner that would bar marriage under 
laws of the State of New York; 


• The partners have been living together on a continuous basis prior to the date of 
the application; 


• Neither individual has been registered as a member of another domestic 
partnership within the last six (6) months; and 


b. Proof of cohabitation (e.g., a driver's license, tax return or other sufficient proof); and 
c. Proof that the partners are financially interdependent. Two (2) or more of the following 


are collectively sufficient to establish financial interdependence: 
• A joint bank account; 
• A joint credit card or charge card; 
• Joint obligation on a loan; 
• Status as an authorized signatory on the partner's bank account, credit card or 


charge card; 
• Joint ownership of holdings or investments; 
• Joint ownership of residence; 
• Joint ownership of real estate other than residence; 
• Listing of both partners as tenants on the lease of the shared residence; 
• Shared rental payments of residence (need not be shared 50/50); 
• Listing of both partners as tenants on a lease, or shared rental payments, for 


property other than residence; 
• A common household and shared household expenses, e.g., grocery bills, utility 


bills, telephone bills, etc. (need not be shared 50/50); 
• Shared household budget for purposes of receiving government benefits; 
• Status of one as representative payee for the other's government benefits; 
• Joint ownership of major items of personal property (e.g., appliances, furniture); 
• Joint ownership of a motor vehicle; 
• Joint responsibility for child care (e.g., school documents, guardianship); 
• Shared child-care expenses, e.g., babysitting, day care, school bills (need not be 


shared 50/50); 
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• Execution of wills naming each other as executor and/or beneficiary; 
• Designation as beneficiary under the other's life insurance policy; 
• Designation as beneficiary under the other's retirement benefits account; 
• Mutual grant of durable power of attorney; 
• Mutual grant of authority to make health care decisions (e.g., health care power 


of attorney); 
• Affidavit by creditor or other individual able to testify to partners' financial 


interdependence; or 
• Other item(s) of proof sufficient to establish economic interdependency under the 


circumstances of the particular case. 


B. Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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CDPHP UNIVERSAL BENEFITS,® INC. 
500 Patroon Creek Blvd.• Albany, NY 12206-1057 


The terms of the Contract to which these Riders are attached shall remain in full force 
and effect, except as amended by these Riders. 


By: 


CDPHP UNIVERSAL BENEFITS,® INC. 


John D. Bennett, MD, FACC 
President and CEO 











Stephen Obermayer 
BBL Construction Services LLC 
302 Washington Ave Ext 
Albany, NY 12203 
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METROPOLITAN LIFE INSURANCE COMPANY 
NEW YORK, NEW YORK 


 
CERTIFICATE OF HOSPITAL INDEMNITY INSURANCE  


 
Metropolitan Life Insurance Company (“MetLife”), a stock company, certifies that You and Your Dependents are insured 
for the benefits described in this Certificate, subject to the provisions of this Certificate.  References to coverage for 
Your Dependents throughout this Certificate only apply if insurance is in effect for Your Dependents.  Please refer to the 
Covered Persons Specifications page and Eligibility Provisions: Dependent Insurance section for details.  
 
This Certificate is issued to You under the Group Policy.  This Certificate includes the terms and provisions of the 
Group Policy that describe Your insurance.  PLEASE READ THIS CERTIFICATE CAREFULLY. The Group Policy is a 
contract between MetLife and the Group Policyholder.  It may be changed or ended without Your consent or notice to 
You. 
 
Group Policyholder:  BBL Construction Services LLC  
Group Policy Number:  5973766 
MetLife Toll Free Number:  1-800-GETMET8 


 


THIS IS HOSPITAL INDEMNITY INSURANCE.  THIS IS A SUPPLEMENT TO HEALTH 


INSURANCE AND IS NOT A SUBSITITUTE FOR MAJOR MEDICAL COVERAGE.  LACK OF 


MAJOR MEDICAL COVERAGE OR OTHER MINIMUM ESSENTIAL COVERAGE MAY RESULT 


IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 


 
 
30-Day Right to Examine Certificate.  Please read this Certificate carefully.   If You are not 
satisfied for any reason, You may notify Us that You are cancelling Your Certificate 
within 30 days from the date of delivery by calling us at  1-800-GETMET8. If You notify Us 
that You are cancelling within the 30 day period, this Certificate will be void from the 
beginning.  We will refund any premium or Contribution paid within 30 days after We 
receive Your notice of cancellation. 
 
 


 
Florida Residents: The benefits of the policy providing Your coverage are governed primarily by 
the laws of a state other than Florida. 
 


 
Maryland Residents: The Group Policy providing coverage under this Certificate was issued in a 
jurisdiction other than Maryland and may not provide all of the benefits required by Maryland law. 
 
WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) SECTION WHICH FOLLOWS THIS PAGE.  
PLEASE READ THE(SE) NOTICE(S) CAREFULLY. 
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NOTICE FOR RESIDENTS OF FLORIDA 


If You were a resident of Florida on Your Certificate effective date, this notice applies to You. 
 
The following provision is added to the When Insurance Ends section of this Certificate if that section does not 
include an Extension of Benefits provision.  If the When Insurance Ends section includes an Extension of Benefits 
provision, We will only pay benefits under one provision, which will be the one that pays the most.   
 


EXTENSION OF BENEFITS  
 
If a Covered Person is Confined on the date Your insurance ends, and You do not continue insurance under the At 
Your Option: Continuation with Premium Payment provision, We will pay certain benefits for such Covered Person 
if the Confinement continues after Your insurance ends, in accordance with, and subject to all of the following: 
� No benefits will be available under this Extension of Benefits provision if Your insurance ends due to non-


payment of premium. 
� The Confinement Benefit will be payable if requirements for payment of that benefit are met while the Covered 


Person is Confined.  No other benefits will be payable.  
� Benefits payable under this Extension of Benefits provision will be paid in accordance with and subject to the 


terms and conditions of this Certificate, except as set forth in this provision. 
� Benefits under this Extension of Benefits provision will end on the earlier of: 


� the date the Covered Person is no longer Confined; or 
� the end of the number of days that Confinement Benefits are payable for the Confinement. 


� If the Covered Person is again Confined at any time after discharge, no further benefits will be payable. 
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NOTICE FOR RESIDENTS OF MAINE 


 
 


If You were a resident of Maine on Your Certificate effective date, this notice applies to You. 
 
You have the right to designate a third party to receive notice if Your insurance is in danger of lapsing due to a 
default on Your part, such as non-payment of a Contribution that is due. You may make this designation by 
completing a "Third Party Notice Request Form" and sending it to MetLife. Once You have made a designation, 
You may cancel or change it by filling out a new Third Party Notice Request Form and sending it to MetLife. The 
designation will be effective as of the date MetLife receives the form. Call MetLife at the toll-free telephone number 
shown on the face page of this Certificate to obtain a Third Party Notice Request Form.   
 
Within 90 days after cancellation of coverage for nonpayment of premium, You, any person authorized to act on 
Your behalf, or any covered Dependent may request reinstatement of the Certificate on the basis that You suffered 
from cognitive impairment or functional incapacity at the time of cancellation. 
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COVERED PERSON SPECIFICATIONS 


 
 


Certificate Effective Date: See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife 


 
Group Policyholder: BBL Construction Services LLC  
Group Policy Number: 5973766  


 


 
MetLife Contact Information: 1-800-GETMET8 
 
 
Your Name: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Your Certificate Number: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Coverage for Your Dependents   See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife  
 


 
This Covered Person Specifications page is part of Your Certificate.  Please keep it with Your Certificate. 
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SCHEDULE OF INSURANCE 


 


IMPORTANT NOTE:  Payment of the benefits listed in this Schedule is subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate. 
PLEASE READ THE ENTIRE CERTIFICATE CAREFULLY. 


 


The benefits listed only apply to Dependents if insurance is in effect for Your Dependents under this Certificate.  
Please refer to the Covered Person Specifications page and the Eligibility Provisions: Dependent Insurance section 
of this Certificate for details. 
 
HOSPITAL BENEFITS Benefit / Limit 
 


Admission Benefit $1,000 for the day of admission  


We will pay the Admission Benefit no more than:  
1 time per Covered Person, per calendar year  


 


 


ICU Supplemental Admission Benefit $1,000 for the day of admission  


 
 


 


 


Confinement Benefit 
The Confinement Benefit is not payable for a day for which the 
Admission Benefit is payable. 


$100 per day  
 


 


 


 We will pay the Confinement Benefit  
for no more than: 
 


365 days per Covered Person, per calendar year 
 


 


ICU Supplemental Confinement Benefit 
 


$65 per day  
 


 


 


 We will pay the ICU Supplemental Confinement  
Benefit for no more than: 
 


15 days per Covered Person, per calendar year 
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DEFINITIONS 
 
As used in this Certificate, the terms listed below will have the meanings set forth below.  Other terms may be 
defined where they are used.  When defined terms are used in this Certificate, they will appear with initial 
capitalization.  The plural use of a term defined in the singular will share the same meaning.  
 
Accident means an act or event which: 
 is unforeseen, unexpected and unanticipated;  
 is definite as to time and place;  
 is not a Sickness; and 
 occurs while insurance is in effect under this Certificate.    
 
The term Accident includes unavoidable exposure to the elements if such exposure was a direct result of an  
Accident. 
 


 
Accidental means happening by Accident.  
 
Actively at Work or Active Work means that You are performing all of the usual and customary duties of Your job 
on a Full-Time basis.  This must be done at: 
� the Group Policyholder's place of business; 
� an alternate place approved by the Group Policyholder; or 
� a place to which the Group Policyholder's business requires You to travel. 
 
You will be deemed to be Actively at Work during weekends or Group Policyholder approved vacations, holidays or 
temporary business closures if You were Actively at Work on the last scheduled work day preceding such time off. 
 


  
Certificate means this Certificate including any riders attached to it. 
 
Complications of Pregnancy means diseases or conditions, the diagnoses of which are distinct from pregnancy 
and not associated with normal pregnancy or Routine Childbirth, but are adversely affected or caused by 
pregnancy, such as: acute nephritis; nephrosis; cardiac decompensation; non-elective or emergency Caesarean 
section; ectopic pregnancy which is terminated; a spontaneous termination of pregnancy when a viable birth is not 
possible; puerperal infection; eclampsia; hyperemesis gravidarum and pre-eclampsia requiring Confinement; 
toxemia; missed abortion; or disease of the vascular, hemopoietic, nervous or endocrine systems.  
 
The term Complications of Pregnancy does not include:  false labor; occasional spotting; doctor prescribed rest 
during the period of pregnancy; morning sickness; multiple gestation pregnancy; elective abortion; or conditions of 
comparable severity associated with management of a difficult pregnancy. 
 
Confined or Confinement means the assignment to a bed as a resident inpatient in a Hospital (including an 
Intensive Care Unit of a Hospital) on the advice of a Physician or confinement in an observation area within a 
Hospital for a period of no less than 20 continuous hours on the advice of a Physician.   
 


 
Contribution means the amount You must pay towards the total premium charged by Us for insurance under this 
Certificate.  


  
Covered Person means You and, if insured under the Group Policy for the insurance described in this Certificate, 
Your Dependents. 
 
Dependent means Your Spouse, and/or Dependent Child. No person can be insured for Hospital Indemnity 
Insurance under the Group Policy as both an employee and a Dependent. 
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DEFINITIONS (Continued) 
 
Dependent Child means the following: 
� Your biological child, while such child is younger than the Dependent Child Age Limit; 
� Your adopted child, (including a child to be adopted by You, during any waiting period that must expire before 


adoption becomes final) while such child is younger than the Dependent Child Age Limit; or 
� Your stepchild, including a child of Your Domestic Partner, while such child is younger than the Dependent 


Child Age Limit.  


 
The term Dependent Child does not mean an unborn or stillborn child. 
 
A person cannot be insured for Hospital Indemnity Insurance as a Dependent Child of more than one employee 
under the Group Policy.  


 
Dependent Child Age Limit means: 


�    the end of the calendar month in which the Dependent Child reaches age 26.  


 
 


Dependent Insurance means insurance under this Certificate for Your Dependents.  
 


 
Domestic Partner means each of two people, one of whom is You, who: 
1. have registered as each other’s domestic partner or civil union partner with a government agency where such 


registration is available; or  


2. are of the same or opposite sex and have completed and signed a declaration declaring that: 
� each person is 18 years of age or older and mentally competent to consent to contract; 
� each person is unmarried and the sole domestic partner of the other; 
� they are sharing a Primary Residence with the other; 
� they are not related to the other in a manner that would bar their marriage in the jurisdiction in which they reside; 


and 
� they have a mutually dependent relationship so that each has an insurable interest in the life of the other 


and 2 or more of the following exist as evidence of joint responsibility for basic financial obligations:  
� a joint mortgage or lease; 
� designation of the Domestic Partner as beneficiary for life insurance or retirement benefits; 
� joint wills or designation as executor and/or primary beneficiary; 
� ownership of a joint bank account, joint credit cards or other evidence of joint financial 


responsibility; or 
� other evidence of economic interdependence.  


 


 







 


GCERT16-HI-def   
Page 9 


DEFINITIONS (Continued) 
 
Emergency Room means an area within a Hospital that is dedicated to the provision of emergency care. This area 
must: 
 be staffed and equipped to handle trauma; 
 be supervised and provide treatment by Physicians; and 
 provide care seven days per week, 24 hours per day.   
 
The term Emergency Room includes short stay observation units or clinical decision units within a Hospital that 
assess, within a period of less than 20 continuous hours, whether to discharge or admit patients. 
 
Full-Time means Active Work on the Group Policyholder’s regular work schedule for the class of employees to 
which You belong.  The work schedule must be at least 30 hours per week. 


 


 
Group Policy means the policy of insurance issued by Us to the Group Policyholder under which this Certificate is 
issued. 
 
Group Policyholder means BBL Construction Services LLC. 
 
Hospital means a short-term, acute care, general facility which: 
 is primarily engaged in providing, by or under the continuous supervision of Physicians, to inpatients, diagnostic  


and therapeutic services for diagnosis, treatment and care of injured or sick persons; 
 has organized departments of medicine;  
 has facilities for major Surgery either on its premises or through contractual arrangement with another Hospital;  
 has a requirement that every patient must be under the care of a Physician or dentist; 
 provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 is duly licensed by the agency responsible for licensing such Hospitals; 
 if located in New York State, has in effect a hospitalization review plan applicable to all patients that meets at 


least the standards set forth in section 1861 (k) of United States Public Law 89-97; and 
 is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts or alcoholics, or a place for convalescent, custodial, educational or rehabilitative 
care. 


 
The term Hospital does not include a separate unit of a Hospital that is licensed as a hospice facility, nursing home, 
skilled nursing facility, assisted living facility, rehabilitation facility or an outpatient Surgery facility. 
 
Injury means any bodily harm that results directly from an Accident. 
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DEFINITIONS (Continued) 
 
Intensive Care Unit or ICU means a place which: 
� is a specifically dedicated area of a Hospital that is restricted to patients who are critically ill or injured and who 


require intensive, comprehensive monitoring and care; 
� is separate and apart from the surgical recovery room and from rooms, beds and wards customarily used for 


patient Confinement; 
� is permanently equipped with special lifesaving equipment for the care of the critically ill or injured; 
� is under close observation by a specially trained nursing staff assigned exclusively to the intensive care unit on 


a 24 hour basis; and 
� has a Physician assigned to the intensive care unit on a full-time basis. 
 
The term Intensive Care Unit includes Hospital units with the following names: intensive care unit; coronary care 
unit; neonatal intensive care unit; pulmonary care unit; burn unit; or transplant unit.  
 
Medical Restriction means a person is:  
� restricted to the person’s home under a Physician’s care; 
� receiving or applying to receive disability benefits from any source;  
� an inpatient in a Hospital; 
� receiving care in a hospice facility, an intermediate care facility or a long-term care facility; or 
� receiving chemotherapy, radiation therapy or dialysis.   
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DEFINITIONS (Continued) 
 
Physician means: 
 a person licensed to practice medicine and prescribe and administer drugs or to perform Surgery in the 


jurisdiction where such services are performed; or 
 a medical practitioner who is licensed to provide a service for which a benefit is payable under this Certificate, 


according to the laws and regulations of the jurisdiction where such service is performed, and who is acting 
within the scope of such license.   


 


The term Physician does not include: 
 You;  
 Your Spouse;  
 Your adopted or stepchild; or 
 anyone else in Your immediate family. 
 
Primary Residence means the dwelling where a person lives for the majority of the time, whether the person owns 
or rents the dwelling. 
 
Proof means Written evidence satisfactory to Us that a claimant has satisfied the conditions and requirements for 
any benefit described in this Certificate.  When a claim is made for any benefit described in this Certificate, Proof 
must establish:  
 the nature and extent of the loss or condition;  
 Our obligation to pay the claim; and  
 the claimant’s right to receive payment.  
 
Except as provided in the Examinations and Autopsy provisions of this Certificate, Proof must be provided at the 
claimant’s expense.  
 
Routine Childbirth means the vaginal delivery of a child or children or the delivery of a child or children by elective 
Cesarean section. 
 
Routine Pregnancy means a normal pregnancy that does not have Complications of Pregnancy.
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DEFINITIONS (Continued) 
 
Schedule means the Schedule of Benefits that appears in this Certificate, and the Covered Person Specifications 
page. 
 
Sickness means: 
� a physical illness, physical infirmity or physical disease;  
� Complications of Pregnancy; or 
� Routine Childbirth. 
 
The term Sickness does not include: 
� Routine Pregnancy; or  


 


� routine nursery care or well-baby care for a newborn child. 
 
Signed means any symbol or method executed or adopted by a person with the present intention to authenticate a 
record.  The signature may be transmitted by paper or electronic media, provided it is consistent with applicable 
law. 
 
Spouse means Your lawful spouse or Your Domestic Partner. 
 
Surgery means a procedure performed by a Physician involving an incision of the Covered Person’s skin or tissue 
that, in and of itself, is intended to be curative, palliative or exploratory.  
 
United States means the United States of America, its territories and its possessions.  
 
We, Us and Our mean Metropolitan Life Insurance Company. 
 
Write, Written or Writing means a record that may be transmitted by paper or electronic media, and that is 
consistent with applicable law.   
 
You and Your means an employee who is insured under the Group Policy for the insurance described in this 
Certificate.  
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOU 


ELIGIBLE CLASS 


 
CLASS 1 
 
All Active Full-Time Employees 
 
DATE YOU ARE ELIGIBLE FOR INSURANCE  


 


You may only become eligible for the Hospital Indemnity Insurance available for Your eligible class.   
 
If You are in an eligible class on the date insurance becomes available for the class, You will be eligible for 
insurance on the date You complete any applicable eligibility waiting period set by the Group Policyholder.    
 
If you enter an eligible class after the date insurance becomes available to members of that class, You will be 
eligible for insurance on the date You complete any applicable eligibility waiting period set by the Group 
Policyholder. 
   
 


ENROLLMENT PROCESS  


 


If You are eligible for insurance, You may enroll for such insurance by completing the required form.  You must also 
provide Written permission to deduct Contributions from Your pay for such insurance, if You are required to make 
such Contributions.       


 
DATE YOUR INSURANCE TAKES EFFECT  


 
Provided that You are Actively at Work in an eligible class, insurance under this Certificate will take effect for You 
on the Certificate effective date.  If You are not Actively at Work in an eligible class on the date insurance would 
otherwise take effect, insurance will take effect on the date You return to Active Work in an eligible class. 
  
BENEFIT CHANGES 


 


Once Your insurance takes effect, You may only change Your benefits in accordance with the options available 
through the Group Policyholder.  Please contact Us or the Group Policyholder for more information.  
 
If You are not Actively at Work in an eligible class on the date an increase in benefits would otherwise take effect, 
the increase will not take effect until You return to Active Work in a class that is eligible for the increase. 
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE 
 


ELIGIBLE CLASS FOR DEPENDENT INSURANCE 
 
All Class 1 employees of the Group Policyholder as specified in the Eligibility Provisions:  Insurance For You section of 
this Certificate are eligible for Dependent Insurance. 
 
DATE YOU ARE ELIGIBLE FOR DEPENDENT INSURANCE 
 
If You are in a class of employees who are eligible for Dependent Insurance on the date Your insurance takes effect, You 
will be eligible for Dependent Insurance on the later of the following: 
� the date Your insurance takes effect; and  
� the date an individual becomes Your first Dependent. 
 
If You enter a class of employees who are eligible for Dependent Insurance after the date Your insurance takes effect, 
You will be eligible for Dependent Insurance on the later of the following: 
� the date You enter a class eligible for Dependent Insurance; and  
� the date an individual becomes Your first Dependent.  


 
ENROLLMENT PROCESS 
 
If You become eligible for Dependent Insurance, You may enroll for such insurance by providing Us with any information 
We require for each Dependent to be insured.  You must also provide Written permission to deduct Contributions from 
Your pay for Dependent Insurance, if You are required to make such Contributions. 
 


 
DATE DEPENDENT INSURANCE TAKES EFFECT 
 
Newborn Children  


A Dependent Child born to You while insurance is in effect under the Certificate will be covered:  
� from the moment of birth and does not need to be enrolled if Dependent Insurance is already in effect for at least one 


other Dependent Child; or 
� for 31 days from the moment of birth if Dependent Insurance is not already in effect for at least one other Dependent 


Child.  To continue coverage beyond the first 31 days You must notify Us of the child’s birth and give Written 
permission to deduct Contributions from Your pay for Dependent Insurance for the newborn child.   


 
The effective date of insurance for a newborn child will be determined without regard to whether the child is under a 
Medical Restriction.  


 
Adopted Children 


A newborn child to be adopted by You while insurance is in effect under this Certificate will be covered for 31 days from 
the moment of birth if You take physical custody of the infant upon the infant's release from the hospital and You file a 
petition to adopt the child within 30 days of the child's birth. To continue coverage beyond the first 31 days, You must 
notify Us of the child’s birth and give Written permission to deduct Contributions from Your pay for Dependent Insurance 
for the newborn child. Coverage will end if the child’s placement is disrupted prior to legal adoption. 
 
A child to be adopted by You (who is not a newborn as described above) while insurance is in effect under this Certificate 
will be covered during any waiting period that must expire before adoption becomes final.  In order to continue coverage 
beyond the first 31 days, You must provide Us with notice of the child to be adopted and give Written permission to deduct 
Contributions from Your pay for Dependent Insurance for the adopted child.  Coverage will end if the child’s placement is 
disrupted prior to legal adoption. 
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The child does not need to be enrolled if Dependent Coverage is already in effect for at least one other Dependent Child. 
 
Coverage will end if the child’s placement is disrupted prior to legal adoption. 
 
The effective date of insurance for a newly adopted child will be determined without regard to whether the child is under a 
Medical Restriction. 
 
Other Dependents 


Dependent Insurance for a Dependent who is not under a Medical Restriction will take effect on the later of: 
� the date You are enrolled for Dependent Insurance for such Dependent; or 
� the date a person becomes Your Dependent. 
 
If a Dependent is under a Medical Restriction on the date insurance for such Dependent would otherwise take effect, 
insurance for the Dependent will take effect on the date the Dependent is no longer under a Medical Restriction.  


  
BENEFIT CHANGES 
 
Benefit changes with respect to a Dependent are subject to the Benefit Changes provision in the Eligibility Provisions: 
Insurance for You section of this Certificate. 


 







 


GCERT16-HI-hosp  
Page 16 


 
 


 


HOSPITAL BENEFITS 


Payment of the Hospital Benefits described in this section are subject to all of the conditions, maximums, 
limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
HOSPITAL ADMISSION BENEFITS  


Admission Benefit  


 
If a Covered Person is admitted for Confinement to a Hospital for treatment of an Injury or Sickness, We will pay 
the Admission Benefit shown on the Schedule for the day of admission, subject to all of the following:  
� The admission must occur on or after the date that coverage took effect under this Certificate for such Covered 


Person.    


� The Admission Benefit is not payable for Emergency Room treatment or outpatient treatment.   
� We will only pay the Admission Benefit for a Covered Person for one Hospital admission at a time, even if the 


admission is caused by more than one Injury or Sickness or a combination of Injury and Sickness.   
� For Hospital admission for treatment of an Injury, the admission must occur within 180 days after the Accident 


occurs.   


� We will only pay an Admission Benefit for a newborn baby who is born in a Hospital if, due to a Sickness or 
Injury, the newborn baby is admitted to the Intensive Care Unit.  


� If a Covered Person is admitted to a Hospital and is then transferred to another Hospital, We will not pay an 
additional Admission Benefit. 


� We will pay the Admission Benefit no more than the number of times shown on the Schedule. 
 


ICU Supplemental Admission Benefit  


 
We will pay the ICU Supplemental Admission Benefit shown on the Schedule, in addition to the Admission Benefit, 
if  a Covered Person, upon initial admission for Confinement to a Hospital for treatment of an Injury or Sickness, is  
admitted to an ICU, subject to all of the following:  
● The admission must meet the requirements for payment of the Admission Benefit. 
� For an ICU admission for treatment of an Injury, the admission must occur within 180 days after the Injury 


occurs. 
� If the Covered Person moves to an ICU after initial admission to a Hospital, We will not pay the ICU 


Supplemental Admission Benefit. 
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HOSPITAL BENEFITS (Continued) 
 
HOSPITAL CONFINEMENT BENEFITS   
 


Confinement Benefit  
 
If a Covered Person is Confined in a Hospital for treatment of an Injury or Sickness, We will pay the Confinement 
Benefit shown on the Schedule for each day of Confinement, subject to all of the following:   
 


� The Confinement must begin while coverage is in effect under this Certificate for such Covered Person.  For 
Confinement for treatment of an Injury, the Confinement must begin within 180 days after the Accident occurs.  


� If a Covered Person is Confined in a Hospital and is then transferred to another Hospital, We will treat the 
transfer as a continuation of the prior Confinement.   


� We will only pay one Confinement Benefit per Covered Person, per day. 
 


� We will not pay a Confinement Benefit for a day that the Admission Benefit is payable.     


� We will pay the Confinement Benefit for no more than the number of days shown on the Schedule. 
 
ICU Supplemental Confinement Benefit  
 
We will pay the ICU Supplemental Confinement Benefit shown on the Schedule, in addition to the Confinement 
Benefit, for each day  a Covered Person is Confined in an ICU for treatment of an Injury or Sickness, subject to all 
of the following:  
� The ICU Confinement must meet the requirements for payment of the Confinement Benefit. 
� We will only pay the ICU Supplemental Confinement Benefit for a day on which the Confinement Benefit is 


payable. 
� For an ICU Confinement for treatment of an Injury, Confinement in the Intensive Care Unit must begin within 


180 days after the Accident occurs. 
� We will pay the ICU Supplemental Confinement Benefit for no more than the number of days shown on the 


Schedule. 
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EXCLUSIONS 


 
We will not pay benefits for any loss due to an Accident or Sickness for a Covered Person caused or contributed to 
by: 
 


� the Covered Person being under the influence of any narcotic unless administered on the advice of a 
Physician; 


 


� the Covered Person being intoxicated;  


� the Covered Person’s suicide, attempted suicide or intentionally self-inflicted Injury;  


 


� war, or act of war whether declared or undeclared;  


 


� the Covered Person’s participation in a felony, riot or insurrection;  


 


� the Covered Person’s engagement in an illegal occupation;  


 


� dental procedures or Surgery except as the result of an Accident causing Injury to a sound natural tooth;  


 


� cosmetic Surgery, except when such Surgery is performed to reconstruct a part of the body which was 
disfigured or removed as a result of an Injury or Sickness; 


 


� the Covered Person’s mental or emotional disorder; or 


� the Covered Person’s service in the armed forces or any auxiliary unit of the armed forces. 
  
In addition, We will not pay benefits for services or treatment received outside of the United States, Canada or 
Mexico. 
 
The following additional exclusions apply to payment of benefits for any loss due to an Accident: 
We will not pay benefits for any loss due to an Accident for a Covered Person caused or contributed to by aviation, 
other than as a fare-paying passenger on a scheduled or chartered flight operated by a scheduled airline.   


 
The following additional exclusions applies to payment of benefits for any loss due to a Sickness: 


We will not pay benefits under this Certificate for: 
� a Dependent Child’s Routine Childbirth; or 
� the Covered Person’s alcoholism, drug addiction, chemical dependency or complications thereof. 
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WHEN INSURANCE ENDS 


 
Please Note:  If insurance ends under this section, in certain cases it may be continued as stated in the 
Continuation of Insurance section of this Certificate.  Please see that section for details. 
 
DATE YOUR INSURANCE ENDS  


Your insurance under this Certificate will end on the earliest of: 
� the date the Group Policy ends; 
� the date You die;  


� the date insurance ends for Your class; 
� the end of the period for which the last full premium has been paid for Your insurance; 
� the end of the calendar month in which You notify Us that You wish to cancel Your insurance; 
� the end of the calendar month in which You cease to be in an eligible class, subject to the Change in Class 


provision of the Eligibility Provisions: Insurance for You section; or  


� the end of the calendar month in which Your employment ends. 
 


 
For residents of Massachusetts: 


If You are a resident of Massachusetts and Your insurance under this Certificate is ending under the above 
provision because Your employment has ended, instead of insurance ending on the date Your employment ends, 
the following timelines apply: 
 
� If Your employment ends for any reason other than a Plant Closing or a Partial Plant Closing, Your insurance 


will end 31 days after the date Your employment ends. However, if during such 31 day period You become 
entitled to benefits under another policy that are similar to the benefits provided under this Certificate, insurance 
under this Certificate will end on the date You become entitled to such other benefits.  
 


� If Your employment ends due to a Plant Closing or a Partial Plant Closing Your insurance will end 90 days after 
the date Your employment ends. However, if during such 90 day period, You become entitled to benefits under 
another policy that are similar to the benefits provided under this Certificate insurance under this Certificate will 
end on the date You become entitled to such other benefits. 


 


 
DATE DEPENDENT INSURANCE ENDS  


A Dependent’s insurance under this Certificate will end on the earliest of: 
� the date Your insurance under this Certificate ends; 
� the date Dependent Insurance ends under the Group Policy for all employees or for Your class; 
� the end of the calendar month in which the person ceases to be a Dependent; 
� the end of the calendar month in which You cease to be in a class that is eligible for Dependent Insurance;  
� the end of the calendar month in which the Dependent is no longer eligible as described in the Eligible Classes 


for Dependent Insurance provision; or  
� the end of the period for which the last full premium has been paid for insurance for the Dependent. 
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WHEN INSURANCE ENDS (Continued) 
 
 
CHANGE IN CLASS 


If there is more than one class eligible for insurance under the Group Policy, and each class has its own certificate, 
instead of receiving a new certificate when You move between classes, You will remain insured under this 
Certificate if:  
 You move to a class that is eligible for Hospital Indemnity Insurance under the Group Policy; and 
 the benefits available to Your new class are identical to the benefits available under this Certificate.   
 
In all other cases when You move between classes, Your insurance under this Certificate will end on the date You 
are no longer a member of the class eligible for insurance under this Certificate.   
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CONTINUATION OF INSURANCE   
 
AT YOUR OPTION: CONTINUATION WITH PREMIUM PAYMENT  


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations, it may 
be continued for You and Your Dependents, as described in this provision.  This is referred to in this provision as 
"Continued Insurance".  Evidence of insurability will not be required to obtain Continued Insurance.  For purposes 
of this provision, insurance in effect under the Group Policy for which the Group Policyholder remits premium is 
referred to in this provision as "Group Billed Insurance". 
 
Except as described below, Continued Insurance is subject to all of the conditions, maximums, limitations, 
exclusions and Proof requirements contained in the provisions of this Certificate. 
 
Requirements for Continued Insurance 


Continued Insurance will be available to You if: 
 


� Your Group Billed Insurance ends for any reason other than:  
� non-payment of  premium or Contribution; or 
� the end of the Group Policy, provided that Continued Insurance will be available to You if You do not 


become eligible, within 30 days after the end of the Group Policy, for hospital indemnity insurance under 
another policy of group insurance available through the Group Policyholder;  


 


� We receive Your completed Written request for Continued Insurance on a form approved by Us within 31 
calendar days after Your Group Billed Insurance ends; and 


� You pay premiums required for Continued Insurance by the due date specified in the premium notice sent to 
You.  


 


 
 


 


Changes in Continued Insurance 


You may elect to decrease Your insurance after the date that Continued Insurance goes into effect for You if a 
lower benefit option is available. In addition, You may end insurance for any or all of Your Dependents.   Please 
contact Us for information.  You may not increase insurance once Continued Insurance goes into effect.  
 
Contributions for Continued Insurance 


The Contribution that You must pay for Continued Insurance is the amount of Your Contribution for Your Group 
Billed Insurance before it ended, plus any amount of premium that the Group Policyholder paid.  The Contribution 
that You must pay for Continued Insurance will be determined on the same basis as premium rates charged for 
Group Billed Insurance.  We have the right to change premium rates in accordance with the terms set forth in the 
Group Policy.  All payments for Continued Insurance must be made directly to Us by the due date specified in the 
premium notice We send to You.     
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CONTINUATION OF INSURANCE (Continued) 
 
End of Continued Insurance  


Continued Insurance will end on the earliest of the following dates:   
� the date You die;  
� if You do not pay a Contribution that is required for Continued Insurance, the end of the period for which the 


last full premium has been paid for Your insurance;  


� with respect to Continued Insurance for a Dependent:  
� the date Continued Insurance for You ends for any reason;   
� the end of the calendar month in which the Dependent no longer meets the definition of a Dependent; or 
� the end of the calendar month in which the Dependent is no longer eligible as described in the Eligibility 


Provisions: Dependent Insurance section of this Certificate.    
 


 


FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN  


Insurance for a Dependent Child may be continued past the age limit if that child is incapable of self-sustaining 
employment because of mental illness, developmental disability, mental retardation or physical handicap as defined 
by applicable law.  Proof of such handicap must be sent to Us within 31 days after the date the Dependent Child 
attains the age limit and at reasonable intervals after such date, but no more often than annually after the two year 
period following such Dependent Child’s attainment of the limiting age.  
 
Except as stated in the Date Dependent Insurance Ends provision of the When Insurance Ends section of this 
Certificate, insurance will continue while such Dependent Child: 


� remains incapable of self-sustaining employment because of mental illness, developmental disability, 
mental retardation or physical handicap and who became so incapable prior to the attainment of the 
Dependent Child Age Limit; and  


� continues to qualify as a Dependent Child, except for the age limit. 


 


FOR FAMILY AND MEDICAL LEAVE  


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) or similar state 
laws for continuation of insurance.  Please contact the Group Policyholder for information regarding the FMLA or 
any similar state law.  
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CLAIMS 


 
NOTICE OF CLAIM 


You must give Us notice of a claim under this Certificate by Writing to Us or calling Us at the toll free number shown 
on the face page of this Certificate within 30 days of the date of the loss.  However, failure to give notice within the 
30 days will not reduce or invalidate a claim if it was not reasonably possible to give such notice and such notice is 
provided as soon as reasonably possible. 
 
CLAIM FORM 


When We receive notice of a claim under this Certificate, We will provide You or the claimant with a claim form. If 
We do not provide the claim form within 15 days from the date We received notice of claim, Our claim form 
requirements will be satisfied if We are provided with the required Proof in support of the claim.    
 
PROOF OF LOSS 


Proof must be provided to Us not later than 120 days after the date of the loss.  If notice of claim or Proof is not 
given within the time limits described in this section, the delay will not cause a claim to be denied or reduced if such 
notice and Proof are given as soon as is reasonably possible. 
 
PAYMENT OF BENEFITS 


When We receive the claim form and Proof, We will review the claim and, if We approve it, We will pay benefits 
within 60 days of Our receipt of Proof, subject to the terms and provisions of this Certificate and the Group Policy. 
 
Unless You have assigned this insurance, all benefits to be paid under this Certificate will be paid to You, except as 
follows:  
 If You are not alive to receive benefits that are payable to You, We will pay any benefits in accordance with the 


provision below titled Your Beneficiary. 
 If You are living when benefits are to be paid to You, but You are not legally competent to claim or receive the 


benefits, We may pay up to $10,000 to anyone related to You by blood or marriage who We believe is entitled 
to payment of the benefits.  If We make such a payment in good faith, We will not be liable to anyone for the 
amount We pay.  Any remaining benefits will be paid to Your legal representative. 


 
If benefits have been assigned, We will pay benefits in accordance with the Assignment provision of the General 
Provisions section. 
  
YOUR BENEFICIARY  


A beneficiary may be named by You to receive any benefit that becomes payable to You under this Certificate that 
You are not alive to receive.   
 
You may request to change Your beneficiary at any time.  A beneficiary change request must be made to Us in 
Writing.  Once the request is recorded, the change will take effect as of the date You sign the request, whether or 
not You are living when We receive the request.  The change will be subject to any legal restrictions.  It will also be 
subject to any payment We made or action We took before We recorded the change.  If You designated two or 
more beneficiaries and their shares are not specified, they will share the benefit payable equally. 
 
If there is no beneficiary designated or no surviving beneficiary at Your death, We will determine the beneficiary 
according to the following order: 
 
1.  Your Spouse, if alive; 
2.  Your child(ren), if there is no surviving Spouse; 
3.  Your parent(s), if there is no surviving child; 
4.  Your sibling(s), if there is no surviving parent; or 
5.  Your estate, if there is no surviving sibling. 
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CLAIMS (Continued) 
 
Instead of making payment in the order above, We may pay Your estate.  Any payment made in good faith will 
discharge our liability to the extent of such payment.  If a beneficiary or a Payee is a minor or incompetent to 
receive payment, We will pay that person's guardian. 
 
AUTHORIZATIONS 


We may require that You provide authorization for Us to obtain medical information and any other information 
pertinent to Your claim. 
 
EXAMINATIONS 


During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may require a 
Covered Person to have an independent examination by a Physician of Our choice. 
 
During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may have Our 
representatives conduct telephone or in-person interviews with You regarding Your claim.  
 
AUTOPSY 


At Our expense, We have the right to make a reasonable request for an autopsy and/or exhumation where 
permitted by law.  Any such request will set forth the reasons We are requesting the autopsy or exhumation. 
 
TIME LIMIT ON LEGAL ACTIONS 


A legal action on a claim may only be brought against Us during a certain period.  This period begins 60 days after 
the date Proof is filed and ends three years after the date such Proof is required to be filed.   
 
REFUND TO US FOR OVERPAYMENT OF BENEFITS  
 
If, at any time, We determine that the benefits paid under this Certificate were more than the benefits due:  
 You, or any other person, entity or health care provider to whom We over paid benefits have the obligation to 


reimburse Us for the amount of such overpayment; and  
 We have the right to recover the amount of such overpayment from You, or any other person, entity or health 


care provider to whom We over paid benefits, including offsetting future benefits payable to You or such other 
person, entity or health care provider by an amount equivalent to the overpayment. 
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GENERAL PROVISIONS 


ENTIRE CONTRACT 


Your insurance is provided under a contract of group insurance with the Group Policyholder.  The entire contract 
with the Group Policyholder is made up of the following: 
 the Group Policy and its Exhibits, which include the Certificate(s); 
 the Group Policyholder’s application; and 
 any amendments and/or endorsements to the Group Policy. 


 
INCONTESTABILITY: STATEMENTS MADE BY YOU  


Any statement made by You will be considered a representation and not a warranty.  We will not use such a 
statement to contest insurance, reduce benefits or defend a claim unless the following requirements are met: 
 the statement is in a form that is in Writing; 
 You have Signed the form; and  
 a copy of the form has been given to You or Your beneficiary. 
 
We will not use Your statements which relate to insurability to contest this insurance after it has been in force for 2 
years, unless the statement is fraudulent.  In addition, We will not use such statements to contest a benefit increase 
after the benefit increase has been in force for 2 years, unless such statement is fraudulent.  
 
MISSTATEMENTS  


If Your or Your Dependent’s age is misstated, the correct age will be used to determine if insurance is in effect and, 
as appropriate, We will adjust the benefits and/or Contributions. 
 
ASSIGNMENT 


The benefits under the Group Policy are not assignable prior to a claim, except as required by law. 
 
CONFORMITY WITH LAW 


If the terms and provision of this Certificate do not conform to any applicable law, this Certificate shall be 
interpreted to so conform. 
 
STANDARD OF TIME 


All insurance becomes effective and terminates at 12:01 A.M. Eastern Standard Time, or at 12:01 A.M. Eastern 
Daylight Time if Daylight Savings Time is then being observed. 
 
ACCESS TO DISCOUNTS FOR SERVICES  


You will receive access to discounts for certain services, where available.  
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METROPOLITAN LIFE INSURANCE COMPANY 
NEW YORK, NEW YORK 


 
CERTIFICATE OF HOSPITAL INDEMNITY INSURANCE  


 
Metropolitan Life Insurance Company (“MetLife”), a stock company, certifies that You and Your Dependents are insured 
for the benefits described in this Certificate, subject to the provisions of this Certificate.  References to coverage for 
Your Dependents throughout this Certificate only apply if insurance is in effect for Your Dependents.  Please refer to the 
Covered Persons Specifications page and Eligibility Provisions: Dependent Insurance section for details.  
 
This Certificate is issued to You under the Group Policy.  This Certificate includes the terms and provisions of the 
Group Policy that describe Your insurance.  PLEASE READ THIS CERTIFICATE CAREFULLY. The Group Policy is a 
contract between MetLife and the Group Policyholder.  It may be changed or ended without Your consent or notice to 
You. 
 
Group Policyholder:  BBL Construction Services LLC  
Group Policy Number:  5973766 
MetLife Toll Free Number:  1-800-GETMET8 


 


THIS IS HOSPITAL INDEMNITY INSURANCE.  THIS IS A SUPPLEMENT TO HEALTH 


INSURANCE AND IS NOT A SUBSITITUTE FOR MAJOR MEDICAL COVERAGE.  LACK OF 


MAJOR MEDICAL COVERAGE OR OTHER MINIMUM ESSENTIAL COVERAGE MAY RESULT 


IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. 


 
 
30-Day Right to Examine Certificate.  Please read this Certificate carefully.   If You are not 
satisfied for any reason, You may notify Us that You are cancelling Your Certificate 
within 30 days from the date of delivery by calling us at  1-800-GETMET8. If You notify Us 
that You are cancelling within the 30 day period, this Certificate will be void from the 
beginning.  We will refund any premium or Contribution paid within 30 days after We 
receive Your notice of cancellation. 
 
 


 
Florida Residents: The benefits of the policy providing Your coverage are governed primarily by 
the laws of a state other than Florida. 
 


 
Maryland Residents: The Group Policy providing coverage under this Certificate was issued in a 
jurisdiction other than Maryland and may not provide all of the benefits required by Maryland law. 
 
WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) SECTION WHICH FOLLOWS THIS PAGE.  
PLEASE READ THE(SE) NOTICE(S) CAREFULLY. 
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NOTICE FOR RESIDENTS OF FLORIDA 


If You were a resident of Florida on Your Certificate effective date, this notice applies to You. 
 
The following provision is added to the When Insurance Ends section of this Certificate if that section does not 
include an Extension of Benefits provision.  If the When Insurance Ends section includes an Extension of Benefits 
provision, We will only pay benefits under one provision, which will be the one that pays the most.   
 


EXTENSION OF BENEFITS  
 
If a Covered Person is Confined on the date Your insurance ends, and You do not continue insurance under the At 
Your Option: Continuation with Premium Payment provision, We will pay certain benefits for such Covered Person 
if the Confinement continues after Your insurance ends, in accordance with, and subject to all of the following: 
� No benefits will be available under this Extension of Benefits provision if Your insurance ends due to non-


payment of premium. 
� The Confinement Benefit will be payable if requirements for payment of that benefit are met while the Covered 


Person is Confined.  No other benefits will be payable.  
� Benefits payable under this Extension of Benefits provision will be paid in accordance with and subject to the 


terms and conditions of this Certificate, except as set forth in this provision. 
� Benefits under this Extension of Benefits provision will end on the earlier of: 


� the date the Covered Person is no longer Confined; or 
� the end of the number of days that Confinement Benefits are payable for the Confinement. 


� If the Covered Person is again Confined at any time after discharge, no further benefits will be payable. 
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NOTICE FOR RESIDENTS OF MAINE 


 
 


If You were a resident of Maine on Your Certificate effective date, this notice applies to You. 
 
You have the right to designate a third party to receive notice if Your insurance is in danger of lapsing due to a 
default on Your part, such as non-payment of a Contribution that is due. You may make this designation by 
completing a "Third Party Notice Request Form" and sending it to MetLife. Once You have made a designation, 
You may cancel or change it by filling out a new Third Party Notice Request Form and sending it to MetLife. The 
designation will be effective as of the date MetLife receives the form. Call MetLife at the toll-free telephone number 
shown on the face page of this Certificate to obtain a Third Party Notice Request Form.   
 
Within 90 days after cancellation of coverage for nonpayment of premium, You, any person authorized to act on 
Your behalf, or any covered Dependent may request reinstatement of the Certificate on the basis that You suffered 
from cognitive impairment or functional incapacity at the time of cancellation. 
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COVERED PERSON SPECIFICATIONS 


 
 


Certificate Effective Date: See Insured’s Certificate or the Group Policyholder’s 
participant file which has been provided to MetLife 


 
Group Policyholder: BBL Construction Services LLC  
Group Policy Number: 5973766  


 


 
MetLife Contact Information: 1-800-GETMET8 
 
 
Your Name: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Your Certificate Number: See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife 
 
Coverage for Your Dependents   See Insured’s Certificate or the Group Policyholder’s 


participant file which has been provided to MetLife  
 


 
This Covered Person Specifications page is part of Your Certificate.  Please keep it with Your Certificate. 
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SCHEDULE OF INSURANCE 


 


IMPORTANT NOTE:  Payment of the benefits listed in this Schedule is subject to all of the conditions, 
maximums, limitations, exclusions and Proof requirements contained in the provisions of this Certificate. 
PLEASE READ THE ENTIRE CERTIFICATE CAREFULLY. 


 


The benefits listed only apply to Dependents if insurance is in effect for Your Dependents under this Certificate.  
Please refer to the Covered Person Specifications page and the Eligibility Provisions: Dependent Insurance section 
of this Certificate for details. 
 
HOSPITAL BENEFITS Benefit / Limit 
 


Admission Benefit $500 for the day of admission  


We will pay the Admission Benefit no more than:  
1 time per Covered Person, per calendar year  


 


 


ICU Supplemental Admission Benefit $500 for the day of admission  


 
 


 


 


Confinement Benefit 
The Confinement Benefit is not payable for a day for which the 
Admission Benefit is payable. 


$100 per day  
 


 


 


 We will pay the Confinement Benefit  
for no more than: 
 


365 days per Covered Person, per calendar year 
 


 


ICU Supplemental Confinement Benefit 
 


$65 per day  
 


 


 


 We will pay the ICU Supplemental Confinement  
Benefit for no more than: 
 


15 days per Covered Person, per calendar year 
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DEFINITIONS 
 
As used in this Certificate, the terms listed below will have the meanings set forth below.  Other terms may be 
defined where they are used.  When defined terms are used in this Certificate, they will appear with initial 
capitalization.  The plural use of a term defined in the singular will share the same meaning.  
 
Accident means an act or event which: 
 is unforeseen, unexpected and unanticipated;  
 is definite as to time and place;  
 is not a Sickness; and 
 occurs while insurance is in effect under this Certificate.    
 
The term Accident includes unavoidable exposure to the elements if such exposure was a direct result of an  
Accident. 
 


 
Accidental means happening by Accident.  
 
Actively at Work or Active Work means that You are performing all of the usual and customary duties of Your job 
on a Full-Time basis.  This must be done at: 
� the Group Policyholder's place of business; 
� an alternate place approved by the Group Policyholder; or 
� a place to which the Group Policyholder's business requires You to travel. 
 
You will be deemed to be Actively at Work during weekends or Group Policyholder approved vacations, holidays or 
temporary business closures if You were Actively at Work on the last scheduled work day preceding such time off. 
 


  
Certificate means this Certificate including any riders attached to it. 
 
Complications of Pregnancy means diseases or conditions, the diagnoses of which are distinct from pregnancy 
and not associated with normal pregnancy or Routine Childbirth, but are adversely affected or caused by 
pregnancy, such as: acute nephritis; nephrosis; cardiac decompensation; non-elective or emergency Caesarean 
section; ectopic pregnancy which is terminated; a spontaneous termination of pregnancy when a viable birth is not 
possible; puerperal infection; eclampsia; hyperemesis gravidarum and pre-eclampsia requiring Confinement; 
toxemia; missed abortion; or disease of the vascular, hemopoietic, nervous or endocrine systems.  
 
The term Complications of Pregnancy does not include:  false labor; occasional spotting; doctor prescribed rest 
during the period of pregnancy; morning sickness; multiple gestation pregnancy; elective abortion; or conditions of 
comparable severity associated with management of a difficult pregnancy. 
 
Confined or Confinement means the assignment to a bed as a resident inpatient in a Hospital (including an 
Intensive Care Unit of a Hospital) on the advice of a Physician or confinement in an observation area within a 
Hospital for a period of no less than 20 continuous hours on the advice of a Physician.   
 


 
Contribution means the amount You must pay towards the total premium charged by Us for insurance under this 
Certificate.  


  
Covered Person means You and, if insured under the Group Policy for the insurance described in this Certificate, 
Your Dependents. 
 
Dependent means Your Spouse, and/or Dependent Child. No person can be insured for Hospital Indemnity 
Insurance under the Group Policy as both an employee and a Dependent. 
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DEFINITIONS (Continued) 
 
Dependent Child means the following: 
� Your biological child, while such child is younger than the Dependent Child Age Limit; 
� Your adopted child, (including a child to be adopted by You, during any waiting period that must expire before 


adoption becomes final) while such child is younger than the Dependent Child Age Limit; or 
� Your stepchild, including a child of Your Domestic Partner, while such child is younger than the Dependent 


Child Age Limit.  


 
The term Dependent Child does not mean an unborn or stillborn child. 
 
A person cannot be insured for Hospital Indemnity Insurance as a Dependent Child of more than one employee 
under the Group Policy.  


 
Dependent Child Age Limit means: 


�    the end of the calendar month in which the Dependent Child reaches age 26.  


 
 


Dependent Insurance means insurance under this Certificate for Your Dependents.  
 


 
Domestic Partner means each of two people, one of whom is You, who: 
1. have registered as each other’s domestic partner or civil union partner with a government agency where such 


registration is available; or  


2. are of the same or opposite sex and have completed and signed a declaration declaring that: 
� each person is 18 years of age or older and mentally competent to consent to contract; 
� each person is unmarried and the sole domestic partner of the other; 
� they are sharing a Primary Residence with the other; 
� they are not related to the other in a manner that would bar their marriage in the jurisdiction in which they reside; 


and 
� they have a mutually dependent relationship so that each has an insurable interest in the life of the other 


and 2 or more of the following exist as evidence of joint responsibility for basic financial obligations:  
� a joint mortgage or lease; 
� designation of the Domestic Partner as beneficiary for life insurance or retirement benefits; 
� joint wills or designation as executor and/or primary beneficiary; 
� ownership of a joint bank account, joint credit cards or other evidence of joint financial 


responsibility; or 
� other evidence of economic interdependence.  
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DEFINITIONS (Continued) 
 
Emergency Room means an area within a Hospital that is dedicated to the provision of emergency care. This area 
must: 
 be staffed and equipped to handle trauma; 
 be supervised and provide treatment by Physicians; and 
 provide care seven days per week, 24 hours per day.   
 
The term Emergency Room includes short stay observation units or clinical decision units within a Hospital that 
assess, within a period of less than 20 continuous hours, whether to discharge or admit patients. 
 
Full-Time means Active Work on the Group Policyholder’s regular work schedule for the class of employees to 
which You belong.  The work schedule must be at least 30 hours per week. 


 


 
Group Policy means the policy of insurance issued by Us to the Group Policyholder under which this Certificate is 
issued. 
 
Group Policyholder means BBL Construction Services LLC. 
 
Hospital means a short-term, acute care, general facility which: 
 is primarily engaged in providing, by or under the continuous supervision of Physicians, to inpatients, diagnostic  


and therapeutic services for diagnosis, treatment and care of injured or sick persons; 
 has organized departments of medicine;  
 has facilities for major Surgery either on its premises or through contractual arrangement with another Hospital;  
 has a requirement that every patient must be under the care of a Physician or dentist; 
 provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.); 
 is duly licensed by the agency responsible for licensing such Hospitals; 
 if located in New York State, has in effect a hospitalization review plan applicable to all patients that meets at 


least the standards set forth in section 1861 (k) of United States Public Law 89-97; and 
 is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the 


aged, a place for drug addicts or alcoholics, or a place for convalescent, custodial, educational or rehabilitative 
care. 


 
The term Hospital does not include a separate unit of a Hospital that is licensed as a hospice facility, nursing home, 
skilled nursing facility, assisted living facility, rehabilitation facility or an outpatient Surgery facility. 
 
Injury means any bodily harm that results directly from an Accident. 
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DEFINITIONS (Continued) 
 
Intensive Care Unit or ICU means a place which: 
� is a specifically dedicated area of a Hospital that is restricted to patients who are critically ill or injured and who 


require intensive, comprehensive monitoring and care; 
� is separate and apart from the surgical recovery room and from rooms, beds and wards customarily used for 


patient Confinement; 
� is permanently equipped with special lifesaving equipment for the care of the critically ill or injured; 
� is under close observation by a specially trained nursing staff assigned exclusively to the intensive care unit on 


a 24 hour basis; and 
� has a Physician assigned to the intensive care unit on a full-time basis. 
 
The term Intensive Care Unit includes Hospital units with the following names: intensive care unit; coronary care 
unit; neonatal intensive care unit; pulmonary care unit; burn unit; or transplant unit.  
 
Medical Restriction means a person is:  
� restricted to the person’s home under a Physician’s care; 
� receiving or applying to receive disability benefits from any source;  
� an inpatient in a Hospital; 
� receiving care in a hospice facility, an intermediate care facility or a long-term care facility; or 
� receiving chemotherapy, radiation therapy or dialysis.   
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DEFINITIONS (Continued) 
 
Physician means: 
 a person licensed to practice medicine and prescribe and administer drugs or to perform Surgery in the 


jurisdiction where such services are performed; or 
 a medical practitioner who is licensed to provide a service for which a benefit is payable under this Certificate, 


according to the laws and regulations of the jurisdiction where such service is performed, and who is acting 
within the scope of such license.   


 


The term Physician does not include: 
 You;  
 Your Spouse;  
 Your adopted or stepchild; or 
 anyone else in Your immediate family. 
 
Primary Residence means the dwelling where a person lives for the majority of the time, whether the person owns 
or rents the dwelling. 
 
Proof means Written evidence satisfactory to Us that a claimant has satisfied the conditions and requirements for 
any benefit described in this Certificate.  When a claim is made for any benefit described in this Certificate, Proof 
must establish:  
 the nature and extent of the loss or condition;  
 Our obligation to pay the claim; and  
 the claimant’s right to receive payment.  
 
Except as provided in the Examinations and Autopsy provisions of this Certificate, Proof must be provided at the 
claimant’s expense.  
 
Routine Childbirth means the vaginal delivery of a child or children or the delivery of a child or children by elective 
Cesarean section. 
 
Routine Pregnancy means a normal pregnancy that does not have Complications of Pregnancy.
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DEFINITIONS (Continued) 
 
Schedule means the Schedule of Benefits that appears in this Certificate, and the Covered Person Specifications 
page. 
 
Sickness means: 
� a physical illness, physical infirmity or physical disease;  
� Complications of Pregnancy; or 
� Routine Childbirth. 
 
The term Sickness does not include: 
� Routine Pregnancy; or  


 


� routine nursery care or well-baby care for a newborn child. 
 
Signed means any symbol or method executed or adopted by a person with the present intention to authenticate a 
record.  The signature may be transmitted by paper or electronic media, provided it is consistent with applicable 
law. 
 
Spouse means Your lawful spouse or Your Domestic Partner. 
 
Surgery means a procedure performed by a Physician involving an incision of the Covered Person’s skin or tissue 
that, in and of itself, is intended to be curative, palliative or exploratory.  
 
United States means the United States of America, its territories and its possessions.  
 
We, Us and Our mean Metropolitan Life Insurance Company. 
 
Write, Written or Writing means a record that may be transmitted by paper or electronic media, and that is 
consistent with applicable law.   
 
You and Your means an employee who is insured under the Group Policy for the insurance described in this 
Certificate.  
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOU 


ELIGIBLE CLASS 


 
CLASS 1 
 
All Active Full-Time Employees 
 
DATE YOU ARE ELIGIBLE FOR INSURANCE  


 


You may only become eligible for the Hospital Indemnity Insurance available for Your eligible class.   
 
If You are in an eligible class on the date insurance becomes available for the class, You will be eligible for 
insurance on the date You complete any applicable eligibility waiting period set by the Group Policyholder.    
 
If you enter an eligible class after the date insurance becomes available to members of that class, You will be 
eligible for insurance on the date You complete any applicable eligibility waiting period set by the Group 
Policyholder. 
   
 


ENROLLMENT PROCESS  


 


If You are eligible for insurance, You may enroll for such insurance by completing the required form.  You must also 
provide Written permission to deduct Contributions from Your pay for such insurance, if You are required to make 
such Contributions.       


 
DATE YOUR INSURANCE TAKES EFFECT  


 
Provided that You are Actively at Work in an eligible class, insurance under this Certificate will take effect for You 
on the Certificate effective date.  If You are not Actively at Work in an eligible class on the date insurance would 
otherwise take effect, insurance will take effect on the date You return to Active Work in an eligible class. 
  
BENEFIT CHANGES 


 


Once Your insurance takes effect, You may only change Your benefits in accordance with the options available 
through the Group Policyholder.  Please contact Us or the Group Policyholder for more information.  
 
If You are not Actively at Work in an eligible class on the date an increase in benefits would otherwise take effect, 
the increase will not take effect until You return to Active Work in a class that is eligible for the increase. 
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ELIGIBILITY PROVISIONS: DEPENDENT INSURANCE 
 


ELIGIBLE CLASS FOR DEPENDENT INSURANCE 
 
All Class 1 employees of the Group Policyholder as specified in the Eligibility Provisions:  Insurance For You section of 
this Certificate are eligible for Dependent Insurance. 
 
DATE YOU ARE ELIGIBLE FOR DEPENDENT INSURANCE 
 
If You are in a class of employees who are eligible for Dependent Insurance on the date Your insurance takes effect, You 
will be eligible for Dependent Insurance on the later of the following: 
� the date Your insurance takes effect; and  
� the date an individual becomes Your first Dependent. 
 
If You enter a class of employees who are eligible for Dependent Insurance after the date Your insurance takes effect, 
You will be eligible for Dependent Insurance on the later of the following: 
� the date You enter a class eligible for Dependent Insurance; and  
� the date an individual becomes Your first Dependent.  


 
ENROLLMENT PROCESS 
 
If You become eligible for Dependent Insurance, You may enroll for such insurance by providing Us with any information 
We require for each Dependent to be insured.  You must also provide Written permission to deduct Contributions from 
Your pay for Dependent Insurance, if You are required to make such Contributions. 
 


 
DATE DEPENDENT INSURANCE TAKES EFFECT 
 
Newborn Children  


A Dependent Child born to You while insurance is in effect under the Certificate will be covered:  
� from the moment of birth and does not need to be enrolled if Dependent Insurance is already in effect for at least one 


other Dependent Child; or 
� for 31 days from the moment of birth if Dependent Insurance is not already in effect for at least one other Dependent 


Child.  To continue coverage beyond the first 31 days You must notify Us of the child’s birth and give Written 
permission to deduct Contributions from Your pay for Dependent Insurance for the newborn child.   


 
The effective date of insurance for a newborn child will be determined without regard to whether the child is under a 
Medical Restriction.  


 
Adopted Children 


A newborn child to be adopted by You while insurance is in effect under this Certificate will be covered for 31 days from 
the moment of birth if You take physical custody of the infant upon the infant's release from the hospital and You file a 
petition to adopt the child within 30 days of the child's birth. To continue coverage beyond the first 31 days, You must 
notify Us of the child’s birth and give Written permission to deduct Contributions from Your pay for Dependent Insurance 
for the newborn child. Coverage will end if the child’s placement is disrupted prior to legal adoption. 
 
A child to be adopted by You (who is not a newborn as described above) while insurance is in effect under this Certificate 
will be covered during any waiting period that must expire before adoption becomes final.  In order to continue coverage 
beyond the first 31 days, You must provide Us with notice of the child to be adopted and give Written permission to deduct 
Contributions from Your pay for Dependent Insurance for the adopted child.  Coverage will end if the child’s placement is 
disrupted prior to legal adoption. 
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The child does not need to be enrolled if Dependent Coverage is already in effect for at least one other Dependent Child. 
 
Coverage will end if the child’s placement is disrupted prior to legal adoption. 
 
The effective date of insurance for a newly adopted child will be determined without regard to whether the child is under a 
Medical Restriction. 
 
Other Dependents 


Dependent Insurance for a Dependent who is not under a Medical Restriction will take effect on the later of: 
� the date You are enrolled for Dependent Insurance for such Dependent; or 
� the date a person becomes Your Dependent. 
 
If a Dependent is under a Medical Restriction on the date insurance for such Dependent would otherwise take effect, 
insurance for the Dependent will take effect on the date the Dependent is no longer under a Medical Restriction.  


  
BENEFIT CHANGES 
 
Benefit changes with respect to a Dependent are subject to the Benefit Changes provision in the Eligibility Provisions: 
Insurance for You section of this Certificate. 
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HOSPITAL BENEFITS 


Payment of the Hospital Benefits described in this section are subject to all of the conditions, maximums, 
limitations, exclusions and Proof requirements contained in the provisions of this Certificate.  


 
HOSPITAL ADMISSION BENEFITS  


Admission Benefit  


 
If a Covered Person is admitted for Confinement to a Hospital for treatment of an Injury or Sickness, We will pay 
the Admission Benefit shown on the Schedule for the day of admission, subject to all of the following:  
� The admission must occur on or after the date that coverage took effect under this Certificate for such Covered 


Person.    


� The Admission Benefit is not payable for Emergency Room treatment or outpatient treatment.   
� We will only pay the Admission Benefit for a Covered Person for one Hospital admission at a time, even if the 


admission is caused by more than one Injury or Sickness or a combination of Injury and Sickness.   
� For Hospital admission for treatment of an Injury, the admission must occur within 180 days after the Accident 


occurs.   


� We will only pay an Admission Benefit for a newborn baby who is born in a Hospital if, due to a Sickness or 
Injury, the newborn baby is admitted to the Intensive Care Unit.  


� If a Covered Person is admitted to a Hospital and is then transferred to another Hospital, We will not pay an 
additional Admission Benefit. 


� We will pay the Admission Benefit no more than the number of times shown on the Schedule. 
 


ICU Supplemental Admission Benefit  


 
We will pay the ICU Supplemental Admission Benefit shown on the Schedule, in addition to the Admission Benefit, 
if  a Covered Person, upon initial admission for Confinement to a Hospital for treatment of an Injury or Sickness, is  
admitted to an ICU, subject to all of the following:  
● The admission must meet the requirements for payment of the Admission Benefit. 
� For an ICU admission for treatment of an Injury, the admission must occur within 180 days after the Injury 


occurs. 
� If the Covered Person moves to an ICU after initial admission to a Hospital, We will not pay the ICU 


Supplemental Admission Benefit. 
 
 







 


GCERT16-HI-hosp  
Page 17 


HOSPITAL BENEFITS (Continued) 
 
HOSPITAL CONFINEMENT BENEFITS   
 


Confinement Benefit  
 
If a Covered Person is Confined in a Hospital for treatment of an Injury or Sickness, We will pay the Confinement 
Benefit shown on the Schedule for each day of Confinement, subject to all of the following:   
 


� The Confinement must begin while coverage is in effect under this Certificate for such Covered Person.  For 
Confinement for treatment of an Injury, the Confinement must begin within 180 days after the Accident occurs.  


� If a Covered Person is Confined in a Hospital and is then transferred to another Hospital, We will treat the 
transfer as a continuation of the prior Confinement.   


� We will only pay one Confinement Benefit per Covered Person, per day. 
 


� We will not pay a Confinement Benefit for a day that the Admission Benefit is payable.     


� We will pay the Confinement Benefit for no more than the number of days shown on the Schedule. 
 
ICU Supplemental Confinement Benefit  
 
We will pay the ICU Supplemental Confinement Benefit shown on the Schedule, in addition to the Confinement 
Benefit, for each day  a Covered Person is Confined in an ICU for treatment of an Injury or Sickness, subject to all 
of the following:  
� The ICU Confinement must meet the requirements for payment of the Confinement Benefit. 
� We will only pay the ICU Supplemental Confinement Benefit for a day on which the Confinement Benefit is 


payable. 
� For an ICU Confinement for treatment of an Injury, Confinement in the Intensive Care Unit must begin within 


180 days after the Accident occurs. 
� We will pay the ICU Supplemental Confinement Benefit for no more than the number of days shown on the 


Schedule. 
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EXCLUSIONS 


 
We will not pay benefits for any loss due to an Accident or Sickness for a Covered Person caused or contributed to 
by: 
 


� the Covered Person being under the influence of any narcotic unless administered on the advice of a 
Physician; 


 


� the Covered Person being intoxicated;  


� the Covered Person’s suicide, attempted suicide or intentionally self-inflicted Injury;  


 


� war, or act of war whether declared or undeclared;  


 


� the Covered Person’s participation in a felony, riot or insurrection;  


 


� the Covered Person’s engagement in an illegal occupation;  


 


� dental procedures or Surgery except as the result of an Accident causing Injury to a sound natural tooth;  


 


� cosmetic Surgery, except when such Surgery is performed to reconstruct a part of the body which was 
disfigured or removed as a result of an Injury or Sickness; 


 


� the Covered Person’s mental or emotional disorder; or 


� the Covered Person’s service in the armed forces or any auxiliary unit of the armed forces. 
  
In addition, We will not pay benefits for services or treatment received outside of the United States, Canada or 
Mexico. 
 
The following additional exclusions apply to payment of benefits for any loss due to an Accident: 
We will not pay benefits for any loss due to an Accident for a Covered Person caused or contributed to by aviation, 
other than as a fare-paying passenger on a scheduled or chartered flight operated by a scheduled airline.   


 
The following additional exclusions applies to payment of benefits for any loss due to a Sickness: 


We will not pay benefits under this Certificate for: 
� a Dependent Child’s Routine Childbirth; or 
� the Covered Person’s alcoholism, drug addiction, chemical dependency or complications thereof. 
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WHEN INSURANCE ENDS 


 
Please Note:  If insurance ends under this section, in certain cases it may be continued as stated in the 
Continuation of Insurance section of this Certificate.  Please see that section for details. 
 
DATE YOUR INSURANCE ENDS  


Your insurance under this Certificate will end on the earliest of: 
� the date the Group Policy ends; 
� the date You die;  


� the date insurance ends for Your class; 
� the end of the period for which the last full premium has been paid for Your insurance; 
� the end of the calendar month in which You notify Us that You wish to cancel Your insurance; 
� the end of the calendar month in which You cease to be in an eligible class, subject to the Change in Class 


provision of the Eligibility Provisions: Insurance for You section; or  


� the end of the calendar month in which Your employment ends. 
 


 
For residents of Massachusetts: 


If You are a resident of Massachusetts and Your insurance under this Certificate is ending under the above 
provision because Your employment has ended, instead of insurance ending on the date Your employment ends, 
the following timelines apply: 
 
� If Your employment ends for any reason other than a Plant Closing or a Partial Plant Closing, Your insurance 


will end 31 days after the date Your employment ends. However, if during such 31 day period You become 
entitled to benefits under another policy that are similar to the benefits provided under this Certificate, insurance 
under this Certificate will end on the date You become entitled to such other benefits.  
 


� If Your employment ends due to a Plant Closing or a Partial Plant Closing Your insurance will end 90 days after 
the date Your employment ends. However, if during such 90 day period, You become entitled to benefits under 
another policy that are similar to the benefits provided under this Certificate insurance under this Certificate will 
end on the date You become entitled to such other benefits. 


 


 
DATE DEPENDENT INSURANCE ENDS  


A Dependent’s insurance under this Certificate will end on the earliest of: 
� the date Your insurance under this Certificate ends; 
� the date Dependent Insurance ends under the Group Policy for all employees or for Your class; 
� the end of the calendar month in which the person ceases to be a Dependent; 
� the end of the calendar month in which You cease to be in a class that is eligible for Dependent Insurance;  
� the end of the calendar month in which the Dependent is no longer eligible as described in the Eligible Classes 


for Dependent Insurance provision; or  
� the end of the period for which the last full premium has been paid for insurance for the Dependent. 
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WHEN INSURANCE ENDS (Continued) 
 
 
CHANGE IN CLASS 


If there is more than one class eligible for insurance under the Group Policy, and each class has its own certificate, 
instead of receiving a new certificate when You move between classes, You will remain insured under this 
Certificate if:  
 You move to a class that is eligible for Hospital Indemnity Insurance under the Group Policy; and 
 the benefits available to Your new class are identical to the benefits available under this Certificate.   
 
In all other cases when You move between classes, Your insurance under this Certificate will end on the date You 
are no longer a member of the class eligible for insurance under this Certificate.   
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CONTINUATION OF INSURANCE   
 
AT YOUR OPTION: CONTINUATION WITH PREMIUM PAYMENT  


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations, it may 
be continued for You and Your Dependents, as described in this provision.  This is referred to in this provision as 
"Continued Insurance".  Evidence of insurability will not be required to obtain Continued Insurance.  For purposes 
of this provision, insurance in effect under the Group Policy for which the Group Policyholder remits premium is 
referred to in this provision as "Group Billed Insurance". 
 
Except as described below, Continued Insurance is subject to all of the conditions, maximums, limitations, 
exclusions and Proof requirements contained in the provisions of this Certificate. 
 
Requirements for Continued Insurance 


Continued Insurance will be available to You if: 
 


� Your Group Billed Insurance ends for any reason other than:  
� non-payment of  premium or Contribution; or 
� the end of the Group Policy, provided that Continued Insurance will be available to You if You do not 


become eligible, within 30 days after the end of the Group Policy, for hospital indemnity insurance under 
another policy of group insurance available through the Group Policyholder;  


 


� We receive Your completed Written request for Continued Insurance on a form approved by Us within 31 
calendar days after Your Group Billed Insurance ends; and 


� You pay premiums required for Continued Insurance by the due date specified in the premium notice sent to 
You.  


 


 
 


 


Changes in Continued Insurance 


You may elect to decrease Your insurance after the date that Continued Insurance goes into effect for You if a 
lower benefit option is available. In addition, You may end insurance for any or all of Your Dependents.   Please 
contact Us for information.  You may not increase insurance once Continued Insurance goes into effect.  
 
Contributions for Continued Insurance 


The Contribution that You must pay for Continued Insurance is the amount of Your Contribution for Your Group 
Billed Insurance before it ended, plus any amount of premium that the Group Policyholder paid.  The Contribution 
that You must pay for Continued Insurance will be determined on the same basis as premium rates charged for 
Group Billed Insurance.  We have the right to change premium rates in accordance with the terms set forth in the 
Group Policy.  All payments for Continued Insurance must be made directly to Us by the due date specified in the 
premium notice We send to You.     
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CONTINUATION OF INSURANCE (Continued) 
 
End of Continued Insurance  


Continued Insurance will end on the earliest of the following dates:   
� the date You die;  
� if You do not pay a Contribution that is required for Continued Insurance, the end of the period for which the 


last full premium has been paid for Your insurance;  


� with respect to Continued Insurance for a Dependent:  
� the date Continued Insurance for You ends for any reason;   
� the end of the calendar month in which the Dependent no longer meets the definition of a Dependent; or 
� the end of the calendar month in which the Dependent is no longer eligible as described in the Eligibility 


Provisions: Dependent Insurance section of this Certificate.    
 


 


FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN  


Insurance for a Dependent Child may be continued past the age limit if that child is incapable of self-sustaining 
employment because of mental illness, developmental disability, mental retardation or physical handicap as defined 
by applicable law.  Proof of such handicap must be sent to Us within 31 days after the date the Dependent Child 
attains the age limit and at reasonable intervals after such date, but no more often than annually after the two year 
period following such Dependent Child’s attainment of the limiting age.  
 
Except as stated in the Date Dependent Insurance Ends provision of the When Insurance Ends section of this 
Certificate, insurance will continue while such Dependent Child: 


� remains incapable of self-sustaining employment because of mental illness, developmental disability, 
mental retardation or physical handicap and who became so incapable prior to the attainment of the 
Dependent Child Age Limit; and  


� continues to qualify as a Dependent Child, except for the age limit. 


 


FOR FAMILY AND MEDICAL LEAVE  


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) or similar state 
laws for continuation of insurance.  Please contact the Group Policyholder for information regarding the FMLA or 
any similar state law.  
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CLAIMS 


 
NOTICE OF CLAIM 


You must give Us notice of a claim under this Certificate by Writing to Us or calling Us at the toll free number shown 
on the face page of this Certificate within 30 days of the date of the loss.  However, failure to give notice within the 
30 days will not reduce or invalidate a claim if it was not reasonably possible to give such notice and such notice is 
provided as soon as reasonably possible. 
 
CLAIM FORM 


When We receive notice of a claim under this Certificate, We will provide You or the claimant with a claim form. If 
We do not provide the claim form within 15 days from the date We received notice of claim, Our claim form 
requirements will be satisfied if We are provided with the required Proof in support of the claim.    
 
PROOF OF LOSS 


Proof must be provided to Us not later than 120 days after the date of the loss.  If notice of claim or Proof is not 
given within the time limits described in this section, the delay will not cause a claim to be denied or reduced if such 
notice and Proof are given as soon as is reasonably possible. 
 
PAYMENT OF BENEFITS 


When We receive the claim form and Proof, We will review the claim and, if We approve it, We will pay benefits 
within 60 days of Our receipt of Proof, subject to the terms and provisions of this Certificate and the Group Policy. 
 
Unless You have assigned this insurance, all benefits to be paid under this Certificate will be paid to You, except as 
follows:  
 If You are not alive to receive benefits that are payable to You, We will pay any benefits in accordance with the 


provision below titled Your Beneficiary. 
 If You are living when benefits are to be paid to You, but You are not legally competent to claim or receive the 


benefits, We may pay up to $10,000 to anyone related to You by blood or marriage who We believe is entitled 
to payment of the benefits.  If We make such a payment in good faith, We will not be liable to anyone for the 
amount We pay.  Any remaining benefits will be paid to Your legal representative. 


 
If benefits have been assigned, We will pay benefits in accordance with the Assignment provision of the General 
Provisions section. 
  
YOUR BENEFICIARY  


A beneficiary may be named by You to receive any benefit that becomes payable to You under this Certificate that 
You are not alive to receive.   
 
You may request to change Your beneficiary at any time.  A beneficiary change request must be made to Us in 
Writing.  Once the request is recorded, the change will take effect as of the date You sign the request, whether or 
not You are living when We receive the request.  The change will be subject to any legal restrictions.  It will also be 
subject to any payment We made or action We took before We recorded the change.  If You designated two or 
more beneficiaries and their shares are not specified, they will share the benefit payable equally. 
 
If there is no beneficiary designated or no surviving beneficiary at Your death, We will determine the beneficiary 
according to the following order: 
 
1.  Your Spouse, if alive; 
2.  Your child(ren), if there is no surviving Spouse; 
3.  Your parent(s), if there is no surviving child; 
4.  Your sibling(s), if there is no surviving parent; or 
5.  Your estate, if there is no surviving sibling. 
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CLAIMS (Continued) 
 
Instead of making payment in the order above, We may pay Your estate.  Any payment made in good faith will 
discharge our liability to the extent of such payment.  If a beneficiary or a Payee is a minor or incompetent to 
receive payment, We will pay that person's guardian. 
 
AUTHORIZATIONS 


We may require that You provide authorization for Us to obtain medical information and any other information 
pertinent to Your claim. 
 
EXAMINATIONS 


During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may require a 
Covered Person to have an independent examination by a Physician of Our choice. 
 
During the pendency of a claim, at Our expense and as often as is reasonably necessary, We may have Our 
representatives conduct telephone or in-person interviews with You regarding Your claim.  
 
AUTOPSY 


At Our expense, We have the right to make a reasonable request for an autopsy and/or exhumation where 
permitted by law.  Any such request will set forth the reasons We are requesting the autopsy or exhumation. 
 
TIME LIMIT ON LEGAL ACTIONS 


A legal action on a claim may only be brought against Us during a certain period.  This period begins 60 days after 
the date Proof is filed and ends three years after the date such Proof is required to be filed.   
 
REFUND TO US FOR OVERPAYMENT OF BENEFITS  
 
If, at any time, We determine that the benefits paid under this Certificate were more than the benefits due:  
 You, or any other person, entity or health care provider to whom We over paid benefits have the obligation to 


reimburse Us for the amount of such overpayment; and  
 We have the right to recover the amount of such overpayment from You, or any other person, entity or health 


care provider to whom We over paid benefits, including offsetting future benefits payable to You or such other 
person, entity or health care provider by an amount equivalent to the overpayment. 
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GENERAL PROVISIONS 


ENTIRE CONTRACT 


Your insurance is provided under a contract of group insurance with the Group Policyholder.  The entire contract 
with the Group Policyholder is made up of the following: 
 the Group Policy and its Exhibits, which include the Certificate(s); 
 the Group Policyholder’s application; and 
 any amendments and/or endorsements to the Group Policy. 


 
INCONTESTABILITY: STATEMENTS MADE BY YOU  


Any statement made by You will be considered a representation and not a warranty.  We will not use such a 
statement to contest insurance, reduce benefits or defend a claim unless the following requirements are met: 
 the statement is in a form that is in Writing; 
 You have Signed the form; and  
 a copy of the form has been given to You or Your beneficiary. 
 
We will not use Your statements which relate to insurability to contest this insurance after it has been in force for 2 
years, unless the statement is fraudulent.  In addition, We will not use such statements to contest a benefit increase 
after the benefit increase has been in force for 2 years, unless such statement is fraudulent.  
 
MISSTATEMENTS  


If Your or Your Dependent’s age is misstated, the correct age will be used to determine if insurance is in effect and, 
as appropriate, We will adjust the benefits and/or Contributions. 
 
ASSIGNMENT 


The benefits under the Group Policy are not assignable prior to a claim, except as required by law. 
 
CONFORMITY WITH LAW 


If the terms and provision of this Certificate do not conform to any applicable law, this Certificate shall be 
interpreted to so conform. 
 
STANDARD OF TIME 


All insurance becomes effective and terminates at 12:01 A.M. Eastern Standard Time, or at 12:01 A.M. Eastern 
Daylight Time if Daylight Savings Time is then being observed. 
 
ACCESS TO DISCOUNTS FOR SERVICES  


You will receive access to discounts for certain services, where available.  
 
 








Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:                                           . 


                             Coverage for:                                 | Plan Type:                  . 


                             1 of 8 
   


The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered 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                            .  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.cdphp.com/contracts or call                            to request a copy. 
  


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


 
 
  


Are there services 
covered before you meet 
your deductible? 


 


 
 
 
 


Are there other 
deductibles for specific 
services? 


 
 
  


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


 
 
  


What is not included in 
the out-of-pocket limit? 


 
 
 


 
 
 


Will you pay less if you 
use a network provider?  


 
 
 
 
 


Do you need a referral to 
see a specialist?   


 


All Tiers


20028760


1-877-269-2134


1-877-269-2134


UBI : EPOL3721 EPO


11/01/2021 - 10/31/2022


In-Network: $2,000 
individual/$5,000 family. 


If you have other family members on the plan, each family member must meet their own individual 
deductible until the total amount of deductible expenses paid by all family members meets the 
overall family deductible. 


Deductible does not apply to 
preventive care, prescription
drugs, office based services, 
durable medical equipment and 
diabetic services. 


This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 


No. You don’t have to meet deductibles for specific services. 


In-Network: $5,000 individual/ 
$12,500 family. 


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. 


Premiums, balance billed 
charges, and health care this plan 
doesn't cover. 


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


Yes. See www.cdphp.com or call 
1-877-269-2134 for a list of 
network providers . 


This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if 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-network provider for some 
services (such as lab work). Check with your provider before you get services. 


No. You can see the specialist you choose without a referral. 


*If applicable, you may be able to use your Flexible Spending Account and/or your Health Reimbursement Arrangement to cover these costs. Refer to 
the Summary Plan Description and Plan Document for more information. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 


 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


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


Primary care visit to treat an 
injury or illness 


  
 


 
 
 
 


Specialist visit 
 
 
 


  


Preventive care/screening/ 
immunization   


  


If you have a test 


Diagnostic test (x-ray, blood 
work)    


Imaging (CT/PET scans, MRIs)   
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$40 co-pay /visit Not Covered 
You may use live video visits at 
www.doctorondemand.com. 


$60 co-pay /visit Not Covered 
Preauthorization required for Sleep Studies, 
Neurofeedback & Transcranial Magnetic 
Stimulation (TMS) 


No Charge Not Covered 
Preauthorization required for Genetic Testing 
and Immunizations for RSV. 


$60 co-pay /visit Not Covered 


Preauthorization required for Genetic Testing. 
Deductible does not apply and Copayment 
waived if performed at a designated 
laboratory/preferred center. 


$60 co-pay /visit Not Covered 
Deductible does not apply and Copayment 
waived if is performed at a preferred center. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
http://www.cdphp.c 
om/Members/Rx- 
Corner 


Tier 1 drugs  
 
 
 
 


 


Tier 2 drugs  
 
 
 
 


Tier 3 drugs  
 
 
 
 


Specialty drugs   


 
 
 
 


If you have outpatient 
surgery 


Facility fee (e.g., ambulatory 
surgery center)   


  


Physician/surgeon fees   
  


If you need immediate 
medical attention 


Emergency room care    
Emergency medical 
transportation 


 
 


 
  


Urgent care  
 
 
  


If you have a hospital 
stay 


Facility fee (e.g., hospital room)  


 
 
 
 
 
 
 


 


Physician/surgeon fees  
   


 


97792


Retail: $10 copay 
Mail-Order: $20 copay 


Not Covered 
Covers up to a 30-day supply (retail 
prescription); 90 day supply (mail order 
prescription) Prescriptions must be written by a 
duly licensed health care provider and filled at a 
participating pharmacy, unless otherwise 
authorized in advance by CDPHP. Specialty 
drugs are not eligible for the mail order program 
and require preauthorization to be obtained 
through CDPHP's participating specialty 
vendors. This plan has Formulary 1 and the 
Premier Rx Network. 


Retail: $40 copay 
Mail-Order: $80 copay 


Not Covered 


Retail: $70 copay 
Mail-Order: $140 copay 


Not Covered 


Retail: $10 copay /$40 
copay /$70 copay 


Not Covered 


20% co-insurance Not Covered 
You may have reduced cost share for preferred 
ambulatory surgery centers. 


No Charge Not Covered None. 


20% co-insurance 20% co-insurance All Emergency Care is considered In-Network. 


20% co-insurance 20% co-insurance All Emergency Care is considered In-Network. 


$50 co-pay /visit $50 co-pay /visit You may use live video visits. 


20% co-insurance Not Covered None. 


No Charge Not Covered None. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need mental 
health, behavioral 
health, or substance 
abuse services 


Outpatient services  
   


Inpatient services  
   


If you are pregnant 


Office visits 
 
 
 


 
  
 
 
 


Childbirth/delivery professional 
services 


 
   


Childbirth/delivery facility 
services 


 
 
 
 
 
 
 


  


If you need help 
recovering or have 
other special health 
needs 


Home health care 


 
 
 
 
 
 


  


Rehabilitation services 


 
 
 
 
 
 


  


Habilitation services  
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$40 co-pay /visit Not Covered None. 


20% co-insurance Not Covered 
Preauth required for Residential Treatment, with 
the exception of some scenarios. 


No Charge Not Covered 
Cost share applies for Initial visit to determine 
pregnancy, subsequent visits are Covered in Full 


No Charge Not Covered None. 


20% co-insurance Not Covered None. 


No Charge Not Covered None. 


20% co-insurance Not Covered 
60 consecutive inpatient days per plan year for 
PT/OT/ST services. 


$40 co-pay /visit Not Covered 


Limited to coverage for Applied Behavioral 
Analysis when necessary for the treatment of 
Autism Spectrum Disorder. All contract limits 
and provisions for managed benefits apply. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


 
 


Skilled nursing care 


 
 
 
 
 
 


  


Durable medical equipment 


 
 
 
 
 
 
 
 
 


  


Hospice services    
 


If your child needs 
dental or eye care 


Children’s eye exam  
   


Children’s glasses 


 
 
 
 
 


  


Children’s dental check-up 
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20% co-insurance Not Covered 
Preauthorization required. Limited to 45 days per 
plan year. 


20% co-insurance No Charge 


Durable medical equipment that is rented, 
repaired, replaced or costs more than $1000 
requires prior authorization before receiving 
care. 


20% co-insurance Not Covered 
Limited to 210 days combined Inpatient and 
Outpatient. 


Not Covered Not Covered None. 


Not Covered Not Covered None. 


Not Covered Not Covered 
Preventive Dental is not covered under your 
medical benefits. 
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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.) 


   


 


Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)  
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• Cosmetic surgery 
• Dental care (Adult) 
• Dental checkup 
• Eye exam 
• Glasses 
• Hearing aids 
• Long term care 


• Non-emergency care when traveling outside the 
U.S. 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care 
• Weight loss programs 


• Acupuncture (Limits Apply) 
• Bariatric surgery (Limits Apply) 
• Chiropractic care 


• Infertility treatment 
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Does this plan provide Minimum Essential Coverage?    
Minimum Essential Coverage generally includes plans,health insurance available through marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE and certain other coverage. If you are eligible for Essential Coverage,you may not be eligible for the premium tax credit.  
 
 
Does this plan meet the Minimum Value Standards?    
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. 
 
 
 
 
 
 
 
 


–––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––– 
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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 as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711),The New York State of Health NYS Department of Financial Services at (800) 342-3736 
or http://www.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323 
x61565 or www.cciio.cms.gov, the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html. 


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 l. For more information about your rights, look 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: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 
342-3736 or http://www.dfs.ny.gov/, or Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 


Yes


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


Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 


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


up care) 


Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-


controlled condition)  


 
 


 
 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 $12,686.85 


In this example, Peg would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Peg would pay is 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 Example Cost $5,601.10 


In this example, Joe would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Joe would pay is 


 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 


Total Example Cost $2,800.17 


In this example, Mia would pay: 
Cost Sharing 


Deductibles
Copayments
Coinsurance


What isn’t covered 
Limits or exclusions 
The total Mia would pay is 


About these Coverage Examples: 


 
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.    


Note: These numbers assume the patient does not participate in the plan’s wellness program.   
If you participate in the plan’s wellness program, you may be able to reduce your costs.  


$2,000 .00
$60.00


20%
20%


$2000.00


$376.80
$1012.12


$0.00


$3388.92


$2,000 .00
$60.00


20%
20%


$0.00


$2331.72
$0.00


$0.00


$2331.72


$2,000 .00
$60.00


20%
20%


$1689.29


$0.00
$39.60


$211.56


$1940.45



https://member.cdphp.com/login

https://fairhealthconsumer.org/

https://www.healthcare.gov/sbc-glossary/#excluded-services

https://www.healthcare.gov/sbc-glossary/#plan

https://www.healthcare.gov/sbc-glossary/#plan

https://www.healthcare.gov/sbc-glossary/#plan

https://www.healthcare.gov/sbc-glossary/#plan

https://www.healthcare.gov/sbc-glossary/#plan

https://www.healthcare.gov/sbc-glossary/#plan

https://www.healthcare.gov/sbc-glossary/#deductible

https://www.healthcare.gov/sbc-glossary/#deductible

https://www.healthcare.gov/sbc-glossary/#deductible

https://www.healthcare.gov/sbc-glossary/#specialist

https://www.healthcare.gov/sbc-glossary/#specialist

https://www.healthcare.gov/sbc-glossary/#specialist

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing

https://www.healthcare.gov/sbc-glossary/#cost-sharing





 
 


 16-1780 
 


 


 


Discrimination is Against the Law 
Capital District Physicians’ Health Plan, Inc. (CDPHP®) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 


color, national origin, age, disability, or sex. CDPHP does not exclude people or treat them differently because of race, color, national origin, age, 


disability, or sex. 


 


CDPHP: 


 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats,  


other formats) 


 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 


 


If you need these services, contact the CDPHP Civil Rights Coordinator. 


 


If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, 


or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803 (TTY/TDD: 711), 


Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-support/email-cdphp. If you need help 


filing a grievance, the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of 


Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., 


Room 509F, HHH Building, Washington, DC 20201,  


1-800-368-1019 (TDD 1-800-537-7697).  


 


Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.   


 


Multi-language Interpreter Services 


ATTENTION: If you speak a non-English language, language assistance services, free of charge, are available to you. Call the number 


on your member ID card (TTY: 711).  


ATENCIÓN: Si habla otro idioma que no es el inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 


número que figura en su tarjeta de identificación de miembro (TTY: 711).  


注意：如果您使用的語言不是英語，您可以免費獲得語言援助服務。請致電您會員 ID卡上的電話（聽力障礙電傳：711）。  
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ВНИМАНИЕ: Если вы говорите на иностранном языке, вы можете воспользоваться бесплатными услугами перевода. 


Позвоните по номеру на вашей ID карточке участника (Телетайп: 711).  


ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sèvis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm 


ou a (TTY: 711).  


주의: 영어 이외의 언어를 사용하는 경우 무료로 언어 지원 서비스를 받을 수 있습니다. 귀하의 회원 ID 카드에 있는 번호로 


전화하십시오(TTY: 711).  


ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il 


numero presente sulla scheda ID dei membri (TTY: 711).  


 קארטל ID מעמבער אייער אויף נומער דעם רופט. זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל, אויב איר רעדט : אויפמערקזאם


(TTY:711 ) 


মন োন োগ দি ঃ আপদ   দি ইংনেদি বদির্ভু ত ক ো  র্োষোয়  থো বনে  ,আপ োে ি য দব ো খেচোয় র্োষো সিোয়তো উপের্য েনয়নে। আপ োে সিসয আইদি 


 োনিুে  ম্বনে  ে  রু  (TTY: 711(।  


UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer na Twojej członkowskiej 
karcie ID (TTY: 711).  


 (. TTY :711تنبيه: إذا كنت تتحدث لغة غير الإنجليزية، تتوفر إليك خدمات مساعدة اللغة مجاناً.  اتصل بالرقم الموجود ببطاقة الهوية لعضويتك )


ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué 


sur votre carte de membre (ATS : 711).  


دستياب ہيں۔ اپنے ممبر آئی ڈی کارڈ پر درج نمبر پر توجہ ديں: اگر آپ انگريزی کے علاوہ دوسری زبان بولتے ہيں تو، آپ کے ليے زبان کی اعانت کی خدمات مفت 


 (۔TTY: 711) کال کريں


ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad. 


Tawagan ang numero sa inyong card miyembro ID (TTY: 711).  


ΠΡΟΣΟΧΗ: Αν δεν μιλάτε Αγγλικά, υπάρχουν στη διάθεσή σας υπηρεσίες γλωσσικής υποστήριξης οι οποίες παρέχονται δωρεάν. Καλέστε τον αριθμό 


που θα βρείτε στην ατομική σας ταυτότητα μέλους (TTY: 711). 


VINI RE: Nëse flisni një gjuhë jo-anglisht, shërbime falas të ndihmës së gjuhës janë në dispozicion për ju.  Telefonojini numrit në 


kartën tuaj të ID të anëtarit (TTY: 711).  
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Hospital Indemnity Insurance Claim Form 


Important Instructions for Requesting Hospital  
Indemnity Benefits 
•   If this is an Initial Claim for a medical service, please complete 


each section in its entirety. (This claim is not considered reported 
to us until a claim form is received). 


•   If this is an additional claim for a previously reported medical 
service (i.e. - claim form previously submitted), no claim form is 
required. Please include your claim number and/or certificate 
number on all pages of the additional documentation you submit. 


•   Please provide supporting documentation for the related services  
for which a claim is being made.  The supporting documents 
MUST include 1) patient’s name, 2) admission & discharge dates, 
3) diagnosis and, 4) room assignment (ICU and/or Non ICU) 


•   Documentation that might be helpful to MetLife in making a claim 
decision includes itemized invoices received for services. You may 
need to ask your healthcare provider to provide you with a UB-04 
form or other documentation. If you have an Explanation of 
Benefits (EOB), please also include this documentation. 


•   If treated in an emergency room, please provide a copy of the 
discharge papers from the hospital. 


•   If the patient is deceased, we will need a copy of the death 
certificate. 


•   You must sign and submit the Authorization to Disclose Health 
Information form (attached).


Please refer to your certificate of insurance for a listing of specific benefits covered under your plan.


Metropolitan Life Insurance Company
Attn: Group Hospital Indemnity 
Insurance Product 
P.O. Box 80826 
Lincoln, NE 68501-0826 
Toll Free Phone: 1 866 626 3705 
Fax Number: 1 855 306 7350 
https://mybenefits.metlife.com


Please return completed and 
signed form by fax, mail or on-
line at (https://mybenefits.
metlife.com)


Failure to complete all sections of this claim form may delay processing this claim. To prevent 
possible delays, please be sure to provide all documentation from your healthcare provider 
that supports this claim. You will be notified in writing if additional information is needed to 
process your claim.


SECTION 1: Certificateholder Information (Participant)


Certificateholder Name - First Middle Initial Last Name


Address - Street City State Zip Code


Certificate Number Date of Birth (mm/dd/yyyy) Social Security Number Gender
Male Female


Cell Phone Number Daytime Phone Number Evening Phone Number EMAIL Address (optional)


Employer Name



https://mybenefits.metlife.com

https://mybenefits.metlife.com

https://mybenefits.metlife.com
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SECTION 2: Patient Information
Same as Section 1 (If you check this box, you do not need to complete this section. You may skip to Section 3.)


Spouse Child
Patient Name - First Middle Initial Last Name


Home Address - Street City State Zip Code


Date of Birth (mm/dd/yyyy) Gender
Male Female


Social Security Number


Cell Phone Number Daytime Phone Number Evening Phone Number


SECTION 3: Hospitalization Details
Refer to your group certificate or Summary Plan Description for a complete description of your 
benefits. Not all plans contain the same benefits.


Please explain why you were hospitalized


Admission Date (mm/dd/yyyy) Discharge Date (mm/dd/yyyy)


Hospital Name


City State


Are you claiming for Hospital Benefits? Yes No


Are you claiming for Surgery Benefits? Yes No


Are you claiming for Additional Care Benefits? Yes No


Are you claiming for Other Benefits? Yes No


For all of the above, please submit all related receipts.


Please provide details of all services received for which you are submitting this claim:


SECTION 4: Special Payment Instructions & Direct Deposits
•   If you would like claim benefits paid using direct deposit, please provide the information requested for the 


bank where you have your account. 
•   The sample check below may help you locate your bank account and bank routing numbers. Please be sure 


that you are referencing one of your checks, not a deposit or withdrawal slip.
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•   If a savings account is used, please check with your bank representative for the appropriate routing and 
account numbers. 


•   Use the space below if you need to provide any special instructions. (e.g., requesting that your claim 
proceeds be sent to an address other than the address of record).


Would you like claim benefit payments paid using direct deposit?


Yes No (If Yes complete the Account Information section below.)


Bank Name Bank Telephone Number


Bank Street Address City State Zip Code


Type of Account (check one): Checking Savings


Be sure to confirm your account and routing 
numbers with your bank to ensure prompt 
processing.


Bank Routing Number


Bank Account Number


Authorization & Signature of Certificateholder
•   I request MetLife to send my payments to the financial institution designated in Section 4 for deposit into my 


account. This agreement will remain in effect until MetLife receives notice from me to the contrary. 
•   I understand that MetLife will not be liable for any failure to change or terminate this agreement until a written 


request is received from me in satisfactory form and reasonable time has passed for MetLife to act upon it. 
•   If any overpayment is credited to my account in error, I authorize and direct my financial institution to debit 


my account and to refund such overpayment to MetLife.


Name (Please Print)


Certificateholder Signature Date (mm/dd/yyyy)


Next Steps:  
•   Review and complete the Fraud Warnings, Certification & Signature sections. 
•   Review and complete the Authorization to Disclose Health Information Page. 
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Read the following fraud warnings and sign the certification on the next page.


SECTION 5: Fraud Warning
Before signing this claim form, please read the warning for the state where you reside and for the state where 
the insurance policy under which you are claiming a benefit was issued. 
Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, Minnesota, New Mexico, Ohio, 
Rhode Island and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment 
of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime 
and may be subject to fines and confinement in prison. 
Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a 
claim containing false, incomplete or misleading information may be prosecuted under state law. 
Arizona: For your protection, Arizona law requires the following statement to appear on this 
form. Any person who knowingly presents a false or fraudulent claim for payment of a loss is 
subject to criminal and civil penalties. 
California: For your protection, California law requires the following to appear on this form: Any person who 
knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject 
to fines and confinement in state prison. 
Colorado: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an 
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include 
imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance 
company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or 
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance 
within the Department of Regulatory Agencies. 
Delaware, Idaho, Indiana and Oklahoma: WARNING: Any person who knowingly, and with intent to injure, 
defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, 
incomplete or misleading information is guilty of a felony. 
Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurance company files a 
statement of claim or an application containing any false, incomplete or misleading information is guilty of a 
felony of the third degree. 
Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a 
statement of claim containing any materially false information or conceals, for the purpose of misleading, 
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime. 
Maine, Tennessee and Washington: It is a crime to knowingly provide false, incomplete or misleading 
information to an insurance company for the purpose of defrauding the company. Penalties may 
include imprisonment, fines or a denial of insurance benefits. 
Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime 
and may be subject to fines and confinement in prison. 
New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a 
statement of claim containing any false, incomplete, or misleading information is subject to prosecution and 
punishment for insurance fraud as provided in RSA 638:20. 
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading 
information is subject to criminal and civil penalties. 
Oregon: Any person who knowingly presents a materially false statement of claim may be guilty of a criminal 
offense and may be subject to penalties under state law. 
Puerto Rico: Any person who knowingly and with the intention to defraud includes false information in an 
application for insurance or files, assists or abets in the filing of a fraudulent claim to obtain payment of a loss or 
other benefit, or files more than one claim for the same loss or damage, commits a felony and if found guilty 
shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten 
thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both. If aggravating 
circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating 
circumstances are present, the jail term may be reduced to a minimum of two (2) years. 
Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a 
crime and may be subject to fines and confinement in state prison. 
Vermont: Any person who knowingly presents a false statement of claim for insurance may be guilty of a 
criminal offense and subject to penalties under state law. 
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Virginia: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or deceptive statement may have violated the state law.
Pennsylvania and all other states: Any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance or statement of claim containing any materially false 
information or conceals for the purpose of misleading, information concerning any fact material thereto commits 
a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.


SECTION 6: Certification & Signature
By signing below, I acknowledge: 
1. All information I have given is true and complete to the best of my knowledge and belief. 
2. I have read the applicable Fraud Warning(s) provided in this form. New York Residents: Any person who 


knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals for the purpose of 
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is 
a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated 
value of claim for each such violation. 


Under penalty of perjury, I certify: 
1. That the number shown on this form is my correct taxpayer identification/social security number; 


and 
2. That I am not subject to IRS required backup withholding as a result of failure to report all interest 


or dividend income; and 
3. I am a U.S. citizen, or a U.S. resident for tax purposes. 


Please note: If item 2 or 3 above is not true, cross out the applicable item(s). The IRS does not 
require your consent to any provision of this document other than the certification to avoid backup 
withholding. 


Signature of Insured or Authorized Representative Date (mm/dd/yyyy)


Name of Insured or Authorized Representative, if applicable (Please Print)
First Name Middle Initial Last Name


If signed by Authorized Representative, describe your authority and provide documentation.


(e.g., guardian, conservator, power of attorney, etc.)







HOSPITAL-INDEMNITY-INSURANCE1  (05/18)
Page 6 of 6 


Fs/f


  


Authorization to Disclose Health Information 
Things to know before you begin 
•   Instructions for completing the form: complete all applicable areas 


of the form and sign below. 
•   If you are the Authorized Representative, include a copy of the 


legal document(s) authorizing you to act on the Claimant’s behalf.


Metropolitan Life Insurance Company
Attn: Group Hospital Indemnity 
Insurance Product 
P.O. Box 80826 
Lincoln, NE 68501-0826 
Toll Free Phone: 1 866 626 3705 
Fax Number: 1 855 306 7350 
https://mybenefits.metlife.comYour refusal to complete and sign this form may affect your 


eligibility for benefits under your accident insurance policy. 


HIPAA: This Authorization has been carefully and specifically drafted to permit disclosure of health 
information consistent with the privacy rules adopted and subsequently amended by the United 
States Department of Health and Human Services pursuant to the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). 


For purposes of determining my eligibility for accident benefits, the administration of my accident benefit plan, 
and the administration of other benefit plans in which I participate that may be affected by my eligibility for 
accident benefits, I permit the following disclosures of information about me to be made in the format 
requested, including by telephone, fax or mail:  
1• I permit: any physician or other medical/treating practitioner, hospital, clinic, other medical related facility or 


service, insurer, employer, government agency, group policyholder, contractholder or benefit plan 
administrator to disclose to Metropolitan Life Insurance Company (“MetLife”), my employer in its capacity as 
administrator of its accident benefit plan, and any consumer reporting agencies, investigative agencies, 
attorneys, and independent claim administrators acting on MetLife’s behalf, any and all information about my 
health, medical care, employment, and accident claim. 


2• I permit MetLife and my employer (if applicable) to disclose in its capacity as administrator of its benefit 
plans any and all information about my health, medical care, employment, and accident claim. 


This Authorization to Disclose Health Information specifically includes my permission to disclose my entire 
medical record, including medical information, records, test results, and data on: medical care or surgery; 
psychiatric or psychological medical records, but not psychotherapy notes; and alcohol or drug abuse including 
any data protected by Federal Regulations 42 CFR Part 2 or other applicable laws. Information concerning 
mental illness, HIV, AIDS, HIV related illnesses and sexually transmitted diseases or other serious 
communicable illnesses may be controlled by various laws and regulations. I consent to disclosure of such 
information, but only in accordance with laws and regulations as they apply to me. Information that may have 
been subject to privacy rules of the U.S. Department of Health and Human Services, once disclosed, may be 
subject to redisclosure by the recipient as permitted or required by law and may no longer be covered by those 
rules. Your health care provider may not condition your treatment on whether you sign this authorization. 
I understand that I may revoke this authorization at any time by writing to MetLife Group Accident at P.O. Box 
80826, Lincoln, NE 68501-0826, except to the extent that action has been taken in reliance on it. If I do not, it 
will be valid for 24 months from the date I sign this form or the duration of my claim for benefits, whichever 
period is shorter. A photocopy of this authorization is as valid as the original form and I have a right to receive a 
copy upon request.


Name of Claimant or Authorized Representative 
First Name (Please print) Middle Initial Last Name Date of Birth (mm/dd/yyyy)


Signature of Claimant or Authorized Representative Date (mm/dd/yyyy)


If signed by Authorized Representative, describe your authority and provide documentation.


(e.g., guardian, conservator, power of attorney, etc.) 



https://mybenefits.metlife.com
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Hospital Indemnity Insurance Claim Form

Important Instructions for Requesting Hospital 

Indemnity Benefits

•   If this is an Initial Claim for a medical service, please complete each section in its entirety. (This claim is not considered reported to us until a claim form is received).

•   If this is an additional claim for a previously reported medical service (i.e. - claim form previously submitted), no claim form is required. Please include your claim number and/or certificate number on all pages of the additional documentation you submit.

•   Please provide supporting documentation for the related services  for which a claim is being made.  The supporting documents MUST include 1) patient’s name, 2) admission & discharge dates, 3) diagnosis and, 4) room assignment (ICU and/or Non ICU)

•   Documentation that might be helpful to MetLife in making a claim decision includes itemized invoices received for services. You may need to ask your healthcare provider to provide you with a UB-04 form or other documentation. If you have an Explanation of Benefits (EOB), please also include this documentation.

•   If treated in an emergency room, please provide a copy of the discharge papers from the hospital.

•   If the patient is deceased, we will need a copy of the death certificate.

•   You must sign and submit the Authorization to Disclose Health Information form (attached).

Please refer to your certificate of insurance for a listing of specific benefits covered under your plan.

Metropolitan Life Insurance Company   Attn: Group Hospital Indemnity Insurance ProductP.O. Box 80826Lincoln, NE 68501-0826Toll Free Phone: 1 866 626 3705Fax Number: 1 855 306 7350 https://mybenefits.metlife.com
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Please return completed and signed form by fax, mail or on-line at (https://mybenefits.metlife.com)
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Failure to complete all sections of this claim form may delay processing this claim. To prevent possible delays, please be sure to provide all documentation from your healthcare provider that supports this claim. You will be notified in writing if additional information is needed to process your claim.

SECTION 1: Certificateholder Information (Participant)

Gender

SECTION 2: Patient Information

Gender

SECTION 3: Hospitalization Details

Refer to your group certificate or Summary Plan Description for a complete description of your benefits. Not all plans contain the same benefits.

Are you claiming for Hospital Benefits?

Are you claiming for Surgery Benefits?

Are you claiming for Additional Care Benefits?

Are you claiming for Other Benefits?

For all of the above, please submit all related receipts.

Please provide details of all services received for which you are submitting this claim:

SECTION 4: Special Payment Instructions & Direct Deposits

•   If you would like claim benefits paid using direct deposit, please provide the information requested for the bank where you have your account.

•   The sample check below may help you locate your bank account and bank routing numbers. Please be sure that you are referencing one of your checks, not a deposit or withdrawal slip.

•   If a savings account is used, please check with your bank representative for the appropriate routing and account numbers.

•   Use the space below if you need to provide any special instructions. (e.g., requesting that your claim proceeds be sent to an address other than the address of record).

Would you like claim benefit payments paid using direct deposit?

(If Yes complete the Account Information section below.)

Type of Account (check one):
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Be sure to confirm your account and routing numbers with your bank to ensure prompt processing.
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Authorization & Signature of Certificateholder

•   I request MetLife to send my payments to the financial institution designated in Section 4 for deposit into my account. This agreement will remain in effect until MetLife receives notice from me to the contrary.

•   I understand that MetLife will not be liable for any failure to change or terminate this agreement until a written request is received from me in satisfactory form and reasonable time has passed for MetLife to act upon it.

•   If any overpayment is credited to my account in error, I authorize and direct my financial institution to debit my account and to refund such overpayment to MetLife.
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Certificateholder Signature

Next Steps: 

•   Review and complete the Fraud Warnings, Certification & Signature sections. 

•   Review and complete the Authorization to Disclose Health Information Page. 

Read the following fraud warnings and sign the certification on the next page.

SECTION 5: Fraud Warning

Before signing this claim form, please read the warning for the state where you reside and for the state where the insurance policy under which you are claiming a benefit was issued.

Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, Minnesota, New Mexico, Ohio, Rhode Island and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete or misleading information may be prosecuted under state law.

Arizona: For your protection, Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

California: For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

Colorado: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

Delaware, Idaho, Indiana and Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurance company files a statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third degree.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

Maine, Tennessee and Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete, or misleading information is subject to prosecution and punishment for insurance fraud as provided in RSA 638:20.

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

Oregon: Any person who knowingly presents a materially false statement of claim may be guilty of a criminal offense and may be subject to penalties under state law.

Puerto Rico: Any person who knowingly and with the intention to defraud includes false information in an application for insurance or files, assists or abets in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both. If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years.

Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

Vermont: Any person who knowingly presents a false statement of claim for insurance may be guilty of a criminal offense and subject to penalties under state law.

Virginia: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement may have violated the state law.

Pennsylvania and all other states: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

SECTION 6: Certification & Signature

By signing below, I acknowledge:

1. All information I have given is true and complete to the best of my knowledge and belief.

2. I have read the applicable Fraud Warning(s) provided in this form. New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of claim for each such violation.

Under penalty of perjury, I certify:

1. That the number shown on this form is my correct taxpayer identification/social security number; and

2. That I am not subject to IRS required backup withholding as a result of failure to report all interest or dividend income; and

3. I am a U.S. citizen, or a U.S. resident for tax purposes.

Please note: If item 2 or 3 above is not true, cross out the applicable item(s). The IRS does not require your consent to any provision of this document other than the certification to avoid backup withholding. 
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Signature of Insured or Authorized Representative

Name of Insured or Authorized Representative, if applicable (Please Print)

If signed by Authorized Representative, describe your authority and provide documentation.

 

Authorization to Disclose Health Information

Things to know before you begin

•   Instructions for completing the form: complete all applicable areas of the form and sign below.

•   If you are the Authorized Representative, include a copy of the legal document(s) authorizing you to act on the Claimant’s behalf.

Metropolitan Life Insurance Company   Attn: Group Hospital Indemnity Insurance ProductP.O. Box 80826Lincoln, NE 68501-0826Toll Free Phone: 1 866 626 3705Fax Number: 1 855 306 7350https://mybenefits.metlife.com
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Your refusal to complete and sign this form may affect your eligibility for benefits under your accident insurance policy. 

HIPAA: This Authorization has been carefully and specifically drafted to permit disclosure of health information consistent with the privacy rules adopted and subsequently amended by the United States Department of Health and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

For purposes of determining my eligibility for accident benefits, the administration of my accident benefit plan, and the administration of other benefit plans in which I participate that may be affected by my eligibility for accident benefits, I permit the following disclosures of information about me to be made in the format requested, including by telephone, fax or mail:          

1• I permit: any physician or other medical/treating practitioner, hospital, clinic, other medical related facility or service, insurer, employer, government agency, group policyholder, contractholder or benefit plan administrator to disclose to Metropolitan Life Insurance Company (“MetLife”), my employer in its capacity as administrator of its accident benefit plan, and any consumer reporting agencies, investigative agencies, attorneys, and independent claim administrators acting on MetLife’s behalf, any and all information about my health, medical care, employment, and accident claim.

2• I permit MetLife and my employer (if applicable) to disclose in its capacity as administrator of its benefit plans any and all information about my health, medical care, employment, and accident claim.

This Authorization to Disclose Health Information specifically includes my permission to disclose my entire medical record, including medical information, records, test results, and data on: medical care or surgery; psychiatric or psychological medical records, but not psychotherapy notes; and alcohol or drug abuse including any data protected by Federal Regulations 42 CFR Part 2 or other applicable laws. Information concerning mental illness, HIV, AIDS, HIV related illnesses and sexually transmitted diseases or other serious communicable illnesses may be controlled by various laws and regulations. I consent to disclosure of such information, but only in accordance with laws and regulations as they apply to me. Information that may have been subject to privacy rules of the U.S. Department of Health and Human Services, once disclosed, may be subject to redisclosure by the recipient as permitted or required by law and may no longer be covered by those rules. Your health care provider may not condition your treatment on whether you sign this authorization.

I understand that I may revoke this authorization at any time by writing to MetLife Group Accident at P.O. Box 80826, Lincoln, NE 68501-0826, except to the extent that action has been taken in reliance on it. If I do not, it will be valid for 24 months from the date I sign this form or the duration of my claim for benefits, whichever period is shorter. A photocopy of this authorization is as valid as the original form and I have a right to receive a copy upon request.

Name of Claimant or Authorized Representative 
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Signature of Claimant or Authorized Representative

If signed by Authorized Representative, describe your authority and provide documentation.
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CDPHP Universal Benefits, Inc. 
500 Patroon Creek Boulevard 
Albany, New York 12206-1057 


(518) 641-3000 


This is Your 


EXCLUSIVE PROVIDER ORGANIZATION 
CERTIFICATE OF COVERAGE 


Issued by 


CDPHP Universal Benefits, Inc. 


This Certificate of Coverage ("Certificate") explains the benefits available to You under a 
Group Contract between CDPHP Universal Benefits, Inc. (hereinafter referred to as 
''We", "Us" or "Our") and the Group listed in the Group Contract. This Certificate is not a 
contract between You and Us. Amendments, riders or endorsements may be delivered 
with the Certificate or added thereafter. 


This Certificate offers You the option to receive Covered Services on two benefit levels: 
1. In-Network Preferred Benefits. In-network preferred benefits are the highest 


level of coverage available. In-network preferred benefits apply when Your care 
is provided by Preferred Providers in Our CDPHP UBI network. You should 
always consider receiving health services first through Our Preferred Providers in 
Our CDPHP UBI network. 


2. In-Network Benefits. In-network benefits are the lower level of coverage 
available. In-network benefits apply when Your care is provided by Participating 
Providers that are not Preferred Providers and are in Our CDPHP UBI network 
who are located within Our Service Area. You should always consider receiving 
services first through Preferred Providers and then from Participating Providers 
that are not Preferred Providers. 


READ THIS ENTIRE CERTIFICATE CAREFULLY. IT DESCRIBES THE BENEFITS 
AVAILABLE UNDER THE GROUP CONTRACT. IT IS YOUR RESPONSIBILITY TO 
UNDERSTAND THE TERMS AND CONDITIONS IN THIS CERTIFICATE. 


This Certificate is governed by the laws of New York State. 


CDPHP UNIVERSAL BENEFITS, INC. 
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By: 
John D. Bennett, MD, FACC 


President and CEO 


If You need foreign language assistance to understand this Certificate, You may call Us 
at the number on Your ID card. 
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SECTION I 


Definitions 


Defined terms will appear capitalized throughout this Certificate. 


Acute: The onset of disease or injury, or a change in the Member's condition that 
would require prompt medical attention. 


Allowed Amount: The maximum amount on which Our payment is based for Covered 
Services. See the Cost-Sharing Expenses and Allowed Amount section of this 
Certificate for a description of how the Allowed Amount is calculated. 


Ambulatory Surgical Center: A Facility currently licensed by the appropriate state 
regulatory agency for the provision of surgical and related medical services on an 
outpatient basis. 


Appeal: A request for Us to review a Utilization Review decision or a Grievance again. 


Balance Billing: When a Non-Participating Provider bills You for the difference 
between the Non-Participating Provider's charge and the Allowed Amount. A 
Participating Provider may not Balance Bill You for Covered Services. 


Certificate: This Certificate issued by CDPHP Universal Benefits, Inc., including the 
Schedule of Benefits and any attached riders. 


Child, Children: The Subscriber's Children, including any natural, adopted or step
children, unmarried disabled Children, newborn Children, or any other Children as 
described in the Who is Covered section of this Certificate. 


Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of 
the Allowed Amount for the service that You are required to pay to a Provider. The 
amount can vary by the type of Covered Service. 


Copayment: A fixed amount You pay directly to a Provider for a Covered Service when 
You receive the service. The amount can vary by the type of Covered Service. 


Cost-Sharing: Amounts You must pay for Covered Services, expressed as 
Copayments, Deductibles and/or Coinsurance. 


Cover, Covered or Covered Services: The Medically Necessary services paid for, 
arranged, or authorized for You by Us under the terms and conditions of this Certificate. 


Deductible: The amount You owe before We begin to pay for Covered Services. The 
Deductible applies before any Copayments or Coinsurance are applied. The Deductible 
may not apply to all Covered Services. You may also have a Deductible that applies to 
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a specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before 
We begin to pay for a particular Covered Service. 


Dependents: The Subscriber's Spouse and Children. 


Durable Medical Equipment ("DME"): Equipment which is: 
• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Emergency Condition: A medical or behavioral condition that manifests itself by Acute 
symptoms of sufficient severity, including severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably expect the 
absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


Emergency Department Care: Emergency Services You get in a Hospital emergency 
department. 


Emergency Services: A medical screening examination which is within the capability 
of the emergency department of a Hospital, including ancillary services routinely 
available to the emergency department to evaluate such Emergency Condition; and 
within the capabilities of the staff and facilities available at the Hospital, such further 
medical examination and treatment as are required to stabilize the patient. "To stabilize" 
is to provide such medical treatment of an Emergency Condition as may be necessary 
to assure that, within reasonable medical probability, no material deterioration of the 
condition is likely to result from or occur during the transfer of the patient from a Facility, 
or to deliver a newborn child (including the placenta). 


Exclusions: Health care services that We do not pay for or Cover. 


External Appeal Agent: An entity that has been certified by the New York State 
Department of Financial Services to perform external appeals in accordance with New 
York law. 


Facility: A Hospital; Ambulatory Surgical Center; birthing center; dialysis center; 
rehabilitation Facility; Skilled Nursing Facility; hospice; Home Health Agency or home 
care services agency certified or licensed under Article 36 of the New York Public 
Health Law; a comprehensive care center for eating disorders pursuant to Article 27-J of 
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the New York Public Health Law; and a Facility defined in New York Mental Hygiene 
Law Sections 1.03(10) and (33), certified by the New York State Office of Alcoholism 
and Substance Abuse Services, or certified under Article 28 of the New York Public 
Health Law (or, in other states, a similarly licensed or certified Facility). If You receive 
treatment for substance use disorder outside of New York State, a Facility also includes 
one which is accredited by the Joint Commission to provide a substance use disorder 
treatment program. 


Grievance: A complaint that You communicate to Us that does not involve a Utilization 
Review determination. 


Group: The employer or party that has entered into an agreement with Us as a 
contractholder. 


Habilitation Services: Health care services that help a person keep, learn or improve 
skills and functioning for daily living. Habilitative Services include the management of 
limitations and disabilities, including services or programs that help maintain or prevent 
deterioration in physical, cognitive, or behavioral function. These services consist of 
physical therapy, occupational therapy and speech therapy. 


Health Care Professional: An appropriately licensed, registered or certified 
Physician; dentist; optometrist; chiropractor; psychologist; social worker; podiatrist; 
physical therapist; occupational therapist; midwife; speech-language pathologist; 
audiologist; pharmacist; behavior analyst; or any other licensed, registered or certified 
Health Care Professional under Title 8 of the New York Education Law (or other 
comparable state law, if applicable) that the New York Insurance Law requires to be 
recognized who charges and bills patients for Covered Services. The Health Care 
Professional's services must be rendered within the lawful scope of practice for that 
type of Provider in order to be covered under this Certificate. 


Home Health Agency: An organization currently certified or licensed by the State of 
New York or the state in which it operates and renders home health care services. 


Hospice Care: Care to provide comfort and support for persons in the last stages of a 
terminal illness and their families that are provided by a hospice organization certified 
pursuant to Article 40 of the New York Public Health Law or under a similar certification 
process required by the state in which the hospice organization is located. 


Hospital: A short term, acute, general Hospital, which: 
• Is primarily engaged in providing, by or under the continuous supervision of 


Physicians, to patients, diagnostic services and therapeutic services for 
diagnosis, treatment and care of injured or sick persons; 


• Has organized departments of medicine and major surgery; 
• Has a requirement that every patient must be under the care of a Physician or 


dentist; 
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• Provides 24-hour nursing service by or under the supervision of a registered 
professional nurse (R.N.); 


• If located in New York State, has in effect a Hospitalization review plan 
applicable to all patients which meets at least the standards set forth in 42 U.S.C. 
Section 1395x(k); 


• Is duly licensed by the agency responsible for licensing such Hospitals; and 
• Is not, other than incidentally, a place of rest, a place primarily for the treatment 


of tuberculosis, a place for the aged, a place for drug addicts, alcoholics, or a 
place for convalescent, custodial, educational, or rehabilitory care. 


Hospital does not mean health resorts, spas, or infirmaries at schools or camps. 


Hospitalization: Care in a Hospital that requires admission as an inpatient and usually 
requires an overnight stay. 


Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight 
stay. 


Medically Necessary: See the How Your Coverage Works section of this Certificate 
for the definition. 


Medicare: Title XVIII of the Social Security Act, as amended. 


Member: The Subscriber or a covered Dependent for whom required Premiums have 
been paid. Whenever a Member is required to provide a notice pursuant to a Grievance 
or emergency department visit or admission, "Member" also means the Member's 
designee. 


Non-Participating Provider: A Provider who doesn't have a contract with Us to 
provide services to You. The services of Non-Participating Providers are Covered only 
for Emergency Services, Urgent Care or when authorized by Us. 


Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Sharing before We 
begin to pay 100% of the Allowed Amount for Covered Services. This limit never 
includes Your Premium, Balance Billing charges or the cost of health care services We 
do not Cover. 


Participating Provider: A Provider who has a contract with Us to provide services to 
You. A list of Participating Providers and their locations is available on Our website at 
www.cdphp.com or upon Your request to Us. The list will be revised from time to time 
by Us. You will pay higher Cost-Sharing to see a Participating Provider as compared to 
a Preferred Provider. 


Physician or Physician Services: Health care services a licensed medical Physician 
(M.D. - Medical Doctor or D.O. - Doctor of Osteopathic Medicine) provides or 
coordinates. 
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Plan Year: The 12-month period beginning on the effective date of the Certificate or 
any anniversary date thereafter, during which the Certificate is in effect. 


Preauthorization: A decision by Us prior to Your receipt of a Covered Service, 
procedure, treatment plan, device, or Prescription Drug that the Covered Service, 
procedure, treatment plan, device or Prescription Drug is Medically Necessary. We 
indicate which Covered Services require Preauthorization in the Schedule of Benefits 
section of this Certificate. 


Preferred Provider: A Provider who has a contract with Us to provide services to You 
at the highest level of coverage available to You. You will pay the least amount of Cost
Sharing to see a Preferred Provider. 


Premium: The amount that must be paid for Your health insurance coverage. 


Prescription Drugs: A medication, product or device that has been approved by the 
Food and Drug Administration ("FDA") and that can, under federal or state law, be 
dispensed only pursuant to a prescription order or refill and is on Our formulary. A 
Prescription Drug includes a medication that, due to its characteristics, is appropriate for 
self administration or administration by a non-skilled caregiver. 


Primary Care Physician ("PCP"): A participating nurse practitioner or Physician who 
typically is an internal medicine, family practice or pediatric Physician and who directly 
provides or coordinates a range of health care services for You. 


Provider: A Physician, Health Care Professional, or Facility licensed, registered, 
certified or accredited as required by state law. A Provider also includes a vendor or 
dispenser of diabetic equipment and supplies, durable medical equipment, medical 
supplies, or any other equipment or supplies that are Covered under this Certificate that 
is licensed, registered, certified or accredited as required by state law. 


Referral: An authorization given to one Participating Provider from another 
Participating Provider (usually from a PCP to a participating Specialist) in order to 
arrange for additional care for a Member. 


Rehabilitation Services: Health care services that help a person keep, get back, or 
improve skills and functioning for daily living that have been lost or impaired because a 
person was sick, hurt, or disabled. These services consist of physical therapy, 
occupational therapy, and speech therapy in an inpatient and/or outpatient setting. 


Schedule of Benefits: The section of this Certificate that describes the Copayments, 
Deductibles, Coinsurance, Out-of-Pocket Limits, Preauthorization requirements, and 
other limits on Covered Services. 


Service Area: The geographical area, designated by Us and approved by the State of 
New York, in which We provide coverage. Our Service Area consists of the following 
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counties: Albany, Broome, Chenango, Columbia, Delaware, Dutchess, Essex, Fulton, 
Greene, Hamilton, Herkimer, Madison, Montgomery, Oneida, Orange, Otsego, 
Rensselaer, Saratoga, Schenectady, Schoharie, Tioga, Ulster, Warren, Washington. 


Skilled Nursing Facility: An institution or a distinct part of an institution that is 
currently licensed or approved under state or local law; primarily engaged in providing 
skilled nursing care and related services as a Skilled Nursing Facility, extended care 
Facility, or nursing care Facility approved by the Joint Commission, or the Bureau of 
Hospitals of the American Osteopathic Association, or as a Skilled Nursing Facility 
under Medicare; or as otherwise determined by Us to meet the standards of any of 
these authorities. 


Specialist: A Physician who focuses on a specific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. 


Spouse: The person to whom the Subscriber is legally married, including a same sex 
Spouse. 


Subscriber: The person to whom this Certificate is issued. 


UCR (Usual, Customary and Reasonable): The cost of a medical service in a 
geographic area based on what Providers in the area usually charge for the same or 
similar medical service. 


Urgent Care: Medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
Emergency Department Care. Urgent Care may be rendered in a Physician's office or 
Urgent Care Center. 


Urgent Care Center: A licensed Facility that provides Urgent Care. 


Us, We, Our: CDPHP Universal Benefits, Inc. and anyone to whom We legally 
delegate performance, on Our behalf, under this Certificate. 


Utilization Review: The review to determine whether services are or were Medically 
Necessary or experimental or investigational (i.e., treatment for a rare disease or a 
clinical trial). 


You, Your: The Member. 
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SECTION II 


How Your Coverage Works 


A. Your Coverage Under this Certificate. 
Your employer (referred to as the "Group") has purchased a Group health insurance 
Contract from Us. We will provide the benefits described in this Certificate to covered 
Members of the Group, that is, to employees of the Group and their covered 
Dependents. However, this Certificate is not a contract between You and Us. You 
should keep this Certificate with Your other important papers so that it is available for 
Your future reference. 


B. Covered Services. 
You will receive Covered Services under the terms and conditions of this Certificate only 
when the Covered Service is: 


• Medically Necessary; 
• Provided by a Participating Provider; 
• Listed as a Covered Service; 
• Not in excess of any benefit limitations described in the Schedule of Benefits 


section of this Certificate; and 
• Received while Your Certificate is in force. 


When You are outside Our Service Area, coverage is limited to Emergency Services, 
Pre-Hospital Emergency Medical Services and ambulance services to treat Your 
Emergency Condition and Urgent Care. 


C. Participating Providers. 
To find out if a Provider is a Participating Provider, and for details about licensure and 
training: 


• Check Your Provider directory, available at Your request; 
• Call the number on Your ID card; or 
• Visit Our website at www.cdphp.com. 


D. Preferred Providers. 
Some Participating Providers are also Preferred Providers. Certain services may be 
obtained from Preferred Providers. If You receive Covered Services from Preferred 
Providers, Your Cost-Sharing may be lower than if You received the services from 
Participating Providers. See the Schedule of Benefits section of this Certificate for 
coverage of Preferred Provider services. 


E. The Role of Primary Care Physicians. 
This Certificate does not have a gatekeeper, usually known as a Primary Care 
Physician ("PCP"). You do not need a Referral from a PCP before receiving Specialist 
care. 


You may need to request Preauthorization before You receive certain services. 
See the Schedule of Benefits section of this Certificate for the services that 
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require Preauthorization. 


1. Access to Providers and Changing Providers. Sometimes Providers in Our 
Provider directory are not available. You should call the Provider to make sure he 
or she is a Participating Provider and is accepting new patients. 


To see a Provider, call his or her office and tell the Provider that You are a 
CDPHP UBI Member, and explain the reason for Your visit. Have Your ID card 
available. The Provider's office may ask You for Your Group or Member ID 
number. When You go to the Provider's office, bring Your ID card with You. 


F. Services Subject to Preauthorization. 
Our Preauthorization is required before You receive certain Covered Services. You are 
responsible for requesting Preauthorization for the in-network services listed in the 
Schedule of Benefits section of this Certificate. 


G. Preauthorization Procedure. 
If You seek coverage for services that require Preauthorization, You must call Us at the 
number on Your ID card. 


After receiving a request for approval, We will review the reasons for Your planned 
treatment and determine if benefits are available. Criteria will be based on multiple 
sources which may include medical policy, clinical guidelines, and pharmacy and 
therapeutic guidelines. 


H. Failure to Seek Preauthorization. 
If You fail to seek Our Preauthorization for benefits subject to this section, We will pay 
an amount of $500 less than We would otherwise have paid for the care, or We will pay 
only 50% of the amount We would otherwise have paid for the care, whichever results 
in a greater benefit for You. You must pay the remaining charges. We will pay the 
amount specified above only if We determine the care was Medically Necessary even 
though You did not seek Our Preauthorization. If We determine that the services were 
not Medically Necessary, You will be responsible for paying the entire charge for the 
service. 


I. Medical Management. 
The benefits available to You under this Certificate are subject to pre-service, 
concurrent and retrospective reviews to determine when services should be Covered by 
Us. The purpose of these reviews is to promote the delivery of cost-effective medical 
care by reviewing the use of procedures and, where appropriate, the setting or place 
the services are performed. Covered Services must be Medically Necessary for benefits 
to be provided. 


J. Medical Necessity. 
We Cover benefits described in this Certificate as long as the health care service, 
procedure, treatment, test, device, Prescription Drug or supply (collectively, "service") 
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is Medically Necessary. The fact that a Provider has furnished, prescribed, ordered, 
recommended, or approved the service does not make it Medically Necessary or mean 
that We have to Cover it. 


We may base Our decision on a review of: 
• Your medical records; 
• Our medical policies and clinical guidelines; 
• Medical opinions of a professional society, peer review committee or other 


groups of Physicians; 
• Reports in peer-reviewed medical literature; 
• Reports and guidelines published by nationally-recognized health care 


organizations that include supporting scientific data; 
• Professional standards of safety and effectiveness, which are generally


recognized in the United States for diagnosis, care, or treatment; 
• The opinion of Health Care Professionals in the generally-recognized health 


specialty involved; 
• The opinion of the attending Providers, which have credence but do not overrule 


contrary opinions. 


Services will be deemed Medically Necessary only if: 
• They are clinically appropriate in terms of type, frequency, extent, site, and 


duration, and considered effective for Your illness, injury, or disease; 
• They are required for the direct care and treatment or management of that 


condition; 
• Your condition would be adversely affected if the services were not provided; 
• They are provided in accordance with generally-accepted standards of medical 


practice; 
• They are not primarily for the convenience of You, Your family, or Your Provider; 
• They are not more costly than an alternative service or sequence of services, 


that is at least as likely to produce equivalent therapeutic or diagnostic results; 
• When setting or place of service is part of the review, services that can be safely 


provided to You in a lower cost setting will not be Medically Necessary if they are 
performed in a higher cost setting. For example, We will not provide coverage for 
an inpatient admission for surgery if the surgery could have been performed on 
an outpatient basis or an infusion or injection of a specialty drug provided in the 
outpatient department of a Hospital if the drug could be provided in a Physician's 
office or the home setting. 


See the Utilization Review and External Appeal sections of this Certificate for Your right 
to an internal Appeal and external appeal of Our determination that a service is not 
Medically Necessary. 


K. Protection from Surprise Bills. 
1. A surprise bill is a bill You receive for Covered Services in the following 


circumstances: 
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• For services performed by a non-participating Physician at a participating 
Hospital or Ambulatory Surgical Center, when: 


o A participating Physician is unavailable at the time the health care 
services are performed; 


o A non-participating Physician performs services without Your 
knowledge; or 


o Unforeseen medical issues or services arise at the time the health 
care services are performed. 


A surprise bill does not include a bill for health care services when a participating 
Physician is available and You elected to receive services from a non
participating Physician. 


• You were referred by a participating Physician to a Non-Participating 
Provider without Your explicit written consent acknowledging that the 
referral is to a Non-Participating Provider and it may result in costs not 
covered by Us. For a surprise bill, a referral to a Non-Participating 
Provider means: 


o Covered Services are performed by a Non-Participating Provider in 
the participating Physician's office or practice during the same visit; 


o The participating Physician sends a specimen taken from You in 
the participating Physician's office to a non-participating laboratory 
or pathologist; or 


o For any other Covered Services performed by a Non-Participating 
Provider at the participating Physician's request, when Referrals 
are required under Your Certificate. 


You will be held harmless for any Non-Participating Provider charges for the 
surprise bill that exceed Your Copayment, Deductible or Coinsurance if You 
assign benefits to the Non-Participating Provider in writing. In such cases, the 
Non-Participating Provider may only bill You for Your Copayment, Deductible or 
Coinsurance. 


The assignment of benefits form for surprise bills is available at www.dfs.ny.gov 
or You can visit Our website at www.cdphp.com for a copy of the form. You need 
to mail a copy of the assignment of benefits form to Us at the address on Our 
website and to Your Provider. 


2. Independent Dispute Resolution Process. Either We or a Provider may 
submit a dispute involving a surprise bill to an independent dispute resolution 
entity ("IDRE") assigned by the state. Disputes are submitted by completing the 
IDRE application form, which can be found at www.dfs.ny.gov. The IDRE will 
determine whether Our payment or the Provider's charge is reasonable within 30 
days of receiving the dispute. 


L. Delivery of Covered Services Using Telehealth. 
If Your Participating Provider offers Covered Services using telehealth, We will not deny 
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the Covered Services because they are delivered using telehealth. Covered Services 
delivered using telehealth may be subject to utilization review and quality assurance 
requirements and other terms and conditions of the Certificate that are at least as 
favorable as those requirements for the same service when not delivered using 
telehealth. "Telehealth" means the use of electronic information and communication 
technologies by a Participating Provider to deliver Covered Services to You while Your 
location is different than Your Provider's location. 


M. Case Management. 
Case management helps coordinate services for Members with health care needs due 
to serious, complex, and/or chronic health conditions. Our programs coordinate benefits 
and educate Members who agree to take part in the case management program to help 
meet their health-related needs. 


Our case management programs are confidential and voluntary. These programs are 
given at no extra cost to You and do not change Covered Services. If You meet 
program criteria and agree to take part, We will help You meet Your identified health 
care needs. This is reached through contact and team work with You and/or Your 
authorized representative, treating Physician(s), and other Providers. In addition, We 
may assist in coordinating care with existing community-based programs and services 
to meet Your needs, which may include giving You information about external agencies 
and community-based programs and services. 


In certain cases of severe or chronic illness or injury, We may provide benefits for 
alternate care through Our case management program that is not listed as a Covered 
Service. We may also extend Covered Services beyond the benefit maximums of this 
Certificate. We will make Our decision on a case-by-case basis if We determine the 
alternate or extended benefit is in the best interest of You and Us. 


Nothing in this provision shall prevent You from appealing Our decision. A decision to 
provide extended benefits or approve alternate care in one case does not obligate Us 
to provide the same benefits again to You or to any other Member. We reserve the 
right, at any time, to alter or stop providing extended benefits or approving alternate 
care. In such case, We will notify You or Your representative in writing. 


N. Important Telephone Numbers and Addresses. 


• CLAIMS 
CDPHP UBI, PO Box 66602, Albany, NY 12206 
(Submit claim forms to this address.) 


Log-in to the secure member portal at www.cdphp.com and select the "Mail 
Center" icon to submit claims via secure email. 
(Submit electronic claim forms to this e-mail address.) 


• COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS 
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Call the number on Your ID card 


• ASSIGNMENT OF BENEFITS FORM 
Refer to the address on Your ID card 
(Submit assignment of benefits forms for surprise bills to this address.) 


• MEMBER SERVICES 
Call the number on Your ID card 
(Member Services Representatives are available Monday - Friday, 8:00 a.m. -
5:00 p.m.) 


• PREAUTHORIZATION 
Call the number on Your ID card 


• BEHAVIORAL HEAL TH SERVICES 
Call the number on Your ID card 


• OUR WEBSITE 
www.cdphp.com 
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SECTION 111 


Access to Care and Transitional Care 


A. Authorization to a Non-Participating Provider. 
If We determine that We do not have a Participating Provider that has the appropriate 
training and experience to treat Your condition, We will approve an authorization to an 
appropriate Non-Participating Provider. Your Participating Provider or You must request 
prior approval of the authorization to a specific Non-Participating Provider. Approvals of 
authorizations to Non-Participating Providers will not be made for the convenience of 
You or another treating Provider and may not necessarily be to the specific Non
Participating Provider You requested. If We approve the authorization, all services 
performed by the Non-Participating Provider are subject to a treatment plan approved 
by Us in consultation with Your PCP, the Non-Participating Provider and You. Covered 
Services rendered by the Non-Participating Provider will be paid as if they were 
provided by a Participating Provider. You will be responsible only for any applicable in
network Cost-Sharing. In the event an authorization is not approved, any services 
rendered by a Non-Participating Provider will not be Covered. 


B. When Your Provider Leaves the Network. 
If You are in an ongoing course of treatment when Your Provider leaves Our network, 
then You may be able to continue to receive Covered Services for the ongoing 
treatment from the former Participating Provider for up to 90 days from the date Your 
Provider's contractual obligation to provide services to You terminates. If You are 
pregnant and in Your second or third trimester, You may be able to continue care with a 
former Participating Provider through delivery and any postpartum care directly related 
to the delivery. 


In order for You to continue to receive Covered Services for up to 90 days or through a 
pregnancy with a former Participating Provider, the Provider must agree to accept as 
payment the negotiated fee that was in effect just prior to the termination of Our 
relationship with the Provider. The Provider must also agree to provide Us necessary 
medical information related to Your care and adhere to our policies and procedures, 
including those for assuring quality of care, obtaining Preauthorization, authorizations, 
and a treatment plan approved by Us. If the Provider agrees to these conditions, You 
will receive the Covered Services as if they were being provided by a Participating 
Provider. You will be responsible only for any applicable in-network Cost-Sharing. 
Please note that if the Provider was terminated by Us due to fraud, imminent harm to 
patients or final disciplinary action by a state board or agency that impairs the Provider's 
ability to practice, continued treatment with that Provider is not available. 


C. New Members In a Course of Treatment. 
If You are in an ongoing course of treatment with a Non-Participating Provider when 
Your coverage under this Certificate becomes effective, You may be able to receive 
Covered Services for the ongoing treatment from the Non-Participating Provider for up 
to 60 days from the effective date of Your coverage under this Certificate. This course of 
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treatment must be for a life-threatening disease or condition or a degenerative and 
disabling condition or disease. You may also continue care with a Non-Participating 
Provider if You are in the second or third trimester of a pregnancy when Your coverage 
under this Certificate becomes effective. You may continue care through delivery and 
any post-partum services directly related to the delivery. 


In order for You to continue to receive Covered Services for up to 60 days or through 
pregnancy, the Non-Participating Provider must agree to accept as payment Our fees 
for such services. The Provider must also agree to provide Us necessary medical 
information related to Your care and to adhere to Our policies and procedures including 
those for assuring quality of care, obtaining Preauthorization, Referrals, and a treatment 
plan approved by Us. If the Provider agrees to these conditions, You will receive the 
Covered Services as if they were being provided by a Participating Provider. You will be 
responsible only for any applicable in-network Cost-Sharing. 
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SECTION IV 


Cost-Sharing Expenses and Allowed Amount 


A. Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits 
section of this Certificate for Covered Services during each Plan Year before We 
provide coverage. If You have other than individual coverage, the individual Deductible 
applies to each person covered under this Certificate. Once a person within a family 
meets the individual Deductible, no further Deductible is required for the person that has 
met the individual Deductible for that Plan Year. However, after Deductible payments for 
persons covered under this Certificate collectively total the family Deductible amount in 
the Schedule of Benefits section of this Certificate in a Plan Year, no further Deductible 
will be required for any person covered under this Certificate for that Plan Year. In
network Cost-Sharing amounts to which a Deductible applies accumulate toward both 
the Deductibles for Preferred Providers and for Participating Providers. 


B. Copayments. 
Except where stated otherwise, after You have satisfied the Deductible as described 
above, You must pay the Copayments, or fixed amounts, in the Schedule of Benefits 
section of this Certificate for Covered Services. However, when the Allowed Amount for 
a service is less than the Copayment, You are responsible for the lesser amount. 


C. Coinsurance. 
Except where stated otherwise, after You have satisfied the Deductible described 
above, You must pay a percentage of the Allowed Amount for Covered Services. We 
will pay the remaining percentage of the Allowed Amount as Your benefit as shown in 
the Schedule of Benefits section of this Certificate. 


D. Out-of-Pocket Limit. 
When You have met Your Out-of-Pocket Limit in payment of Copayments, Deductibles 
and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, 
We will provide coverage for 100% of the Allowed Amount for Covered Services for the 
remainder of that Plan Year. If You have other than individual coverage, once a person 
within a family meets the individual Out-of-Pocket Limit in the Schedule of Benefits 
section of this Certificate, We will provide coverage for 100% of the Allowed Amount for 
the rest of that Plan Year for that person. If other than individual coverage applies, when 
persons in the same family covered under this Certificate have collectively met the 
family Out-of-Pocket Limit in payment of Copayments, Deductibles and Coinsurance for 
a Plan Year in the Schedule of Benefits section of this Certificate, We will provide 
coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire 
family. In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will 
accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for 
Participating Providers. 


E. Allowed Amount. 
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"Allowed Amount" means the maximum amount We will pay for the services or supplies 
Covered under this Certificate, before any applicable Copayment, Deductible and 
Coinsurance amounts are subtracted. We determine Our Allowed Amount as follows: 


The Allowed Amount for Participating Providers will be the amount We have negotiated 
with the Participating Provider, or the Participating Provider's charge. 


Our payments to Participating Providers may include financial incentives to help 
improve the quality or coordination of care and promote the delivery of Covered 
Services in a cost-efficient manner. Payments under this financial incentive program are 
not made as payment for a specific Covered Service provided to You. Your Cost
Sharing will not change based on any payments made to or received from Participating 
Providers as part of the financial incentive program. 


See the Emergency Services and Urgent Care section of this Certificate for the Allowed 
Amount for Emergency Services rendered by Non-Participating Providers. See the 
Ambulance and Pre-Hospital Emergency Medical Services section of this Certificate for 
the Allowed Amount for Pre-Hospital Emergency Medical Services rendered by Non
Participating Providers. 
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SECTIONV 


Who is Covered 


A. Who is Covered Under this Certificate. 
You, the Subscriber to whom this Certificate is issued, are covered under this 
Certificate. You must live, work, or reside in Our Service Area to be covered under this 
Certificate. Members of Your family may also be covered depending on the type of 
coverage You selected. 


B. Types of Coverage. 
We offer the following types of coverage: 


1. Individual. If You selected individual coverage, then You are covered. 


2. Individual and Spouse. If You selected individual and Spouse coverage, then 
You and Your Spouse are covered. 


3. Parent and Child/Children. If You selected parent and child/children coverage, 
then You and Your Child or Children, as described below, are covered. 


4. Family. If You selected family coverage, then You and Your Spouse and Your 
Child or Children, as described below, are covered. 


C. Children Covered Under this Certificate. 
If You selected parent and child/children or family coverage, Children covered under 
this Certificate include Your natural Children, legally adopted Children, step Children, 
and Children for whom You are the proposed adoptive parent without regard to financial 
dependence, residency with You, student status or employment. A proposed adopted 
Child is eligible for coverage on the same basis as a natural Child during any waiting 
period prior to the finalization of the Child's adoption. Coverage lasts until the end of the 
month in which the Child turns 26 years of age. Coverage also includes Children for 
whom You are a permanent legal guardian if the Children are chiefly dependent upon 
You for support and You have been appointed the legal guardian by a court order. 
Foster Children and grandchildren are not covered. 


Any unmarried dependent Child, regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental disability, mental retardation 
(as defined in the New York Mental Hygiene Law), or physical handicap and who 
became so incapable prior to attainment of the age at which the Child's coverage would 
otherwise terminate and who is chiefly dependent upon You for support and 
maintenance, will remain covered while Your insurance remains in force and Your Child 
remains in such condition. You have 31 days from the date of Your Child's attainment of 
the termination age to submit an application to request that the Child be included in 
Your coverage and proof of the Child's incapacity. We have the right to check whether a 
Child is and continues to qualify under this section. 
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We have the right to request and be furnished with such proof as may be needed to 
determine eligibility status of a prospective or covered Subscriber and all other 
prospective or covered Members in relation to eligibility for coverage under this 
Certificate at any time. 


D. When Coverage Begins. 
Coverage under this Certificate will begin as follows: 


1. If You, the Subscriber, elect coverage before becoming eligible, or within 30 days 
of becoming eligible for other than a special enrollment period, coverage begins 
on the date You become eligible, or on the date determined by Your Group. 
Groups cannot impose waiting periods that exceed 90 days. 


2. If You, the Subscriber, do not elect coverage upon becoming eligible or within 30 
days of becoming eligible for other than a special enrollment period, You must 
wait until the Group's next open enrollment period to enroll, except as provided 
below. 


3. If You, the Subscriber, marry while covered, and We receive notice of such 
marriage within 30 days thereafter, coverage for Your Spouse and Child starts on 
the first day of the month following such marriage. If We do not receive notice 
within 30 days of the marriage, You must wait until the Group's next open 
enrollment period to add Your Spouse or Child. 


4. If You, the Subscriber, have a newborn or adopted newborn Child and We 
receive notice of such birth within 30 days thereafter, coverage for Your newborn 
starts at the moment of birth; otherwise, coverage begins on the date on which 
We receive notice. Your adopted newborn Child will be covered from the moment 
of birth if You take physical custody of the infant as soon as the infant is released 
from the Hospital after birth and You file a petition pursuant to Section 115-c of 
the New York Domestic Relations Law within 30 days of the infant's birth; and 
provided further that no notice of revocation to the adoption has been filed 
pursuant to Section 115-b of the New York Domestic Relations Law, and consent 
to the adoption has not been revoked. However, We will not provide Hospital 
benefits for the adopted newborn's initial Hospital stay if one of the infant's 
natural parents has coverage for the newborn's initial Hospital stay. If You have 
individual or individual and Spouse coverage, You must also notify Us of Your 
desire to switch to parent and child/children or family coverage and pay any 
additional Premium within 30 days of the birth or adoption in order for coverage 
to start at the moment of birth. Otherwise, coverage begins on the date on which 
We receive notice, provided that You pay any additional Premium when due. 


E. Special Enrollment Periods. 
You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of 
coverage in another group health plan if coverage was terminated because You, Your 
Spouse or Child are no longer eligible for coverage under the other group health plan 
due to: 


1. Termination of employment; 
2. Termination of the other group health plan; 
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3. Death of the Spouse; 
4. Legal separation, divorce or annulment; 
5. Reduction of hours of employment; 
6. Employer contributions toward the group health plan were terminated for You or 


Your Dependents' coverage; or 
7. A Child no longer qualifies for coverage as a Child under the other group health 


plan. 


You, Your Spouse or Child can also enroll 30 days from exhaustion of Your COBRA or 
continuation coverage or if You gain a Dependent or become a Dependent through 
marriage, birth, adoption, or placement for adoption. 


We must receive notice and Premium payment within 30 days of the loss of coverage. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 


In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of 
the occurrence of one of the following events: 


1. You or Your Spouse or Child loses eligibility for Medicaid or Child Health Plus; or 
2. You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus. 


We must receive notice and Premium payment within 60 days of one of these events. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 
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SECTION VI 


Preventive Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


Preventive Care. 
We Cover the following services for the purpose of promoting good health and early 
detection of disease. Preventive services are not subject to Cost-Sharing (Copayments, 
Deductibles or Coinsurance) when performed by a Participating Provider and provided 
in accordance with the comprehensive guidelines supported by the Health Resources 
and Services Administration ("HRSA"), or if the items or services have an "A" or "B" 
rating from the United States Preventive Services Task Force ("USPSTF"), or if the 
immunizations are recommended by the Advisory Committee on Immunization 
Practices ("ACIP"). However, Cost-Sharing may apply to services provided during the 
same visit as the preventive services. Also, if a preventive service is provided during an 
office visit wherein the preventive service is not the primary purpose of the visit, the 
Cost-Sharing amount that would otherwise apply to the office visit will still apply. You 
may contact Us at the number on Your ID card or visit Our website at www.cdphp.com 
for a copy of the comprehensive guidelines supported by HRSA, items or services with 
an "A" or "B" rating from USPSTF, and immunizations recommended by ACIP. 


A. Well-Baby and Well-Child Care. We Cover well-baby and well-child care which 
consists of routine physical examinations including vision screenings and hearing 
screenings, developmental assessment, anticipatory guidance, and laboratory 
tests ordered at the time of the visit as recommended by the American Academy 
of Pediatrics. We also Cover preventive care and screenings as provided for in 
the comprehensive guidelines supported by HRSA and items or services with an 
"A" or "B" rating from USPSTF. If the schedule of well-child visits referenced 
above permits one (1) well-child visit per Plan Year, We will not deny a well-child 
visit if 365 days have not passed since the previous well-child visit. 
Immunizations and boosters as required by ACIP are also Covered. This benefit 
is provided to Members from birth through attainment of age 19 and is not 
subject to Copayments, Deductibles or Coinsurance. 


B. Adult Annual Physical Examinations. We Cover adult annual physical 
examinations and preventive care and screenings as provided for in the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF. 


Examples of items or services with an "A" or "B" rating from USPSTF include, but 
are not limited to, blood pressure screening for adults, lung cancer screening, 
colorectal cancer screening, alcohol misuse screening, depression screening, 
and diabetes screening. A complete list of the Covered preventive Services is 
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available on Our website at www.cdphp.com, or will be mailed to You upon 
request. 


You are eligible for a physical examination once every Plan Year, regardless of 
whether or not 365 days have passed since the previous physical examination 
visit. Vision screenings do not include refractions. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


C. Adult Immunizations. We Cover adult immunizations as recommended by 
ACIP. This benefit is not subject to Copayments, Deductibles or Coinsurance 
when provided in accordance with the recommendations of ACIP. 


D. Well-Woman Examinations. We Cover well-woman examinations which 
consist of a routine gynecological examination, breast examination and annual 
Pap smear, including laboratory and diagnostic services in connection with 
evaluating the Pap smear. We also Cover preventive care and screenings as 
provided for in the comprehensive guidelines supported by HRSA and items or 
services with an "A" or "B" rating from USPSTF. A complete list of the Covered 
preventive Services is available on Our website at www.cdphp.com, or will be 
mailed to You upon request. This benefit is not subject to Copayments, 
Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF, which may be less frequent than described above, 
and when provided by a Participating Provider. 


E. Mammograms, Screening and Diagnostic Imaging for the Detection of 
Breast Cancer. We Cover mammograms for the screening of breast cancer as 


follows: 
• One (1) baseline screening mammogram for Members age 35 through 39; 


and 
• One (1) screening mammogram annually for Members age 40 and over. 


If a Member of any age has a history of breast cancer or a first degree relative 
has a history of breast cancer, We Cover mammograms as recommended by the 
Member's Provider. However, in no event will more than one (1) preventive 
screening per Plan Year be Covered. 


Mammograms for the screening of breast cancer are not subject to Copayments, 
Deductibles or Coinsurance. 


We also Cover additional screening and diagnostic imaging for the detection of 
breast cancer, including diagnostic mammograms, breast ultrasounds and MRls. 
Screening and diagnostic imaging for the detection of breast cancer, including 
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diagnostic mammograms, breast ultrasounds and MRls are not subject to 
Copayments, Deductibles or Coinsurance when provided by a Participating 
Provider. 


F. Family Planning and Reproductive Health Services. We Cover family 
planning services which consist of FDA-approved contraceptive methods 
prescribed by a Provider, not otherwise Covered under Your Prescription Drug 
Coverage Rider, if applicable, counseling on use of contraceptives and related 
topics, and sterilization procedures for women. Such services are not subject to 
Copayments, Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF and when provided by a Participating Provider. 


We also Cover vasectomies subject to Copayments, Deductibles or Coinsurance. 


We do not Cover services related to the reversal of elective sterilizations. 


G. Bone Mineral Density Measurements or Testing. We Cover bone mineral 
density measurements or tests, and Prescription Drugs and devices approved by 
the FDA or generic equivalents as approved substitutes. Coverage of 
Prescription Drugs is subject to Your Prescription Drug Coverage Rider, if 
applicable. Bone mineral density measurements or tests, drugs or devices shall 
include those covered for individuals meeting the criteria under the federal 
Medicare program and those in accordance with the criteria of the National 
Institutes of Health. You will also qualify for Coverage of bone mineral density 
measurements and testing if You meet any of the following: 


• Previously diagnosed as having osteoporosis or having a family history of 
osteoporosis; 


• With symptoms or conditions indicative of the presence or significant risk 
of osteoporosis; 


• On a prescribed drug regimen posing a significant risk of osteoporosis; 
• With lifestyle factors to a degree as posing a significant risk of 


osteoporosis; or 
• With such age, gender, and/or other physiological characteristics which 


pose a significant risk for osteoporosis. 


We also Cover bone mineral density measurements or tests, and Prescription 
Drugs and devices as provided for in the comprehensive guidelines supported by 
HRSA and items or services with an "A" or "B" rating from USPSTF. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF, which may not 
include all of the above services such as drugs and devices and when provided 
by a Participating Provider. 
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H. Screening for Prostate Cancer. We Cover an annual standard diagnostic 
examination including, but not limited to, a digital rectal examination and a 
prostate specific antigen test for men age 50 and over who are asymptomatic 
and for men age 40 and over with a family history of prostate cancer or other 
prostate cancer risk factors. We also Cover standard diagnostic testing including, 
but not limited to, a digital rectal examination and a prostate-specific antigen test, 
at any age for men having a prior history of prostate cancer. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided by a Participating Provider. 
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SECTION VII 


Ambulance and Pre-Hospital Emergency Medical Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. Pre-Hospital Emergency Medical Services and ambulance 
services for the treatment of an Emergency Condition do not require Preauthorization. 


A. Emergency Ambulance Transportation. 
We Cover Pre-Hospital Emergency Medical Services for the treatment of an Emergency 
Condition when such services are provided by an ambulance service. 


"Pre-Hospital Emergency Medical Services" means the prompt evaluation and treatment 
of an Emergency Condition and/or non-airborne transportation to a Hospital. The 
services must be provided by an ambulance service issued a certificate under the New 
York Public Health Law. We will, however, only Cover transportation to a Hospital 
provided by such an ambulance service when a prudent layperson, possessing an 
average knowledge of medicine and health, could reasonably expect the absence of 
such transportation to result in: 


• Placing the health of the person afflicted with such condition or, with 
respect to a pregnant woman, the health of the woman or her unborn child in 
serious jeopardy, or in the case of a behavioral condition, placing the health of 
such person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


An ambulance service may not charge or seek reimbursement from You for Pre
Hospital Emergency Medical Services except for the collection of any applicable 
Copayment, Deductible or Coinsurance. In the absence of negotiated rates, We will pay 
a Non-Participating Provider the usual and customary charge for Pre-Hospital 
Emergency Medical Services, which shall not be excessive or unreasonable. 


We also Cover emergency ambulance transportation by a licensed ambulance service 
(either ground, water or air ambulance) to the nearest Hospital where Emergency 
Services can be performed. 


We Cover Pre-Hospital Emergency Medical Services and emergency ambulance 
transportation worldwide. 


B. Non-Emergency Ambulance Transportation. 
We Cover non-emergency ambulance transportation by a licensed ambulance service 
(either ground or air ambulance, as appropriate) between Facilities when the transport 
is any of the following: 
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• From a non-participating Hospital to a participating Hospital; 
• To a Hospital that provides a higher level of care that was not available at the 


original Hospital; 
• To a more cost-effective Acute care Facility; or 
• From an Acute care Facility to a sub-Acute setting. 


C. Limitations/Terms of Coverage. 
• We do not Cover travel or transportation expenses, unless connected to an 


Emergency Condition or due to a Facility transfer approved by Us, even though 
prescribed by a Physician. 


• We do not Cover non-ambulance transportation such as ambulette, van or taxi 
cab. 


• Coverage for air ambulance related to an Emergency Condition or air ambulance 
related to non-emergency transportation is provided when Your medical condition 
is such that transportation by land ambulance is not appropriate; and Your 
medical condition requires immediate and rapid ambulance transportation that 
cannot be provided by land ambulance; and one (1) of the following is met: 


o The point of pick-up is inaccessible by land vehicle; or 
o Great distances or other obstacles (e.g., heavy traffic) prevent Your timely 


transfer to the nearest Hospital with appropriate facilities. 
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SECTION VIII 


Emergency Services and Urgent Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Emergency Services. 
We Cover Emergency Services for the treatment of an Emergency Condition in a 
Hospital. 


We define an "Emergency Condition" to mean: A medical or behavioral condition that 
manifests itself by Acute symptoms of sufficient severity, including severe pain, such 
that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


For example, an Emergency Condition may include, but is not limited to, the following 
conditions: 


• Severe chest pain 
• Severe or multiple injuries 
• Severe shortness of breath 
• Sudden change in mental status (e.g., disorientation) 
• Severe bleeding 
• Acute pain or conditions requiring immediate attention such as suspected heart 


attack or appendicitis 
• Poisonings 
• Convulsions 


Coverage of Emergency Services for treatment of Your Emergency Condition will be 
provided regardless of whether the Provider is a Participating Provider. We will also 
Cover Emergency Services to treat Your Emergency Condition worldwide. However, 
We will Cover only those Emergency Services and supplies that are Medically 
Necessary and are performed to treat or stabilize Your Emergency Condition in a 
Hospital. 


Please follow the instructions listed below regardless of whether or not You are in Our 
Service Area at the time Your Emergency Condition occurs: 
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1. Hospital Emergency Department Visits. In the event that You require 
treatment for an Emergency Condition, seek immediate care at the nearest 
Hospital emergency department or call 911. Emergency Department Care does 
not require Preauthorization. However, only Emergency Services for the 
treatment of an Emergency Condition are Covered in an emergency 
department. 


We do not Cover follow-up care or routine care provided in a Hospital 
emergency department. 


2. Emergency Hospital Admissions. In the event that You are admitted to the 
Hospital, You or someone on Your behalf must notify Us at the number on Your 
ID card within 48 hours of Your admission, or as soon as is reasonably possible. 


We Cover inpatient Hospital services at a non-participating Hospital at the in
network Cost-Sharing for as long as Your medical condition prevents Your 
transfer to a participating Hospital, unless We authorize continued treatment at 
the non-participating Hospital. If Your medical condition permits Your transfer to 
a participating Hospital, We will notify You and arrange the transfer. Any inpatient 
Hospital services received from a non-participating Hospital after We have 
notified You and offered assistance in arranging for a transfer to a participating 
Hospital will not be Covered. 


3. Payments Relating to Emergency Services Rendered. The amount We pay a 
Non-Participating Provider for Emergency Services will be 


the greater of: 1) the amount We have negotiated with Participating Providers for 
the Emergency Service (and if more than one amount is negotiated, the median 
of the amounts); 2) 100% of the Allowed Amount for services provided by a Non
Participating Provider (i.e., the amount We would pay in the absence of any 
Cost-Sharing that would otherwise apply for services of Non-Participating 
Providers); or 3) the amount that would be paid under Medicare. The amounts 
described above exclude any Copayment or Coinsurance that applies to 
Emergency Services provided by a Participating Provider. 


If a dispute involving a payment for physician services is submitted to an 
independent dispute resolution entity ("IDRE"), We will pay the amount, if any, 
determined by the IDRE for physician services. 


You are responsible for any Copayment, Deductible or Coinsurance. You will be 
held harmless for any Non-Participating Provider charges that exceed Your 
Copayment, Deductible or Coinsurance. 


B. Urgent Care. 
Urgent Care is medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
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Emergency Department Care. Urgent Care is typically available after normal business 
hours, including evenings and weekends. Urgent Care is Covered in or out of Our 
Service Area. 


1. In-Network. We Cover Urgent Care from a participating Physician or a 
participating Urgent Care Center. You do not need to contact Us prior to or after 
Your visit. 


2. Out-of-Network. We Cover Urgent Care from a non-participating Urgent Care 
Center outside Our Service Area. We are available 24 hours a day, seven (7) 
days a week to help You in urgent medical situations. 


We do not Cover Urgent Care from non-participating Urgent Care Centers in Our 
Service Area. 


If Urgent Care results in an emergency admission, please follow the instructions 
for emergency Hospital admissions described above. 
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SECTION IX 


Outpatient and Professional Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Acupuncture. 
We Cover acupuncture services. 


B. Advanced Imaging Services. 
We Cover PET scans, MRI, nuclear medicine, and CAT scans. 


C. Allergy Testing and Treatment. 
We Cover testing and evaluations including injections, and scratch and prick tests to 
determine the existence of an allergy. We also Cover allergy treatment, including 
desensitization treatments, routine allergy injections and serums. 


D. Ambulatory Surgical Center Services. 
We Cover surgical procedures performed at Ambulatory Surgical Centers including 
services and supplies provided by the center the day the surgery is performed. 


E. Chemotherapy. 
We Cover chemotherapy in an outpatient Facility or in a Health Care Professional's 
office. Orally-administered anti-cancer drugs are Covered under Your Prescription Drug 
Coverage Rider, if applicable. 


F. Chiropractic Services. 
We Cover chiropractic care when performed by a Doctor of Chiropractic ("chiropractor") 
in connection with the detection or correction by manual or mechanical means of 
structural imbalance, distortion or subluxation in the human body for the purpose of 
removing nerve interference and the effects thereof, where such interference is the 
result of or related to distortion, misalignment or subluxation of the vertebral column. 
This includes assessment, manipulation and any modalities. Any laboratory tests will be 
Covered in accordance with the terms and conditions of this Certificate. 


G. Clinical Trials. 
We Cover the routine patient costs for Your participation in an approved clinical trial and 
such coverage shall not be subject to Utilization Review if You are: 


• Eligible to participate in an approved clinical trial to treat either cancer or other 
life-threatening disease or condition; and 


• Referred by a Participating Provider who has concluded that Your participation in 
the approved clinical trial would be appropriate. 


All other clinical trials, including when You do not have cancer or other life-threatening 
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disease or condition, may be subject to the Utilization Review and External Appeal 
sections of this Certificate. 


We do not Cover: the costs of the investigational drugs or devices; the costs of non
health services required for You to receive the treatment; the costs of managing the 
research; or costs that would not be covered under this Certificate for non
investigational treatments provided in the clinical trial. 


An "approved clinical trial" means a phase I, 11111, or IV clinical trial that is: 
• A federally funded or approved trial; 
• Conducted under an investigational drug application reviewed by the federal 


Food and Drug Administration; or 
• A drug trial that is exempt from having to make an investigational new drug 


application. 


H. Dialysis. 
We Cover dialysis treatments of an Acute or chronic kidney ailment. 
We also Cover dialysis treatments provided by a Non-Participating Provider subject to 
all the following conditions: 


• The Non-Participating Provider is duly licensed to practice and authorized to 
provide such treatment. 


• The Non-Participating Provider is located outside Our Service Area. 
• The Participating Provider who is treating You has issued a written order 


indicating that dialysis treatment by the Non-Participating Provider is necessary. 
• You notify Us in writing at least 30 days in advance of the proposed treatment 


date(s) and include the written order referred to above. The 30-day advance 
notice period may be shortened when You need to travel on sudden notice due 
to a family or other emergency, provided that We have a reasonable opportunity 
to review Your travel and treatment plans. 


• We have the right to Preauthorize the dialysis treatment and schedule. 
• Benefits for services of a Non-Participating Provider are Covered when all the 


above conditions are met and are subject to any applicable Cost-Sharing that 
applies to dialysis treatments by a Participating Provider. However, You are also 
responsible for paying any difference between the amount We would have paid 
had the service been provided by a Participating Provider and the Non
Participating Provider's charge. 


I. Home Health Care. 
We Cover care provided in Your home by a Home Health Agency certified or licensed 
by the appropriate state agency. The care must be provided pursuant to Your 
Physician's written treatment plan and must be in lieu of Hospitalization or confinement 
in a Skilled Nursing Facility. Home care includes: 


• Part-time or intermittent nursing care by or under the supervision of a registered 
professional nurse; 


• Part-time or intermittent services of a home health aide; 
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• Physical, occupational or speech therapy provided by the Home Health Agency; 
and 


• Medical supplies, Prescription Drugs and medications prescribed by a Physician, 
and laboratory services by or on behalf of the Home Health Agency to the extent 
such items would have been Covered during a Hospitalization or confinement in 
a Skilled Nursing Facility. 


Each visit by a member of the Home Health Agency is considered one (1) visit. Each 
visit of up to four (4) hours by a home health aide is considered one (1) visit. Any 
Rehabilitation Services received under this benefit will not reduce the amount of 
services available under the Rehabilitation Services benefits. 


J. Infertility Treatment. 
We Cover services for the diagnosis and treatment (surgical and medical) of infertility 
when such infertility is the result of malformation, disease or dysfunction. Such 
Coverage is available as follows: 


1. Basic Infertility Services. Basic infertility services will be provided to a Member 
who is an appropriate candidate for infertility treatment. In order to determine 
eligibility, We will use guidelines established by the American College of 
Obstetricians and Gynecologists, the American Society for Reproductive 
Medicine, and the State of New York. However, Members must be between the 
ages of 21 and 44 (inclusive) in order to be considered a candidate for these 
services. 


Basic infertility services include: 
• Initial evaluation; 
• Semen analysis; 
• Laboratory evaluation; 
• Evaluation of ovulatory function; 
• Postcoital test; 
• Endometrial biopsy; 
• Pelvic ultra sound; 
• Hysterosalpingogram; 
• Sono-hystogram; 
• Testis biopsy; 
• Blood tests; and 
• Medically appropriate treatment of ovulatory dysfunction. 


Additional tests may be Covered if the tests are determined to be Medically 
Necessary. 


2. Comprehensive Infertility Services. If the basic infertility services do not result 
in increased fertility, We Cover comprehensive infertility services. 


Comprehensive infertility services include: 
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• Ovulation induction and monitoring; 
• Pelvic ultra sound; 
• Artificial insemination; 
• Hysteroscopy; 
• Laparoscopy;and 
• Laparotomy. 


3. Exclusions and Limitations. We do not Cover: 
• In vitro fertilization, gamete intrafallopian tube transfers or zygote 


intrafallopian tube transfers; 
• Costs for an ovum donor or donor sperm; 
• Sperm storage costs; 
• Cryopreservation and storage of embryos; 
• Ovulation predictor kits; 
• Reversal of tubal ligations; 
• Reversal of vasectomies; 
• Costs for and relating to surrogate motherhood (maternity services are 


Covered for Members acting as surrogate mothers); 
• Cloning; or 
• Medical and surgical procedures that are experimental or investigational, 


unless Our denial is overturned by an External Appeal Agent. 


All services must be provided by Providers who are qualified to provide such 
services in accordance with the guidelines established and adopted by the 
American Society for Reproductive Medicine. 


K. Infusion Therapy. 
We Cover infusion therapy which is the administration of drugs using specialized 
delivery systems which otherwise would have required You to be hospitalized. Drugs or 
nutrients administered directly into the veins are considered infusion therapy. Drugs 
taken by mouth or self-injected are not considered infusion therapy. The services must 
be ordered by a Physician or other authorized Health Care Professional and provided in 
an office or by an agency licensed or certified to provide infusion therapy. 


L. Interruption of Pregnancy. 
We Cover medically necessary abortions including abortions in cases of rape, incest or 
fetal malformation. We Cover elective abortions. 


M. Laboratory Procedures, Diagnostic Testing and Radiology Services. 
We Cover x-ray, laboratory procedures and diagnostic testing, services and materials, 
including diagnostic x-rays, x-ray therapy, fluoroscopy, electrocardiograms, 
electroencephalograms, laboratory tests, and therapeutic radiology services. 


N. Maternity and Newborn Care. 
We Cover services for maternity care provided by a Physician or midwife, nurse 
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practitioner, Hospital or birthing center. We Cover prenatal care (including one (1) visit 
for genetic testing), postnatal care, delivery, and complications of pregnancy. In order 
for services of a midwife to be Covered, the midwife must be licensed pursuant to 
Article 140 of the New York Education Law, practicing consistent with Section 6951 of 
the New York Education Law and affiliated or practicing in conjunction with a Facility 
licensed pursuant to Article 28 of the New York Public Health Law. We will not pay for 
duplicative routine services provided by both a midwife and a Physician. See the 
Inpatient Services section of this Certificate for Coverage of inpatient maternity care. 


We Cover breastfeeding support, counseling and supplies, including the cost of renting 
or the purchase of one (1) breast pump per pregnancy or, if greater, one (1) per 
calendar year for the duration of breast feeding. 


0. Office Visits. 
We Cover office visits for the diagnosis and treatment of injury, disease and medical 
conditions. Office visits may include house calls. 


P. Outpatient Hospital Services. 
We Cover Hospital services and supplies as described in the Inpatient Services section 
of this Certificate that can be provided to You while being treated in an outpatient 
Facility. For example, Covered Services include but are not limited to inhalation therapy, 
pulmonary rehabilitation, infusion therapy and cardiac rehabilitation. 


Q. Preadmission Testing. 
We Cover preadmission testing ordered by Your Physician and performed in Hospital 
outpatient Facilities prior to a scheduled surgery in the same Hospital provided that: 


• The tests are necessary for and consistent with the diagnosis and treatment of 
the condition for which the surgery is to be performed; 


• Reservations for a Hospital bed and operating room were made prior to the 
performance of the tests; 


• Surgery takes place within seven (7) days of the tests; and 
• The patient is physically present at the Hospital for the tests. 


R. Prescription Drugs for Use in the Office and Outpatient Facilities. 
We Cover Prescription Drugs (excluding self-injectable drugs) used by Your Provider in 
the Provider's office and Outpatient Facility for preventive and therapeutic purposes. 
This benefit applies when Your Provider orders the Prescription Drug and administers it 
to You. When Prescription Drugs are Covered under this benefit, they will not be 
Covered under Your Prescription Drug Coverage Rider, if applicable. 


S. Rehabilitation Services. 
We Cover Rehabilitation Services consisting of physical therapy, speech therapy and 
occupational therapy in the outpatient department of a Facility or in a Health Care 
Professional's office. 


• Physical Therapy is limited to 30 visits per Plan Year 
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• Occupational Therapy is limited to 30 visits per Plan Year 
• Speech Therapy is limited to 20 visits per Plan Year 


We Cover speech and physical therapy only when: 
• Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); 


• The therapy is ordered by a Physician. 


T. Second Opinions. 
1. Second Cancer Opinion. We Cover a second medical opinion by an 


appropriate Specialist, including but not limited to a Specialist affiliated with a 
specialty care center, in the event of a positive or negative diagnosis of cancer or 
a recurrence of cancer or a recommendation of a course of treatment for cancer. 
You may obtain a second opinion from a Non-Participating Provider on an in
network basis. 


2. Second Surgical Opinion. We Cover a second surgical opinion by a qualified 
Physician on the need for surgery. 


3. Required Second Surgical Opinion. We may require a second opinion before 
We preauthorize a surgical procedure. There is no cost to You when We request 
a second opinion. 


• The second opinion must be given by a board certified Specialist who 
personally examines You. 


• If the first and second opinions do not agree, You may obtain a third 
opinion. 


4. Second Opinions in Other Cases. There may be other instances when You 
will disagree with a Provider's recommended course of treatment. In such cases, 
You may request that we designate another Provider to render a second opinion. 
If the first and second opinions do not agree, We will designate another Provider 
to render a third opinion. After completion of the second opinion process, We will 
approve Covered Services supported by a majority of the Providers reviewing 
Your case. 


U. Surgical Services. 
We Cover Physicians' services for surgical procedures, including operating and cutting 
procedures for the treatment of a sickness or injury, and closed reduction of fractures 
and dislocations of bones, endoscopies, incisions, or punctures of the skin on an 
inpatient and outpatient basis, including the services of the surgeon or Specialist, 
assistant (including a Physician's assistant or a nurse practitioner), and anesthetist or 
anesthesiologist, together with preoperative and post-operative care. Benefits are not 
available for anesthesia services provided as part of a surgical procedure when 
rendered by the surgeon or the surgeon's assistant. 


Form #02-0001-2018 EPOLGEMBED18 
37 







Sometimes two (2) or more surgical procedures can be performed during the same 
operation. 


1. Through the Same Incision. If Covered multiple surgical procedures are 
performed through the same incision, We will pay for the procedure with the 
highest Allowed Amount. 


2. Through Different Incisions. If Covered multiple surgical procedures are 
performed during the same operative session but through different incisions, We 
will pay: 


• For the procedure with the highest Allowed Amount; and 
• 50% of the amount We would otherwise pay for the other procedures. 


V. Oral Surgery. 
We Cover the following limited dental and oral surgical procedures: 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
for the repair or replacement of sound natural teeth that are required due to 
accidental injury. Replacement is Covered only when repair is not possible. 
Dental services must be obtained within 12 months of the injury. 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
necessary due to congenital disease or anomaly. 


• Oral surgical procedures required for the correction of a non-dental physiological 
condition which has resulted in a severe functional impairment. 


• Removal of tumors and cysts requiring pathological examination of the jaws, 
cheeks, lips, tongue, roof and floor of the mouth. Cysts related to teeth are not 
Covered. 


• Surgical/nonsurgical medical procedures for temporomandibular joint disorders 
and orthognathic surgery. 


W. Reconstructive Breast Surgery. 
We Cover breast reconstruction surgery after a mastectomy or partial mastectomy. 
Coverage includes: all stages of reconstruction of the breast on which the mastectomy 
or partial mastectomy has been performed; surgery and reconstruction of the other 
breast to produce a symmetrical appearance; and physical complications of the 
mastectomy or partial mastectomy, including lymphedemas, in a manner determined by 
You and Your attending Physician to be appropriate. We also Cover implanted breast 
prostheses following a mastectomy or partial mastectomy. 


X. Other Reconstructive and Corrective Surgery. 
We Cover reconstructive and corrective surgery other than reconstructive breast 
surgery only when it is: 


• Performed to correct a congenital birth defect of a covered Child which has 
resulted in a functional defect; 


• Incidental to surgery or follows surgery that was necessitated by trauma, 
infection or disease of the involved part; or 
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• Otherwise Medically Necessary. 


Z. Telemedicine Program. 
In addition to providing Covered Services via telehealth, We Cover online internet 
consultations between You and Providers who participate in Our telemedicine program 
for medical conditions that are not an Emergency Condition. Not all Participating 
Providers participate in Our telemedicine program. You can check Our Provider 
directory or contact Us for a listing of the Providers that participate in Our telemedicine 
program. 


Our telemedicine program allows members to communicate with Providers through two
way video and can be easily accessed through our Member site at www.cdphp.com. 


AA. Transplants. 
We Cover only those transplants determined to be non-experimental and non
investigational. Covered transplants include but are not limited to: kidney, corneal, liver, 
heart, and heart/lung transplants; and bone marrow transplants for aplastic anemia, 
leukemia, severe combined immunodeficiency disease and Wiskott-Aldrich Syndrome. 


All transplants must be prescribed by Your Specialist(s). Additionally, all 
transplants must be performed at Hospitals that We have specifically approved 
and designated to perform these procedures. 


We Cover the Hospital and medical expenses, including donor search fees, of the 
Member-recipient. We Cover transplant services required by You when You serve as an 
organ donor only if the recipient is a Member. We do not Cover the medical expenses of 
a non-Member acting as a donor for You if the non-Member's expenses will be Covered 
under another health plan or program. 


We do not Cover: travel expenses, lodging, meals, or other accommodations for donors 
or guests; donor fees in connection with organ transplant surgery; or routine harvesting 
and storage of stem cells from newborn cord blood. 
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SECTION X 


Additional Benefits, Equipment and Devices 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Autism Spectrum Disorder. 
We Cover the following services when such services are prescribed or ordered by a 
licensed Physician or a licensed psychologist and are determined by Us to be Medically 
Necessary for the screening, diagnosis, and treatment of autism spectrum disorder. For 
purposes of this benefit, "autism spectrum disorder" means any pervasive 
developmental disorder defined in the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders at the time services are rendered. 


1. Screening and Diagnosis. We Cover assessments, evaluations, and tests to 
determine whether someone has autism spectrum disorder. 


2. Assistive Communication Devices. We Cover a formal evaluation by a 
speech-language pathologist to determine the need for an assistive 
communication device. Based on the formal evaluation, We Cover the rental or 
purchase of assistive communication devices when ordered or prescribed by a 
licensed Physician or a licensed psychologist if You are unable to communicate 
through normal means (i.e., speech or writing) when the evaluation indicates that 
an assistive communication device is likely to provide You with improved 
communication. Examples of assistive communication devices include 
communication boards and speech-generating devices. Coverage is limited to 
dedicated devices. We will only Cover devices that generally are not useful to a 
person in the absence of a communication impairment. We do not Cover items, 
such as, but not limited to, laptop, desktop or tablet computers. We Cover 
software and/or applications that enable a laptop, desktop or tablet computer to 
function as a speech-generating device. Installation of the program and/or 
technical support is not separately reimbursable. We will determine whether the 
device should be purchased or rented. 


We Cover repair, replacement fitting and adjustments of such devices when 
made necessary by normal wear and tear or significant change in Your physical 
condition. We do not Cover the cost of repair or replacement made necessary 
because of loss or damage caused by misuse, mistreatment, or theft; however, 
We Cover one (1) repair or replacement per device type that is necessary due to 
behavioral issues. Coverage will be provided for the device most appropriate to 
Your current functional level. We do not Cover delivery or service charges or 
routine maintenance. 
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3. Behavioral Health Treatment. We Cover counseling and treatment programs 
that are necessary to develop, maintain, or restore, to the maximum extent 
practicable, the functioning of an individual. We will provide such Coverage when 
provided by a licensed Provider. We Cover applied behavior analysis when 
provided by a licensed or certified applied behavior analysis Health Care 
Professional. "Applied behavior analysis" means the design, implementation, and 
evaluation of environmental modifications, using behavioral stimuli and 
consequences, to produce socially significant improvement in human behavior, 
including the use of direct observation, measurement, and functional analysis of 
the relationship between environment and behavior. The treatment program must 
describe measurable goals that address the condition and functional impairments 
for which the intervention is to be applied and include goals from an initial 
assessment and subsequent interim assessments over the duration of the 
intervention in objective and measurable terms. 


4. Psychiatric and Psychological Care. We Cover direct or consultative services 
provided by a psychiatrist, psychologist or a licensed clinical social worker with 
the experience required by the New York Insurance Law, licensed in the state in 
which they are practicing. 


5. Therapeutic Care. We Cover therapeutic services necessary to develop, 
maintain, or restore, to the greatest extent practicable, functioning of the 
individual when such services are provided by licensed or certified speech 
therapists, occupational therapists, physical therapists and social workers to treat 
autism spectrum disorder and when the services provided by such Providers are 
otherwise Covered under this Certificate. Except as otherwise prohibited by law, 
services provided under this paragraph shall be included in any visit maximums 
applicable lo services of such therapists or social workers under this Certificate. 


6. Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum disorder 
that are prescribed by a Provider legally authorized to prescribe under Title 8 of 
the New York Education Law. Coverage of such Prescription Drugs is subject to 
all the terms, provisions, and limitations that apply to Prescription Drug benefits 
under this Certificate. 


7. Limitations. We do not Cover any services or treatment set forth above when 
such services or treatment are provided pursuant to an individualized education 
plan under the New York Education Law. The provision of services pursuant to 
an individualized family service plan under Section 2545 of the New York Public 
Health Law, an individualized education plan under Article 89 of the New York 
Education Law, or an individualized service plan pursuant to regulations of the 
New York State Office for People With Developmental Disabilities shall not affect 
coverage under this Certificate for services provided on a supplemental basis 
outside of an educational setting if such services are prescribed by a licensed 
Physician or licensed psychologist. 
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You are responsible for any applicable Copayment, Deductible or Coinsurance 
provisions under this Certificate for similar services. For example, any 
Copayment, Deductible or Coinsurance that applies to physical therapy visits will 
generally also apply to physical therapy services Covered under this benefit; and 
any Copayment, Deductible or Coinsurance for Prescription Drugs will generally 
also apply to Prescription Drugs Covered under this benefit. See the Schedule of 
Benefits section of this Certificate for the Cost-Sharing requirements that apply to 
applied behavior analysis services and assistive communication devices. 


Nothing in this Certificate shall be construed to affect any obligation to provide 
coverage for otherwise-Covered Services solely on the basis that the services 
constitute early intervention program services pursuant to Section 3235-a of the 
New York Insurance Law or an individualized service plan pursuant to 
regulations of the New York State Office for People With Developmental 
Disabilities. 


B. Diabetic Equipment, Supplies and Self-Management Education. 
We Cover diabetic equipment, supplies, and self-management education if 
recommended or prescribed by a Physician or other licensed Health Care Professional 
legally authorized to prescribe under Title 8 of the New York Education Law as 
described below: 


1. Equipment and Supplies. 
We Cover the following equipment and related supplies for the treatment of 
diabetes when prescribed by Your Physician or other Provider legally authorized 
to prescribe: 


• Acetone reagent strips 
• Acetone reagent tablets 
• Alcohol or peroxide by the pint 
• Alcohol wipes 
• All insulin preparations 
• Automatic blood lance kit 
• Blood glucose kit 
• Blood glucose strips (test or reagent) 
• Blood glucose monitor with or without special features for visually 


impaired, control solutions, and strips for home blood glucose monitor 
• Cartridges for the visually impaired 
• Diabetes data management systems 
• Disposable insulin and pen cartridges 
• Drawing-up devices for the visually impaired 
• Equipment for use of the pump 
• Glucagon for injection to increase blood glucose concentration 
• Glucose acetone reagent strips 
• Glucose reagent strips 
• Glucose reagent tape 
• Injection aides 
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• Injector (Busher) Automatic 
• Insulin 
• Insulin cartridge delivery 
• Insulin infusion devices 
• Insulin pump 
• Lancets 
• Oral agents such as glucose tablets and gels 
• Oral anti-diabetic agents used to reduce blood sugar levels 
• Syringe with needle; sterile 1 cc box 
• Urine testing products for glucose and ketones 
• Additional supplies, as the New York State Commissioner of Health shall 


designate by regulation as appropriate for the treatment of diabetes. 


Diabetic equipment and supplies are Covered only when obtained from a 
designated diabetic equipment or supply manufacturer which has an agreement 
with Us to provide all diabetic equipment or supplies required by law for Members 
through participating pharmacies. If You require a certain item not available from 
Our designated diabetic equipment or supply manufacturer, You or Your Provider 
must submit a request for a medical exception by calling the number on Your ID 
card. Our medical director will make all medical exception determinations. 


2. Self-Management Education. 
Diabetes self-management education is designed to educate persons with 
diabetes as to the proper self-management and treatment of their diabetic 
condition, including information on proper diets. We Cover education on self
management and nutrition when: diabetes is initially diagnosed; a Physician 
diagnoses a significant change in Your symptoms or condition which 
necessitates a change in Your self-management education; or when a refresher 
course is necessary. It must be provided in accordance with the following: 


• By a Physician, other health care Provider authorized to prescribe under 
Title 8 of the New York Education Law, or their staff during an office visit; 


• Upon the Referral of Your Physician or other health care Provider 
authorized to prescribe under Title 8 of the New York Education Law to 
the following non-Physician, medical educators: certified diabetes nurse 
educators; certified nutritionists; certified dietitians; and registered 
dietitians in a group setting when practicable; and 


• Education will also be provided in Your home when Medically Necessary. 


3. Limitations. 
The items will only be provided in amounts that are in accordance with the 
treatment plan developed by the Physician for You. We Cover only basic models 
of blood glucose monitors unless You have special needs relating to poor vision 
or blindness or as otherwise Medically Necessary. 


C. Durable Medical Equipment and Braces. 
We Cover the rental or purchase of durable medical equipment and braces. 
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1. Durable Medical Equipment. 
Durable Medical Equipment is equipment which is: 


• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Coverage is for standard equipment only. We Cover the cost of repair or 
replacement when made necessary by normal wear and tear. We do not Cover 
the cost of repair or replacement that is the result of misuse or abuse by You. 
We will determine whether to rent or purchase such equipment. We do not Cover 
over-the-counter durable medical equipment. 


We do not Cover equipment designed for Your comfort or convenience (e.g., 
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise 
equipment), as it does not meet the definition of durable medical equipment. 


2. Braces. 
We Cover braces, including orthotic braces, that are worn externally and that 
temporarily or permanently assist all or part of an external body part function that 
has been lost or damaged because of an injury, disease or defect. Coverage is 
for standard equipment only. We Cover replacements when growth or a change 
in Your medical condition make replacement necessary. We do not Cover the 
cost of repair or replacement that is the result of misuse or abuse by You. 


D. Hospice. 
Hospice Care is available if Your primary attending Physician has certified that You 
have six (6) months or less to live. We Cover inpatient Hospice Care in a Hospital or 
hospice and home care and outpatient services provided by the hospice, including 
drugs and medical supplies. Coverage is provided for 210 days of Hospice Care. We 
also Cover five (5) visits for supportive care and guidance for the purpose of helping 
You and Your immediate family cope with the emotional and social issues related to 
Your death, either before or after Your death. 


We Cover Hospice Care only when provided as part of a Hospice Care program 
certified pursuant to Article 40 of the New York Public Health Law. If care is provided 
outside New York State, the hospice must be certified under a similar certification 
process required by the state in which the hospice is located. We do not Cover: funeral 
arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or 
respite care. 


E. Medical Supplies. 
We Cover medical supplies that are required for the treatment of a disease or injury 
which is Covered under this Certificate. We also Cover maintenance supplies (e.g., 
ostomy supplies) for conditions Covered under this Certificate. All such supplies must 
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be in the appropriate amount for the treatment or maintenance program in progress. We 
do not Cover over-the-counter medical supplies. See the Diabetic Equipment, Supplies, 
and Self-Management Education section above for a description of diabetic supply 
Coverage. 


F. Prosthetics. 
1. External Prosthetic Devices. 


We Cover prosthetic devices (including wigs) that are worn externally and that 
temporarily or permanently replace all or part of an external body part that has 
been lost or damaged because of an injury or disease. We Cover wigs only when 
You have severe hair loss due to injury or disease or as a side effect of the 
treatment of a disease (e.g., chemotherapy). We do not Cover wigs made from 
human hair unless You are allergic to all synthetic wig materials. 


We do not Cover dentures or other devices used in connection with the teeth 
unless required due to an accidental injury to sound natural teeth or necessary 
due to congenital disease or anomaly. 


Eyeglasses and contact lenses are not Covered. 


We do not Cover shoe inserts. 


We Cover external breast prostheses following a mastectomy, which are not 
subject to any lifetime limit. 


Coverage is for standard equipment only. 


We Cover the cost of repair and replacement of prosthetic devices and its parts. 
We do not Cover the cost of repair or replacement covered under warranty or if 
the repair or replacement is the result of misuse or abuse by You. 


2. Internal Prosthetic Devices. 
We Cover surgically implanted prosthetic devices and special appliances if they 
improve or restore the function of an internal body part which has been removed 
or damaged due to disease or injury. This includes implanted breast prostheses 
following a mastectomy or partial mastectomy in a manner determined by You 
and Your attending Physician to be appropriate. 


Coverage also includes repair and replacement due to normal growth or normal 
wear and tear. 


Coverage is for standard equipment only. 
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SECTION XI 


Inpatient Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Hospital Services. 
We Cover inpatient Hospital services for Acute care or treatment given or ordered by a 
Health Care Professional for an illness, injury or disease of a severity that must be 
treated on an inpatient basis, including: 


• Semiprivate room and board; 
• General, special and critical nursing care; 
• Meals and special diets; 
• The use of operating, recovery and cystoscopic rooms and equipment; 
• The use of intensive care, special care or cardiac care units and equipment; 
• Diagnostic and therapeutic items, such as drugs and medications, sera, 


biologicals and vaccines, intravenous preparations and visualizing dyes and 
administration, but not including those which are not commercially available for 
purchase and readily obtainable by the Hospital; 


• Dressings and casts; 
• Supplies and the use of equipment in connection with oxygen, anesthesia, 


physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x
ray examinations and radiation therapy, laboratory and pathological 
examinations; 


• Blood and blood products except when participation in a volunteer blood 
replacement program is available to You; 


• Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, 
infusion therapy and cardiac rehabilitation; 


• Short-term physical, speech and occupational therapy; and 
• Any additional medical services and supplies which are provided while You are a 


registered bed patient and which are billed by the Hospital. 


The Cost-Sharing requirements in the Schedule of Benefits section of this Certificate 
apply to a continuous Hospital confinement, which is consecutive days of in-Hospital 
service received as an inpatient or successive confinements when discharge from and 
readmission to the Hospital occur within a period of not more than 90 days. 


B. Observation Services. 
We Cover observation services in a Hospital. Observation services are Hospital 
outpatient services provided to help a Physician decide whether to admit or discharge 
You. These services include use of a bed and periodic monitoring by nursing or other 
licensed staff. 
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C. Inpatient Medical Services. 
We Cover medical visits by a Health Care Professional on any day of inpatient care 
Covered under this Certificate. 


D. Inpatient Stay for Maternity Care. 
We Cover inpatient maternity care in a Hospital for the mother, and inpatient newborn 
care in a Hospital for the infant, for at least 48 hours following a normal delivery and at 
least 96 hours following a caesarean section delivery, regardless of whether such care 
is Medically Necessary. The care provided shall include parent education, assistance, 
and training in breast or bottle-feeding, and the performance of any necessary maternal 
and newborn clinical assessments. We will also Cover any additional days of such care 
that We determine are Medically Necessary. In the event the mother elects to leave the 
Hospital and requests a home care visit before the end of the 48-hour or 96-hour 
minimum Coverage period, We will Cover a home care visit. The home care visit will be 
provided within 24 hours after the mother's discharge, or at the time of the mother's 
request, whichever is later. Our Coverage of this home care visit shall be in addition to 
home health care visits under this Certificate and shall not be subject to any Cost
Sharing amounts in the Schedule of Benefits section of this Certificate that apply to 
home care benefits. 


E. Inpatient Stay for Mastectomy Care. 
We Cover inpatient services for Members undergoing a lymph node dissection, 
lumpectomy, mastectomy or partial mastectomy for the treatment of breast cancer and 
any physical complications arising from the mastectomy, including lymphedema, for a 
period of time determined to be medically appropriate by You and Your attending 
Physician. 


F. Autologous Blood Banking Services. 
We Cover autologous blood banking services only when they are being provided in 
connection with a scheduled, Covered inpatient procedure for the treatment of a 
disease or injury. In such instances, We Cover storage fees for a reasonable storage 
period that is appropriate for having the blood available when it is needed. 


G. Rehabilitation Services. 
We Cover inpatient Rehabilitation Services consisting of physical therapy, speech 
therapy and occupational therapy for 60 days per Plan Year. The visit limit applies to all 
therapies combined. 


We Cover speech and physical therapy only when: 
1. Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); and 


2. The therapy is ordered by a Physician. 


Covered Rehabilitation Services must begin within six (6) months of the later to occur: 
1. The date of the injury or illness that caused the need for the therapy; 
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2. The date You are discharged from a Hospital where surgical treatment was 
rendered; or 


3. The date outpatient surgical care is rendered. 


H. Skilled Nursing Facility. 
We Cover services provided in a Skilled Nursing Facility, including care and treatment in 
a semi-private room, as described in "Hospital Services" above. Custodial, convalescent 
or domiciliary care is not Covered (see the Exclusions and Limitations section of this 
Certificate). An admission to a Skilled Nursing Facility must be supported by a treatment 
plan prepared by Your Provider and approved by Us. We Cover up to 45 days per Plan 
Year for non-custodial care. 


I. End of Life Care. 
If You are diagnosed with advanced cancer and You have fewer than 60 days to live, 
We will Cover Acute care provided in a licensed Article 28 Facility or Acute care Facility 
that specializes in the care of terminally ill patients. Your attending Physician and the 
Facility's medical director must agree that Your care will be appropriately provided at 
the Facility. If We disagree with Your admission to the Facility, We have the right to 
initiate an expedited external appeal to an External Appeal Agent. We will Cover and 
reimburse the Facility for Your care, subject to any applicable limitations in this 
Certificate until the External Appeal Agent renders a decision in Our favor. 


We will reimburse Non-Participating Providers for this end of life care as follows: 
1. We will reimburse a rate that has been negotiated between Us and the Provider. 
2. If there is no negotiated rate, We will reimburse Acute care at the Facility's 


current Medicare Acute care rate. 
3. If it is an alternate level of care, We will reimburse at 75% of the appropriate 


Medicare Acute care rate. 


J. Limitations/Terms of Coverage. 
1. When You are receiving inpatient care in a Facility, We will not Cover additional 


charges for special duty nurses, charges for private rooms (unless a private room 
is Medically Necessary), or medications and supplies You take home from the 
Facility. If You occupy a private room, and the private room is not Medically 
Necessary, Our Coverage will be based on the Facility's maximum semi-private 
room charge. You will have to pay the difference between that charge and the 
private room charge. 


2. We do not Cover radio, telephone or television expenses, or beauty or barber 
services. 


3. We do not Cover any charges incurred after the day We advise You it is no 
longer Medically Necessary for You to receive inpatient care, unless Our denial is 
overturned by an External Appeal Agent. 
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SECTION XII 


Mental Health Care and Substance Use Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits which are no more restrictive than those that apply to medical 
and surgical benefits in accordance with the federal Mental Health Parity and Addiction 
Equity Act of 2008. 


A. Mental Health Care Services. 
1. Inpatient Services. We Cover inpatient mental health care services relating to 


the diagnosis and treatment of mental, nervous and emotional disorders 
comparable to other similar Hospital, medical and surgical coverage provided 
under this Certificate. Coverage for inpatient services for mental health care is 
limited to Facilities defined in New York Mental Hygiene Law Section 1.03(10), 
such as: 


• A psychiatric center or inpatient Facility under the jurisdiction of the New 
York State Office of Mental Health; 


• A state or local government run psychiatric inpatient Facility; 
• A part of a Hospital providing inpatient mental health care services under 


an operating certificate issued by the New York State Commissioner of 
Mental Health; 


• A comprehensive psychiatric emergency program or other Facility 
providing inpatient mental health care that has been issued an operating 
certificate by the New York State Commissioner of Mental Health; 


and, in other states, to similarly licensed or certified Facilities. 


We also Cover inpatient mental health care services relating to the diagnosis and 
treatment of mental, nervous and emotional disorders received at Facilities that 
provide residential treatment, including room and board charges. Coverage for 
residential treatment services is limited to Facilities defined in New York Mental 
Hygiene Law Section 1.03(33) and to residential treatment facilities that are part 
of a comprehensive care center for eating disorders identified pursuant to Article 
27-J of the New York Public Health Law; and, in other states, to Facilities that are 
licensed or certified to provide the same level of treatment. 


2. Outpatient Services. We Cover outpatient mental health care services, 
including but not limited to partial hospitalization program services and intensive 
outpatient program services, relating to the diagnosis and treatment of mental, 
nervous and emotional disorders. Coverage for outpatient services for mental 
health care includes Facilities that have been issued an operating certificate 
pursuant to Article 31 of the New York Mental Hygiene Law or are operated by 
the New York State Office of Mental Health and, in other states, to similarly 
licensed or certified Facilities; and services provided by a licensed psychiatrist or 
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psychologist; a licensed clinical social worker who has at least three (3) years of 
additional experience in psychotherapy; a licensed mental health counselor; a 
licensed marriage and family therapist; a psychiatric nurse, licensed as a nurse 
practitioner or clinical nurse specialist; or a professional corporation or a 
university faculty practice corporation thereof. 


3. Limitations/Terms of Coverage. We do not Cover: 
• Benefits or services deemed to be cosmetic in nature on the grounds that 


changing or improving an individual's appearance is justified by the 
individual's mental health needs; 


• Mental health benefits or services for individuals who are incarcerated, 
confined or committed to a local correctional facility or prison, or a custodial 
facility for youth operated by the New York State Office of Children and 
Family Services; or 


• Services solely because they are ordered by a court. 


B. Substance Use Services. 
1. Inpatient Services. We Cover inpatient substance use services relating to the 


diagnosis and treatment of substance use disorder. This includes Coverage for 
detoxification and rehabilitation services as a consequence of chemical use 
and/or substance use. Inpatient substance use services are limited to Facilities in 
New York State which are certified by the Office of Alcoholism and Substance 
Abuse Services ("OASAS''); and, in other states, to those Facilities that are 
licensed or certified by a similar state agency or which are accredited by the Joint 
Commission as alcoholism, substance abuse or chemical dependence treatment 
programs. 


We also Cover inpatient substance use services relating to the diagnosis and 
treatment of substance use disorder received at Facilities that provide residential 
treatment, including room and board charges. Coverage for residential treatment 
services is limited to OASAS-certified Facilities that provide services defined in 
14 NYCRR 819.2(a)(1 ), 820.3(a)(1) and (2) and Part 817; and, in other states, to 
those Facilities that are licensed or certified by a similar state agency or which 
are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs to provide the same level of 
treatment. 


2. Outpatient Services. We Cover outpatient substance use services relating to 
the diagnosis and treatment of substance use disorder, including but not limited 
to partial hospitalization program services, intensive outpatient program services, 
and medication-assisted treatment. Such Coverage is limited to Facilities in New 
York State that are certified by OASAS or licensed by OASAS as outpatient 
clinics or medically supervised ambulatory substance abuse programs, and, in 
other states, to those that are licensed or certified by a similar state agency or 
which are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs. Coverage in an OASAS-certified 
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Facility includes services relating to the diagnosis and treatment of a substance 
use disorder provided by an OASAS credentialed Provider. Coverage is also 
available in a professional office setting for outpatient substance use disorder 
services relating to the diagnosis and treatment of alcoholism, substance use 
and dependency or by Physicians who have been granted a waiver pursuant to 
the federal Drug Addiction Treatment Act of 2000 to prescribe Schedule Ill, IV 
and V narcotic medications for the treatment of opioid addiction during the Acute 
detoxification stage of treatment or during stages of rehabilitation. 


We also Cover up to 20 outpatient visits per Plan Year for family counseling. A 
family member will be deemed to be covered, for the purposes of this provision, 
so long as that family member: 1) identifies himself or herself as a family member 
of a person suffering from substance use disorder; and 2) is covered under the 
same family Certificate that covers the person receiving, or in need of, treatment 
for substance use disorder. Our payment for a family member therapy session 
will be the same amount, regardless of the number of family members who 
attend the family therapy session. 
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SECTION XIII 


Wellness Benefits 


A. Wellness Program. 
1. Purpose. 
The purpose of this wellness program is to encourage You to take a more active role in 
managing Your health and well-being. 


2. Description. 
This program encourages you to participate in a variety of health and wellness 
programs designed to help you better manage your health, while providing you 
incentives to be proactive and live a healthier, happier, and more productive life. 
Participation in the program as well as more information can be easily accessed through 
our member site at www.cdphp.com. 


Rewards: 
Participants are eligible to receive points per contract, per calendar year for completion 
of various programs and activities focused on improving health and wellness of the 
member. Activities for which points can be earned include, but are not limited to: 
Completion of an annual physical exam, completion of personal health assessment, and 
participation in cancer screenings. Descriptions of all the activities available for 
completion in the program are available on our member site at www.cdphp.com. 


Each point translates into one dollar and can be redeemed for gift cards from a variety 
of retailers. CDPHP UBI encourages members to continue making positive healthy 
choices by using gift cards for products or services that promote a healthy lifestyle. 


Program guidelines: 
The program is available to subscribers that 18 and older and their covered dependents 
and spouses. Points earned under this program are automatically reported through 
claims or are self- reported by the member. Members can self report activities, track 
activity completion and points earned, and redeem gift cards through our website at 
www.cdphp.com or by calling our member services department at the number on their 
ID card. 


The eligibility period of the program is on a plan year basis. All activities must be 
complete and points must be earned and redeemed within your plan year. Any points 
not redeemed by the last day of the plan year will be forfeited. 


Accommodations: 
If a member is unable to participate in this program due to a medical condition, CDPHP 
UBI will work with the member to develop alternative offerings. 


B. National Diabetes Prevention Program Reimbursement 


Form #02-0001-2018 EPOLGEMBEO18 
52 







1. Purpose. 
The Diabetes Prevention Program helps you take control of your health by adopting 
habits to reduce your chances of developing type 2 diabetes and improve your overall 
health and well-being. The CDC-led National Diabetes Prevention Program is an 
evidence-based lifestyle change program for preventing type 2 diabetes. Diabetes 
Prevention Programs encourages collaboration among federal agencies, community
based organizations, employers, insurers, health care professionals, academia, and 
other stakeholders to prevent or delay the onset of type 2 diabetes among people with 
pre-diabetes. 


2. Description. 


• The Diabetes Prevention Program is a year-long program that helps participants 
make real lifestyle changes such as eating healthier, including physical activity 
into their daily lives, and improving problem-solving and coping skills. 


• Participants meet with a trained Lifestyle Coach and a small group of people in a 
classroom setting to learn about healthier eating and increasing their physical 
activity in order to reduce their risk for developing type 2 diabetes. 


• The program, which is led by a trained Lifestyle Coach in a classroom setting, is 
generally delivered over a 12-month period, beginning with 16 weekly sessions 
followed by monthly maintenance (sessions are usually weekly for 6 months and 
then monthly for 6 months.) 


• The National Diabetes Prevention Program can help people make achievable 
and realistic lifestyle changes and cut their risk of developing type 2 diabetes 


3. Eligibility. 
You, the Subscriber, and each covered Dependent can participate in the Diabetes 
Prevention Program. 


4. Rewards. 
Rewards for participation in a Diabetes Prevention Program include: 


Reimbursement 
• We will reimburse you for the Diabetes Prevention Program up to a maximum of 


five hundred dollars ($500) per Subscriber, per Plan Year. 
• Reimbursement for the Diabetes Prevention Program apply to the Calendar Year 


in which the service is paid. 
• Reimbursement cannot be combined with any other monetary reimbursement 


from CDPHP. 
• You are responsible for any tax consequences related to reimbursement for the 


Diabetes Prevention Program. 


Reimbursement upon submission of the required materials. You will need to submit an 
original, paid receipt for the Diabetes Prevention Program, along with a completed 
Form. This form can be found in you member packet or on the web at www.cdphp.com 
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by searching for Wellness Program. It can also be requested from our Member Services 
center at phone number listed on Your ID Card. 
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SECTION XIV 


Exclusions and Limitations 


No coverage is available under this Certificate for the following: 


A. Aviation. 
We do not Cover services arising out of aviation, other than as a fare-paying passenger 
on a scheduled or charter flight operated by a scheduled airline. 


B. Convalescent and Custodial Care. 
We do not Cover services related to rest cures, custodial care or transportation. 
"Custodial care" means help in transferring, eating, dressing, bathing, toileting and other 
such related activities. Custodial care does not include Covered Services determined to 
be Medically Necessary. 


C. Conversion Therapy. 
We do not Cover conversion therapy. Conversion therapy is any practice by a mental 
health professional that seeks to change the sexual orientation or gender identity of a 
Member under 18 years of age, including efforts to change behaviors, gender 
expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward 
individuals of the same sex. Conversion therapy does not include counseling or therapy 
for an individual who is seeking to undergo a gender transition or who is in the process 
of undergoing a gender transition, that provides acceptance, support, and 
understanding of an individual or the facilitation of an individual's coping, social support, 
and identity exploration and development, including sexual orientation-neutral 
interventions to prevent or address unlawful conduct or unsafe sexual practices, 
provided that the counseling or therapy does not seek to change sexual orientation or 
gender identity. 


D. Cosmetic Services. 
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise 
specified, except that cosmetic surgery shall not include reconstructive surgery when 
such service is incidental to or follows surgery resulting from trauma, infection or 
diseases of the involved part, and reconstructive surgery because of congenital disease 
or anomaly of a covered Child which has resulted in a functional defect. We also Cover 
services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Certificate. Cosmetic surgery does not include surgery determined to 
be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain 
plastic surgery and dermatology procedures) is submitted retrospectively and without 
medical information, any denial will not be subject to the Utilization Review process in 
the Utilization Review and External Appeal sections of this Certificate unless medical 
information is submitted. 


E. Coverage Outside of the United States, Canada or Mexico. 
We do not Cover care or treatment provided outside of the United States, its 
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possessions, Canada or Mexico except for Emergency Services, Pre-Hospital 
Emergency Medical Services and ambulance services to treat Your Emergency 
Condition. 


F. Dental Services. 
We do not Cover dental services except for: care or treatment due to accidental injury to 
sound natural teeth within 12 months of the accident; dental care or treatment 
necessary due to congenital disease or anomaly; or dental care or treatment specifically 
stated in the Outpatient and Professional Services section of this Certificate. 


G. Experimental or lnvestigational Treatment. 
We do not Cover any health care service, procedure, treatment, device or Prescription 
Drug that is experimental or investigational. However, We will Cover experimental or 
investigational treatments, including treatment for Your rare disease or patient costs for 
Your participation in a clinical trial as described in the Outpatient and Professional 
Services section of this Certificate, when Our denial of services is overturned by an 
External Appeal Agent certified by the State. However, for clinical trials, We will not 
Cover the costs of any investigational drugs or devices, non-health services required for 
You to receive the treatment, the costs of managing the research, or costs that would 
not be Covered under this Certificate for non-investigational treatments. See the 
Utilization Review and External Appeal sections of this Certificate for a further 
explanation of Your Appeal rights. 


H. Felony Participation. 
We do not Cover any illness, treatment or medical condition due to Your participation in 
a felony, riot or insurrection. This exclusion does not apply to Coverage for services 
involving injuries suffered by a victim of an act of domestic violence or for services as a 
result of Your medical condition (including both physical and mental health conditions). 


I. Foot Care. 
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen 
arches, weak feet, chronic foot strain or symptomatic complaints of the feet. However, 
we will Cover foot care when You have a specific medical condition or disease resulting 
in circulatory deficits or areas of decreased sensation in Your legs or feet. 


J. Government Facility. 
We do not Cover care or treatment provided in a Hospital that is owned or operated by 
any federal, state or other governmental entity, except as otherwise required by law 
unless You are taken to the Hospital because it is close to the place where You were 
injured or became ill and Emergency Services are provided to treat Your Emergency 
Condition. 


K. Medically Necessary. 
In general, We will not Cover any health care service, procedure, treatment, test, device 
or Prescription Drug that We determine is not Medically Necessary. If an External 
Appeal Agent certified by the State overturns Our denial, however, We will Cover the 
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service, procedure, treatment, test, device or Prescription Drug for which coverage has 
been denied, to the extent that such service, procedure, treatment, test, device or 
Prescription Drug is otherwise Covered under the terms of this Certificate. 


L. Medicare or Other Governmental Program. 
We do not Cover services if benefits are provided for such services under the federal 
Medicare program or other governmental program (except Medicaid). 


M. Military Service. 
We do not Cover an illness, treatment or medical condition due to service in the Armed 
Forces or auxiliary units. 


N. No-Fault Automobile Insurance. 
We do not Cover any benefits to the extent provided for any loss or portion thereof for 
which mandatory automobile no-fault benefits are recovered or recoverable. This 
exclusion applies even if You do not make a proper or timely claim for the benefits 
available to You under a mandatory no-fault policy. 


0. Services Not Listed. 
We do not Cover services that are not listed in this Certificate as being Covered. 


P. Services Provided by a Family Member. 
We do not Cover services performed by a member of the covered person's immediate 
family. "Immediate family" shall mean a child, spouse, mother, father, sister or brother of 
You or Your Spouse. 


Q. Services Separately Billed by Hospital Employees. 
We do not Cover services rendered and separately billed by employees of Hospitals, 
laboratories or other institutions. 


R. Services with No Charge. 
We do not Cover services for which no charge is normally made. 


S. Vision Services. 
We do not Cover the examination or fitting of eyeglasses or contact lenses. 


T. War. 
We do not Cover an illness, treatment or medical condition due to war, declared or 
undeclared. 


U. Workers' Compensation. 
We do not Cover services if benefits for such services are provided under any state or 
federal Workers' Compensation, employers' liability or occupational disease law. 
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SECTION XV 


Claim Determinations 


A. Claims. 
A claim is a request that benefits or services be provided or paid according to the terms 
of this Certificate. When You receive services from a Participating Provider, You will not 
need to submit a claim form. However, if You receive services from a Non-Participating 
Provider either You or the Provider must file a claim form with Us. If the Non
Participating Provider is not willing to file the claim form, You will need to file it with Us. 
See the Coordination of Benefits section of this Certificate for information on how We 
coordinate benefit payments when You also have group health coverage with another 
plan. 


B. Notice of Claim. 
Claims for services must include all information designated by Us as necessary to 
process the claim, including, but not limited to: Member identification number; name; 
date of birth; date of service; type of service; the charge for each service; procedure 
code for the service as applicable; diagnosis code; name and address of the Provider 
making the charge; and supporting medical records, when necessary. A claim that fails 
to contain all necessary information will not be accepted and must be resubmitted with 
all necessary information. Claim forms are available from Us by calling the number on 
Your ID card or visiting Our website at www.cdphp.com. Completed claim forms should 
be sent to the address in the How Your Coverage Works section of this Certificate. You 
may also submit a claim to Us electronically by sending it to the e-mail address in the 
How Your Coverage Works section of this Certificate or visiting Our website at 
www.cdphp.com. 


C. Timeframe for Filing Claims. 
Claims for services must be submitted to Us for payment within 120 days after You 
receive the services for which payment is being requested. If ii is not reasonably 
possible to submit a claim within the 120-day period, You must submit it as soon as 
reasonably possible. 


D. Claims for Prohibited Referrals. 
We are not required to pay any claim, bill or other demand or request by a Provider for 
clinical laboratory services, pharmacy services, radiation therapy services, physical 
therapy services or x-ray or imaging services furnished pursuant to a referral prohibited 
by Section 238-a(1) of the New York Public Health Law. 


E. Claim Determinations. 
Our claim determination procedure applies to all claims that do not relate to a medical 
necessity or experimental or investigational determination. For example, Our claim 
determination procedure applies to contractual benefit denials. If You disagree with Our 
claim determination, You may submit a Grievance pursuant to the Grievance 
Procedures section of this Certificate. 
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For a description of the Utilization Review procedures and Appeal process for medical 
necessity or experimental or investigational determinations, see the Utilization Review 
and External Appeal sections of this Certificate. 


F. Pre-Service Claim Determinations. 
1. A pre-service claim is a request that a service or treatment be approved before 


it has been received. If We have all the information necessary to make a 
determination regarding a pre-service claim (e.g., a covered benefit 
determination), We will make a determination and provide notice to You (or Your 
designee) within 15 days from receipt of the claim. 


If We need additional information, We will request it within 15 days from receipt 
of the claim. You will have 45 calendar days to submit the information. If We 
receive the information within 45 days, We will make a determination and provide 
notice to You (or Your designee) in writing, within 15 days of Our receipt of the 
information. If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the end of the 45-day period. 


2. Urgent Pre-Service Reviews. With respect to urgent pre-service requests, if 
We have all information necessary to make a determination, We will make a 
determination and provide notice to You (or Your designee) by telephone, within 
72 hours of receipt of the request. Written notice will follow within three (3) 
calendar days of the decision. If We need additional information, We will request 
it within 24 hours. You will then have 48 hours to submit the information. We will 
make a determination and provide notice to You (or Your designee) by telephone 
within 48 hours of the earlier of Our receipt of the information or the end of the 
48-hour period. Written notice will follow within three (3) calendar days of the 
decision. 


G. Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already 
received. If We have all information necessary to make a determination regarding a 
post-service claim, We will make a determination and notify You (or Your designee) 
within 30 calendar days of the receipt of the claim. If We need additional information, 
We will request it within 30 calendar days. You will then have 45 calendar days to 
provide the information. We will make a determination and provide notice to You (or 
Your designee) in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 


H. Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 
days of receipt of the claim (when submitted through the internet or e-mail) and 45 days 
of receipt of the claim (when submitted through other means, including paper or fax). If 
We request additional information, We will pay the claim within 30 days (for claims 
submitted through the internet or e-mail) or 45 days (for claims submitted through other 
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means, including paper or fax) of receipt of the information. 
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SECTION XVI 


Grievance Procedures 


A. Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or 
experimental or investigational determination by Us. For example, it applies to 
contractual benefit denials or issues or concerns You have regarding Our administrative 
policies or access to Providers. 


B. Filing a Grievance. 
You can contact Us by phone at the number on Your ID card, in person, or in writing to 
file a Grievance. You must use Our Grievance form for written Grievances. You may 
submit an oral Grievance in connection with a denial of a Referral or a covered benefit 
determination. We may require that You sign a written acknowledgement of Your oral 
Grievance, prepared by Us. You or Your designee has up to 180 calendar days from 
when You received the decision You are asking Us to review to file the Grievance. 


When We receive Your Grievance, We will mail an acknowledgment letter within 15 
business days. The acknowledgment letter will include the name, address, and 
telephone number of the person handling Your Grievance, and indicate what additional 
information, if any, must be provided. 


We keep all requests and discussions confidential and We will take no discriminatory 
action because of Your issue. We have a process for both standard and expedited 
Grievances, depending on the nature of Your inquiry. 


C. Grievance Determination. 
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, 
certified or registered Health Care Professional will look into it. We will decide the 
Grievance and notify You within the following timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment 
that has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 
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By phone, within the earlier of 48 hours of 
receipt of all necessary information or 72 
hours of receipt of Your Grievance. Written 
notice will be provided within 72 hours of 
receipt of Your Grievance. 


In writing, within 15 calendar days of 
receipt of Your Grievance. 


In writing, within 30 calendar days of 
receipt of Your Grievance. 
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All Other Grievances: 
(That are not in relation to a claim or 
request for a service or treatment.) 


D. Grievance Appeals. 


In writing, within 45 calendar days of 
receipt of all necessary information but no 
more than 60 calendar days of receipt of 
Your Grievance. 


If You are not satisfied with the resolution of Your Grievance, You or Your designee 
may file an Appeal by phone at the number on Your ID card, in person, or in writing. 
You have up to 60 business days from receipt of the Grievance determination to file an 
Appeal. 


When We receive Your Appeal, We will mail an acknowledgment letter within 15 
business days. The acknowledgement letter will include the name, address, and 
telephone number of the person handling Your Appeal and indicate what additional 
information, if any, must be provided. 


One or more qualified personnel at a higher level than the personnel that rendered the 
Grievance determination will review it, or if it is a clinical matter, a clinical peer reviewer 
will look into it. We will decide the Appeal and notify You in writing within the following 
timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment that 
has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 


All Other Grievances: (That are not in 
relation to a claim or request for a service 
or treatment.) 


E. Assistance. 


The earlier of two (2) business days of 
receipt of all necessary information or 72 
hours of receipt of Your Appeal. 


15 calendar days of receipt of Your 
Appeal. 


30 calendar days of receipt of Your 
Appeal. 


30 business days of receipt of all 
necessary information to make a 
determination. 


If You remain dissatisfied with Our Appeal determination, or at any other time You are 
dissatisfied, You may: 


Call the New York State Department of Financial Services at 1-800-342-3736 or 
write them at: 
New York State Department of Financial Services 
Consumer Assistance Unit 
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One Commerce Plaza 
Albany, NY 12257 
Website: www.dfs.ny.gov 


If You need assistance filing a Grievance or Appeal, You may also contact the state 
independent Consumer Assistance Program at: 
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVII 


Utilization Review 


A. Utilization Review. 
We review health services to determine whether the services are or were Medically 
Necessary or experimental or investigational ("Medically Necessary"). This process is 
called Utilization Review. Utilization Review includes all review activities, whether they 
take place prior to the service being performed (Preauthorization); when the service is 
being performed (concurrent); or after the service is performed (retrospective). If You 
have any questions about the Utilization Review process, please call the number on 
Your ID card. The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 


All determinations that services are not Medically Necessary will be made by: 1) 
licensed Physicians; or 2) licensed, certified, registered or credentialed Health Care 
Professionals who are in the same profession and same or similar specialty as the 
Provider who typically manages Your medical condition or disease or provides the 
health care service under review; or 3) with respect to substance use disorder 
treatment, licensed Physicians or licensed, certified, registered or credentialed Health 
Care Professionals who specialize in behavioral health and have experience in the 
delivery of substance use disorder courses of treatment. We do not compensate or 
provide financial incentives to Our employees or reviewers for determining that services 
are not Medically Necessary. We have developed guidelines and protocols to assist Us 
in this process. For substance use disorder treatment, We will use evidence-based and 
peer reviewed clinical review tools designated by OASAS that are appropriate to the 
age of the patient. Specific guidelines and protocols are available for Your review upon 
request. For more information, call the number on Your ID card or visit Our website at 
www.cdphp.com. 


B. Preauthorization Reviews. 
1. Non-Urgent Preauthorization Reviews. If We have all the information 


necessary to make a determination regarding a Preauthorization review, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of receipt of 
the request. 


If We need additional information, We will request it within three (3) business 
days. You or Your Provider will then have 45 calendar days to submit the 
information. If We receive the requested information within 45 days, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information. If all necessary information is not received within 45 
days, We will make a determination within 15 calendar days of the end of the 45-
day period. 
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2. Urgent Preauthorization Reviews. With respect to urgent Preauthorization 
requests, if We have all information necessary to make a determination, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone, within 72 hours of receipt of the request. Written notice 
will be provided within three (3) business days of receipt of the request. If We 
need additional information, We will request it within 24 hours. You or Your 
Provider will then have 48 hours to submit the information. We will make a 
determi.nation and provide notice to You (or Your designee) and Your Provider by 
telephone and in writing within 48 hours of the earlier of Our receipt of the 
information or the end of the 48 hour period. 


3. Court Ordered Treatment. With respect to requests for mental health and/or 
substance use disorder services that have not yet been provided, if You (or Your 
designee) certify, in a format prescribed by the Superintendent of Financial 
Services, that You will be appearing, or have appeared, before a court of 
competent jurisdiction and may be subject to a court order requiring such 
services, We will make a determination and provide notice to You (or Your 
designee) and Your Provider by telephone within 72 hours of receipt of the 
request. Written notification will be provided within three (3) business days of Our 
receipt of the request. Where feasible, the telephonic and written notification will 
also be provided to the court. 


C. Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services 


during the course of care (concurrent reviews) will be made, and notice provided 
to You (or Your designee) and Your Provider, by telephone and in writing, within 
one (1) business day of receipt of all necessary information. If We need 
additional information, We will request it within one (1) business day. You or Your 
Provider will then have 45 calendar days to submit the information. We will make 
a determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of Our receipt of the 
information or, if We do not receive the information, within 15 calendar days of 
the end of the 45-day period. 


2. Urgent Concurrent Reviews. For concurrent reviews that involve an extension 
of urgent care, if the request for coverage is made at least 24 hours prior to the 
expiration of a previously approved treatment, We will make a determination and 
provide notice to You (or Your designee) and Your Provider by telephone within 
24 hours of receipt of the request. Written notice will be provided within one (1) 
business day of receipt of the request. 


If the request for coverage is not made at least 24 hours prior to the expiration of 
a previously approved treatment and We have all the information necessary to 
make a determination, We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of 72 hours or one 
(1) business day of receipt of the request. If We need additional information, We 
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will request it within 24 hours. You or Your Provider will then have 48 hours to 
submit the information. We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of one (1) 
business day or 48 hours of Our receipt of the information or, if we do not receive 
the information, within 48 hours of the end of the 48-hour period. 


3. Home Health Care Reviews. After receiving a request for coverage of home 
care services following an inpatient Hospital admission, We will make a 
determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of receipt of the 
necessary information. If the day following the request falls on a weekend or 
holiday, We will make a determination and provide notice to You (or Your 
designee) and Your Provider within 72 hours of receipt of the necessary 
information. When We receive a request for home care services and all 
necessary information prior to Your discharge from an inpatient hospital 
admission, We will not deny coverage for home care services while Our decision 
on the request is pending. 


4. Inpatient Substance Use Disorder Treatment Reviews. If a request for 
inpatient substance use disorder treatment is submitted to Us at least 24 hours 
prior to discharge from an inpatient substance use disorder treatment admission, 
We will make a determination within 24 hours of receipt of the request and We 
will provide coverage for the inpatient substance use disorder treatment while 
Our determination is pending. 


5. Inpatient Substance Use Disorder Treatment at Participating OASAS
Certified Facilities. Coverage for inpatient substance use disorder treatment at 
a participating OASAS-certified Facility is not subject to Preauthorization. 
Coverage will not be subject to concurrent review for the first 14 days of the 
inpatient admission if the OASAS-certified Facility notifies Us of both the 
admission and the initial treatment plan within 48 hours of the admission. After 
the first 14 days of the inpatient admission, We may review the entire stay to 
determine whether it is Medically Necessary and We will use clinical review tools 
designated by OASAS. If any portion of the stay is denied as not Medically 
Necessary, You are only responsible for the in-network Cost-Sharing that would 
otherwise apply to Your inpatient admission. 


D. Retrospective Reviews. 
If We have all information necessary to make a determination regarding a retrospective 
claim, We will make a determination and notify You and Your Provider within 30 
calendar days of the receipt of the request. If We need additional information, We will 
request it within 30 calendar days. You or Your Provider will then have 45 calendar days 
lo provide the information. We will make a determination and provide notice lo You and 
Your Provider in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 
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Once We have all the information to make a decision, Our failure to make a Utilization 
Review determination within the applicable time frames set forth above will be deemed 
an adverse determination subject to an internal Appeal. 


E. Retrospective Review of Preauthorized Services. 
We may only reverse a preauthorized treatment, service or procedure on retrospective 
review when: 


• The relevant medical information presented to Us upon retrospective review is 
materially different from the information presented during the Preauthorization 
review; 


• The relevant medical information presented to Us upon retrospective review 
existed at the time of the Preauthorization but was withheld or not made available 
to Us; 


• We were not aware of the existence of such information at the time of the 
Preauthorization review; and 


• Had We been aware of such information, the treatment, service or procedure 
being requested would not have been authorized. The determination is made 
using the same specific standards, criteria or procedures as used during the 
Preauthorization review. 


F. Step Therapy Override Determinations. 
You, Your designee, or Your Health Care Professional may request a step therapy 
protocol override determination for Coverage of a Prescription Drug selected by Your 
Health Care Professional. When conducting Utilization Review for a step therapy 
protocol override determination, We will use recognized evidence-based and peer 
reviewed clinical review criteria that is appropriate for You and Your medical condition. 


1. Supporting Rationale and Documentation. A step therapy protocol override 
determination request must include supporting rationale and documentation from 
a Health Care Professional, demonstrating that: 
• The required Prescription Drug(s) is contraindicated or will likely cause an 


adverse reaction or physical or mental harm to You; 
• The required Prescription Drug(s) is expected to be ineffective based on Your 


known clinical history, condition, and Prescription Drug regimen; 
• You have tried the required Prescription Drug(s) while covered by Us or under 


Your previous health insurance coverage, or another Prescription Drug in the 
same pharmacologic class or with the same mechanism of action, and that 
Prescription Drug(s) was discontinued due to lack of efficacy or effectiveness, 
diminished effect, or an adverse event; 


• You are stable on a Prescription Drug(s) selected by Your Health Care 
Professional for Your medical condition, provided this does not prevent Us 
from requiring You to try an AB-rated generic equivalent; or 


• The required Prescription Drug(s) is not in Your best interest because it will 
likely cause a significant barrier to Your adherence to or compliance with Your 
plan of care, will likely worsen a comorbid condition, or will likely decrease 
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Your ability to achieve or maintain reasonable functional ability in performing 
daily activities. 


2. Standard Review. We will make a step therapy protocol override determination 
and provide notification to You (or Your designee) and where appropriate, Your 
Health Care Professional, within 72 hours of receipt of the supporting rationale 
and documentation. 


3. Expedited Review. If You have a medical condition that places Your health in 
serious jeopardy without the Prescription Drug prescribed by Your Health Care 
Professional, We will make a step therapy protocol override determination and 
provide notification to You (or Your designee) and Your Health Care Professional 
within 24 hours of receipt of the supporting rationale and documentation. 


If the required supporting rationale and documentation are not submitted with a step 
therapy protocol override determination request, We will request the information within 
72 hours for Preauthorization and retrospective reviews, the lesser of 72 hours or one 
(1) business day for concurrent reviews, and 24 hours for expedited reviews. You or 
Your Health Care Professional will have 45 calendar days to submit the information for 
Preauthorization, concurrent and retrospective reviews, and 48 hours for expedited 
reviews. For Preauthorization reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For concurrent reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 72 hours or one (1) business day of Our receipt of the 
information or 15 calendar days of the end of the 45-day period if the information is not 
received. For retrospective reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For expedited reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 24 hours of Our receipt of the information or 48 hours 
of the end of the 48-hour period if the information is not received. 


If We do not make a determination within 72 hours (or 24 hours for expedited reviews) 
of receipt of the supporting rationale and documentation, the step therapy protocol 
override request will be approved. 


If We determine that the step therapy protocol should be overridden, We will authorize 
immediate coverage for the Prescription Drug prescribed by Your treating Health Care 
Professional. An adverse step therapy override determination is eligible for an Appeal. 


G. Reconsideration. 
If We did not attempt to consult with Your Provider who recommended the Covered 
Service before making an adverse determination, the Provider may request 
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reconsideration by the same clinical peer reviewer who made the adverse determination 
or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable. 
For Preauthorization and concurrent reviews, the reconsideration will take place within 
one (1) business day of the request for reconsideration. If the adverse determination is 
upheld, a notice of adverse determination will be given to You and Your Provider, by 
telephone and in writing. 


H. Utilization Review Internal Appeals. 
You, Your designee, and, in retrospective review cases, Your Provider, may request an 
internal Appeal of an adverse determination, either by phone, in person, or in writing. 


You have up to 180 calendar days after You receive notice of the adverse determination 
to file an Appeal. We will acknowledge Your request for an internal Appeal within 15 
calendar days of receipt. This acknowledgment will if necessary, inform You of any 
additional information needed before a decision can be made. The Appeal will be 
decided by a clinical peer reviewer who is not subordinate to the clinical peer reviewer 
who made the initial adverse determination and who is 1) a Physician or 2) a Health 
Care Professional in the same or similar specialty as the Provider who typically 
manages the disease or condition at issue. 


1. Out-of-Network Service Denial. You also have the right to Appeal the denial of 
a Preauthorization request for an out-of-network health service when We 
determine that the out-of-network health service is not materially different from an 
available in-network health service. A denial of an out-of-network health service 
is a service provided by a Non-Participating Provider, but only when the service 
is not available from a Participating Provider. For a Utilization Review Appeal of 
denial of an out-of-network health service, You or Your designee must submit: 
• A written statement from Your attending Physician, who must be a licensed, 


board-certified or board-eligible Physician qualified to practice in the specialty 
area of practice appropriate to treat Your condition, that the requested out-of
network health service is materially different from the alternate health service 
available from a Participating Provider that We approved to treat Your 
condition; and 


• Two (2) documents from the available medical and scientific evidence that the 
out-of-network service: 1) is likely to be more clinically beneficial to You than 
the alternate in-network service; and 2) that the adverse risk of the out-of
network service would likely not be substantially increased over the in
network health service. 


2. Out-of-Network Authorization Denial. You also have the right to Appeal the 
denial of a request for an authorization to a Non-Participating Provider when We 
determine that We have a Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide the 
requested health care service. For a Utilization Review Appeal of an out-of
network authorization denial, You or Your designee must submit a written 
statement from Your attending Physician, who must be a licensed, board-certified 
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or board-eligible Physician qualified to practice in the specialty area of practice 
appropriate to treat Your condition: 
• That the Participating Provider recommended by Us does not have the 


appropriate training and experience to meet Your particular health care needs 
for the health care service; and 


• Recommending a Non-Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide 
the requested health care service. 


I. First Level Appeal. 
1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 


We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. An Appeal of a review of continued or extended health care 
services, additional services rendered in the course of continued treatment, 
home health care services following discharge from an inpatient Hospital 
admission, services in which a Provider requests an immediate review, mental 
health and/or substance use disorder services that may be subject to a court 
order, or any other urgent matter will be handled on an expedited basis. An 
expedited Appeal is not available for retrospective reviews. For an expedited 
Appeal, Your Provider will have reasonable access to the clinical peer reviewer 
assigned to the Appeal within one (1) business day of receipt of the request for 
an Appeal. Your Provider and a clinical peer reviewer may exchange information 
by telephone or fax. An expedited Appeal will be determined within the earlier of 
72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination 
will be provided to You (or Your designee) within 24 hours after the determination 
is made, but no later than 72 hours after receipt of the Appeal request. 


If You are not satisfied with the resolution of Your expedited Appeal, You may file 
a standard internal Appeal or an external appeal. 


Our failure to render a determination of Your Appeal within 60 calendar days of 
receipt of the necessary information for a standard Appeal or within two (2) 
business days of receipt of the necessary information for an expedited Appeal 
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will be deemed a reversal of the initial adverse determination. 


4. Substance Use Appeal. If We deny a request for inpatient substance use 
disorder treatment that was submitted at least 24 hours prior to discharge from 
an inpatient admission, and You or Your Provider file an expedited internal 
Appeal of Our adverse determination, We will decide the Appeal within 24 hours 
of receipt of the Appeal request. If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of 
Our adverse determination, We will also provide coverage for the inpatient 
substance use disorder treatment while a determination on the internal Appeal 
and external appeal is pending. 


J. Second Level Appeal. 
If You disagree with the first level Appeal determination, You or Your designee can file a 
second level Appeal. You or Your designee can also file an external appeal. The four 
(4) month timeframe for filing an external appeal begins on receipt of the final 
adverse determination on the first level of Appeal. By choosing to file a second 
level Appeal, the time may expire for You to file an external appeal. 


A second level Appeal must be filed within 45 days of receipt of the final adverse 
determination on the first level Appeal. We will acknowledge Your request for an internal 
Appeal within 15 calendar days of receipt. This acknowledgment will inform You, if 
necessary, of any additional information needed before a decision can be made. 


1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 
We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. If Your Appeal relates to an urgent matter, We will decide 
the Appeal and provide written notice of the determination to You (or Your 
designee), and where appropriate, Your Provider, within 72 hours of receipt of 
the Appeal request. 


K. Appeal Assistance. 
If You need Assistance filing an Appeal, You may contact the state independent 
Consumer Assistance Program at 
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Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVIII 


External Appeal 


A. Your Right to an External Appeal. 
In some cases, You have a right to an external appeal of a denial of coverage. If We 
have denied coverage on the basis that a service is not Medically Necessary (including 
appropriateness, health care setting, level of care or effectiveness of a Covered 
benefit); or is an experimental or investigational treatment (including clinical trials and 
treatments for rare diseases); or is an out-of-network treatment, You or Your 
representative may appeal that decision to an External Appeal Agent, an independent 
third party certified by the State to conduct these appeals. 


In order for You to be eligible for an external appeal You must meet the following two (2) 
requirements: 


• The service, procedure, or treatment must otherwise be a Covered Service under 
this Certificate; and 


• In general, You must have received a final adverse determination through the 
first level of Our internal Appeal process. But, You can file an external appeal 
even though You have not received a final adverse determination through the 
first level of Our internal Appeal process if: 


o We agree in writing to waive the internal Appeal. We are not required to 
agree to Your request to waive the internal Appeal; or 


o You file an external appeal at the same time as You apply for an 
expedited internal Appeal; or 


o We fail to adhere to Utilization Review claim processing requirements 
(other than a minor violation that is not likely to cause prejudice or harm to 
You, and We demonstrate that the violation was for good cause or due to 
matters beyond Our control and the violation occurred during an ongoing, 
good faith exchange of information between You and Us). 


B. Your Right to Appeal a Determination that a Service is Not Medically 
Necessary. 
If We have denied coverage on the basis that the service is not Medically Necessary, 
You may appeal to an External Appeal Agent if You meet the requirements for an 
external appeal in paragraph "A" above. 


C. Your Right to Appeal a Determination that a Service is Experimental or 
lnvestigational. 
If We have denied coverage on the basis that the service is an experimental or 
investigational treatment (including clinical trials and treatments for rare diseases), You 
must satisfy the two (2) requirements for an external appeal in paragraph "A" above and 
Your attending Physician must certify that Your condition or disease is one for which: 


1. Standard health services are ineffective or medically inappropriate; or 
2. There does not exist a more beneficial standard service or procedure Covered by 


Us; or 
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3. There exists a clinical trial or rare disease treatment (as defined by law). 


In addition, Your attending Physician must have recommended one (1) of the following: 
1. A service, procedure or treatment that two (2) documents from available medical 


and scientific evidence indicate is likely to be more beneficial to You than any 
standard Covered Service (only certain documents will be considered in support 
of this recommendation - Your attending Physician should contact the State for 
current information as to what documents will be considered or acceptable); or 


2. A clinical trial for which You are eligible (only certain clinical trials can be 
considered); or 


3. A rare disease treatment for which Your attending Physician certifies that there is 
no standard treatment that is likely to be more clinically beneficial to You than the 
requested service, the requested service is likely to benefit You in the treatment 
of Your rare disease, and such benefit outweighs the risk of the service. In 
addition, Your attending Physician must certify that Your condition is a rare 
disease that is currently or was previously subject to a research study by the 
National Institutes of Health Rare Disease Clinical Research Network or that it 
affects fewer than 200,000 U.S. residents per year. 


For purposes of this section, Your attending Physician must be a licensed, board
certified or board eligible Physician qualified to practice in the area appropriate to treat 
Your condition or disease. In addition, for a rare disease treatment, the attending 
Physician may not be Your treating Physician. 


D. Your Right to Appeal a Determination that a Service is Out-of-Network. 
If We have denied coverage of an out-of-network treatment because it is not materially 
different than the health service available in-network, You may appeal to an External 
Appeal Agent if You meet the two (2) requirements for an external appeal in paragraph 
"A" above, and You have requested Preauthorization for the out-of-network treatment. 


In addition, Your attending Physician must certify that the out-of-network service is 
materially different from the alternate recommended in-network health service, and 
based on two (2) documents from available medical and scientific evidence, is likely to 
be more clinically beneficial than the alternate in-network treatment and that the 
adverse risk of the requested health service would likely not be substantially increased 
over the alternate in-network health service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


E. Your Right to Appeal an Out-of-Network Authorization Denial to a Non
Participating Provider. 
If We have denied coverage of a request for an authorization to a Non-Participating 
Provider because We determine We have a Participating Provider with the appropriate 
training and experience to meet Your particular health care needs who is able to provide 
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the requested health care service, You may appeal to an External Appeal Agent if You 
meet the two (2) requirements for an external appeal in paragraph "A" above. 


In addition, Your attending Physician must: 1) certify that the Participating Provider 
recommended by Us does not have the appropriate training and experience to meet 
Your particular health care needs; and 2) recommend a Non-Participating Provider with 
the appropriate training and experience to meet Your particular health care needs who 
is able to provide the requested health care service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


F. Your Right to Appeal a Formulary Exception Denial. 
If We have denied Your request for coverage of a non-formulary Prescription Drug 
through Our formulary exception process, You, Your designee or the prescribing Health 
Care Professional may appeal the formulary exception denial to an External Appeal 
Agent. See Your Prescription Drug Coverage Rider, if applicable, for more information 
on the formulary exception process. 


G. The External Appeal Process. 
You have four (4) months from receipt of a final adverse determination or from receipt of 
a waiver of the internal Appeal process to file a written request for an external appeal. If 
You are filing an external appeal based on Our failure to adhere to claim processing 
requirements, You have four (4) months from such failure to file a written request for an 
external appeal. 


We will provide an external appeal application with the final adverse determination 
issued through the first level of Our internal Appeal process or Our written waiver of an 
internal Appeal. You may also request an external appeal application from the New 
York State Department of Financial Services at 1-800-400-8882. Submit the completed 
application to the Department of Financial Services at the address indicated on the 
application. If You meet the criteria for an external appeal, the State will forward the 
request to a certified External Appeal Agent. 


You can submit additional documentation with Your external appeal request. If the 
External Appeal Agent determines that the information You submit represents a material 
change from the information on which We based Our denial, the External Appeal Agent 
will share this information with Us in order for Us to exercise Our right to reconsider Our 
decision. If We choose to exercise this right, We will have three (3) business days to 
amend or confirm Our decision. Please note that in the case of an expedited external 
appeal (described below), We do not have a right to reconsider Our decision. 


In general, the External Appeal Agent must make a decision within 30 days of receipt of 
Your completed application. The External Appeal Agent may request additional 
information from You, Your Physician, or Us. If the External Appeal Agent requests 
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additional information, it will have five (5) additional business days to make its decision. 
The External Appeal Agent must notify You in writing of its decision within two (2) 
business days. 


If Your attending Physician certifies that a delay in providing the service that has been 
denied poses an imminent or serious threat to Your health; or if Your attending 
Physician certifies that the standard external appeal time frame would seriously 
jeopardize Your life, health or ability to regain maximum function; or if You received 
Emergency Services and have not been discharged from a Facility and the denial 
concerns an admission, availability of care or continued stay, You may request an 
expedited external appeal. In that case, the External Appeal Agent must make a 
decision within 72 hours of receipt of Your completed application. Immediately after 
reaching a decision, the External Appeal Agent must notify You and Us by telephone or 
facsimile of that decision. The External Appeal Agent must also notify You in writing of 
its decision. 


If Your internal formulary exception request received a standard review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 72 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You are 
taking the Prescription Drug, including any refills. 


If Your internal formulary exception request received an expedited review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 24 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You 
suffer from the health condition that may seriously jeopardize Your health, life or ability 
to regain maximum function or for the duration of Your current course of treatment using 
the non-formulary Prescription Drug. 


If the External Appeal Agent overturns Our decision that a service is not Medically 
Necessary or approves coverage of an experimental or investigational treatment or an 
out-of-network treatment, We will provide coverage subject to the other terms and 
conditions of this Certificate. Please note that if the External Appeal Agent approves 
coverage of an experimental or investigational treatment that is part of a clinical trial, 
We will only Cover the cost of services required to provide treatment to You according 
to the design of the trial. We will not be responsible for the costs of investigational drugs 
or devices, the costs of non-health care services, the costs of managing the research, 
or costs that would not be Covered under this Certificate for non-investigational 
treatments provided in the clinical trial. 


The External Appeal Agent's decision is binding on both You and Us. The External 
Appeal Agent's decision is admissible in any court proceeding. 
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H. Your Responsibilities. 
It is Your responsibility to start the external appeal process. You may start the 
external appeal process by filing a completed application with the New York State 
Department of Financial Services. You may appoint a representative to assist You with 
Your application; however, the Department of Financial Services may contact You and 
request that You confirm in writing that You have appointed the representative. 


Under New York State law, Your completed request for external appeal must be 
filed within four (4) months of either the date upon which You receive a final 
adverse determination, or the date upon which You receive a written waiver of 
any internal Appeal, or Our failure to adhere to claim processing requirements. 
We have no authority to extend this deadline. 
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SECTION XIX 


Coordination of Benefits 


This section applies when You also have group health coverage with another plan. 
When You receive a Covered Service, We will coordinate benefit payments with any 
payment made by another plan. The primary plan will pay its full benefits and the other 
plan may pay secondary benefits, if necessary, to cover some or all of the remaining 
expenses. This coordination prevents duplicate payments and overpayments. We do 
not coordinate benefit payments for vision benefits. 


A. Definitions. 
1. "Allowable expense" is the necessary, reasonable, and customary item of 


expense for health care, when the item is covered at least in part under any of 
the plans involved, except where a statute requires a different definition. When a 
plan provides benefits in the form of services, the reasonable cash value of each 
service will be considered as both an allowable expense and a benefit paid. 


2. "Plan" is other group health coverage with which We will coordinate benefits. 
The term "plan" includes: 


• Group health benefits and group blanket or group remittance health 
benefits coverage, whether insured, self-insured, or self-funded. This 
includes group HMO and other prepaid group coverage, but does not 
include blanket school accident coverage or coverages issued to a 
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the 
school or organization pays the premiums. 


• Medical benefits coverage, in group and individual automobile "no-fault" 
and traditional liability "fault" type contracts. 


• Hospital, medical, and surgical benefits coverage of Medicare or a 
governmental plan offered, required, or provided by law, except Medicaid 
or any other plan whose benefits are by law excess to any private 
insurance coverage. 


3. "Primary plan" is one whose benefits must be determined without taking the 
existence of any other plan into consideration. A plan is primary if either: 1) the 
plan has no order of benefits rules or its rules differ from those required by 
regulation; or 2) all plans which cover the person use the order of benefits rules 
required by regulation and under those rules the plan determines its benefits first. 
More than one plan may be a primary plan (for example, two plans which have 
no order of benefit determination rules). 


4. "Secondary plan" is one which is not a primary plan. If a person is covered by 
more than one secondary plan, the order of benefit determination rules decide 
the order in which their benefits are determined in relation to each other. 


B. Rules to Determine Order of Payment. 
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The first of the rules listed below in paragraphs 1-6 that applies will determine which 
plan will be primary: 


1. If the other plan does not have a provision similar to this one, then the other plan 
will be primary. 


2. If the person receiving benefits is the Subscriber and is only covered as a 
Dependent under the other plan, this Certificate will be primary. 


3. If a child is covered under the plans of both parents and the parents are not 
separated or divorced, the plan of the parent whose birthday falls earlier in the 
year will be primary. If both parents have the same birthday, the plan which 
covered the parent longer will be primary. To determine whose birthday falls 
earlier in the year, only the month and day are considered. However, if the other 
plan does not have this birthday rule, but instead has a rule based on the sex of 
the parent and as a result the plans do not agree on which is primary, then the 
rule in the other plan will determine which plan is primary. 


4. If a child is covered by both parents' plans, the parents are separated or 
divorced, and there is no court decree between the parents that establishes 
financial responsibility for the child's health care expenses: 


• The plan of the parent who has custody will be primary; 
• If the parent with custody has remarried, and the child is also covered as a 


child under the step-parent's plan, the plan of the parent with custody will 
pay first, the step-parent's plan will pay second, and the plan of the parent 
without custody will pay third; and 


• If a court decree between the parents says which parent is responsible for 
the child's health care expenses, then that parent's plan will be primary if 
that plan has actual knowledge of the decree. 


5. If the person receiving services is covered under one plan as an active employee 
or member (i.e., not laid-off or retired), or as the spouse or child of such an active 
employee, and is also covered under another plan as a laid-off or retired 
employee or as the spouse or child of such a laid-off or retired employee, the 
plan that covers such person as an active employee or spouse or child of an 
active employee will be primary. If the other plan does not have this rule, and as 
a result the plans do not agree on which will be primary, this rule will be ignored. 


6. If none of the above rules determine which plan is primary, the plan that covered 
the person receiving services longer will be primary. 


C. Effects of Coordination. 
When this plan is secondary, its benefits will be reduced so that the total benefits paid 
by the primary plan and this plan during a claim determination period will not exceed 
Our maximum available benefit for each Covered Service. Also, the amount We pay will 
not be more than the amount We would pay if We were primary. As each claim is 
submitted, We will determine Our obligation to pay for allowable expenses based upon 
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all claims that have been submitted up to that point in time during the claim 
determination period. 


D. Right to Receive and Release Necessary Information. 
We may release or receive information that We need to coordinate benefits. We do not 
need to tell anyone or receive consent to do this. We are not responsible to anyone for 
releasing or obtaining this information. You must give Us any needed information for 
coordination purposes, in the time frame requested. 


E. Our Right to Recover Overpayment. 
If We made a payment as a primary plan, You agree to pay Us any amount by which 
We should have reduced Our payment. Also, We may recover any overpayment from 
the primary plan or the Provider receiving payment and You agree to sign all documents 
necessary to help Us recover any overpayment. 


F. Coordination with "Always Excess," "Always Secondary," or "Non
complying" Plans. 
Except as described below, We will coordinate benefits with plans, whether insured or 
self-insured, that provide benefits that are stated to be always excess or always 
secondary or use order of benefit determination rules that are inconsistent with the rules 
described above in the following manner: 


1. If this Certificate is primary, as defined in this section, We will pay benefits first. 


2. If this Certificate is secondary, as defined in this section, We will pay only the 
amount We would pay as the secondary insurer. 


3. If We request information from a non-complying plan and do not receive it within 
30 days, We will calculate the amount We should pay on the assumption that the 
non-complying plan and this Certificate provide identical benefits. When the 
information is received, We will make any necessary adjustments. 


If a blanket accident insurance policy issued in accordance with Section 1015.11 of the 
General Business Law contains a provision that its benefits are excess or always 
secondary, then this Certificate is primary. 
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SECTION XX 


Termination of Coverage 


Coverage under this Certificate will automatically be terminated on the first of the 
following to apply: 


1. The Group and/or Subscriber has failed to pay Premiums within 30 days of when 
Premiums are due. Coverage will terminate as of the last day for which 
Premiums were paid. 


2. The end of the month in which the Subscriber ceases to meet the eligibility 
requirements as defined by the Group. 


3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has 
coverage for Dependents. If the Subscriber has coverage for Dependents, then 
coverage will terminate as of the last day of the month for which the Premium 
had been paid. 


4. For Spouses in cases of divorce, the date of the divorce. 


5. For Children, until the end of the month in which the Child turns 26 years of age. 


6. For all other Dependents, the end of the month in which the Dependent ceases 
to be eligible. 


7. The end of the month during which the Group or Subscriber provides written 
notice to Us requesting termination of coverage, or on such later date requested 
for such termination by the notice. 


8. If the Subscriber or the Subscriber's Dependent has performed an act that 
constitutes fraud or the Subscriber has made an intentional misrepresentation of 
material fact in writing on his or her enrollment application, or in order to obtain 
coverage for a service, coverage will terminate immediately upon written notice 
of termination delivered by Us to the Subscriber and/or the Subscriber's 
Dependent, as applicable. However, if the Subscriber makes an intentional 
misrepresentation of material fact in writing on his or her enrollment application, 
We will rescind coverage if the facts misrepresented would have led Us to refuse 
to issue the coverage. Rescission means that the termination of Your coverage 
will have a retroactive effect of up to Your enrollment under the Certificate. If 
termination is a result of the Subscriber's action, coverage will terminate for the 
Subscriber and any Dependents. If termination is a result of the Dependent's 
action, coverage will terminate for the Dependent. 
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9. The date that the Group Contract is terminated. If We terminate and/or decide to 
stop offering a particular class of group contracts, without regard to claims 
experience or health related status, to which this Certificate belongs, We will 
provide the Group and Subscribers at least 90 days' prior written notice. 


1 O. If We elect to terminate or cease offering all hospital, surgical and medical 
expense coverage in the large group market in this state, We will provide written 
notice to the Group and Subscriber at least 180 days prior to when the coverage 
will cease. 


11. The Group has performed an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact under the terms of the coverage. 


12. The Group ceases to meet the statutory requirements to be defined as a group 
for the purposes of obtaining coverage. We will provide written notice to the 
Group and Subscriber at least 30 days prior to when the coverage will cease. 


13. The date there is no longer any Subscriber who lives, resides, or works in Our 
Service Area. 


No termination shall prejudice the right to a claim for benefits which arose prior to such 
termination. 


See the Continuation of Coverage section of this Certificate for Your right to 
continuation of this coverage. See the Conversion Right to a New Contract after 
Termination section of this Certificate for Your right to conversion to an individual 
Contract. 
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SECTION XXI 


Extension of Benefits 


When Your coverage under this Certificate ends, benefits stop. But, if You are totally 
disabled on the date the Group Contract terminates, or on the date Your coverage 
under this Certificate terminates, continued benefits may be available for the treatment 
of the injury or sickness that is the cause of the total disability. 


For purposes of this section, 'total disability" means You are prevented because of 
injury or disease from engaging in any work or other gainful activity. Total disability for a 
minor means that the minor is prevented because of injury or disease from engaging in 
substantially all of the normal activities of a person of like age and sex who is in good 
health. 


A. When You May Continue Benefits. 
When Your coverage under this Certificate ends, We will provide benefits during a 
period of total disability for a Hospital stay commencing, or surgery performed, within 31 
days from the date Your coverage ends. The Hospital stay or surgery must be for the 
treatment of the injury, sickness, or pregnancy causing the total disability. 


If Your coverage ends because You are no longer employed, We will provide benefits 
during a period of total disability for up to 12 months from the date Your coverage ends 
for Covered services to treat the injury, sickness, or pregnancy that caused the total 
disability, unless these services are covered under another group health plan. 


B. Termination of Extension of Benefits. 
Extended benefits will end on the earliest of the following: 


• The date You are no longer totally disabled; 
• The date the contractual benefit has been exhausted; 
• 12 months from the date extended benefits began (if Your benefits are extended 


based on termination of employment); or 
• With respect to the 12-month extension of coverage, the date You become 


eligible for benefits under any group policy providing medical benefits. 


C. Limits on Extended Benefits. 
We will not pay extended benefits: 


• For any Member who is not totally disabled on the date coverage under this 
Certificate ends; or 


• Beyond the extent to which We would have paid benefits under this Certificate if 
coverage had not ended. 
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SECTION XXII 


Continuation of Coverage 


Under the continuation of coverage provisions of the federal Consolidated Omnibus 
Budget Reconciliation Act of 1985 ("COBRA"), most employer-sponsored group health 
plans must offer employees and their families the opportunity for a temporary 
continuation of health insurance coverage when their coverage would otherwise end. If 
You are not entitled to temporary continuation of coverage under COBRA, You may be 
entitled to temporary continuation coverage under the New York Insurance Law as 
described below. Call or write Your employer to find out if You are entitled to temporary 
continuation of coverage under COBRA or under the New York Insurance Law. Any 
period of continuation of coverage will terminate automatically at the end of the period of 
continuation provided under COBRA or the New York Insurance Law. 


A. Qualifying Events. 
Pursuant to federal COBRA and state continuation coverage laws, You, the Subscriber, 
Your Spouse and Your Children may be able to temporarily continue coverage under 
this Certificate in certain situations when You would otherwise lose coverage, known as 
qualifying events. 


1. If Your coverage ends due to voluntary or involuntary termination of employment 
or a change in Your employee class (e.g., a reduction in the number of hours of 
employment), You may continue coverage. Coverage may be continued for You, 
Your Spouse and any of Your covered Children. 


2. If You are a covered Spouse, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Divorce or legal separation from the Subscriber; or 
• Death of the Subscriber. 


3. If You are a covered Child, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Loss of covered Child status under the plan rules; or 
• Death of the Subscriber. 


If You want to continue coverage, You must request continuation from the Group in 
writing and make the first Premium payment within the 60-day period following the later 
of: 
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1. The date coverage would otherwise terminate; or 
2. The date You are sent notice by first class mail of the right of continuation by the 


Group. 


The Group may charge up to 102% of the Group Premium for continued coverage. 


Continued coverage under this section will terminate at the earliest of the following: 
1. The date 36 months after the Subscriber's coverage would have terminated 


because of termination of employment; 
2. If You are a covered Spouse or Child, the date 36 months after coverage would 


have terminated due to the death of the Subscriber, divorce or legal separation, 
the Subscriber's eligibility for Medicare, or the failure to qualify under the 
definition of "Children"; 


3. The date You become covered by an insured or uninsured arrangement that 
provides group hospital, surgical or medical coverage; 


4. The date You become entitled to Medicare; 
5. The date to which Premiums are paid if You fail to make a timely payment; or 
6. The date the Group Contract terminates. However, if the Group Contract is 


replaced with similar coverage, You have the right to become covered under the 
new Group Contract for the balance of the period remaining for Your continued 
coverage. 


When Your continuation of coverage ends, You may have a right to conversion. See the 
Conversion Right to a New Contract after Termination section of this Certificate. 


B. Supplementary Continuation, Conversion, and Temporary Suspension Rights 
During Active Duty. 
If You, the Subscriber are a member of a reserve component of the armed forces of the 
United States, including the National Guard, You have the right to continuation, 
conversion, or a temporary suspension of coverage during active duty and 
reinstatement of coverage at the end of active duty if Your Group does not voluntarily 
maintain Your coverage and if: 


1. Your active duty is extended during a period when the president is authorized to 
order units of the reserve to active duty, provided that such additional active duty 
is at the request and for the convenience of the federal government; and 


2. You serve no more than four (4) years of active duty. 


When Your Group does not voluntarily maintain Your coverage during active duty, 
coverage under this Certificate will be suspended unless You elect to continue coverage 
in writing within 60 days of being ordered to active duty and You pay the Group the 
required Premium payment but not more frequently than on a monthly basis in advance. 
This right of continuation extends to You and Your eligible Dependents. Continuation of 
coverage is not available for any person who is eligible to be covered under Medicare; 
or any person who is covered as an employee, member or dependent under any other 
insured or uninsured arrangement which provides group hospital, surgical or medical 
coverage, except for coverage available to active duty members of the uniformed 
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services and their family members. 


Upon completion of active duty: 
1. Your coverage under this Certificate may be resumed as long as You are 


reemployed or restored to participation in the Group upon return to civilian status. 
The right of resumption extends to coverage for Your covered Dependents. For 
coverage that was suspended while on active duty, coverage under the Group 
plan will be retroactive to the date on which active duty terminated. 


2. If You are not reemployed or restored to participation in Your Group upon return 
to civilian status, You will be eligible for continuation and conversion as long as 
You apply to Us for coverage within 31 days of the termination of active duty or 
discharge from a Hospitalization resulting from active duty as long as the 
Hospitalization was not in excess of one (1) year. 


C. Availability of Age 29 Dependent Coverage Extension - Young Adult Option. 
The Subscriber's Child may be eligible to purchase continuation coverage under the 
Group's Contract through the age of 29 if he or she: 


1. Is under the age of 30; 
2. Is not married; 
3. Is not insured by or eligible for coverage under an employer-sponsored health 


benefit plan covering him or her as an employee or member, whether insured or 
self-insured; 


4. Lives, works or resides in New York State or Our Service Area; and 
5. Is not covered by Medicare. 


The Child may purchase continuation coverage even if he or she is not financially 
dependent on his or her parent(s) and does not need to live with his or her parent(s). 


The Subscriber's Child may elect this coverage: 
1. Within 60 days of the date that his or her coverage would otherwise end due to 


reaching the maximum age for Dependent coverage, in which case coverage will 
be retroactive to the date that coverage would otherwise have terminated; 


2. Within 60 days of newly meeting the eligibility requirements, in which case 
coverage will be prospective and start within 30 days of when the Group or the 
Group's designee receives notice and We receive Premium payment; or 


3. During an annual 30-day open enrollment period, in which case coverage will be 
prospective and will start within 30 days of when the Group or the Group's 
designee receives notice of election and We receive Premium payment. 


The Subscriber or Subscriber's Child must pay the Premium rate that applies to 
individual coverage. Coverage will be the same as the coverage provided under this 
Certificate. The Child's children are not eligible for coverage under this option. 
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SECTION XXIII 


Conversion Right to a New Contract after Termination 


A. Circumstances Giving Rise to Right to Conversion. 
You have the right to convert to a new Contract if coverage under this Certificate 
terminates under the circumstances described below. 


1. Termination of the Group Contract. If the Group Contract between Us and the 
Group is terminated as set forth in the Termination of Coverage section of this 
Certificate, and the Group has not replaced the coverage with similar and 
continuous health care coverage, whether insured or self-insured, You are 
entitled to purchase a new Contract as a direct payment member. 


2. If You Are No Longer Covered in a Group. If Your coverage terminates under 
the Termination of Coverage section of this Certificate because You are no 
longer a member of a Group, You are entitled to purchase a new Contract as a 
direct payment member. 


3. On the Death of the Subscriber. If coverage terminates under the Termination 
of Coverage section of this Certificate because of the death of the Subscriber, 
the Subscriber's Dependents are entitled to purchase a new Contract as direct 
payment members. 


4. Termination of Your Marriage. If a Spouse's coverage terminates under the 
Termination of Coverage section of this Certificate because the Spouse becomes 
divorced from the Subscriber or the marriage is annulled, that former Spouse is 
entitled to purchase a new Contract as a direct payment member. 


5. Termination of Coverage of a Child. If a Child's coverage terminates under the 
Termination of Coverage section of this Certificate because the Child no longer 
qualifies as a Child, the Child is entitled to purchase a new Contract as a direct 
payment member. 


6. Termination of Your Temporary Continuation of Coverage. If coverage 
terminates under the Termination of Coverage section of this Certificate because 
You are no longer eligible for continuation of coverage, You are entitled to 
purchase a new Contract as a direct payment member. 


7. Termination of Your Young Adult Coverage. If a Child's young adult coverage 
terminates under the Termination of Coverage section of this Certificate, the 
Child is entitled to purchase a new Contract as a direct payment member. 


B. When to Apply for the New Contract. 
If You are entitled to purchase a new Contract as described above, You must apply to 
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Us for the new Contract within 60 days after termination of coverage under this 
Certificate. You must also pay the first Premium of the new Contract at the time You 
apply for coverage. 


C. The New Contract. 
We will offer You an individual direct payment Contract at each level of coverage (i.e., 
bronze, silver, gold or platinum) that Covers all benefits required by state and federal 
law. You may choose among any of the four (4) Contracts offered by Us. The coverage 
may not be the same as Your current coverage. 
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SECTION XXIV 


General Provisions 


1. Agreements Between Us and Participating Providers. 
Any agreement between Us and Participating Providers may only be terminated by Us 
or the Providers. This Certificate does not require any Provider to accept a Member as a 
patient. We do not guarantee a Member's admission to any Participating Provider or 
any health benefits program. 


2. Assignment. 
You cannot assign any benefits under this Certificate or legal claims based on a denial 
of benefits to any person, corporation or other organization. You cannot assign any 
monies due under this Certificate to any person, corporation or other organization 
unless it is an assignment to Your Provider for a surprise bill. See the How Your 
Coverage Works section of this Certificate for more information about surprise bills. Any 
assignment of benefits or legal claims based on a denial of benefits by You other than 
for monies due for a surprise bill will be void. Assignment means the transfer to another 
person or to an organization of Your right to the services provided under this Certificate 
or Your right to collect money from Us for those services. Nothing in this paragraph shall 
affect Your right to appoint a designee or representative as otherwise permitted by 
applicable law. 


3. Changes in this Certificate. 
We may unilaterally change this Certificate upon renewal, if We give the Group 30 days' 
prior written notice. 


4. Choice of Law. 
This Certificate shall be governed by the laws of the State of New York. 


5. Clerical Error. 
Clerical error, whether by the Group or Us, with respect to this Certificate, or any other 
documentation issued by Us in connection with this Certificate, or in keeping any record 
pertaining to the coverage hereunder, will not modify or invalidate coverage otherwise 
validly in force or continue coverage otherwise validly terminated. 


6. Conformity with Law. 
Any term of this Certificate which is in conflict with New York State law or with any 
applicable federal law that imposes additional requirements from what is required under 
New York State law will be amended to conform with the minimum requirements of such 
law. 


7. Continuation of Benefit Limitations. 
Some of the benefits in this Certificate may be limited to a specific number of visits, 
and/or subject to a Deductible. You will not be entitled to any additional benefits if Your 
coverage status should change during the year. For example, if Your coverage status 
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changes from covered family member to Subscriber, all benefits previously utilized 
when You were a covered family member will be applied toward Your new status as a 
Subscriber. 


8. Enrollment ERISA. 
The Group will develop and maintain complete and accurate payroll records, as well as 
any other records of the names, addresses, ages, and social security numbers of all 
Group Members covered under this Certificate, and any other information required to 
confirm their eligibility for coverage. 


The Group will provide Us with this information upon request. The Group may also have 
additional responsibilities as the "plan administrator" as defined by the Employee 
Retirement Income Security Act of 1974 ("ERISA"), as amended. The "plan 
administrator" is the Group, or a third party appointed by the Group. We are not the 
ERISA plan administrator. 


9. Entire Agreement. 
This Certificate, including any endorsements, riders and the attached applications, if 
any, constitutes the entire Certificate. 


10. Fraud and Abusive Billing. 
We have processes to review claims before and after payment to detect fraud and 
abusive billing. Members seeking services from Non-Participating Providers could be 
balance billed by the Non-Participating Provider for those services that are determined 
to be not payable as a result of a reasonable belief of fraud or other intentional 
misconduct or abusive billing. 


11. Furnishing Information and Audit. 
The Group and all persons covered under this Certificate will promptly furnish Us with 
all information and records that We may require from time to time to perform Our 
obligations under this Certificate. You must provide Us with information over the 
telephone for reasons such as the following: to allow Us to determine the level of care 
You need; so that We may certify care authorized by Your Physician; or to make 
decisions regarding the Medical Necessity of Your care. The Group will, upon 
reasonable notice, make available to Us, and We may audit and make copies of, any 
and all records relating to Group enrollment at the Group's New York office. 


12. Identification Cards. 
Identification ("ID") cards are issued by Us for identification purposes only. Possession 
of any ID card confers no right to services or benefits under this Certificate. To be 
entitled to such services or benefits, Your Premiums must be paid in full at the time the 
services are sought to be received. 


13. Incontestability. 
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No statement made by You will be the basis for avoiding or reducing coverage unless it 
is in writing and signed by You. All statements contained in any such written instrument 
shall be deemed representations and not warranties. 


14. Independent Contractors. 
Participating Providers are independent contractors. They are not Our agents or 
employees. We and Our employees are not the agent or employee of any Participating 
Provider. We are not liable for any claim or demand on account of damages arising out 
of, or in any manner connected with, any injuries alleged to be suffered by You, Your 
covered Spouse or Children while receiving care from any Participating Provider or in 
any Participating Provider's Facility. 


15. Input in Developing Our Policies.· 
Subscribers may participate in the development of Our policies by forwarding your 
suggestions or ideas to our Member Mailbox; Attn: CDPHP UBI Member Services 
Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057. 


16. Material Accessibility. 
We will give the Group, and the Group will give You ID cards, Certificates, riders and 
other necessary materials. 


17. More Information about Your Health Plan. 
You can request additional information about Your coverage under this Certificate. 
Upon Your request, We will provide the following information: 


• A list of the names, business addresses and official positions of Our board of 
directors, officers and members; and Our most recent annual certified financial 
statement which includes a balance sheet and a summary of the receipts and 
disbursements. 


• The information that We provide the State regarding Our consumer complaints. 
• A copy of Our procedures for maintaining confidentiality of Member information. 
• A copy of Our drug formulary. You may also inquire if a specific drug is 


Covered under this Certificate. 
• A written description of Our quality assurance program. 
• A copy of Our medical policy regarding an experimental or investigational drug, 


medical device or treatment in clinical trials. 
• Provider affiliations with participating Hospitals. 
• A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and 


where appropriate, other clinical information We may consider regarding a 
specific disease, course of treatment or Utilization Review guidelines, including 
clinical review criteria relating to a step therapy protocol override determination. 


• Written application procedures and minimum qualification requirements for 
Providers. 


• Documents that contain the processes, strategies, evidentiary standards, and 
other factors used to apply a treatment limitation with respect to 
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medical/surgical benefits and mental health or substance use disorder benefits 
under the Certificate. 


18. Notice. 
Any notice that We give You under this Certificate will be mailed to Your address as it 
appears in Our records or delivered electronically if You consent to electronic delivery or 
to the address of the Group. If notice is delivered to You electronically, You may also 
request a copy of the notice from Us. You agree to provide Us with notice of any change 
of Your address. If You have to give Us any notice, it should be sent by U.S. mail, first 
class, postage prepaid to: the address on Your ID card. 


19. Premium Refund. 
We will give any refund of Premiums, if due, to the Group. 


20. Recovery of Overpayments. 
On occasion, a payment will be made to You when You are not covered, for a service 
that is not Covered, or which is more than is proper. When this happens, We will explain 
the problem to You and You must return the amount of the overpayment to Us within 60 
days after receiving notification from Us. However, We shall not initiate overpayment 
recovery efforts more than 24 months after the original payment was made unless We 
have a reasonable belief of fraud or other intentional misconduct. 


21. Renewal Date. 
The renewal date for this Certificate is the anniversary of the effective date of the Group 
Contract of each year. This Certificate will automatically renew each year on the 
renewal date, unless otherwise terminated by Us as permitted by this Certificate or by 
the Group upon 30 days' prior written notice to Us. 


22. Right to Develop Guidelines and Administrative Rules. 
We may develop or adopt standards that describe in more detail when We will or will not 
make payments under this Certificate. Examples of the use of the standards are to 
determine whether: Hospital inpatient care was Medically Necessary; surgery was 
Medically Necessary to treat Your illness or injury; or certain services are skilled care. 
Those standards will not be contrary to the descriptions in this Certificate. If You have a 
question about the standards that apply to a particular benefit, You may contact Us and 
We will explain the standards or send You a copy of the standards. We may also 
develop administrative rules pertaining to enrollment and other administrative matters. 
We shall have all the powers necessary or appropriate to enable Us to carry out Our 
duties in connection with the administration of this Certificate. 


We review and evaluate new technology according to technology evaluation criteria 
developed by Our medical directors and reviewed by a designated committee, which 
consists of Health Care Professionals from various medical specialties. Conclusions of 
the committee are incorporated into Our medical policies to establish decision protocols 
for determining whether a service is Medically Necessary, experimental or 
investigational, or included as a Covered benefit. 
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23. Right to Offset. 
If We make a claim payment to You or on Your behalf in error or You owe Us any 
money, You must repay the amount You owe Us. Except as otherwise required by law, 
if We owe You a payment for other claims received, We have the right to subtract any 
amount You owe Us from any payment We owe You. 


24. Severability. 
The unenforceability or invalidity of any provision of this Certificate shall not affect the 
validity and enforceability of the remainder of this Certificate. 


25. Significant Change in Circumstances. 
If We are unable to arrange for Covered Services as provided under this Certificate as 
the result of events outside of Our control, We will make a good faith effort to make 
alternative arrangements. These events would include a major disaster, epidemic, the 
complete or partial destruction of facilities, riot, civil insurrection, disability of a 
significant part of Participating Providers' personnel, or similar causes. We will make 
reasonable attempts to arrange for Covered Services. We and Our Participating 
Providers will not be liable for delay, or failure to provide or arrange for Covered 
Services if such failure or delay is caused by such an event. 


26. Subrogation and Reimbursement. 
These paragraphs apply when another party (including any insurer) is, or may be found 
to be, responsible for Your injury, illness or other condition and We have provided 
benefits related to that injury, illness or condition. As permitted by applicable state law, 
unless preempted by federal law, We may be subrogated to all rights of recovery 
against any such party (including Your own insurance carrier) for the benefits We have 
provided to You under this Certificate. Subrogation means that We have the right, 
independently of You, to proceed directly against the other party to recover the benefits 
that We have provided. 


Subject to applicable state law, unless preempted by federal law, We may have a right 
of reimbursement if You or anyone on Your behalf receives payment from any 
responsible party (including Your own insurance carrier) from any settlement, verdict or 
insurance proceeds, in connection with an injury, illness, or condition for which We 
provided benefits. Under Section 5-335 of the New York General Obligations Law, Our 
right of recovery does not apply when a settlement is reached between a plaintiff and 
defendant, unless a statutory right of reimbursement exists. The law also provides that, 
when entering into a settlement, it is presumed that You did not take any action against 
Our rights or violate any contract between You and Us. The law presumes that the 
settlement between You and the responsible party does not include compensation for 
the cost of health care services for which We provided benefits. 


We request that You notify Us within 30 days of the dale when any notice is given to 
any party, including an insurance company or attorney, of Your intention to pursue or 
investigate a claim to recover damages or obtain compensation due to injury, illness or 
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condition sustained by You for which We have provided benefits. You must provide all 
information requested by Us or Our representatives including, but not limited to, 
completing and submitting any applications or other forms or statements as We may 
reasonably request. 


27. Third Party Beneficiaries. 
No third party beneficiaries are intended to be created by this Certificate and nothing in 
this Certificate shall confer upon any person or entity other than You or Us any right, 
benefit, or remedy of any nature whatsoever under or by reason of this Certificate. No 
other party can enforce this Certificate's provisions or seek any remedy arising out of 
either Our or Your performance or failure to perform any portion of this Certificate, or to 
bring an action or pursuit for the breach of any terms of this Certificate. 


28. Time to Sue. 
No action at law or in equity may be maintained against Us prior to the expiration of 60 
days after written submission of a claim has been furnished to Us as required in this 
Certificate. You must start any lawsuit against Us under this Certificate within two (2) 
years from the date the claim was required to be filed. 


29. Translation Services. 
Translation services are available under this Certificate for non-English speaking 
Members. Please contact Us at the number on Your ID card to access these services. 


30. Venue for Legal Action. 
If a dispute arises under this Certificate, it must be resolved in a court located in the 
State of New York. You agree not to start a lawsuit against Us in a court anywhere else. 
You also consent to New York State courts having personal jurisdiction over You. That 
means that, when the proper procedures for starting a lawsuit in these courts have been 
followed, the courts can order You to defend any action We bring against You. 


31. Waiver. 
The waiver by any party of any breach of any provision of this Certificate will not be 
construed as a waiver of any subsequent breach of the same or any other provision. 
The failure to exercise any right hereunder will not operate as a waiver of such right. 


32. Who May Change this Certificate. 
This Certificate may not be modified, amended, or changed, except in writing and 
signed by Our Chief Executive Officer ("CEO") or a person designated by the CEO. No 
employee, agent, or other person is authorized to interpret, amend, modify, or otherwise 
change this Certificate in a manner that expands or limits the scope of coverage, or the 
conditions of eligibility, enrollment, or participation, unless in writing and signed by the 
CEO or person designated by the CEO. 


33. Who Receives Payment under this Certificate. 
Payments under this Certificate for services provided by a Participating Provider will be 
made directly by Us to the Provider. If You receive services from a Non-Participating 
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Provider, We reserve the right to pay either You or the Provider. If You assign benefits 
for a surprise bill to a Non-Participating Provider, We will pay the Non-Participating 
Provider directly. See the How Your Coverage Works section of this Certificate for more 
information about surprise bills. 


34. Workers' Compensation Not Affected. 
The coverage provided under this Certificate is not in lieu of and does not affect any 
requirements for coverage by workers' compensation insurance or law. 


35. Your Medical Records and Reports. 
In order to provide Your coverage under this Certificate, it may be necessary for Us to 
obtain Your medical records and information from Providers who treated You. Our 
actions to provide that coverage include processing Your claims, reviewing Grievances, 
Appeals or complaints involving Your care, and quality assurance reviews of Your care, 
whether based on a specific complaint or a routine audit of randomly selected cases. By 
accepting coverage under this Certificate, except as prohibited by state or federal law, 
You automatically give Us or Our designee permission to obtain and use Your medical 
records for those purposes and You authorize each and every Provider who renders 
services to You to: 


• Disclose all facts pertaining to Your care, treatment, and physical condition to 
Us or to a medical, dental, or mental health professional that We may engage 
to assist Us in reviewing a treatment or claim, or in connection with a complaint 
or quality of care review; 


• Render reports pertaining to Your care, treatment, and physical condition to Us, 
or to a medical, dental, or mental health professional that We may engage to 
assist Us in reviewing a treatment or claim; and 


• Permit copying of Your medical records by Us. 


We agree to maintain Your medical information in accordance with state and federal 
confidentiality requirements. However, to the extent permitted under state or federal 
law, You automatically give Us permission to share Your information with the New York 
State Department of Health, quality oversight organizations, and third parties with which 
We contract to assist Us in administering this Certificate, so long as they also agree to 
maintain the information in accordance with state and federal confidentiality 
requirements. 


36. Your Rights. 
You have the right to obtain complete and current information concerning a diagnosis, 
treatment and prognosis from a Physician or other Provider in terms You can 
reasonably understand. When it is not advisable to give such information to You, the 
information shall be made available to an appropriate person acting on Your behalf. 


You have the right to receive information from Your Physician or other Provider that You 
need in order to give Your informed consent prior to the start of any procedure or 
treatment. 
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You have the right to refuse treatment to the extent permitted by law and to be informed 
of the medical consequences of that action. 


You have the right to formulate advance directives regarding Your care. 
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Section XXV 


Other Covered Services 


Out of Service Area Benefit for Covered Student Dependents 


Full-Time Student Dependent: A full-time student in a degree program at a 
postsecondary educational institution as found in Section 102 of the Higher Education 
Act of 1965; or, a full-time student participating in an extended course of study at a 
registered or licensed business or trade school leading to eligibility for licensure or 
certification in a vocation or technical field. 


In addition to the Medically Necessary services Covered under the Certificate, when a 
Covered student Dependent is attending school outside of CDP HP UBl's Service Area, 
CDPHP UBI will provide additional Coverage for the following: 


i. Medically Necessary services rendered outside the CDPHP UBI Service Area, subject 
to the prior approval requirement stated below. 


ii. Coverage outside of the Service Area does not apply during vacations and/or summer 
recess. If a student Dependent is enrolled in classes required toward their elected 
course of study during periods usually deemed to be vacation and/or summer recess, 
Coverage outside of the Service Area as described above will remain in effect. 


iii. Preventive Care rendered outside the Service Area which is not for the purpose of 
treating a particular illness, injury or disease is excluded. Preventive Care will be 
Covered under the Certificate only when it is provided or arranged by the Member's 
Primary Care Physician in the Service Area. 


iv. Out of area coverage for student Dependents is not limited to students age 19 and 
older, as long as the other requirements stated in this section are met. 


Prior Approval Requirement for Out of Service Area Coverage 
i. Except for Emergency care as provided by the Certificate, prior approval must be 
obtained before services rendered to student Dependents out of the Service Area under 
this Contract 
ii. If a student Dependent has an illness, injury or disease which 
a. Results in absence from classes for more than two consecutive school weeks or; 
b. Requires continued medical treatment for more than 60 days, then CDP HP UBI 
reserves the right to require the student Dependent to return to CDPHP UBl's Service 
Area to obtain Medically Necessary services from Participating Providers. 
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CDPHP UBI SCHEDULE OF BENEFITS 


COST-SHARING Preferred Provider Member Participating Provider Non-Participating Provider 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Deductible 


• Individual Included with Participating $2,000 None 
Provider Deductible 


• Family Included with Participating $5,000 None 
Provider Deductible 


Out-of-Pocket Limit 


• Individual Included with Participating $5,000 None 
Provider Out-of-Pocket Limit 


• Family Included with Participating $12,500 None 
Provider Out-of-Pocket Limit 


Non-Participating Provider 
services are not Covered 
except as required for 
emergency care and Urgent 
Care. 


OFFICE VISITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-SharinQ Cost-Sharina 


Primary Care Office Visits (or N/A $40 Copayment not subject to Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You pay the full cost 


Specialist Office Visits ( or N/A $60 Copayment not subject to Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


PREVENTIVE CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


• Well Child Visits and N/A Covered in full Non-Participating Provider See benefit for 
services are not Covered and description 


Immunizations* You pay the full cost 


Preauthorization Required 
for Immunizations for 
Respiratorv Svncvtial Virus 


02-0001-2018 1 







• Adult Annual Physical N/A Covered in full Non-Participating Provider 
services are not Covered and 


Examinations* You pay the full cost 


• Adult Immunizations* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Routine Gynecological N/A Covered in full Non-Participating Provider 
services are not Covered and 


Services/Well Woman You pay the full cost 
Exams* 


. Mammograms, Screening N/A Covered in full Non-Participating Provider 
services are not Covered and 


and Diagnostic Imaging for You pay the full cost 
the Detection of Breast 


Cancer 


• Sterilization Procedures for N/A Covered in full Non-Participating Provider 
services are not Covered and 


Women* You pay the full cost 


• Vasectomy N/A See Surgical Services Cost- Non-Participating Provider 
Sharing services are not Covered and 


You pay the full cost 


• Bone Density Testing * N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Screening for Prostate 


Cancer 


• Performed in PCP Office N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in Specialist N/A Covered in full Non-Participating Provider 
services are not Covered and 


Office You pay the full cost 


• All other preventive services N/A Covered in full Non-Participating Provider 
services are not Covered and 


required by USPSTF and You pay the full cost 


HRSA 
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• *When preventive services N/A Use Cost-Sharing for Use Cost-Sharing for 


are not provided in 
appropriate service (Primary appropriate service (Primary 
Care Office Visit; Specialist Care Office Visit; Specialist 


accordance with the Office Visit; Diagnostic Office Visit; Diagnostic 


comprehensive guidelines 
Radiology Services; Radiology Services; 
Laboratory Procedures and Laboratory Procedures and 


supported by USPSTF and Diagnostic Testing) Diagnostic Testing) 


HRSA 


EMERGENCY CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost• Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Pre-Hospital Emergency N/A 20% Coinsurance after 20% Coinsurance after See benefit for 
Medical Services (Ambulance Deductible Deductible description 
Services) 


Non-Emergency Ambulance N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Services Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
all Non-Emergency 
Ambulance Services 
lncludina Air Ambulance 


Emergency Department N/A 20% Coinsurance after 20% Coinsurance after See benefit for 
Deductible Deductible description 


Copayment / Coinsurance 
waived if Hosoital admission 


Urgent Care Center N/A $50 Copayment not subject to $50 Copayment not subject to See benefit for 
Deductible Deductible descriotion 


PROFESSIONAL SERVICES Preferred Provider Member Participating Provider Non-Participating Provider Limits 
and OUTPATIENT CARE Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharina Cost-Sharina 


Acupuncture N/A $60 Copayment not subject to Non-Participating Provider Limited to 10 Visits 
Deductible services are not Covered and per Plan Year 


You oav the full cost 


Advanced Imaging Services See benefit for 
description 


• Performed in a Specialist Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You oav the full cost 
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• Performed as Outpatient Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization renuired 


Allergy Testing and Treatment See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


Preauthorization required 
after 60 tests 


Ambulatory Surgical Center N/A 20% Coinsurance after Non-Participating Provider See benefit for 


Facility Fee Deductible services are not Covered and description 
You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Anesthesia Service (all N/A Cost-Sharing included as part Non-Participating Provider See benefit for 


settings) of associated service services are not Covered and description 
You oav the full cost 


Autologous Blood Banking N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
of associated service services are not Covered and description 


You oav the full cost 


Cardiac and Pulmonary See benefit for 


Rehabilitation description 


• Performed in a Specialist N/A $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Performed as Inpatient N/A Included as part of inpatient Included as part of inpatient 


Hospital Services 
Hospital service Cost-Sharing Hospital service Cost-Sharing 


N/A 


Preauthorization required 
Bevond 36 Visits 
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Chemotherapy See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You oav the full cost 


Chiropractic Services N/A $60 Copayment not subject to Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pav the full cost 


Clinical Trials Use Cost-Sharing for Use Cost-Sharing for Use Cost-Sharing for See benefit for 
appropriate service appropriate service appropriate service description 


Preauthorization reauired 


Diagnostic Testing See benefit for 
description 


• Performed in a PCP Office Covered in Full $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Dialysis See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment not subject to Non-Participating Provider There are no visit 
Deductible services are not Covered and limits for Dialysis 


You pay the full cost treatments by a 
Non-Participating 
Provider. 
Preauthorization 
renuired. 
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• Performed in a Specialist N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Center You pay the full cost 


• Performed as Outpatient N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You oav the full cost 


Home Health Care N/A 20% Coinsurance after Non-Participating Provider Deductible, if any, 
Deductible services are not Covered and not to exceed $50 


You pay the full cost 


Preauthorization required There are no visit 
limits for Home 
Health Care 


Infertility Services N/A Use Cost-Sharing for Non-Participating Provider See benefit for 
appropriate service (Office services are not Covered and description 
Visit; Diagnostic Radiology You pay the full cost 
Services; Surgery; Labo~ftory 
& Diaanostic Procedures 


Infusion Therapy See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Home Infusion Therapy N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Infusion Therapy in All 
Locations 


Inpatient Medical Visits N/A Included as part of the Non-Participating Provider See benefit for 
Inpatient Hospital Cost-Sharing services are not Covered and description 


You pay the full cost 


lnterruotion of Preanancv 
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. Medically Necessary N/A Covered in Full Non-Participating Provider Unlimited 
services are not Covered and 


Abortions You pay the full cost 


• Elective Abortions N/A See Outpatient Hospital Non-Participating Provider 
Surgery Facility Charge Cost- services are not Covered and 
Sharina You oav the full cost 


Laboratory Procedures See benefit for 
description 


• Performed in a PCP Office Covered in Full $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Laboratory Facility You pay the full cost 


• Performed as Outpatient Covered in Full $60 Capayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization required for 
Genetic Testina 


Maternity and Newborn Care See benefit for 
description 


. Prenatal Care 


• Prenatal Care provided in N/A Covered in full Non-Participating Provider 
services are not Covered and 


accordance with the You pay the full cost 


comprehensive guidelines 


supported by USPSTF and 


HRSA 


• Prenatal Care that is not N/A Use Cost-Sharing for Non-Participating Provider 


provided in accordance 
appropriate service (Primary services are not Covered and 
Care Office Visit; Specialist You pay the full cost 


with the comprehensive Office Visit; Diagnostic 


guidelines supported by 
Radiology Services; 
Laboratory Procedures and 


USPSTF and HRSA Diagnostic Testing) 
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• Inpatient Hospital Service N/A 20% Coinsurance after Non-Participating Provider One ( 1) home care 
Deductible services are not Covered and visit is Covered at 


and Birthing Center You pay the full cost no Cost-Sharing if 
mother is 
discharged from 
Hospital early 


• Physician and Midwife N/A 20% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


Services for Delivery You pay the full cost 


• Breastfeeding Support, N/A Covered in full Non-Participating Provider Covered for 
services are not Covered and duration of breast 


Counseling and Supplies, You pay the full cost feeding 


Including Breast Pumps 


• Postnatal Care N/A Covered in full Non-Participating Provider 
services are not Covered and 
You oav the full cost 


Outpatient Hospital Surgery N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Facility Charge Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


Preadmission Testing N/A $40 Copayment not subject to Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Prescription Drugs 
Administered in Office or 
Outpatient Facilities 


• Performed in a PCP Office N/A Included as part of the PCP Non-Participating Provider 
office visit Cost-Sharing services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A Included as part of the Non-Participating Provider 


Office 
Specialist office visit Cost- services are not Covered and 
Sharing You pay the full cost 


• Performed in Outpatient N/A Use Cost-Sharing for Primary Non-Participating Provider 
Care Office Visit services are not Covered and 


Facilities You pay the full cost 


Preauthorization reauired 


Diagnostic Radiology Services See benefit for 
descriotion 
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• Performed in a PCP Office Covered in Full $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


. Performed in a Specialist Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


. Performed in a Freestanding Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Therapeutic Radiology See benefit for 
Services description 


• Performed in a Specialist Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient Covered in Full $60 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Rehabilitation Services N/A $60 Copayment not subject to Non-Participating Provider Physical Therapy 
(Physical Therapy, Deductible services are not Covered and is limited to 30 
Occupational Therapy or You pay the full cost visits per Plan 
Speech Therapy) Year. Occupational 


Therapy is limited 
to 30 visits per 
Plan Year. Speech 
Therapy is limited 
to 20 visits per 
Plan Year. 


Preauthorization required for 
Speech Therapy Beyond the 
First Visit 


Second Opinions on the N/A $60 Copayment not subject to Non-Participating Provider See benefit for 
Diagnosis of Cancer, Surgery Deductible services are not Covered and description 
and Other You nav the full cost 
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Second opinions on diagnosis 
of cancer are Covered at 
participating Cost-Sharing for 
non-participating Specialist. 


Preauthorization renuired 


Surgical Services (including See benefit for 
Oral Surgery; Reconstructive description 
Breast Surgery; Other 
Reconstructive and Corrective 
Surgery; Transplants; and 
Interruption of Pregnancy) 


• Inpatient Hospital Surgery N/A Included as part of Inpatient Non-Participating Provider All transplants 
Hospital Cost-Sharing services are not Covered and must be 


You pay the full cost performed at 
designated 
Facilities 


• Outpatient Hospital Surgery N/A Included as part of the Non-Participating Provider 
Outpatient Hospital Surgery services are not Covered and 
Facility Charge You pay the full cost 


• Surgery Performed at an N/A Included as part of Ambulatory Non-Participating Provider 


Ambulatory Surgical Center 
Surgical Center Cost-Sharing services are not Covered and 


You pay the full cost 


• Office Surgery N/A Included as Part of Office Visit Non-Participating Provider 
Cost-Share services are not Covered and 


You pay the full cost 


Preauthorization required 
For Cosmetic & 
Reconstructive Surgery, 
Bariatric Surgery, 
Abdominoplasty, 
Panniculectomy, Organ 
Transplant, Meniscal 
Allograft Transplant, and 
Dental Services Covered 
Under the Medical Benefit, 
including services required 
beyond initial Emergency 
Care for Accidental Dental 
(includes Orthodontia), and 
dental services required as a 
result of a Congenital 
Anomalv 
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Telemedicine Program N/A Use Cost-Sharing for Primary Non-Participating Provider See benefit for 
Care Office Visit services are not Covered and description 


You oav the full cost 


ADDITIONAL SERVICES, Preferred Provider Member Participating Provider Non-Participating Provider Limits 
EQUIPMENT and DEVICES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharino Cost-Sharin!I Cost-Sharina 


ABA Treatment for Autism N/A $40 Copayment not subject to Non-Participating Provider See benefit for 
Spectrum Disorder Deductible services are not Covered and description 


You pay the full cost 


Assistive Communication N/A $40 Copayment not subject to Non-Participating Provider See benefit for 
Devices for Autism Spectrum Deductible services are not Covered and description 
Disorder You pay the full cost 


Preauthorization reauired 


Diabetic Equipment, Supplies See benefit for 
and Self-Management description 
Education 


• Diabetic Equipment, Supplies N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


and Insulin (30-day supply} You pay the full cost 


• Diabetic Education N/A $40 Copayment not subject to Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
insulin oumo 


Durable Medical Equipment N/A 50% Coinsurance not subject Non-Participating Provider See benefit for 
and Braces to Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required 
For items exceeding $500 
and for Left Ventricular 
Assist Devices 


Cochlear Implants N/A 50% Coinsurance not subject Non-Participating Provider One (1) per ear per 
to Deductible services are not Covered and time Covered 


You pay the full cost 


Preauthorization required 
For items exceedina $500 


Hospice Care 


• Inpatient N/A 20% Coinsurance after Non-Participating Provider 210 days per Plan 
Deductible per admission services are not Covered and Year 


You pay the full cost 
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• Outpatient N/A $40 Copayment not subject to Non-Participating Provider (5) visits for family 
Deductible services are not Covered and bereavement 


You nav the full cost counselina 


Medical Supplies N/A 50% Coinsurance not subject Non-Participating Provider See benefit for 
to Deductible services are not Covered and description 


You pay the full cost 


Preauthorization reauired 


Prosthetic Devices 


• External N/A 50% Coinsurance not subject Non-Participating Provider 
to Deductible services are not Covered and 


You pay the full cost 


• Internal N/A Included as part of inpatient Non-Participating Provider Unlimited;See 
Hospital Cost-Sharing services are not Covered and benefit for 


You pay the full cost description 


Preauthorization required 
For items exceedina $500 


INPATIENT SERVICES and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
FACILITIES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharina Cost-Sharina 


Inpatient Hospital for a N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Continuous Confinement Deductible per admission services are not Covered and description 
(including an Inpatient Stay for You pay the full cost 
Mastectomy Care, Cardiac and 
Pulmonary Rehabilitation, and 
End of Life Care\ 


Observation Stay N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Skilled Nursing Facility N/A 20% Coinsurance after Non-Participating Provider 45 days per Plan 
(including Cardiac and Deductible per admission services are not Covered and Year 
Pulmonary Rehabilitation) You pay the full cost 


Preauthorization reauired 


Inpatient Rehabilitation N/A 20% Coinsurance after Non-Participating Provider 60 days per Plan 
Services (Physical, Speech Deductible per admission services are not Covered and Year combined 
and Occupational Therapy) You pay the full cost therapies 


Preauthorization reauired 


MENTAL HEALTH and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
SUBSTANCE USE Responsibility for Cost- Member Responsibility for Member Responsibility for 
DISORDER SERVICES Sharina Cost-Sharin!l Cost-Sharina 
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Inpatient Mental Health Care N/A 20% Coinsurance after Non-Participating Provider See benefit for 
including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Mental Health Care N/A $40 Copayment not subject to Non-Participating Provider See benefit for 
(including Partial Deductible services are not Covered and description 
Hospitalization and Intensive You pay the full cost 
Outpatient Proa ram Services\ 


Inpatient Substance Use N/A 20% Coinsurance after Non-Participating Provider See benefit for 
Services including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital\ 


Outpatient Substance Use N/A $40 Copayment not subject to Non-Participating Provider Unlimited; Up to 20 
Services (including Partial Deductible services are not Covered and visits per Plan Year 
Hospitalization, Intensive You pay the full cost may be used for 
Outpatient Program Services, family counseling 
and Medication Assisted 
Treatment\ 


WELLNESS BENEFITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharinq Cost-Sharinq Cost-Sharinq 


Wellness Programs Not applicable Not applicable Not applicable Additional rewards 
available for 
engaging in 
designated 
wellness activities 
as defined in the 
Wellness section of 
the Contract. 


National Diabetes Prevention Not applicable Not applicable Not applicable Reimbursement up 
Program Reimbursement to a maximum of 


five hundred 
dollars ($500) per 
Subscriber, per 
Plan Year. 
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Prescription Drug Coverage Rider 


Please refer to the Schedule of Benefits section of this Rider for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Covered Prescription Drugs. 
We Cover Medically Necessary Prescription Drugs that, except as specifically provided 
otherwise, can be dispensed only pursuant to a prescription and are: 


• Required by law to bear the legend "Caution - Federal Law prohibits dispensing 
without a prescription"; 


• FDA approved; 
• Ordered by a Provider authorized to prescribe and within the Provider's scope of 


practice; 
• Prescribed within the approved FDA administration and dosing guidelines; 
• On Our Formulary; and 
• Dispensed by a licensed pharmacy. 


Covered Prescription Drugs include, but are not limited to: 
• Self-injectable/administered Prescription Drugs. 
• Inhalers (with spacers). 
• Topical dental preparations. 
• Pre-natal vitamins, vitamins with fluoride, and single entity vitamins. 
• Osteoporosis drugs and devices approved by the FDA, or generic equivalents as 


approved substitutes, for the treatment of osteoporosis and consistent with the 
criteria of the federal Medicare program or the National Institutes of Health. 


• Nutritional formulas for the treatment of phenylketonuria, branched-chain 
ketonuria, galactosemia and homocystinuria. 


• Prescription or non-prescription enteral formulas for home use, whether 
administered orally or via tube feeding, for which a Physician or other licensed 
Provider has issued a written order. The written order must state that the enteral 
formula is Medically Necessary and has been proven effective as a disease
specific treatment regimen for patients whose condition would cause them to 
become malnourished or suffer from disorders resulting in chronic disability, 
mental retardation, or death, if left untreated, including but not limited to: inherited 
diseases of amino acid or organic acid metabolism; Crohn's disease; 
gastroesophageal reflux with failure to thrive; gastroesophageal motility such as 
chronic intestinal pseudo-obstruction; and multiple severe food allergies. 


• Modified solid food products that are low in protein or which contain modified 
protein to treat certain inherited diseases of amino acid and organic acid 
metabolism. 


• Prescription Drugs prescribed in conjunction with treatment or services Covered 
under the infertility treatment benefit in the Outpatient and Professional Services 
section of this Your Certificate. 


• Off-label cancer drugs, so long as the Prescription Drug is recognized for the 
treatment of the specific type of cancer for which it has been prescribed in one 
(1) of the following reference compendia: the American Hospital Formulary 
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Service-Drug Information; National Comprehensive Cancer Networks Drugs and 
Biologics Compendium; Thomson Micromedex DrugDex; Elsevier Gold 
Standard's Clinical Pharmacology; or other authoritative compendia as identified 
by the Federal Secretary of Health and Human Services or the Centers for 
Medicare and Medicaid Services; or recommended by review article or editorial 
comment in a major peer reviewed professional journal. 


• Orally administered anticancer medication used to kill or slow the growth of 
cancerous cells. 


• Smoking cessation drugs, including over-the-counter drugs for which there is a 
written order and Prescription Drugs prescribed by a Provider. 


• Prescription Drugs for the treatment of mental health and substance use 
disorders, including drugs for detoxification, maintenance and overdose reversal. 


• Contraceptive drugs or devices or generic equivalents approved as substitutes 
by the FDA. 


You may request a copy of Our Formulary. Our Formulary is also available on Our 
website at www.cdphp.com. You may inquire if a specific drug is Covered under this 
Rider by contacting Us at the number on Your ID card. 


B. Refills. 
We Cover Refills of Prescription Drugs only when dispensed at a retail, mail order or 
designated pharmacy as ordered by an authorized Provider. Benefits for Refills will not 
be provided beyond one (1) year from the original prescription date. For prescription eye 
drop medication, We allow for the limited refilling of the prescription prior to the last day 
of the approved dosage period without regard to any coverage restrictions on early 
Refill of renewals. To the extent practicable, the quantity of eye drops in the early Refill 
will be limited to the amount remaining on the dosage that was initially dispensed. Your 
Cost-Sharing for the limited Refill is the amount that applies to each prescription or Refill 
as set forth in the Schedule of Benefits section of this Rider. 


C. Benefit and Payment Information. 
1. Cost-Sharing Expenses. You are responsible for paying the costs outlined in 


the Schedule of Benefits section of this Rider when Covered Prescription Drugs 
are obtained from a retail, mail order or designated pharmacy. 


You have a three (3) tier plan design, which means that Your out-of-pocket 
expenses will generally be lowest for Prescription Drugs on tier 1 and highest for 
Prescription Drugs on tier 3. Your out-of-pocket expense for Prescription Drugs 
on tier 2 will generally be more than for tier 1 but less than tier 3. 


You are responsible for paying the full cost (the amount the pharmacy charges 
You) for any non-Covered Prescription Drug, and Our contracted rates (Our 
Prescription Drug Cost) will not be available to You. 


2. Participating Pharmacies. For Prescription Drugs purchased at a retail, mail 
order or designated Participating Pharmacy, You are responsible for paying the 
lower of: 
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• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


In the event that Our Participating Pharmacies are unable to provide the Covered 
Prescription Drug, and cannot order the Prescription Drug within a reasonable 
time, You may, with Our prior written approval, go to a Non-Participating 
Pharmacy that is able to provide the Prescription Drug. We will pay You the 
Prescription Drug Cost for such approved Prescription Drug less Your required 
in-network Cost-Sharing. Contact Us at the number on Your ID card or visit Our 
website at www.cdphp.com to request approval. 


3. Non-Participating Pharmacies. We will not pay for any Prescription Drugs that 
You purchase at a Non-Participating retail or mail order Pharmacy other than as 
described above. 


4. Designated Pharmacies. If You require certain Prescription Drugs including, 
but not limited to specialty Prescription Drugs, We may direct You to a 
Designated Pharmacy with whom We have an arrangement to provide those 
Prescription Drugs. 


Generally, specialty Prescription Drugs are Prescription Drugs that are approved 
to treat limited patient populations or conditions; are normally injected, infused or 
require close monitoring by a Provider; or have limited availability, special 
dispensing and delivery requirements and/or require additional patient supports. 


If You are directed to a Designated Pharmacy and You choose not to obtain Your 
Prescription Drug from a Designated Pharmacy, You will not have coverage for 
that Prescription Drug. 


Following are the therapeutic classes of Prescription Drugs or conditions that are 
included in this program: 


• Age related macular edema; 
• Anemia, neutropenia, thrombocytopenia; 
• Contraceptives; 
• Cardiovascular; 
• Crohn's disease; 
• Cystic fibrosis; 
• Cytomegalovirus; 
• Endocrine disorders/neurologic disorders such as infantile spasms; 
• Enzyme deficiencies/liposomal storage disorders; 
• Gaucher's disease; 
• Growth hormone; 
• Hemophilia; 
• Hepatitis B, hepatitis C; 
• Hereditary angioedema; 
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• HIV/AIDS; 
• Immune deficiency; 
• Immune modulator; 
• Infertility; 
• I ran overload; 
• Iron toxicity; 
• Multiple sclerosis; 
• Oncology; 
• Osteoarthritis; 
• Osteoporosis; 
• Parkinson's disease; 
• Pulmonary arterial hypertension; 
• Respiratory condition; 
• Rheumatologic and related conditions (rheumatoid arthritis, psoriatic 


arthritis, ankylosing spondylitis, juvenile rheumatoid arthritis, psoriasis) 
• Transplant; 
• RSV prevention; 
• Inherited Autoinflammatory Diseases; 
• Phenylketonuria (PKU); 
• Ulcerative Colitis. 


5. Mail Order. Certain Prescription Drugs may be ordered through Our mail order 
pharmacy. You are responsible for paying the lower of: 


• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


To maximize Your benefit, ask Your Provider to write Your Prescription Order or 
Refill for a 90-day supply, with Refills when appropriate (not a 30-day supply with 
three (3) Refills). You may be charged the mail order Cost-Sharing for any 
Prescription Orders or Refills sent to the mail order pharmacy regardless of the 
number of days supply written on the Prescription Order or Refill. 


Prescription Drugs purchased through mail order will be delivered directly to Your 
home or office. 


We will provide benefits that apply to drugs dispensed by a mail order pharmacy 
to drugs that are purchased from a retail pharmacy when that retail pharmacy 
has a participation agreement with Us and Our vendor in which it agrees to be 
bound by the same terms and conditions as a participating mail order pharmacy. 


You or Your Provider may obtain a copy of the list of Prescription Drugs available 
through mail order by visiting Our website at www.cdphp.com or by calling the 
number on Your ID card. 


6. Tier Status. The tier status of a Prescription Drug may change periodically. 
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Changes will generally be quarterly, but no more than six (6) times per calendar 
year, based on Our periodic tiering decisions. These changes may occur without 
prior notice to You. However, if You have a prescription for a drug that is being 
moved to a higher tier (other than a Brand-Name Drug that becomes available as 
a Generic Drug as described below) We will notify You. When such changes 
occur, Your out-of-pocket expense may change. You may access the most up to 
date tier status on Our website at www.cdphp.com or by calling the number on 
Your ID card. 


7. When a Brand-Name Drug Becomes Available as a Generic Drug. When a 
Brand-Name Drug becomes available as a Generic Drug, the tier placement of 
the Brand-Name Prescription Drug may change. If this happens, the Brand
Name Drug will be removed from the Formulary and You no longer have benefits 
for that particular Brand-Name Drug. Please note, if You are taking a Brand
Name Drug that is being excluded due to a Generic Drug becoming available, 
You will receive advance written notice of the Brand-Name Drug exclusion. You 
may request a Formulary exception as outlined below and in the External Appeal 
section of Your Certificate. 


8. Formulary Exception Process. If a Prescription Drug is not on Our Formulary, 
You, Your designee or Your prescribing Health Care Professional may request a 
Formulary exception for a clinically-appropriate Prescription Drug in writing, 
electronically or telephonically. The request should include a statement from 
Your prescribing Health Care Professional that all Formulary drugs will be or 
have been ineffective, would not be as effective as the non-Formulary drug, or 
would have adverse effects. If coverage is denied under Our standard or 
expedited Formulary exception process, You are entitled to an external appeal as 
outlined in the External Appeal section of Your Certificate. Visit Our website at 
www.cdphp.com or call the number on Your ID card to find out more about this 
process. 


Standard Review of a Formulary Exception. We will make a decision and 
notify You or Your designee and the prescribing Health Care Professional no 
later than 72 hours after Our receipt of Your request. If We approve the request, 
We will Cover the Prescription Drug while You are taking the Prescription Drug, 
including any refills. 


Expedited Review of a Formulary Exception. If You are suffering from a 
health condition that may seriously jeopardize Your health, life or ability to regain 
maximum function or if You are undergoing a current course of treatment using a 
non-Formulary Prescription Drug, You may request an expedited review of a 
Formulary exception. The request should include a statement from Your 
prescribing Health Care Professional that harm could reasonably come to You if 
the requested drug is not provided within the timeframes for Our standard 
Formulary exception process. We will make a decision and notify You or Your 
designee and the prescribing Health Care Professional no later than 24 hours 
after Our receipt of Your request. If We approve the request, We will Cover the 
Prescription Drug while You suffer from the health condition that may seriously 
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jeopardize Your health, life or ability to regain maximum function or for the 
duration of Your current course of treatment using the non-Formulary 
Prescription Drug. 


9. Supply Limits. Except for contraceptive drugs or devices, We will pay for no 
more than a 30-day supply of a Prescription Drug purchased at a retail pharmacy 
or Designated Pharmacy. You are responsible for one (1) Cost-Sharing amount 
for up to a 30-day supply. 


You may have an initial three-month supply of a contraceptive drug or device 
dispensed to You. For subsequent dispensing of the same contraceptive drug or 
device, You may have the entire prescribed supply (of up to 12 months) of the 
contraceptive drug or device dispensed at the same time. Contraceptive drugs 
and devices are not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


Benefits will be provided for Prescription Drugs dispensed by a mail order 
pharmacy in a quantity of up to a 90-day supply. You are responsible for one (1) 
Cost-Sharing amount for a 30-day supply up to a maximum of two and a half 
(2.5) Cost-Sharing amounts for a 90-day supply. 


Specialty Prescription Drugs may be limited to a 30-day supply when obtained at 
a retail or mail order pharmacy. You may access Our website at www.cdphp.com 
or by calling the number on Your ID card for more information on supply limits for 
specialty Prescription Drugs. 


Some Prescription Drugs may be subject to quantity limits based on criteria that 
We have developed, subject to Our periodic review and modification. The limit 
may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. You can determine whether a 
Prescription Drug has been assigned a maximum quantity level for dispensing by 
accessing Our website at www.cdphp.com or by calling the number on Your ID 
card. If We deny a request to Cover an amount that exceeds Our quantity level, 
You are entitled to an Appeal pursuant to the Utilization Review and External 
Appeal sections of Your Certificate. 


10. Emergency Supply of Prescription Drugs for Substance Use Disorder 
Treatment. If You have an Emergency Condition, You may immediately access, 
without Preauthorization, a five (5) day emergency supply of a Covered 
Prescription Drug for the treatment of a substance use disorder, including a 
Prescription Drug to manage opioid withdrawal and/or stabilization and for opioid 
overdose reversal. If You have a Copayment, it will be prorated. If You receive an 
additional supply of the Prescription Drug within the 30-day period in which You 
received the emergency supply, Your Copayment for the remainder of the 30-day 
supply will also be prorated. In no event will the prorated Copayment(s) total 
more than Your Copayment for a 30-day supply. 
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In this paragraph, "Emergency Condition" means a substance use disorder 
condition that manifests itself by Acute symptoms of sufficient severity, including 
severe pain or the expectation of severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably 
expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition or, with respect 


to a pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


11. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial 
limited prescription for a seven (7) day supply or less of any schedule II, 111, or IV 
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment 
will be prorated. If You receive an additional supply of the Prescription Drug 
within the 30-day period in which You received the seven (7) day supply, Your 
Copayment for the remainder of the 30-day supply will also be prorated. In no 
event will the prorated Copayment(s) total more than Your Copayment for a 30-
day supply. 


12. Cost-Sharing for Orally-Administered Anti-Cancer Drugs. Your Cost-Sharing 
for orally-administered anti-cancer drugs is at least as favorable to You as the 
Cost-Sharing amount, if any, that applies to intravenous or injected anticancer 
medications Covered under the Outpatient and Professional Services section of 
Your Certificate. 


13. Split Fill Dispensing Program. The split fill dispensing program is designed to 
prevent wasted Prescription Drugs if Your Prescription Drug or dose changes. 
The Prescription Drugs that are included under this program have been identified 
as requiring more frequent follow up to monitor response to treatment and 
reactions. You will initially get a 15-day supply of Your Prescription Order for 
certain drugs filled at a pharmacy instead of the full Prescription Order. You 
initially pay a lesser Cost-Sharing based on what is dispensed. The therapeutic 
classes of Prescription Drugs that are included in this program are: 
Antivirals/Anti-infectives and Oncology. This program applies for the first 60 days 
when You start a new Prescription Drug. This program will not apply upon You or 
Your Provider's request. You or Your Provider can opt out by visiting Our website 
at www.cdphp.com or by calling the number on Your ID card. 


D. Medical Management. 
This Rider includes certain features to determine when Prescription Drugs should be 
Covered, which are described below. As part of these features, Your prescribing 
Provider may be asked to give more details before We can decide if the Prescription 
Drug is Medically Necessary. 
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1. Preauthorization. Preauthorization may be needed for certain Prescription 
Drugs to make sure proper use and guidelines for Prescription Drug coverage 
are followed. When appropriate, Your Provider will be responsible for obtaining 
Preauthorization for the Prescription Drug. 


For a list of Prescription Drugs that need Preauthorization, please visit Our 
website at www.cdphp.com or by calling the number on Your ID card. The list will 
be reviewed and updated from time to time. We also reserve the right to require 
Preauthorization for any new Prescription Drug on the market or for any currently 
available Prescription Drug which undergoes a change in prescribing protocols 
and/or indications regardless of the therapeutic classification, including if a 
Prescription Drug or related item on the list is not Covered under this Rider. Your 
Provider may check with Us to find out which Prescription Drugs are Covered. 


2. Step Therapy. Step therapy is a process in which You may need to use one (1) 
or more types of Prescription Drugs before We will Cover another as Medically 
Necessary. A "step therapy protocol" means Our policy, protocol or program that 
establishes the sequence in which We approve Prescription Drugs for Your 
medical condition. When establishing a step therapy protocol, We will use 
recognized evidence-based and peer reviewed clinical review criteria that also 
takes into account the needs of atypical patient populations and diagnoses. We 
check certain Prescription Drugs lo make sure that proper prescribing guidelines 
are followed. These guidelines help You get high quality and cost-effective 
Prescription Drugs. The Prescription Drugs that require Preauthorization under 
the step therapy program are also included on the Preauthorization drug list. If a 
step therapy protocol is applicable to Your request for coverage of a Prescription 
Drug, You, Your designee, or Your Health Care Professional can request a step 
therapy override determination as outlined in the Utilization Review section of 
Your Certificate. 


3. Therapeutic Substitution. Therapeutic substitution is an optional program that 
tells You and Your Providers about alternatives to certain prescribed drugs. We 
may contact You and Your Provider to make You aware of these choices. Only 
You and Your Provider can determine if the therapeutic substitute is right for You. 
We have a therapeutic drug substitutes list, which We review and update from 
time to time. For questions or issues about therapeutic drug substitutes, visit Our 
website at www.cdphp.com or by calling the number on Your ID card. 


E. Limitations/Terms of Coverage. 
1. We reserve the right to limit quantities, day supply, early Refill access and/or 


duration of therapy for certain medications based on Medical Necessity including 
acceptable medical standards and/or FDA recommended guidelines. 


2. If We determine that You may be using a Prescription Drug in a harmful or 
abusive manner, or with harmful frequency, Your selection of Participating 
Pharmacies may be limited. If this happens, We may require You to select a 
single Participating Pharmacy that will provide and coordinate all future 
pharmacy services. Benefits will be paid only if You use the selected single 
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Participating Pharmacy. If You do not make a selection within 31 days of the date 
We notify You, We will select a single Participating Pharmacy for You. 


3. Compounded Prescription Drugs will be Covered only when they contain at least 
one (1) ingredient that is a Covered legend Prescription Drug, and are obtained 
from a pharmacy that is approved for compounding. All compounded Prescription 
Drugs require Your Provider to obtain Preauthorization. Compounded 
Prescription Drugs are on tier 3. 


4. Various specific and/or generalized "use management" protocols will be used 
from time to time in order to ensure appropriate utilization of medications. Such 
protocols will be consistent with standard medical/drug treatment guidelines. The 
primary goal of the protocols is to provide Our Members with a quality-focused 
Prescription Drug benefit. In the event a use management protocol is 
implemented, and You are taking the drug(s) affected by the protocol, You will be 
notified in advance. 


5. Injectable drugs (other than self-administered injectable drugs) and diabetic 
insulin, oral hypoglycemics, and diabetic supplies and equipment are not 
Covered under this Rider but are Covered under other sections of Your 
Certificate. 


6. We do not Cover charges for the administration or injection of any Prescription 
Drug. Prescription Drugs given or administered in a Physician's office are 
Covered under the Outpatient and Professional Services section of Your 
Certificate. 


7. We do not Cover drugs that do not by law require a prescription, except for 
smoking cessation drugs, over-the-counter preventive drugs or devices provided 
in accordance with the comprehensive guidelines supported by HRSA or with an 
"A" or "B" rating from USPSTF, or as otherwise provided in this Rider. We do not 
Cover Prescription Drugs that have over-the-counter non-prescription 
equivalents, except if specifically designated as Covered in the drug Formulary. 
Non-prescription equivalents are drugs available without a prescription that have 
the same name/chemical entity as their prescription counterparts. 


8. We do not Cover Prescription Drugs to replace those that may have been lost or 
stolen. 


9. We do not Cover Prescription Drugs dispensed to You while in a Hospital, 
nursing home, other institution, Facility, or if You are a home care patient, except 
in those cases where the basis of payment by or on behalf of You to the Hospital, 
nursing home, Home Health Agency or home care services agency, or other 
institution, does not include services for drugs. 


10. We reserve the right to deny benefits as not Medically Necessary or experimental 
or investigational for any drug prescribed or dispensed in a manner contrary to 
standard medical practice. If coverage is denied, You are entitled to an Appeal as 
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described in the Utilization Review and External Appeal sections of Your 
Certificate. 


11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's 
professional judgment, should not be filled. 


F. General Conditions. 
1. You must show Your ID card to a retail pharmacy at the time You obtain Your 


Prescription Drug or You must provide the pharmacy with identifying information 
that can be verified by Us during regular business hours. You must include Your 
identification number on the forms provided by the mail order pharmacy from 
which You make a purchase. 


2. Drug Utilization, Cost Management and Rebates. We conduct various 
utilization management activities designed to ensure appropriate Prescription 
Drug usage, to avoid inappropriate usage, and to encourage the use of cost
effective drugs. Through these efforts, You benefit by obtaining appropriate 
Prescription Drugs in a cost-effective manner. The cost savings resulting from 
these activities are reflected in the premiums for Your coverage. We may also, 
from time to time, enter into agreements that result in Us receiving rebates or 
other funds ("rebates") directly or indirectly from Prescription Drug 
manufacturers, Prescription Drug distributors or others. Any rebates are based 
upon utilization of Prescription Drugs across all of Our business and not solely on 
any one Member's utilization of Prescription Drugs. Any rebates received by Us 
may or may not be applied, in whole or part, to reduce premiums either through 
an adjustment to claims costs or as an adjustment to the administrative expenses 
component of Our Prescription Drug premiums. Instead, any such rebates may 
be retained by Us, in whole or part, in order to fund such activities as new 
utilization management activities, community benefit activities and increasing 
reserves for the protection of Members. Rebates will not change or reduce the 
amount of any Copayment or Coinsurance applicable under Our Prescription 
Drug coverage. 


G. Definitions. 
Terms used in this section are defined as follows. (Other defined terms can be found in 
the Definitions section of Your Certificate). 


1. Brand-Name Drug: A Prescription Drug that: 1) is manufactured and 
marketed under a trademark or name by a specific drug manufacturer; or 2) We 
identify as a Brand-Name Prescription Drug, based on available data resources. 
All Prescription Drugs identified as "brand name" by the manufacturer, pharmacy, 
or Your Physician may not be classified as a Brand-Name Drug by Us. 


2. Designated Pharmacy: A pharmacy that has entered into an agreement with 
Us or with an organization contracting on Our behalf, to provide specific 
Prescription Drugs, including but not limited to, specialty Prescription Drugs. The 
fact that a pharmacy is a Participating Pharmacy does not mean that it is a 
Designated Pharmacy. 
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3. Formulary: The list that identifies those Prescription Drugs for which coverage 
may be available under this Rider. This list is subject to Our periodic review and 
modification (generally quarterly, but no more than six (6) times per calendar 
year). You may determine to which tier a particular Prescription Drug has been 
assigned by visiting Our website at www.cdphp.com or by calling the number on 
Your ID card. 


4. Generic Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand
Name Drug; or 2) We identify as a Generic Prescription Drug based on available 
data resources. All Prescription Drugs identified as "generic" by the 
manufacturer, pharmacy or Your Physician may not be classified as a Generic 
Drug by Us. 


5. Non-Participating Pharmacy: A pharmacy that has not entered into an 
agreement with Us to provide Prescription Drugs to Members. We will not make 
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy 
other than as described above. 


6. Participating Pharmacy: A pharmacy that has: 
• Entered into an agreement with Us or Our designee to provide 


Prescription Drugs to Members; 
• Agreed to accept specified reimbursement rates for dispensing 


Prescription Drugs; and 
• Been designated by Us as a Participating Pharmacy. 


A Participating Pharmacy can be either a retail or mail-order pharmacy. 


7. Prescription Drug: A medication, product or device that has been approved by 
the FDA and that can, under federal or state law, be dispensed only pursuant to 
a Prescription Order or Refill and is on Our Formulary. A Prescription Drug 
includes a medication that, due to its characteristics, is appropriate for self 
administration or administration by a non-skilled caregiver. 


8. Prescription Drug Cost: The amount, including a dispensing fee and any sales 
tax, We have agreed to pay Our Participating Pharmacies; as contracted 
between Us and Our pharmacy benefit manager for a Covered Prescription Drug 
dispensed at a Participating Pharmacy. If this Rider includes coverage at Non
Participating Pharmacies, the Prescription Drug Cost for a Prescription Drug 
dispensed at a Non-Participating Pharmacy is calculated using the Prescription 
Drug Cost that applies for that particular Prescription Drug at most Participating 
Pharmacies. 


9. Prescription Order or Refill: The directive to dispense a Prescription Drug 
issued by a duly licensed Health Care Professional who is acting within the 
scope of his or her practice. 


10. Usual and Customary Charge: The usual fee that a pharmacy charges 
individuals for a Prescription Drug without reference to reimbursement to the 
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pharmacy by third parties as required by Section 6826-a of the New York 
Education Law. 


Prescription Drug Coverage Schedule of Benefits 


PRESCRIPTION Preferred Participating Non-Participating 
DRUGS Provider Provider Member Provider Member 


Member Responsibility for Responsibility for 
Responsibility Cost-Sharing Cost-Sharing 
for Cost-


*Certain Sharing 
Prescription Drugs 
are not subject to 
Cost-Sharing 
when provided in 
accordance with 
the comprehensive 
guidelines 
supported by 
HRSA or if the 
item or service has 
an "A" or "B" rating 
from the USPSTF 
and obtained at a 
participating 
pharmacy 


Retail Pharmacv 
30-day supply 


Tier 1 N/A $10 Copayment Non-Participating 
Provider services 


Tier2 N/A $40 Copayment are not Covered 
and You pay the 


Tier 3 N/A $70 Copayment full cost 


If You have an 
Emergency 
Condition, 
Preauthorization is 
not required for a 
five (5) day 
emergency supply 
of a Covered 
Prescription Drug 
used to treat a 
substance use 


Limits 


See 
benefit 
for 
descrip 
lion 
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disorder, including 
a Prescription 
Drug to manage 
opioid withdrawal 
and/or 
stabilization and 
for opioid 
overdose reversal. 
Mail Order Up to a 90-day 
Pharmacy supply 


Up to a 90-day 
supply 


Tier 1 N/A $25 Copayment Non-Participating See 
Provider services benefit 


Tier2 N/A $100 Copayment are not Covered for 
and You pay the descrip 


Tier3 N/A $175 Copayment full cost lion 


Enteral Formulas N/A Follows Cost-Share Non-Participating See 
for Retail Pharmacy Provider services benefit 
or Mail Order are not Covered for 
Pharmacy above and You pay the descrip 


full cost lion 


Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this 
Rider is attached shall also apply to this Rider except where specifically changed by this 
Rider. 
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Domestic Partner Rider 


A. Domestic Partner Coverage. 
This rider amends Your Certificate to provide coverage for domestic partners. This rider covers 
same or opposite gender domestic partners of Subscribers as Spouses. If You selected family 
coverage, Children covered under the Certificate also include the Children of Your domestic 
partner. Proof of the domestic partnership and financial interdependence must be submitted in 
the form of: 


1. Registration as a domestic partnership indicating that neither individual has been registered 
as a member of another domestic partnership within the last six (6) months, where such 
registry exists; or 


2. For partners residing where registration does not exist, by an alternative affidavit of 
domestic partnership. 
a. The affidavit must be notarized and must contain the following: 


• The partners are both 18 years of age or older and are mentally competent to 
consent to contract; 


• The partners are not related by blood in a manner that would bar marriage under 
laws of the State of New York; 


• The partners have been living together on a continuous basis prior to the date of 
the application; 


• Neither individual has been registered as a member of another domestic 
partnership within the last six (6) months; and 


b. Proof of cohabitation (e.g., a driver's license, tax return or other sufficient proof); and 
c. Proof that the partners are financially interdependent. Two (2) or more of the following 


are collectively sufficient to establish financial interdependence: 
• A joint bank account; 
• A joint credit card or charge card; 
• Joint obligation on a loan; 
• Status as an authorized signatory on the partner's bank account, credit card or 


charge card; 
• Joint ownership of holdings or investments; 
• Joint ownership of residence; 
• Joint ownership of real estate other than residence; 
• Listing of both partners as tenants on the lease of the shared residence; 
• Shared rental payments of residence (need not be shared 50/50); 
• Listing of both partners as tenants on a lease, or shared rental payments, for 


properly other than residence; 
• A common household and shared household expenses, e.g., grocery bills, utility 


bills, telephone bills, etc. (need not be shared 50/50); 
• Shared household budget for purposes of receiving government benefits; 
• Status of one as representative payee for the other's government benefits; 
• Joint ownership of major items of personal property (e.g., appliances, furniture); 
• Joint ownership of a motor vehicle; 
• Joint responsibility for child care (e.g., school documents, guardianship); 
• Shared child-care expenses, e.g., babysitting, day care, school bills (need not be 


shared 50/50); 
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• Execution of wills naming each other as executor and/or beneficiary; 
• Designation as beneficiary under the other's life insurance policy; 
• Designation as beneficiary under the other's retirement benefits account; 
• Mutual grant of durable power of attorney; 
• Mutual grant of authority to make health care decisions (e.g., health care power 


of attorney); 
• Affidavit by creditor or other individual able to testify to partners' financial 


interdependence; or 
• Other item(s) of proof sufficient to establish economic interdependency under the 


circumstances of the particular case. 


B. Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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Rider to Change DME Cost-Share 


Participating Provider Member Responsibility for Cost-Sharing for Durable Medical 
Equipment and Braces, Cochlear Implants, Medical Supplies and External Prosthetic Devices 
outlined in the Schedule of Benefits section of Your Certificate under the Participating 
Provider Member Responsibility for Cost-Sharing column has been changed. 


ADDITIONAL SERVICES, Participating Provider Limits 
EQUIPMENT and DEVICES Member Responsibility for 


Cost-Sharin!I 
Durable Medical Equipment 20% Coinsurance See benefit for description 
and Braces 


Preauthorization required for 
items exceeding $500 and for 
Left Ventricular Assist Devices 


Cochlear Implants 20% Coinsurance One (1) per ear per time 
Covered 


Preauthorization required for 
items exceeding $500 


Medical Supplies 20% Coinsurance See benefit for description 


Preauthorization required 


Prosthetic Devices 20% Coinsurance 


• External One (1) prosthetic device, per 
limb, per lifetime with coverage 


Preauthorization required for for repairs and replacements 


items exceedina $500 


All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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CDPHP UNIVERSAL BENEFITS,® INC. 
500 Patroon Creek Blvd.• Albany, NY 12206-1057 


The terms of the Contract to which these Riders are attached shall remain in full force 
and effect, except as amended by these Riders. 


By: 


CDPHP UNIVERSAL BENEFITS,® INC. 


z; 
John D. Bennett, MD, FACC 


President and CEO 











Stephen Obermayer 
BBL Construction Services LLC 
302 Washington Ave Ext 
Albany, NY 12203 
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With MetLife, you’ll have a choice of two comprehensive plans which provide payments in addition to any other insurance payments you 
may receive. Here are just some of the covered benefits/services, when an accident or illness puts you in the hospital.A 


COVERED BENEFITSB 
 
Please contact MetLife for detailed definitions and state variations of covered benefits. 
 
 


Hospital Benefits 


Subcategory Benefit Limits 
(Applies to Subcategory) 


Benefit Low 
Plan 


High 
Plan 


Admission Benefit  1 time(s) per calendar year 


Admission $500 $1,000 


ICU Supplemental Admission 
(Benefit paid concurrently with 
the Admission benefit when a 
Covered Person is admitted to 
ICU) 


$500 $1,000 


Confinement Benefit 


365 days per confinement  
ICU Supplemental Confinement will 
pay an additional benefit for 15 of 


those days 


Confinement² $100 $100 


ICU Supplemental Confinement 
(Benefit paid concurrently with 
the Confinement benefit when a 
Covered Person is admitted to 
ICU) 


$65 $65 


  
 
 
2 If the Admission Benefit is payable for a Confinement, the Confinement Benefit will begin to be payable the day after Admission.   


 


  


ADF# HI1993.18 


Hospital Indemnity  
Insurance Plan Summary  
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BENEFIT PAYMENT EXAMPLE FOR HIGH PLAN 


 
 


 
 
 
 
 
 
 
 
                                      
  
 


 
 
 


QUESTIONS & ANSWERS 
 


 
Who is eligible to enroll for this Hospital Indemnity coverage? 
You are eligible to enroll yourself and your eligible family members.D  You need to enroll during your Enrollment Period and be actively at 
work for your coverage to be effective.  Dependents to be enrolled may not be subject to a medical restriction as set forth in the 
Certificate.  Some states require the insured to have medical coverage. 


 
How do I pay for my Hospital Indemnity coverage? 
Premiums will be paid through payroll deduction, so you don’t have to worry about writing a check or missing a payment. 
 
What happens if my employment status changes? Can I take my coverage with me? 
Yes, you can take your coverage with you. You will need to continue to pay your premiums to keep your coverage in force. Your coverage 
will only end if you stop paying your premium, or if your employer cancels the group policy and offers you similar coverage with a different 
insurance carrier.E 


 
 


 
A Hospital does not include certain facilities such as nursing homes, convalescent care or extended care facilities.  See your Disclosure Statement or 
Outline of Coverage/Disclosure Document for full details. 
B Covered services/treatments must be the result of an accident or sickness as defined in the group policy/certificate.  See your Disclosure Statement or 
Outline of Coverage/Disclosure Document for more details. 
C Benefit amount is based on a sample MetLife plan design.  Plan design and plan benefits may vary. 
DCoverage is guaranteed provided (1) the employee is actively at work and (2) dependents to be covered are not subject to medical restrictions as set 
forth in the Certificate. Some states require the insured to have medical coverage. 
E Eligibility for portability through the Continuation of Insurance with Premium Payment provision may be subject to certain eligibility requirements and 
limitations. For more information, contact your MetLife representative. 
 
 
 
 
METLIFE'S HOSPITAL INDEMNITY INSURANCE IS A LIMITED BENEFIT GROUP INSURANCE POLICY. The policy is not intended to be a substitute 
for medical coverage and certain states may require the insured to have medical coverage to enroll for the coverage.  The policy or its provisions may 
vary or be unavailable in some states. Prior hospital confinement may be required to receive certain benefits.  Like most group accident and health 
insurance policies, policies offered by MetLife may contain certain exclusions, limitations and terms for keeping them in force.  For complete details of 
coverage and availability, please refer to the group policy form GPNP12-AX, GPNP13-HI, GPNP16-HI or GPNP12-AX-PASG, or contact MetLife. Benefits 
are underwritten by Metropolitan Life Insurance Company, New York, New York.  In certain states, availability of MetLife’s Group Hospital Indemnity 
Insurance is pending regulatory approval.


Covered Benefit 


High Plan 
Benefit 
AmountC 


 
Regular Hospital Admission 
1x 


$ 1,000 


ICU Supplemental Admission  
1x 


$1,000 


Regular Hospital Confinement  
3 total days 


$300 


ICU Supplemental Confinement  
1 day 


$65 


Benefits paid by MetLife 
Group Hospital Indemnity 
Insurance 


$2,365 


 


Susan has chest pains at home and after contacting her doctor she is 
instructed to head to her local hospital.  Upon arrival, the doctor examines 
Susan and advises that she requires immediate admission to the Intensive 
Care Unit for further evaluation and treatment.  After 2 days in the Intensive 
Care Unit, Susan moves to a standard room and spends 2 additional days 
recovering in the hospital.  Susan was released from the hospital, and her 
primary doctor is now keeping a close watch over her overall health. 
Depending on her health insurance, Susan’s out-of-pocket costs could run 
into hundreds of dollars to cover expenses like insurance co-payments and 
deductibles. MetLife Hospital Indemnity Insurance payments can be used 
to help cover these unexpected costs or in any other way Susan sees fit. 
 
The example to the right assumes Susan sought treatment at a group 
policyholder-designated facility and is therefore eligible for additional 
payment under the Benefit Supplement Rider. 
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Metropolitan Life Insurance Company
New York, New York


CERTIFICATE RIDER


Group Policy No.: 5973766-G


Policyholder: BBL Construction Services


Effective Date: November 1, 2020


The certificate is changed as shown below:


The definition of Domestic Partner is added as follows:


Domestic Partner means each of two people, one of whom is an employee of the Policyholder, who:


· have registered as each other’s domestic partner, civil union partner or reciprocal beneficiary with a
government agency where such registration is available; or


· are of the same or opposite sex and have a mutually dependent relationship so that each has an
insurable interest in the life of the other. Each person must be:


1. 18 years of age or older;
2. unmarried;
3. the sole domestic partner of the other person;
4. sharing a primary residence with the other person; and
5. not related to the other in a manner that would bar their marriage in the jurisdiction in which they


reside.


This rider is to be attached to and made a part of the Certificate
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Metropolitan Life Insurance Company
200 Park Avenue, New York, New York 10166


CERTIFICATE OF INSURANCE


Metropolitan Life Insurance Company ("MetLife"), a stock company, certifies that You are insured for the
benefits described in this certificate, subject to the provisions of this certificate. This certificate is issued to
You under the Group Policy and it includes the terms and provisions of the Group Policy that describe Your
insurance. PLEASE READ THIS CERTIFICATE CAREFULLY.


This certificate is part of the Group Policy. The Group Policy is a contract between MetLife and the
Policyholder and may be changed or ended without Your consent or notice to You.


This certificate describes insurance issued to You by MetLife. If You received any prior Certificate relating to
the insurance set forth herein, such Certificate is void.


Policyholder: BBL Construction Services


Group Policy Number: 5973766-G


Type of Insurance: Disability Income Insurance: Short Term Benefits


MetLife Toll Free Number(s):
For Claim Information
For General Information


1-800-GET-MET8 (1-800-438-6388)
1-800-GET-MET8 (1-800-438-6388)


THIS CERTIFICATE ONLY DESCRIBES SHORT TERM DISABILITY INCOME
INSURANCE.


FOR CALIFORNIA RESIDENTS: REVIEW THIS CERTIFICATE CAREFULLY. IF YOU
ARE 65 OR OLDER ON YOUR EFFECTIVE DATE OF THIS CERTIFICATE, YOU MAY
RETURN IT TO US WITHIN 30 DAYS FROM THE DATE YOU RECEIVE IT AND WE
WILL REFUND ANY PREMIUM YOU PAID. IN THIS CASE, THIS CERTIFICATE WILL
BE CONSIDERED TO NEVER HAVE BEEN ISSUED.


THE BENEFITS OF THE POLICY PROVIDING YOUR COVERAGE ARE GOVERNED PRIMARILY BY THE
LAW OF A STATE OTHER THAN FLORIDA.


THE GROUP INSURANCE POLICY PROVIDING COVERAGE UNDER THIS CERTIFICATE WAS ISSUED
IN A JURISDICTION OTHER THAN MARYLAND AND MAY NOT PROVIDE ALL THE BENEFITS
REQUIRED BY MARYLAND LAW.


New York Required Disclosure Statement: The insurance evidenced by this certificate provides
disability insurance only. It does NOT provide basic hospital, basic medical or major medical insurance as
defined by the New York State Insurance Department.


For New Hampshire Residents: 30 Day Right to Examine Certificate.
Please read this Certificate. You may return the Certificate to Us within 30 days from the date You receive it.
If you return it within the 30 day period, the Certificate will be considered never to have been issued and We
will refund any premium paid for insurance under this Certificate.


WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) WHICH FOLLOWS THIS PAGE.
PLEASE READ THE(SE) NOTICE(S) CAREFULLY.







NOTICE FOR RESIDENTS OF TEXAS


GCERT-TX-NOTICE 2020


Have a complaint or need help?


If you have a problem with a claim or your premium, call your insurance company or HMO first. If
you can't work out the issue, the Texas Department of Insurance may be able to help.


Even if you file a complaint with the Texas Department of Insurance, you should also file a
complaint or appeal through your insurance company or HMO. If you don't, you may lose
your right to appeal.


Metropolitan Life Insurance Company


To get information or file a complaint with your insurance company or HMO:


Call: Corporate Consumer Relations Department at 1-800-438-6388


Toll-free: 1-800-438-6388


Email: Johnstown_Complaint_Referrals@metlife.com


Mail: Metropolitan Life Insurance Company
700 Quaker Lane
2nd Floor
Warwick, RI 02886


The Texas Department of Insurance


To get help with an insurance question or file a complaint with the state:


Call with a question: 1-800-252-3439


File a complaint: www.tdi.texas.gov


Email: ConsumerProtection@tdi.texas.gov


Mail: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091


¿Tiene una queja o necesita ayuda?


Si tiene un problema con una reclamación o con su prima de seguro, llame primero a su
compañía de seguros o HMO. Si no puede resolver el problema, es posible que el
Departamento de Seguros de Texas (Texas Department of Insurance, por su nombre en
inglés) pueda ayudar.


Aun si usted presenta una queja ante el Departamento de Seguros de Texas, también debe
presentar una queja a través del proceso de quejas o de apelaciones de su compañía de
seguros o HMO. Si no lo hace, podría perder su derecho para apelar.


Metropolitan Life Insurance Company


Para obtener información o para presentar una queja ante su compañía de seguros o HMO:


Llame a: Departamento de Relaciones Corporativas del Consumidor al 1-800-438-6388







GCERT-TX-NOTICE 2020


Teléfono gratuito: 1-800-438-6388


Correo electrónico: Johnstown_Complaint_Referrals@metlife.com


Dirección postal: Metropolitan Life Insurance Company
700 Quaker Lane
2nd Floor
Warwick, RI 02886


El Departamento de Seguros de Texas


Para obtener ayuda con una pregunta relacionada con los seguros o para presentar una
queja ante el estado:


Llame con sus preguntas al: 1-800-252-3439


Presente una queja en: www.tdi.texas.gov


Correo electrónico: ConsumerProtection@tdi.texas.gov


Dirección postal: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091
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WORKERS’ COMPENSATION


This certificate does not replace or affect any requirement for coverage by workers’ compensation insurance.


MANDATORY DISABILITY INCOME BENEFIT LAWS


For Residents of California, Hawaii, New Jersey, New York, Rhode Island and Puerto Rico
This certificate does not affect any requirement for any government mandated temporary disability income
benefits law.
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If You have a question concerning Your coverage or a claim, first contact the Policyholder or group account
administrator. If, after doing so, You still have a concern, You may call the toll free telephone number shown
on the Certificate Face Page.


Policyholders have the right to file a complaint with the Arkansas Insurance Department (AID). You may call
AID to request a complaint form at (800) 852-5494 or (501) 371-2640 or write the Department at:


Arkansas Insurance Department
Consumer Services Division
1 Commerce Way, Suite 102
Little Rock, Arkansas 72202
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IMPORTANT NOTICE


TO OBTAIN ADDITIONAL INFORMATION, OR TO MAKE A COMPLAINT, CONTACT THE
POLICYHOLDER OR METLIFE AT:


METROPOLITAN LIFE INSURANCE COMPANY
ATTN: CONSUMER RELATIONS DEPARTMENT


500 SCHOOLHOUSE ROAD
JOHNSTOWN, PA 15904


1-800-438-6388


IF, AFTER CONTACTING THE POLICYHOLDER AND/OR METLIFE, YOU FEEL THAT A SATISFACTORY
SOLUTION HAS NOT BEEN REACHED, YOU MAY FILE A COMPLAINT WITH THE CALIFORNIA
DEPARTMENT OF INSURANCE DEPARTMENT AT:


DEPARTMENT OF INSURANCE
CONSUMER SERVICES


300 SOUTH SPRING STREET
LOS ANGELES, CA 90013


WEBSITE: http://www.insurance.ca.gov/


1-800-927-4357 (within California)
1-213-897-8921 (outside California)
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NOTICE FOR RESIDENTS OF CONNECTICUT


MANDATORY REHABILITATION


This certificate contains a mandatory rehabilitation provision, which may require you to participate in
vocational training or physical therapy when appropriate.
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IMPORTANT NOTICE


The laws of the state of Georgia prohibit insurers from unfairly discriminating against any person based upon
his or her status as a victim of family violence.
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If You have a question concerning Your coverage or a claim, first contact the Policyholder. If, after doing so,
You still have a concern, You may call the toll free telephone number shown on the Certificate Face Page.


If You are still concerned after contacting both the Policyholder and MetLife, You should feel free to contact:


Idaho Department of Insurance
Consumer Affairs


700 West State Street, 3rd Floor
PO Box 83720


Boise, Idaho 83720-0043
1-800-721-3272 or 208-334-4250 or www.DOI.Idaho.gov



http://www.doi.idaho.gov/
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IMPORTANT NOTICE


To make a complaint to MetLife, You may write to:


MetLife
200 Park Avenue


New York, New York 10166


The address of the Illinois Department of Insurance is:


Illinois Department of Insurance
Public Services Division
Springfield, Illinois 62767
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Questions regarding your policy or coverage should be directed to:


Metropolitan Life Insurance Company
1-800-438-6388


If you (a) need the assistance of the government agency that regulates insurance; or (b) have a complaint you
have been unable to resolve with your insurer you may contact the Department of Insurance by mail,
telephone or email:


State of Indiana Department of Insurance
Consumer Services Division
311 West Washington Street, Suite 300
Indianapolis, Indiana 46204


Consumer Hotline: (800) 622-4461; (317) 232-2395


Complaint can be filed electronically at www.in.gov/idoi
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CONTINUATION OF DISABILITY INCOME INSURANCE


1. If Your Disability Income Insurance ends due to a Plant Closing or Covered Partial Closing, such
insurance will be continued for 90 days after the date it ends.


2. If Your Disability Income Insurance ends because:


· You cease to be in an Eligible Class; or
· Your employment terminates;


for any reason other than a Plant Closing or Covered Partial Closing, such insurance will continue for 31 days
after the date it ends.


Continuation of Your Disability Income Insurance under the CONTINUATION OF INSURANCE WITH
PREMIUM PAYMENT subsection will end before the end of continuation periods shown above if You become
covered for similar benefits under another plan.


Plant Closing and Covered Partial Closing have the meaning set forth in Massachusetts Annotated Laws,
Chapter 151A, Section 71A.
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NOTICE FOR RESIDENTS OF TEXAS


THE INSURANCE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED IS NOT A POLICY OF
WORKERS’ COMPENSATION INSURANCE. YOU SHOULD CONSULT YOUR EMPLOYER TO
DETERMINE WHETHER YOUR EMPLOYER IS A SUBSCRIBER TO THE WORKERS’ COMPENSATION
SYSTEM.
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Notice of Protection Provided by
Utah Life and Health Insurance Guaranty Association


This notice provides a brief summary of the Utah Life and Health Insurance Guaranty Association ("the
Association") and the protection it provides for policyholders. This safety net was created under Utah law,
which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, health, or annuity
insurance company becomes financially unable to meet its obligations and is taken over by its insurance
regulatory agency. If this should happen, the Association will typically arrange to continue coverage and pay
claims, in accordance with Utah law, with funding from assessments paid by other insurance companies.


The basic protections provided by the Association are:
· Life Insurance


o $500,000 in death benefits
o $200,000 in cash surrender or withdrawal values


· Health Insurance
o $500,000 in hospital, medical and surgical insurance benefits
o $500,000 in long-term care insurance benefits
o $500,000 in disability income insurance benefits
o $500,000 in other types of health insurance benefits


· Annuities
o $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$500,000. Special rules may apply with regard to hospital, medical and surgical insurance benefits.


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
Coverage is conditioned on residency in this state and there are substantial limitations and exclusions. For a
complete description of coverage, consult Utah Code, Title 3 lA, Chapter 28.


Insurance companies and agents are prohibited by Utah law to use the existence of the Association
or its coverage to encourage you to purchase insurance. When selecting an insurance company, you
should not rely on Association coverage. If there is any inconsistency between Utah law and this
notice, Utah law will control.


To learn more about the above protections, as well as protections relating to group contracts or retirement
plans, please visit the Association's website at www.utlifega.org or contact:


Utah Life and Health Insurance Guaranty Assoc. Utah Insurance Department
60 East South Temple, Suite 500 3110 State Office Building
Salt Lake City UT 84111 Salt Lake City UT 84114-6901
(801) 320-9955 (801) 538-3800


A written complaint about misuse of this Notice or the improper use of the existence of the Association may
be filed with the Utah Insurance Department at the above address.
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IMPORTANT INFORMATION REGARDING YOUR INSURANCE


In the event You need to contact someone about this insurance for any reason please contact Your agent. If
no agent was involved in the sale of this insurance, or if You have additional questions You may contact the
insurance company issuing this insurance at the following address and telephone number:


MetLife
200 Park Avenue


New York, New York 10166
Attn: Corporate Consumer Relations Department


To phone in a claim related question, You may call Claims Customer Service at:
1-800-275-4638


If You have been unable to contact or obtain satisfaction from the company or the agent, You may contact the
Virginia State Corporation Commission’s Bureau of Insurance at:


Bureau of Insurance
Life and Health Division


P.O. Box 1157
Richmond, VA 23218-1157


1-804-371-9691 - phone
1-877-310-6560 - toll-free


1-804-371-9944 - fax
www.scc.virginia.gov - web address


BureauOfInsurance@scc.virginia.gov- email


Written correspondence is preferable so that a record of Your inquiry is maintained. When contacting Your
agent, company or the Bureau of Insurance, have Your policy number available.



http://www.scc.virginia.gov/
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KEEP THIS NOTICE WITH YOUR INSURANCE PAPERS


PROBLEMS WITH YOUR INSURANCE? - If You are having problems with Your insurance company or
agent, do not hesitate to contact the insurance company or agent to resolve Your problem.


MetLife
Attn: Corporate Consumer Relations Department


200 Park Avenue
New York, New York 10166


1-800-438-6388


You can also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a state agency which
enforces Wisconsin’s insurance laws, and file a complaint. You can contact the OFFICE OF THE
COMMISSIONER OF INSURANCE by contacting:


Office of the Commissioner of Insurance
Complaints Department


P.O. Box 7873
Madison, WI 53707-7873


1-800-236-8517 outside of Madison or 608-266-0103 in Madison.
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This schedule shows the benefits that are available under the Group Policy. You will only be insured for the
benefits:


● for which You become and remain eligible;
● which You elect, if subject to election; and
● which are in effect.


BENEFIT AMOUNTS AND HIGHLIGHTS


Disability Income Insurance For You: Short Term Benefits


You have elected the Short Term Disability Plan set forth below in this Schedule of Benefits. You may
elect an incremental amount that falls within the benefit amount options shown in the range below.


Plan: 26 Week Maximum Benefit Period:


Weekly Benefit................................................... $50.00 - $1,250.00 not to exceed the
percentage described below of Your
Predisability Earnings


For Class 1 60%


For Class 2 50%


For Class 3 25%


Weekly Benefit Incremental Amount.................. $25.00


Elimination Period………………………………… For Injury


● 14 days of Disability


For Sickness


● 14 days of Disability


Maximum Benefit Period*……………………… 26 weeks


Rehabilitation Incentives………………………… Yes


Additional Benefits:


Organ Donor Benefit……………………………... Yes


*The Maximum Benefit Period is subject to the LIMITED DISABILITY BENEFITS and DATE BENEFIT
PAYMENTS END sections.
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As used in this certificate, the terms listed below will have the meanings set forth below. When defined terms
are used in this certificate, they will appear with initial capitalization. The plural use of a term defined in the
singular will share the same meaning.


Actively at Work or Active Work means that You are performing all of the usual and customary duties of
Your job on a Full-Time basis. This must be done at:


· the Policyholder’s or Employer’s place of business;
· an alternate place approved by the Policyholder or Employer; or
· a place to which the Policyholder’s or Employer’s business requires You to travel.


You will be deemed to be Actively at Work during weekends or Policyholder or Employer approved vacations,
holidays or business closures if You were Actively at Work on the last scheduled work day preceding such
time off.


Appropriate Care and Treatment means medical care and treatment that is:


· given by a Physician whose medical training and clinical specialty are appropriate for treating Your
Disability;


· consistent in type, frequency and duration of treatment with relevant guidelines of national medical
research, health care coverage organizations and governmental agencies;


· consistent with a Physician’s diagnosis of Your Disability; and


· intended to maximize Your medical and functional improvement.


Beneficiary means the person(s) to whom We will pay insurance as determined in accordance with the
GENERAL PROVISIONS section.


Contributory Insurance means insurance for which the Policyholder requires You to pay any part of the
premium.


Disabled or Disability means that due solely to Impairment caused by accidental injury or Sickness, You are:


· prevented from performing the material and substantial duties of Your Regular Occupation;
· not Gainfully Employed; and
· receiving Appropriate Care and Treatment from a Physician who is appropriate to treat the condition


causing the Impairment.


We may waive the requirement of Appropriate Care and Treatment from a Physician if Your Physician
provides documentation acceptable to Us that continued care would be of no benefit to You.


If Your occupation requires a license, the fact that You lose Your license for any reason will not, in itself,
constitute Disability.


Domestic Partner - For the Domestic Partner Definition, please refer to the Domestic Partner Definition Rider
in the front of this certificate.


Elimination Period means the period of Your Disability during which We do not pay benefits. The Elimination
Period begins on the day You become Disabled and continues for the period shown in the SCHEDULE OF
BENEFITS.


Employer means the Policyholder, person, business or other entity from which You earn a salary or wages in
exchange for ongoing work or service. The term includes self-employment. You will be deemed to be self-
employed if You have earned income directly from Your own business, trade, or profession, for a period of 3
or more consecutive months.


Full-Time means Active Work of at least 30 hours per week on the Policyholder's regular work schedule for
the eligible class of employees to which You belong.


Gainfully Employed means actively engaged in an occupation for remuneration or profit.
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Impairment means a loss of use or function that can be evaluated by medical means.


Organ Transplant Procedure means the surgical removal of any one or more of Your organs for the purpose
of transplanting to another person.


Physician means:


● a person licensed to practice medicine in the jurisdiction where such services are performed; or
● any other person whose services, according to applicable law, must be treated as Physician's services for


purposes of the Group Policy. Each such person must be licensed in the jurisdiction where the service is
performed and must act within the scope of that license. Such person must also be certified and/or
registered if required by such jurisdiction.


The term does not include:


● You;
● Your Spouse; or
● any member of Your immediate family including Your and/or Your Spouse’s:


· parents;


· children (natural, step or adopted);


· siblings;


· grandparents;


· or grandchildren.


Predisability Earnings means gross salary or wages You were earning from the Policyholder. We calculate
this amount on a weekly basis.


The term does not include:


● commissions;
● awards and bonuses;
● overtime pay;
● the grant, award, sale, conversion and/or exercise of shares of stock or stock options;
● the Policyholder’s contributions on Your behalf to any deferred compensation arrangement or pension


plan; or
● any other compensation from the Policyholder.


Proof means Written evidence satisfactory to Us that a person has satisfied the conditions and requirements
for any benefit described in this certificate. When a claim is made for any benefit described in this certificate,
Proof must establish:


· the nature and extent of the loss or condition;


· Our obligation to pay the claim; and


· the claimant’s right to receive payment.


Proof must be provided at the claimant’s expense.


Regular Occupation means Your usual occupation (or occupations, if more than one) in which You are
Gainfully Employed at the time You become Disabled. If You are not Gainfully Employed at the time Your
Disability begins, Regular Occupation shall then mean any occupation(s) for which You are reasonably fitted
by Your education, training or experience.
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Rehabilitation Program means a program that has been approved by Us for the purpose of helping You
return to work. It may include, but is not limited to, Your participation in one or more of the following activities:


· return to work on a modified basis with a goal of resuming employment for which You are reasonably
qualified by training, education, experience and past earnings;


· on-site job analysis;


· job modification/accommodation;


· training to improve job-seeking skills;


· vocational assessment;


· short-term skills enhancement;


· vocational training; or


· restorative therapies to improve functional capacity to return to work.


Sickness means illness, disease or pregnancy, including complications of pregnancy.


Signed means any symbol or method executed or adopted by a person with the present intention to
authenticate a record, which is on or transmitted by paper or electronic media which is acceptable to Us and
consistent with applicable law.


Spouse means Your lawful spouse. Wherever the term "Spouse" appears in the certificate it shall, unless
otherwise specified, be read to include Your Domestic Partner.


We, Us and Our mean MetLife.


Written or Writing means a record which is on or transmitted by paper or electronic media which is
acceptable to Us and consistent with applicable law.


You and Your mean an employee who is insured under the Group Policy for the insurance described in this
certificate.
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ELIGIBLE CLASS(ES)


Class 1All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in a state other than California, Rhode Island, New York, New Jersey,
Hawaii or Puerto Rico.


Class 2All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in New York, New Jersey, Hawaii or Puerto Rico.


Class 3All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in California or Rhode Island.


DATE YOU ARE ELIGIBLE FOR INSURANCE


You may only become eligible for the insurance available for Your eligible class as shown in the SCHEDULE
OF BENEFITS.


You will be eligible for insurance made available to the members of Your eligible class on the date such
insurance takes effect under the Group Policy.


If You are in an eligible class on November 1, 2020, You will be eligible for the insurance described in this
certificate on that date.


If You enter an eligible class after November 1, 2020 You will be eligible for insurance on the first day of the
calendar month following the date You enter that class.


ENROLLMENT PROCESS


If You are eligible for an insurance benefit, You may enroll for such benefit by completing an enrollment form.
In addition, You must give evidence of Your insurability satisfactory to Us at Your expense, if You are required
to do so under the section entitled EVIDENCE OF INSURABILITY. If You enroll for Contributory Insurance,
You must also give Written permission for the Policyholder to deduct premiums from Your pay for such
insurance.


DATE YOUR INSURANCE TAKES EFFECT


Rules for Contributory Insurance


If You complete the enrollment process for Contributory Insurance before the date You become eligible, such
insurance will take effect as follows:


· if You are not required to give evidence of Your insurability, such insurance will take effect on the date
You become eligible, if You are Actively at Work on that date. If You are not Actively at Work on the date
insurance would otherwise take effect, insurance will take effect on the day You resume Active Work; or


· if You are required to give evidence of Your insurability and We determine that You are insurable, such
insurance will take effect on the date We state in Writing, if You are Actively at Work on that date. If You
are not Actively at Work on the date insurance would otherwise take effect, insurance will take effect on
the day You resume Active Work.
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If You complete the enrollment process for Contributory Insurance within 31 days after the date You become
eligible, such insurance will take effect as follows:


· if You are not required to give evidence of Your insurability, such benefit will take effect on the date You
complete the enrollment process, if You are Actively at Work on that date. If You are not Actively at Work
on the date insurance would otherwise take effect, insurance will take effect on the day You resume
Active Work; or


· if You are required to give evidence of Your insurability and We determine that You are insurable, such
insurance will take effect on the date We state in Writing, if You are Actively at Work on that date. If You
are not Actively at Work on the date insurance would otherwise take effect, insurance will take effect on
the day You resume Active Work.


If You complete the enrollment process for Contributory Insurance more than 31 days after the date You
become eligible, You must give evidence of Your insurability satisfactory to Us. You must give such evidence
at Your expense. If We determine that You are insurable, such insurance will take effect on the date We state
in Writing, if You are Actively at Work on that date. If You are not Actively at Work on the date insurance
would otherwise take effect, insurance will take effect on the day You resume Active Work.


See the DEFINITIONS section of this certificate for a complete list of Contributory Insurance benefits.


Changes To Your Insurance


You may decrease the amount of Your insurance by making a request to Us for such decrease at any time.


The decrease will take effect on the later of the date We receive the request or the date for the decrease to be
effective.


You may increase the amount of Your insurance, subject to any evidence of insurability requirements, by
making a request to Us for such increase during the Policyholder’s annual enrollment period.


If a change results in an increase in the amount of Your insurance and You:


· are required to give evidence of Your insurability satisfactory to Us for such increase as stated in the
section entitled EVIDENCE OF INSURABILITY, You must give Us such evidence at Your expense. If We
approve the increase, it will take effect on the date We state in Writing, if You are Actively at Work in an
eligible class on such date. If You are not Actively at Work in an eligible class on such date, the increase
will take effect on the date You resume such work.


· are not required to give evidence of Your insurability satisfactory to Us for such increase, You must be
Actively at Work in an eligible class on the date the increase is to take effect. If You are not Actively at
Work in an eligible class on such date, the increase will take effect on the date You resume such work.


Changes in Your Disability Income Insurance will only apply to Disabilities commencing on or after the date of
the change.


You may discontinue Your insurance under this certificate by making a request to Us for such discontinuance
at any time.
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DATE YOUR INSURANCE ENDS


Your insurance will end on the earliest of:


1. the date the Group Policy ends;
2. the date insurance ends for Your class;
3. the end of the period for which the last premium has been paid for You;
4. the date You cease to be in an eligible class for Disability Income Insurance, You will cease to be in an


eligible class on the date You cease Active Work in an eligible class, if You are not disabled on that date;
5. the date Your employment ends; or
6. the date You retire in accordance with the date Your employment ends.
In certain cases insurance may be continued as stated in the section entitled CONTINUATION OF
INSURANCE WITH PREMIUM PAYMENT.


Reinstatement of Disability Income Insurance


If Your insurance ends while You are employed with the Policyholder, You may become insured again as
follows:


1. If Your insurance ends because:


· You cease to be in an eligible class; or


· Your employment ends; and


· You become a member of an eligible class again within 31 days of the date Your insurance ended.


You will not have to provide evidence of Your insurability.


2. If Your insurance ends because You cease making the required premium while on an approved Family
and Medical Leave Act (FMLA) or other legally mandated leave of absence, and You become a member
of an eligible class within 31 days of the earlier of:


· The end of the period of leave You and the Policyholder agreed upon; or


· The end of the eligible leave period required under the FMLA or other similar legally mandated leave
of absence law,


You will not have to provide evidence of Your insurability.


3. In all other cases where Your insurance ends because the required premium for Your insurance has
ceased to be paid, You will be required to provide evidence of Your insurability.


If You become insured again as described in either item 1 or 2 above, the time periods that apply to Pre-
existing Conditions will be applied as if Your insurance had remained in effect with no interruption.


If You become insured again as described in item 3 above, the time periods that apply to Pre-existing
Conditions will be applied based on the date You became insured again. However, a new Pre-existing
Condition limitation time period will apply.







CONTINUATION OF INSURANCE WITH PREMIUM PAYMENT


GCERT2000 26
coi as amended by GCR15-07 WSTD


FOR FAMILY AND MEDICAL LEAVE


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) for
continuation of insurance. Please contact the Policyholder for information regarding the FMLA.


AT YOUR OPTION: PORTABILITY


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations,
it may be continued as described in this provision. This is referred to as “Continued Insurance”. Evidence of
insurability will not be required to obtain Continued Insurance. For purposes of this provision, insurance in
effect under the Group Policy for which the Policyholder remits premium is referred to in this provision as
Group Billed Insurance.


Except as provided within this provision, the benefits, terms and conditions of the Continued Insurance will be
the same as those provided under the Group Policy when the Group Billed Insurance terminated.


Requirements for Continued Insurance


Continued insurance will be made available to You if:


● Your Group Billed Insurance ends for any reason other than non-payment of premium;


● We receive Your completed Written request on a form approved by Us within 31 calendar days after
Your Group Billed Insurance ends; and


● You pay premiums required for Continued Insurance by the due date specified in the premium notice
that We provide to You.


Amount of Continued Insurance


The amount of insurance that may be continued under this provision is the amount of Group Billed Insurance
that is paid for by You that You were insured for on the day before Continued Insurance begins.


Group Billed Insurance is insurance in effect under the Group Policy for which the Policyholder remits
premium.


We will only allow You to decrease the benefit amount at the time You obtain or while You are covered for
Continued Insurance; however, the benefit amount cannot be decreased below the plan’s lowest incremental
election amount shown in the Schedule of Benefits. You may not request an increase in the benefit amount at
the time on or after the time You obtain, or, while You are covered for, Continued Insurance.


Continued Insurance Benefit for Partial Disability


You are Partially Disabled when We determine that due to an Impairment resulting from a Sickness or
accidental injury, You are unable to perform the material and substantial duties of Your Regular Occupation,
or any occupation for which You are or become reasonably fitted by Your education, training or experience,
but You are:


● working in a limited capacity for any Employer; and,
● receiving Appropriate Care and Treatment from a Physician.


If We receive Proof that You are Partially Disabled You will be eligible for a Partial Disability benefit as
follows:


● We will reduce the amount of Your Disability benefit, as set forth in the Schedule by 50%.


After a period of one week of Disability for which You received benefits under this certificate, and You return
to work, a Partial Disability benefit will apply. The Work Incentive is not applicable while on Continued
Insurance.
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For any given period of Disability, You may only receive either a Partial Disability benefit, or the Disability
benefit, but not both. The time period during which You receive benefits paid while You are Disabled or
Partially Disabled count towards Your Maximum Benefit Period.


Premiums for Continued Insurance


We will notify You of the amount of premium You must pay for Continued Insurance when Your Group Billed
Insurance ends. The premium that You must pay for Continued Insurance will be determined on the same
basis as premium rates charged for the Employee-paid Group Billed Insurance. We have the right to change
premium rates in accordance with the terms set forth in the Group Policy. All premium payments for
Continued Insurance must be made directly to Us by the due date specified in the premium notice sent to
You.


End of Continued Insurance


Continued Insurance will end on the earliest of the following dates:


● the date You die; or


● if You do not pay a premium that is required for Continued Insurance, the last day of the period for
which the last full premium has been paid for Your coverage; or


● the date Your Group Billed Insurance is reinstated under ELIGIBILITY PROVISIONS: INSURANCE
FOR YOU.


AT THE POLICYHOLDER’S OPTION


The Policyholder has elected to continue Disability Income Insurance by paying premiums for its employees
who are not Disabled and cease Active Work in an eligible class for any of the reasons specified below.


Disability Income Insurance will continue for the following periods:


1. for the period You cease Active Work in an eligible class due to injury or sickness, up to 3 months;


2. for the period You cease Active Work in an eligible class due to a Policyholder approved leave of
absence, up to 1 month.


At the end of any of the continuation periods listed above, Your insurance will be affected as follows:


● if You resume Active Work in an eligible class at this time, You will continue to be insured under the
Group Policy;


● if You do not resume Active Work in an eligible class at this time, Your employment will be considered to
end and Your insurance will end in accordance with the DATE YOUR INSURANCE ENDS subsection of
the section entitled ELIGIBILITY PROVISIONS: INSURANCE FOR YOU.
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No evidence of insurability is required for the insurance described in this certificate.
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If You become Disabled while insured, Proof of Disability must be sent to Us. When We receive such Proof,
We will review the claim. If We approve the claim, We will pay the Weekly Benefit up to the Maximum Benefit
Period shown in the SCHEDULE OF BENEFITS, subject to the Date Benefit Payments End section.


To verify that You continue to be Disabled without interruption after Our initial approval of the Disability claim,
We may periodically request that You send Us Proof that You continue to be Disabled. Such Proof may
include physical exams, exams by independent medical examiners, in-home interviews, or functional capacity
exams, as needed.


While You are Disabled, the Weekly Benefits described in this certificate will not be affected if:


· Your insurance ends; or


· the Group Policy is amended to change the plan of benefits for Your class.


BENEFIT PAYMENT


If We approve Your claim, benefits will begin to accrue on the day after the day You complete Your
Elimination Period. We will pay the first Weekly Benefit one week after the date benefits begin to accrue. We
will make subsequent payments weekly thereafter so long as You remain Disabled. Payment will be based on
the number of days You are Disabled during each week and will be pro-rated for any partial week of Disability.


We will pay Weekly Benefits to You. If You die, We will pay the amount of any due and unpaid benefits as
described in the GENERAL PROVISIONS subsection entitled Disability Income Benefit Payments: Who We
Will Pay.


While You are receiving Weekly Benefits, You will be required to continue to pay for the cost of any disability
income insurance defined as Contributory Insurance.


RECOVERY FROM A DISABILITY


For purposes of this subsection, the term Active Work only includes those days You actually work.


The provisions of this subsection will not apply if Your insurance has ended and You are eligible for coverage
under another group short term disability plan.


If You Return to Active Work Before Completing Your Elimination Period


If You return to Active Work before completing Your Elimination Period and then become Disabled, You will
have to complete a new Elimination Period.


If You Return to Active Work After Completing Your Elimination Period


If You return to Active Work after You begin to receive Weekly Benefits, We will consider You to have
recovered from Your Disability.


If You return to Active Work for a period of 60 days or less, and then become Disabled again due to the same
or related Sickness or accidental injury, We will not require You to complete a new Elimination Period. For the
purpose of determining Your benefits, We will consider such Disability to be a part of the original Disability
and will use the same Predisability Earnings and apply the same terms, provisions and conditions that were
used for the original Disability.


REHABILITATION INCENTIVES


Rehabilitation Program Incentive


If You participate in a Rehabilitation Program, We will increase Your Weekly Benefit by an amount equal to
10% of the Weekly Benefit.
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Work Incentive


If You work while You are Disabled and receiving Weekly Benefits, Your Weekly Benefit will be adjusted as
follows:


· Your Weekly Benefit will be increased by Your Rehabilitation Program Incentive.


Your Weekly Benefit as adjusted above will not be reduced by the amount You earn from working, except to
the extent that such adjusted Weekly Benefit plus the amount You earn from working exceeds 100% of Your
Predisability Earnings.


Family Care Incentive


If You work or participate in a Rehabilitation Program while You are Disabled, We will reimburse You for up to
$100 for weekly expenses You incur for each family member to provide:


· care for Your or Your Spouse’s child, legally adopted child, or child for whom You or Your Spouse are
legal guardian and who is:


· living with You as part of Your household;
· dependent on You for support; and
· under age 13.


The child care provider may not be a member of Your immediate family.


· care for Your family member who is:


· living with You as part of Your household;
· chiefly dependent on You for support; and
· incapable of independent living, regardless of age, due to mental or physical handicap as defined by


applicable law.


Care to Your family member may not be provided by a member of Your immediate family.


We will make reimbursement payments to You on a weekly basis starting with the 4th Weekly Benefit
payment. Payments will not be made beyond the Maximum Benefit Period. We will not reimburse You for any
expenses for which You are eligible for payment from any other source. You must send Proof that You have
incurred such expenses.







DISABILITY INCOME INSURANCE: DATE BENEFIT PAYMENTS END


GCERT2000 31
di/ben end


Your Disability benefit payments will end on the earliest of:


● the end of the Maximum Benefit Period;


· the date benefits end as specified in the section entitled LIMITED DISABILITY BENEFITS;


● the date You are no longer Disabled;


● the date You die;


● the date You cease or refuse to participate in a Rehabilitation Program that We require;


● the date You fail to have a medical exam requested by Us as described in the Physical Exams subsection
of the GENERAL PROVISIONS section;


● the date You fail to provide required Proof of continuing Disability.


While You are Disabled, the benefits described in this certificate will not be affected if:


● Your insurance ends; or


● the Group Policy is amended to change the plan of benefits for Your class.
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ADDITIONAL SHORT TERM BENEFIT: ORGAN DONOR


If You become Disabled as a result of an Organ Transplant Procedure while insured, Proof of the Disability
must be sent to Us. When We receive such Proof, We will review the claim. If We approve the claim, We will
pay the Organ Donor benefit shown below.


If We pay this benefit, You will not have to complete an Elimination Period and You will not be subject to the
PRE-EXISTING CONDITIONS section for purposes of such organ transplant procedure.


BENEFIT AMOUNT


We will increase Your Weekly Benefit by an additional amount equal to 10% of Your Weekly Benefit. This
increase will be applied to the first Weekly Benefit payment and continue while You remain Disabled, up to
the Maximum Benefit Period.
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Pre-existing Condition means a Sickness or accidental injury for which You:


● received medical treatment, consultation, care, or services;
● took prescription medication or had medications prescribed;


in the 3 months before Your insurance under this certificate takes effect.


We will not pay benefits for a Disability that results from a Pre-existing Condition, until You have been insured
for 12 consecutive months from the date Your Disability insurance takes effect under this certificate.


In determining whether a Disability is due to a Pre-existing Condition, if within 60 days of the date this
insurance takes effect You were covered under another plan providing group disability coverage, We will
credit You for any time You were covered under such plan.
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For Disability Due to Alcohol, Drug or Substance Abuse or Addiction


If You are Disabled due to alcohol, drug or substance abuse or addiction, We will limit Your Disability benefits
to one period of Disability during Your lifetime. During Your Disability, We require You to participate in an
alcohol, drug or substance abuse or addiction recovery program recommended by a Physician.


We will end Disability benefit payments at the earliest of:


· the date You receive 4 weeks of Disability benefit payments;
· the date You cease or refuse to participate in the recovery program referred to above; or
· the date You complete such recovery program.


For Disability due to Mental or Nervous Disorders or Diseases


If You are Disabled due to one or more of the following, We will limit Your Disability benefits to a lifetime
maximum equal to the lesser of:


· 13 weeks; or
· the Maximum Benefit Period.


Your Disability benefits will be limited as stated above for a Mental or Nervous Disorder or Disease, except
for:


· schizophrenia;
· dementia; or
· organic brain disease.


Mental or Nervous Disorder or Disease means a medical condition which meets the diagnostic criteria set
forth in the most recent edition of the Diagnostic And Statistical Manual Of Mental Disorders as of the date of
Your Disability. A condition may be classified as a Mental or Nervous Disorder or Disease regardless of its
cause.
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We will not pay for any Disability caused or contributed to by:


1. war, whether declared or undeclared, or act of war, insurrection, rebellion, or terrorist act;


2. Your active participation in a riot;


3. intentionally self-inflicted injury;


4. any injury for which You are entitled to benefits under Workers’ Compensation or a similar law;


5. attempted suicide; or


6. commission of or attempt to commit a felony.


We will not pay Short Term Benefits for any Disability caused or contributed to by cosmetic surgery or
treatment primarily to change appearance, such as liposuction.


However, complications from cosmetic surgery will be treated as a Sickness.
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The Policyholder should have a supply of claim forms. Obtain a claim form from the Policyholder and fill it out
carefully. Return the completed claim form with the required Proof to the Policyholder. The Policyholder will
certify Your insurance under the Group Policy and send the certified claim form and Proof to Us.


When We receive the claim form and Proof, We will review the claim and, if We approve it, We will pay
benefits subject to the terms and provisions of this certificate and the Group Policy.


CLAIMS FOR DISABILITY INCOME INSURANCE BENEFITS


When You file an initial claim for Disability Income Insurance benefits described in this certificate,
both the notice of claim and the required Proof should be sent to Us within 30 days after the end of the
Elimination Period.


Notice of claim and Proof may also be given to Us by following the steps set forth below:


Step 1
You may give Us notice by calling Us at the toll free number shown in the Certificate Face Page
within 20 days of the date of a loss.


Step 2
We will send a claim form to You and explain how to complete it. You should receive the claim
form within 15 days of giving Us notice of claim.


Step 3
When You receive the claim form, You should fill it out as instructed and return it with the required
Proof described in the claim form.


If You do not receive a claim form within 15 days after giving Us notice of claim, Proof may be
sent using any form sufficient to provide Us with the required Proof.
Step 4
You must give Us Proof not later than 90 days after the end of the Elimination Period.


If notice of claim or Proof is not given within the time limits described in this section, the delay will not
cause a claim to be denied or reduced if such notice and Proof are given as soon as is reasonably
possible.


Items to be Submitted for a Disability Income Insurance Claim


When submitting Proof on an initial or continuing claim for Disability Income insurance, the following items
may be required:


· documentation which must include, but is not limited to, the following information:


· the date Your Disability started;
· the cause of Your Disability;
· the prognosis of Your Disability;
· the continuity of Your Disability; and


· Written authorization for Us to obtain and release medical, employment and financial information and any
other items We may reasonably require to document Your Disability;


· any and all medical information, including but not limited to:


· x-ray films; and
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· photocopies of medical records, including:
· histories,
· physical, mental or diagnostic examinations; and
· treatment notes; and


· the names and addresses of all:


· physicians and medical practitioners who have provided You with diagnosis, treatment or
consultation;


· hospitals or other medical facilities which have provided You with diagnosis, treatment or
consultation; and


· pharmacies which have filled Your prescriptions within the past three years.


Time Limit on Legal Actions. A legal action on a claim may only be brought against Us during a certain
period. This period begins 60 days after the date Proof is filed and ends 3 years after the date such Proof is
required.







GENERAL PROVISIONS


GCERT2000 38
gp 10/04


Assignment


The rights and benefits under the Group Policy are not assignable prior to a claim for benefits, except as
required by law. We are not responsible for the validity of an assignment.


Disability Income Benefit Payments: Who We Will Pay


We will make any benefit payments during Your lifetime to You or Your legal representative as Beneficiary.
Any payment made in good faith will discharge Us from liability to the extent of such payment.


Upon Your death, We will pay any amount that is or becomes due to Your designated Beneficiary. If there is
no Beneficiary designated or no surviving designated Beneficiary at Your death, We will pay any benefit that
is or becomes due, according to the following order:


1. Your Spouse or Domestic Partner, if alive;


2. Your child(ren), if there is no surviving Spouse or Domestic Partner; or
3. Your estate, if there is no such surviving child.


If more than one person is eligible to receive payment, We will divide the benefit amount in equal shares.


Payment to a minor or incompetent will be made to such person’s guardian. The term “children” or “child”
includes natural and adopted children.


Any periodic payments owed to Your estate may be paid in a single sum. Any payment made in good faith will
discharge Us from liability to the extent of such payment.


Beneficiary


You may designate a Beneficiary by completing a Beneficiary Designation form when You submit a claim.
You may change Your Beneficiary at any time. To do so, You must send a Signed and dated, Written request
to MetLife using a form satisfactory to Us. Your Written request to change the Beneficiary must be sent to
MetLife within 30 days of the date You Sign such request.


You do not need the Beneficiary’s consent to make a change. When We receive the change, it will take effect
as of the date You Signed it. The change will not apply to any payment made in good faith by Us before the
change request was recorded.


If two or more Beneficiaries are designated and their shares are not specified, they will share the benefits
equally.


Any payment made in good faith will discharge our liability to the extent of such payment.


Entire Contract


Your insurance is provided under a contract of group insurance with the Policyholder. The entire contract with
the Policyholder is made up of the following:


1. the Group Policy and its Exhibits, which include the certificate(s);
2. the Policyholder's application; and
3. any amendments and/or endorsements to the Group Policy.
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Incontestability: Statements Made by You


Any statement made by You will be considered a representation and not a warranty. We will not use such
statement to avoid insurance, reduce benefits or defend a claim unless the following requirements are met:


1. the statement is in a Written application or enrollment form;
2. You have Signed the application or enrollment form; and
3. a copy of the application or enrollment form has been given to You or Your Beneficiary.


We will not use Your statements which relate to insurability to contest disability insurance after it has been in
force for 2 years during Your life. In addition, We will not use such statements to contest an increase or
benefit addition to such insurance after the increase or benefit has been in force for 2 years during Your life.


Misstatement of Age


If Your age is misstated, the correct age will be used to determine if insurance is in effect and, as appropriate,
We will adjust the benefits and/or premiums.


Conformity with Law


If the terms and provisions of this certificate do not conform to any applicable law, this certificate shall be
interpreted to so conform.


Physical Exams


If a claim is submitted for insurance benefits, We have the right to ask the insured to be examined by a
Physician(s) of Our choice as often as is reasonably necessary to process the claim. We will pay the cost of
such exam.


Autopsy


We have the right to make a reasonable request for an autopsy where permitted by law. Any such request
will set forth the reasons We are requesting the autopsy.


Gender


Male pronouns will be read as female where applicable.


Overpayments for Disability Income Insurance


Recovery of Overpayments


We have the right to recover any amount that We determine to be an overpayment.


An overpayment occurs if We determine that:


· the total amount paid by Us on Your claim is more than the total of the benefits due to You under this
certificate; or


· payment We made should have been made by another group plan.


If such overpayment occurs, You have an obligation to reimburse Us. Our rights and Your obligations in this
regard are described in the reimbursement agreement that You are required to sign when You submit a claim
for benefits under this certificate. This agreement confirms that You will reimburse Us for all overpayments.
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How We Recover Overpayments


We may recover the overpayment from You by:


· stopping or reducing any future Disability benefits payable to You or any other payee under the Disability
sections of this certificate;


· demanding an immediate refund of the overpayment from You; and


· taking legal action.


If the overpayment results from Our having made a payment to You that should have been made under
another group plan, We may recover such overpayment from one or more of the following:


· any other insurance company;


· any other organization; or


· any person to or for whom payment was made.
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered 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                            .  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.cdphp.com/contracts or call                            to request a copy. 
  


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


 
 
  


Are there services 
covered before you meet 
your deductible? 


 


 
 
 
 


Are there other 
deductibles for specific 
services? 


 
 
  


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


 
 
  


What is not included in 
the out-of-pocket limit? 


 
 
 


 
 
 


Will you pay less if you 
use a network provider?  


 
 
 
 
 


Do you need a referral to 
see a specialist?   


 


All Tiers


20028760


1-877-269-2134


1-877-269-2134


UBI : QEPOL0121 HDEPO


11/01/2021 - 10/31/2022


In-Network: $1,500 
individual/$3,000 family. 


If you have other family members on the policy, the overall family deductible must be met before 
the plan begins to pay. 


Deductible does not apply to 
preventive care and preventive 
prescription drugs. 


This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 


No. You don’t have to meet deductibles for specific services. 


In-Network: $4,000 individual/ 
$8,000 family. 


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. 


Premiums, balance billed 
charges, and health care this plan 
doesn't cover. 


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


Yes. See www.cdphp.com or call 
1-877-269-2134 for a list of 
network providers . 


This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if 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-network provider for some 
services (such as lab work). Check with your provider before you get services. 


No. You can see the specialist you choose without a referral. 


*If applicable, you may be able to use your Flexible Spending Account and/or your Health Reimbursement Arrangement to cover these costs. Refer to 
the Summary Plan Description and Plan Document for more information. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 


 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


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


Primary care visit to treat an 
injury or illness 


  
 


 
 
 
 


Specialist visit 
 
 
 


  


Preventive care/screening/ 
immunization   


  


If you have a test 


Diagnostic test (x-ray, blood 
work)    


Imaging (CT/PET scans, MRIs)   


 
 
 
 
 
 
 
 
 
 
 


 


97793


10% co-insurance Not Covered 
You may use live video visits at 
www.doctorondemand.com. 


10% co-insurance Not Covered 
Preauthorization required for Sleep Studies, 
Neurofeedback & Transcranial Magnetic 
Stimulation (TMS) 


No Charge Not Covered 
Preauthorization required for Genetic Testing 
and Immunizations for RSV. 


10% co-insurance Not Covered 
Preauthorization required for Genetic Testing. 
Coinsurance waived if performed at a 
designated laboratory/preferred center. 


10% co-insurance Not Covered 
Copayment waived if performed at a preferred 
center. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
http://www.cdphp.c 
om/Members/Rx- 
Corner 


Tier 1 drugs  
 
 
 
 


 


Tier 2 drugs  
 
 
 
 


Tier 3 drugs  
 
 
 
 


Specialty drugs   


 
 
 
 


If you have outpatient 
surgery 


Facility fee (e.g., ambulatory 
surgery center)   


  


Physician/surgeon fees   
  


If you need immediate 
medical attention 


Emergency room care    
Emergency medical 
transportation 


 
 


 
  


Urgent care  
 
 
  


If you have a hospital 
stay 


Facility fee (e.g., hospital room)  


 
 
 
 
 
 
 


 


Physician/surgeon fees  
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Retail: $10 copay 
Mail-Order: $20 copay 


Not Covered Covers up to a 30-day supply (retail 
prescription); 90 day supply (mail order 
prescription) Prescriptions must be written by a 
duly licensed health care provider and filled at a 
participating pharmacy, unless otherwise 
authorized in advance by CDPHP. Preventive 
Prescription Drugs, as defined by the CDPHP 
formulary, are not subject to the plan Deductible. 
Specialty drugs are not eligible for the mail order 
program and require preauthorization to be 
obtained through CDPHP's participating 
specialty vendors. This plan has Formulary 1 
and the Premier Rx Network. 


Retail: $40 copay 
Mail-Order: $80 copay 


Not Covered 


Retail: $70 copay 
Mail-Order: $140 copay 


Not Covered 


Retail: $10 copay /$40 
copay /$70 copay 


Not Covered 


10% co-insurance Not Covered 
You may have reduced cost share for preferred 
ambulatory surgery centers. 


10% co-insurance Not Covered None. 


10% co-insurance 10% co-insurance All Emergency Care is considered In-Network. 


10% co-insurance 10% co-insurance All Emergency Care is considered In-Network. 


10% co-insurance 10% co-insurance You may use live video visits. 


10% co-insurance Not Covered None. 


10% co-insurance Not Covered None. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need mental 
health, behavioral 
health, or substance 
abuse services 


Outpatient services  
   


Inpatient services  
   


If you are pregnant 


Office visits 
 
 
 


 
  
 
 
 


Childbirth/delivery professional 
services 


 
   


Childbirth/delivery facility 
services 


 
 
 
 
 
 
 


  


If you need help 
recovering or have 
other special health 
needs 


Home health care 


 
 
 
 
 
 


  


Rehabilitation services 


 
 
 
 
 
 


  


Habilitation services  
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10% co-insurance Not Covered None. 


10% co-insurance Not Covered 
Preauth required for Residential Treatment, with 
the exception of some scenarios. 


10% co-insurance Not Covered 
Cost share applies for Initial visit to determine 
pregnancy, subsequent visits are Covered in Full 


10% co-insurance Not Covered None. 


10% co-insurance Not Covered None. 


No Charge Not Covered None. 


10% co-insurance Not Covered 
60 consecutive inpatient days per plan year for 
PT/OT/ST services. 


10% co-insurance Not Covered 


Limited to coverage for Applied Behavioral 
Analysis when necessary for the treatment of 
Autism Spectrum Disorder. All contract limits 
and provisions for managed benefits apply. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


 
 


Skilled nursing care 


 
 
 
 
 
 


  


Durable medical equipment 


 
 
 
 
 
 
 
 
 


  


Hospice services    
 


If your child needs 
dental or eye care 


Children’s eye exam  
   


Children’s glasses 


 
 
 
 
 


  


Children’s dental check-up 
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No Charge Not Covered 
Preauthorization required. Limited to 45 days per 
plan year. 


20% co-insurance No Charge 


Durable medical equipment that is rented, 
repaired, replaced or costs more than $1000 
requires prior authorization before receiving 
care. 


10% co-insurance Not Covered 
Limited to 210 days combined Inpatient and 
Outpatient. 


Not Covered Not Covered None. 


Not Covered Not Covered None. 


Not Covered Not Covered 
Preventive Dental is not covered under your 
medical benefits. 
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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.) 


   


 


Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)  
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• Cosmetic surgery 
• Dental care (Adult) 
• Dental checkup 
• Eye exam 
• Glasses 
• Hearing aids 
• Long term care 


• Non-emergency care when traveling outside the 
U.S. 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care 
• Weight loss programs 


• Acupuncture (Limits Apply) 
• Bariatric surgery (Limits Apply) 
• Chiropractic care 


• Infertility treatment 
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Does this plan provide Minimum Essential Coverage?    
Minimum Essential Coverage generally includes plans,health insurance available through marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE and certain other coverage. If you are eligible for Essential Coverage,you may not be eligible for the premium tax credit.  
 
 
Does this plan meet the Minimum Value Standards?    
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. 
 
 
 
 
 
 
 
 


–––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––– 
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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 as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711),The New York State of Health NYS Department of Financial Services at (800) 342-3736 
or http://www.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323 
x61565 or www.cciio.cms.gov, the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html. 


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 l. For more information about your rights, look 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: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 
342-3736 or http://www.dfs.ny.gov/, or Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 


Yes


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


Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 


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


up care) 


Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-


controlled condition)  


 
 


 
 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 $12,686.85 


In this example, Peg would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Peg would pay is 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 Example Cost $5,601.10 


In this example, Joe would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Joe would pay is 


 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 


Total Example Cost $2,800.17 


In this example, Mia would pay: 
Cost Sharing 


Deductibles
Copayments
Coinsurance


What isn’t covered 
Limits or exclusions 
The total Mia would pay is 


About these Coverage Examples: 


 
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.    


Note: These numbers assume the patient does not participate in the plan’s wellness program.   
If you participate in the plan’s wellness program, you may be able to reduce your costs.  


$1,500 .00
10%
10%
10%


$1500.00


$0.00
$577.00


$0.00


$2077.00


$1,500 .00
10%
10%
10%


$1500.00


$0.00
$799.00


$0.00


$2299.00


$1,500 .00
10%
10%
10%


$1500.00


$0.00
$300.00


$211.56


$2011.56
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Discrimination is Against the Law 
Capital District Physicians’ Health Plan, Inc. (CDPHP®) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 


color, national origin, age, disability, or sex. CDPHP does not exclude people or treat them differently because of race, color, national origin, age, 


disability, or sex. 


 


CDPHP: 


 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats,  


other formats) 


 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 


 


If you need these services, contact the CDPHP Civil Rights Coordinator. 


 


If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, 


or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803 (TTY/TDD: 711), 


Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-support/email-cdphp. If you need help 


filing a grievance, the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of 


Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., 


Room 509F, HHH Building, Washington, DC 20201,  


1-800-368-1019 (TDD 1-800-537-7697).  


 


Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.   


 


Multi-language Interpreter Services 


ATTENTION: If you speak a non-English language, language assistance services, free of charge, are available to you. Call the number 


on your member ID card (TTY: 711).  


ATENCIÓN: Si habla otro idioma que no es el inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 


número que figura en su tarjeta de identificación de miembro (TTY: 711).  


注意：如果您使用的語言不是英語，您可以免費獲得語言援助服務。請致電您會員 ID卡上的電話（聽力障礙電傳：711）。  
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ВНИМАНИЕ: Если вы говорите на иностранном языке, вы можете воспользоваться бесплатными услугами перевода. 


Позвоните по номеру на вашей ID карточке участника (Телетайп: 711).  


ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sèvis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm 


ou a (TTY: 711).  


주의: 영어 이외의 언어를 사용하는 경우 무료로 언어 지원 서비스를 받을 수 있습니다. 귀하의 회원 ID 카드에 있는 번호로 


전화하십시오(TTY: 711).  


ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il 


numero presente sulla scheda ID dei membri (TTY: 711).  


 קארטל ID מעמבער אייער אויף נומער דעם רופט. זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל, אויב איר רעדט : אויפמערקזאם


(TTY:711 ) 


মন োন োগ দি ঃ আপদ   দি ইংনেদি বদির্ভু ত ক ো  র্োষোয়  থো বনে  ,আপ োে ি য দব ো খেচোয় র্োষো সিোয়তো উপের্য েনয়নে। আপ োে সিসয আইদি 


 োনিুে  ম্বনে  ে  রু  (TTY: 711(।  


UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer na Twojej członkowskiej 
karcie ID (TTY: 711).  


 (. TTY :711تنبيه: إذا كنت تتحدث لغة غير الإنجليزية، تتوفر إليك خدمات مساعدة اللغة مجاناً.  اتصل بالرقم الموجود ببطاقة الهوية لعضويتك )


ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué 


sur votre carte de membre (ATS : 711).  


دستياب ہيں۔ اپنے ممبر آئی ڈی کارڈ پر درج نمبر پر توجہ ديں: اگر آپ انگريزی کے علاوہ دوسری زبان بولتے ہيں تو، آپ کے ليے زبان کی اعانت کی خدمات مفت 


 (۔TTY: 711) کال کريں


ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad. 


Tawagan ang numero sa inyong card miyembro ID (TTY: 711).  


ΠΡΟΣΟΧΗ: Αν δεν μιλάτε Αγγλικά, υπάρχουν στη διάθεσή σας υπηρεσίες γλωσσικής υποστήριξης οι οποίες παρέχονται δωρεάν. Καλέστε τον αριθμό 


που θα βρείτε στην ατομική σας ταυτότητα μέλους (TTY: 711). 


VINI RE: Nëse flisni një gjuhë jo-anglisht, shërbime falas të ndihmës së gjuhës janë në dispozicion për ju.  Telefonojini numrit në 


kartën tuaj të ID të anëtarit (TTY: 711).  
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Metropolitan Life Insurance Company
200 Park Avenue, New York, New York 10166


CERTIFICATE OF INSURANCE


Metropolitan Life Insurance Company ("MetLife"), a stock company, certifies that You are insured for the
benefits described in this certificate, subject to the provisions of this certificate. This certificate is issued to
You under the Group Policy and it includes the terms and provisions of the Group Policy that describe Your
insurance. PLEASE READ THIS CERTIFICATE CAREFULLY.


This certificate is part of the Group Policy. The Group Policy is a contract between MetLife and the
Policyholder and may be changed or ended without Your consent or notice to You.


This certificate describes insurance issued to You by MetLife. If You received any prior Certificate relating to
the insurance set forth herein, such Certificate is void.


Policyholder: BBL Construction Services


Group Policy Number: 5973766-G


Type of Insurance: Disability Income Insurance: Short Term Benefits


MetLife Toll Free Number(s):
For Claim Information
For General Information


1-800-GET-MET8 (1-800-438-6388)
1-800-GET-MET8 (1-800-438-6388)


THIS CERTIFICATE ONLY DESCRIBES SHORT TERM DISABILITY INCOME
INSURANCE.


FOR CALIFORNIA RESIDENTS: REVIEW THIS CERTIFICATE CAREFULLY. IF YOU
ARE 65 OR OLDER ON YOUR EFFECTIVE DATE OF THIS CERTIFICATE, YOU MAY
RETURN IT TO US WITHIN 30 DAYS FROM THE DATE YOU RECEIVE IT AND WE
WILL REFUND ANY PREMIUM YOU PAID. IN THIS CASE, THIS CERTIFICATE WILL
BE CONSIDERED TO NEVER HAVE BEEN ISSUED.


THE BENEFITS OF THE POLICY PROVIDING YOUR COVERAGE ARE GOVERNED PRIMARILY BY THE
LAW OF A STATE OTHER THAN FLORIDA.


THE GROUP INSURANCE POLICY PROVIDING COVERAGE UNDER THIS CERTIFICATE WAS ISSUED
IN A JURISDICTION OTHER THAN MARYLAND AND MAY NOT PROVIDE ALL THE BENEFITS
REQUIRED BY MARYLAND LAW.


For New Hampshire Residents: 30 Day Right to Examine Certificate.
Please read this Certificate. You may return the Certificate to Us within 30 days from the date You receive it.
If you return it within the 30 day period, the Certificate will be considered never to have been issued and We
will refund any premium paid for insurance under this Certificate.


WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) WHICH FOLLOWS THIS PAGE.
PLEASE READ THE(SE) NOTICE(S) CAREFULLY.







NOTICE FOR RESIDENTS OF TEXAS


GCERT-TX-NOTICE 2020


Have a complaint or need help?


If you have a problem with a claim or your premium, call your insurance company or HMO first. If
you can't work out the issue, the Texas Department of Insurance may be able to help.


Even if you file a complaint with the Texas Department of Insurance, you should also file a
complaint or appeal through your insurance company or HMO. If you don't, you may lose
your right to appeal.


Metropolitan Life Insurance Company


To get information or file a complaint with your insurance company or HMO:


Call: Corporate Consumer Relations Department at 1-800-438-6388


Toll-free: 1-800-438-6388


Email: Johnstown_Complaint_Referrals@metlife.com


Mail: Metropolitan Life Insurance Company
700 Quaker Lane
2nd Floor
Warwick, RI 02886


The Texas Department of Insurance


To get help with an insurance question or file a complaint with the state:


Call with a question: 1-800-252-3439


File a complaint: www.tdi.texas.gov


Email: ConsumerProtection@tdi.texas.gov


Mail: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091


¿Tiene una queja o necesita ayuda?


Si tiene un problema con una reclamación o con su prima de seguro, llame primero a su
compañía de seguros o HMO. Si no puede resolver el problema, es posible que el
Departamento de Seguros de Texas (Texas Department of Insurance, por su nombre en
inglés) pueda ayudar.


Aun si usted presenta una queja ante el Departamento de Seguros de Texas, también debe
presentar una queja a través del proceso de quejas o de apelaciones de su compañía de
seguros o HMO. Si no lo hace, podría perder su derecho para apelar.


Metropolitan Life Insurance Company


Para obtener información o para presentar una queja ante su compañía de seguros o HMO:


Llame a: Departamento de Relaciones Corporativas del Consumidor al 1-800-438-6388
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Teléfono gratuito: 1-800-438-6388


Correo electrónico: Johnstown_Complaint_Referrals@metlife.com


Dirección postal: Metropolitan Life Insurance Company
700 Quaker Lane
2nd Floor
Warwick, RI 02886


El Departamento de Seguros de Texas


Para obtener ayuda con una pregunta relacionada con los seguros o para presentar una
queja ante el estado:


Llame con sus preguntas al: 1-800-252-3439


Presente una queja en: www.tdi.texas.gov


Correo electrónico: ConsumerProtection@tdi.texas.gov


Dirección postal: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091
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WORKERS’ COMPENSATION


This certificate does not replace or affect any requirement for coverage by workers’ compensation insurance.


MANDATORY DISABILITY INCOME BENEFIT LAWS


For Residents of California, Hawaii, New Jersey, New York, Rhode Island and Puerto Rico
This certificate does not affect any requirement for any government mandated temporary disability income
benefits law.
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If You have a question concerning Your coverage or a claim, first contact the Policyholder or group account
administrator. If, after doing so, You still have a concern, You may call the toll free telephone number shown
on the Certificate Face Page.


Policyholders have the right to file a complaint with the Arkansas Insurance Department (AID). You may call
AID to request a complaint form at (800) 852-5494 or (501) 371-2640 or write the Department at:


Arkansas Insurance Department
Consumer Services Division
1 Commerce Way, Suite 102
Little Rock, Arkansas 72202
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IMPORTANT NOTICE


TO OBTAIN ADDITIONAL INFORMATION, OR TO MAKE A COMPLAINT, CONTACT THE
POLICYHOLDER OR METLIFE AT:


METROPOLITAN LIFE INSURANCE COMPANY
ATTN: CONSUMER RELATIONS DEPARTMENT


500 SCHOOLHOUSE ROAD
JOHNSTOWN, PA 15904


1-800-438-6388


IF, AFTER CONTACTING THE POLICYHOLDER AND/OR METLIFE, YOU FEEL THAT A SATISFACTORY
SOLUTION HAS NOT BEEN REACHED, YOU MAY FILE A COMPLAINT WITH THE CALIFORNIA
DEPARTMENT OF INSURANCE DEPARTMENT AT:


DEPARTMENT OF INSURANCE
CONSUMER SERVICES


300 SOUTH SPRING STREET
LOS ANGELES, CA 90013


WEBSITE: http://www.insurance.ca.gov/


1-800-927-4357 (within California)
1-213-897-8921 (outside California)
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NOTICE FOR RESIDENTS OF CONNECTICUT


MANDATORY REHABILITATION


This certificate contains a mandatory rehabilitation provision, which may require you to participate in
vocational training or physical therapy when appropriate.
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IMPORTANT NOTICE


The laws of the state of Georgia prohibit insurers from unfairly discriminating against any person based upon
his or her status as a victim of family violence.
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If You have a question concerning Your coverage or a claim, first contact the Policyholder. If, after doing so,
You still have a concern, You may call the toll free telephone number shown on the Certificate Face Page.


If You are still concerned after contacting both the Policyholder and MetLife, You should feel free to contact:


Idaho Department of Insurance
Consumer Affairs


700 West State Street, 3rd Floor
PO Box 83720


Boise, Idaho 83720-0043
1-800-721-3272 or 208-334-4250 or www.DOI.Idaho.gov



http://www.doi.idaho.gov/
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IMPORTANT NOTICE


To make a complaint to MetLife, You may write to:


MetLife
200 Park Avenue


New York, New York 10166


The address of the Illinois Department of Insurance is:


Illinois Department of Insurance
Public Services Division
Springfield, Illinois 62767
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Questions regarding your policy or coverage should be directed to:


Metropolitan Life Insurance Company
1-800-438-6388


If you (a) need the assistance of the government agency that regulates insurance; or (b) have a complaint you
have been unable to resolve with your insurer you may contact the Department of Insurance by mail,
telephone or email:


State of Indiana Department of Insurance
Consumer Services Division
311 West Washington Street, Suite 300
Indianapolis, Indiana 46204


Consumer Hotline: (800) 622-4461; (317) 232-2395


Complaint can be filed electronically at www.in.gov/idoi
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CONTINUATION OF DISABILITY INCOME INSURANCE


1. If Your Disability Income Insurance ends due to a Plant Closing or Covered Partial Closing, such
insurance will be continued for 90 days after the date it ends.


2. If Your Disability Income Insurance ends because:


· You cease to be in an Eligible Class; or
· Your employment terminates;


for any reason other than a Plant Closing or Covered Partial Closing, such insurance will continue for 31 days
after the date it ends.


Continuation of Your Disability Income Insurance under the CONTINUATION OF INSURANCE WITH
PREMIUM PAYMENT subsection will end before the end of continuation periods shown above if You become
covered for similar benefits under another plan.


Plant Closing and Covered Partial Closing have the meaning set forth in Massachusetts Annotated Laws,
Chapter 151A, Section 71A.
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NOTICE FOR RESIDENTS OF TEXAS


THE INSURANCE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED IS NOT A POLICY OF
WORKERS’ COMPENSATION INSURANCE. YOU SHOULD CONSULT YOUR EMPLOYER TO
DETERMINE WHETHER YOUR EMPLOYER IS A SUBSCRIBER TO THE WORKERS’ COMPENSATION
SYSTEM.







NOTICE FOR RESIDENTS OF UTAH


GTY-NOTICE-UT-0710 14


Notice of Protection Provided by
Utah Life and Health Insurance Guaranty Association


This notice provides a brief summary of the Utah Life and Health Insurance Guaranty Association ("the
Association") and the protection it provides for policyholders. This safety net was created under Utah law,
which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, health, or annuity
insurance company becomes financially unable to meet its obligations and is taken over by its insurance
regulatory agency. If this should happen, the Association will typically arrange to continue coverage and pay
claims, in accordance with Utah law, with funding from assessments paid by other insurance companies.


The basic protections provided by the Association are:
· Life Insurance


o $500,000 in death benefits
o $200,000 in cash surrender or withdrawal values


· Health Insurance
o $500,000 in hospital, medical and surgical insurance benefits
o $500,000 in long-term care insurance benefits
o $500,000 in disability income insurance benefits
o $500,000 in other types of health insurance benefits


· Annuities
o $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$500,000. Special rules may apply with regard to hospital, medical and surgical insurance benefits.


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
Coverage is conditioned on residency in this state and there are substantial limitations and exclusions. For a
complete description of coverage, consult Utah Code, Title 3 lA, Chapter 28.


Insurance companies and agents are prohibited by Utah law to use the existence of the Association
or its coverage to encourage you to purchase insurance. When selecting an insurance company, you
should not rely on Association coverage. If there is any inconsistency between Utah law and this
notice, Utah law will control.


To learn more about the above protections, as well as protections relating to group contracts or retirement
plans, please visit the Association's website at www.utlifega.org or contact:


Utah Life and Health Insurance Guaranty Assoc. Utah Insurance Department
60 East South Temple, Suite 500 3110 State Office Building
Salt Lake City UT 84111 Salt Lake City UT 84114-6901
(801) 320-9955 (801) 538-3800


A written complaint about misuse of this Notice or the improper use of the existence of the Association may
be filed with the Utah Insurance Department at the above address.
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IMPORTANT INFORMATION REGARDING YOUR INSURANCE


In the event You need to contact someone about this insurance for any reason please contact Your agent. If
no agent was involved in the sale of this insurance, or if You have additional questions You may contact the
insurance company issuing this insurance at the following address and telephone number:


MetLife
200 Park Avenue


New York, New York 10166
Attn: Corporate Consumer Relations Department


To phone in a claim related question, You may call Claims Customer Service at:
1-800-275-4638


If You have been unable to contact or obtain satisfaction from the company or the agent, You may contact the
Virginia State Corporation Commission’s Bureau of Insurance at:


Bureau of Insurance
Life and Health Division


P.O. Box 1157
Richmond, VA 23218-1157


1-804-371-9691 - phone
1-877-310-6560 - toll-free


1-804-371-9944 - fax
www.scc.virginia.gov - web address


BureauOfInsurance@scc.virginia.gov- email


Written correspondence is preferable so that a record of Your inquiry is maintained. When contacting Your
agent, company or the Bureau of Insurance, have Your policy number available.



http://www.scc.virginia.gov/
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KEEP THIS NOTICE WITH YOUR INSURANCE PAPERS


PROBLEMS WITH YOUR INSURANCE? - If You are having problems with Your insurance company or
agent, do not hesitate to contact the insurance company or agent to resolve Your problem.


MetLife
Attn: Corporate Consumer Relations Department


200 Park Avenue
New York, New York 10166


1-800-438-6388


You can also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a state agency which
enforces Wisconsin’s insurance laws, and file a complaint. You can contact the OFFICE OF THE
COMMISSIONER OF INSURANCE by contacting:


Office of the Commissioner of Insurance
Complaints Department


P.O. Box 7873
Madison, WI 53707-7873


1-800-236-8517 outside of Madison or 608-266-0103 in Madison.
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This schedule shows the benefits that are available under the Group Policy. You will only be insured for the
benefits:


● for which You become and remain eligible;
● which You elect, if subject to election; and
● which are in effect.


BENEFIT AMOUNTS AND HIGHLIGHTS


Disability Income Insurance For You: Short Term Benefits


You have elected the Short Term Disability Plan set forth below in this Schedule of Benefits. You may
elect an incremental amount that falls within the benefit amount options shown in the range below.


Plan: 26 Week Maximum Benefit Period:


Weekly Benefit................................................... $50.00 - $1,250.00 not to exceed the
percentage described below of Your
Predisability Earnings


For Class 1 60%


For Class 2 50%


For Class 3 25%


Weekly Benefit Incremental Amount.................. $25.00


Elimination Period………………………………… For Injury


● 14 days of Disability


For Sickness


● 14 days of Disability


Maximum Benefit Period*……………………… 26 weeks


Rehabilitation Incentives………………………… Yes


Additional Benefits:


Organ Donor Benefit……………………………... Yes


*The Maximum Benefit Period is subject to the LIMITED DISABILITY BENEFITS and DATE BENEFIT
PAYMENTS END sections.







DEFINITIONS


GCERT2000 20
def as amended by GCR09-07 dp


As used in this certificate, the terms listed below will have the meanings set forth below. When defined terms
are used in this certificate, they will appear with initial capitalization. The plural use of a term defined in the
singular will share the same meaning.


Actively at Work or Active Work means that You are performing all of the usual and customary duties of
Your job on a Full-Time basis. This must be done at:


· the Policyholder’s or Employer’s place of business;
· an alternate place approved by the Policyholder or Employer; or
· a place to which the Policyholder’s or Employer’s business requires You to travel.


You will be deemed to be Actively at Work during weekends or Policyholder or Employer approved vacations,
holidays or business closures if You were Actively at Work on the last scheduled work day preceding such
time off.


Appropriate Care and Treatment means medical care and treatment that is:


· given by a Physician whose medical training and clinical specialty are appropriate for treating Your
Disability;


· consistent in type, frequency and duration of treatment with relevant guidelines of national medical
research, health care coverage organizations and governmental agencies;


· consistent with a Physician’s diagnosis of Your Disability; and


· intended to maximize Your medical and functional improvement.


Beneficiary means the person(s) to whom We will pay insurance as determined in accordance with the
GENERAL PROVISIONS section.


Contributory Insurance means insurance for which the Policyholder requires You to pay any part of the
premium.


Disabled or Disability means that due solely to Impairment caused by accidental injury or Sickness, You are:


· prevented from performing the material and substantial duties of Your Regular Occupation;
· not Gainfully Employed; and
· receiving Appropriate Care and Treatment from a Physician who is appropriate to treat the condition


causing the Impairment.


We may waive the requirement of Appropriate Care and Treatment from a Physician if Your Physician
provides documentation acceptable to Us that continued care would be of no benefit to You.


If Your occupation requires a license, the fact that You lose Your license for any reason will not, in itself,
constitute Disability.


Domestic Partner means each of two people, one of whom is You and You:


● have registered as each other’s domestic partner, civil union partner or reciprocal beneficiary with a
government agency where such registration is available; or


● are of the same or opposite sex and have a mutually dependent relationship so that each has an
insurable interest in the life of the other. Each person must be:


1. 18 years of age or older;
2. unmarried;
3. the sole domestic partner of the other;
4. sharing a primary residence with the other; and
5. not related to the other in a manner that would bar their marriage in the jurisdiction in which they


reside.
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Elimination Period means the period of Your Disability during which We do not pay benefits. The Elimination
Period begins on the day You become Disabled and continues for the period shown in the SCHEDULE OF
BENEFITS.


Employer means the Policyholder, person, business or other entity from which You earn a salary or wages in
exchange for ongoing work or service. The term includes self-employment. You will be deemed to be self-
employed if You have earned income directly from Your own business, trade, or profession, for a period of 3
or more consecutive months.


Full-Time means Active Work of at least 30 hours per week on the Policyholder's regular work schedule for
the eligible class of employees to which You belong.


Gainfully Employed means actively engaged in an occupation for remuneration or profit.


Impairment means a loss of use or function that can be evaluated by medical means.


Organ Transplant Procedure means the surgical removal of any one or more of Your organs for the purpose
of transplanting to another person.


Physician means:


● a person licensed to practice medicine in the jurisdiction where such services are performed; or
● any other person whose services, according to applicable law, must be treated as Physician's services for


purposes of the Group Policy. Each such person must be licensed in the jurisdiction where the service is
performed and must act within the scope of that license. Such person must also be certified and/or
registered if required by such jurisdiction.


The term does not include:


● You;
● Your Spouse; or
● any member of Your immediate family including Your and/or Your Spouse’s:


· parents;


· children (natural, step or adopted);


· siblings;


· grandparents;


· or grandchildren.


Predisability Earnings means gross salary or wages You were earning from the Policyholder. We calculate
this amount on a weekly basis.


The term does not include:


● commissions;
● awards and bonuses;
● overtime pay;
● the grant, award, sale, conversion and/or exercise of shares of stock or stock options;
● the Policyholder’s contributions on Your behalf to any deferred compensation arrangement or pension


plan; or
● any other compensation from the Policyholder.
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Proof means Written evidence satisfactory to Us that a person has satisfied the conditions and requirements
for any benefit described in this certificate. When a claim is made for any benefit described in this certificate,
Proof must establish:


· the nature and extent of the loss or condition;


· Our obligation to pay the claim; and


· the claimant’s right to receive payment.


Proof must be provided at the claimant’s expense.


Regular Occupation means Your usual occupation (or occupations, if more than one) in which You are
Gainfully Employed at the time You become Disabled. If You are not Gainfully Employed at the time Your
Disability begins, Regular Occupation shall then mean any occupation(s) for which You are reasonably fitted
by Your education, training or experience.


Rehabilitation Program means a program that has been approved by Us for the purpose of helping You
return to work. It may include, but is not limited to, Your participation in one or more of the following activities:


· return to work on a modified basis with a goal of resuming employment for which You are reasonably
qualified by training, education, experience and past earnings;


· on-site job analysis;


· job modification/accommodation;


· training to improve job-seeking skills;


· vocational assessment;


· short-term skills enhancement;


· vocational training; or


· restorative therapies to improve functional capacity to return to work.


Sickness means illness, disease or pregnancy, including complications of pregnancy.


Signed means any symbol or method executed or adopted by a person with the present intention to
authenticate a record, which is on or transmitted by paper or electronic media which is acceptable to Us and
consistent with applicable law.


Spouse means Your lawful spouse. Wherever the term "Spouse" appears in the certificate it shall, unless
otherwise specified, be read to include Your Domestic Partner.


We, Us and Our mean MetLife.


Written or Writing means a record which is on or transmitted by paper or electronic media which is
acceptable to Us and consistent with applicable law.


You and Your mean an employee who is insured under the Group Policy for the insurance described in this
certificate.
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ELIGIBLE CLASS(ES)


Class 1All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in a state other than California, Rhode Island, New York, New Jersey,
Hawaii or Puerto Rico.


Class 2All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in New York, New Jersey, Hawaii or Puerto Rico.


Class 3All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in California or Rhode Island.


DATE YOU ARE ELIGIBLE FOR INSURANCE


You may only become eligible for the insurance available for Your eligible class as shown in the SCHEDULE
OF BENEFITS.


You will be eligible for insurance made available to the members of Your eligible class on the date such
insurance takes effect under the Group Policy.


If You are in an eligible class on November 1, 2020, You will be eligible for the insurance described in this
certificate on that date.


If You enter an eligible class after November 1, 2020 You will be eligible for insurance on the first day of the
calendar month following the date You enter that class.


ENROLLMENT PROCESS


If You are eligible for an insurance benefit, You may enroll for such benefit by completing an enrollment form.
In addition, You must give evidence of Your insurability satisfactory to Us at Your expense, if You are required
to do so under the section entitled EVIDENCE OF INSURABILITY. If You enroll for Contributory Insurance,
You must also give Written permission for the Policyholder to deduct premiums from Your pay for such
insurance.


DATE YOUR INSURANCE TAKES EFFECT


Rules for Contributory Insurance


If You complete the enrollment process for Contributory Insurance before the date You become eligible, such
insurance will take effect as follows:


· if You are not required to give evidence of Your insurability, such insurance will take effect on the date
You become eligible, if You are Actively at Work on that date. If You are not Actively at Work on the date
insurance would otherwise take effect, insurance will take effect on the day You resume Active Work; or


· if You are required to give evidence of Your insurability and We determine that You are insurable, such
insurance will take effect on the date We state in Writing, if You are Actively at Work on that date. If You
are not Actively at Work on the date insurance would otherwise take effect, insurance will take effect on
the day You resume Active Work.
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If You complete the enrollment process for Contributory Insurance within 31 days after the date You become
eligible, such insurance will take effect as follows:


· if You are not required to give evidence of Your insurability, such benefit will take effect on the date You
complete the enrollment process, if You are Actively at Work on that date. If You are not Actively at Work
on the date insurance would otherwise take effect, insurance will take effect on the day You resume
Active Work; or


· if You are required to give evidence of Your insurability and We determine that You are insurable, such
insurance will take effect on the date We state in Writing, if You are Actively at Work on that date. If You
are not Actively at Work on the date insurance would otherwise take effect, insurance will take effect on
the day You resume Active Work.


If You complete the enrollment process for Contributory Insurance more than 31 days after the date You
become eligible, You must give evidence of Your insurability satisfactory to Us. You must give such evidence
at Your expense. If We determine that You are insurable, such insurance will take effect on the date We state
in Writing, if You are Actively at Work on that date. If You are not Actively at Work on the date insurance
would otherwise take effect, insurance will take effect on the day You resume Active Work.


See the DEFINITIONS section of this certificate for a complete list of Contributory Insurance benefits.


Changes To Your Insurance


You may decrease the amount of Your insurance by making a request to Us for such decrease at any time.


The decrease will take effect on the later of the date We receive the request or the date for the decrease to be
effective.


You may increase the amount of Your insurance, subject to any evidence of insurability requirements, by
making a request to Us for such increase during the Policyholder’s annual enrollment period.


If a change results in an increase in the amount of Your insurance and You:


· are required to give evidence of Your insurability satisfactory to Us for such increase as stated in the
section entitled EVIDENCE OF INSURABILITY, You must give Us such evidence at Your expense. If We
approve the increase, it will take effect on the date We state in Writing, if You are Actively at Work in an
eligible class on such date. If You are not Actively at Work in an eligible class on such date, the increase
will take effect on the date You resume such work.


· are not required to give evidence of Your insurability satisfactory to Us for such increase, You must be
Actively at Work in an eligible class on the date the increase is to take effect. If You are not Actively at
Work in an eligible class on such date, the increase will take effect on the date You resume such work.


Changes in Your Disability Income Insurance will only apply to Disabilities commencing on or after the date of
the change.


You may discontinue Your insurance under this certificate by making a request to Us for such discontinuance
at any time.
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DATE YOUR INSURANCE ENDS


Your insurance will end on the earliest of:


1. the date the Group Policy ends;
2. the date insurance ends for Your class;
3. the end of the period for which the last premium has been paid for You;
4. the date You cease to be in an eligible class for Disability Income Insurance, You will cease to be in an


eligible class on the date You cease Active Work in an eligible class, if You are not disabled on that date;
5. the date Your employment ends; or
6. the date You retire in accordance with the date Your employment ends.
In certain cases insurance may be continued as stated in the section entitled CONTINUATION OF
INSURANCE WITH PREMIUM PAYMENT.


Reinstatement of Disability Income Insurance


If Your insurance ends while You are employed with the Policyholder, You may become insured again as
follows:


1. If Your insurance ends because:


· You cease to be in an eligible class; or


· Your employment ends; and


· You become a member of an eligible class again within 31 days of the date Your insurance ended.


You will not have to provide evidence of Your insurability.


2. If Your insurance ends because You cease making the required premium while on an approved Family
and Medical Leave Act (FMLA) or other legally mandated leave of absence, and You become a member
of an eligible class within 31 days of the earlier of:


· The end of the period of leave You and the Policyholder agreed upon; or


· The end of the eligible leave period required under the FMLA or other similar legally mandated leave
of absence law,


You will not have to provide evidence of Your insurability.


3. In all other cases where Your insurance ends because the required premium for Your insurance has
ceased to be paid, You will be required to provide evidence of Your insurability.


If You become insured again as described in either item 1 or 2 above, the time periods that apply to Pre-
existing Conditions will be applied as if Your insurance had remained in effect with no interruption.


If You become insured again as described in item 3 above, the time periods that apply to Pre-existing
Conditions will be applied based on the date You became insured again. However, a new Pre-existing
Condition limitation time period will apply.
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FOR FAMILY AND MEDICAL LEAVE


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) for
continuation of insurance. Please contact the Policyholder for information regarding the FMLA.


AT YOUR OPTION: PORTABILITY


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations,
it may be continued as described in this provision. This is referred to as “Continued Insurance”. Evidence of
insurability will not be required to obtain Continued Insurance. For purposes of this provision, insurance in
effect under the Group Policy for which the Policyholder remits premium is referred to in this provision as
Group Billed Insurance.


Except as provided within this provision, the benefits, terms and conditions of the Continued Insurance will be
the same as those provided under the Group Policy when the Group Billed Insurance terminated.


Requirements for Continued Insurance


Continued insurance will be made available to You if:


● Your Group Billed Insurance ends for any reason other than non-payment of premium;


● We receive Your completed Written request on a form approved by Us within 31 calendar days after
Your Group Billed Insurance ends; and


● You pay premiums required for Continued Insurance by the due date specified in the premium notice
that We provide to You.


Amount of Continued Insurance


The amount of insurance that may be continued under this provision is the amount of Group Billed Insurance
that is paid for by You that You were insured for on the day before Continued Insurance begins.


Group Billed Insurance is insurance in effect under the Group Policy for which the Policyholder remits
premium.


We will only allow You to decrease the benefit amount at the time You obtain or while You are covered for
Continued Insurance; however, the benefit amount cannot be decreased below the plan’s lowest incremental
election amount shown in the Schedule of Benefits. You may not request an increase in the benefit amount at
the time on or after the time You obtain, or, while You are covered for, Continued Insurance.


Continued Insurance Benefit for Partial Disability


You are Partially Disabled when We determine that due to an Impairment resulting from a Sickness or
accidental injury, You are unable to perform the material and substantial duties of Your Regular Occupation,
or any occupation for which You are or become reasonably fitted by Your education, training or experience,
but You are:


● working in a limited capacity for any Employer; and,
● receiving Appropriate Care and Treatment from a Physician.


If We receive Proof that You are Partially Disabled You will be eligible for a Partial Disability benefit as
follows:


● We will reduce the amount of Your Disability benefit, as set forth in the Schedule by 50%.


After a period of one week of Disability for which You received benefits under this certificate, and You return
to work, a Partial Disability benefit will apply. The Work Incentive is not applicable while on Continued
Insurance.
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For any given period of Disability, You may only receive either a Partial Disability benefit, or the Disability
benefit, but not both. The time period during which You receive benefits paid while You are Disabled or
Partially Disabled count towards Your Maximum Benefit Period.


Premiums for Continued Insurance


We will notify You of the amount of premium You must pay for Continued Insurance when Your Group Billed
Insurance ends. The premium that You must pay for Continued Insurance will be determined on the same
basis as premium rates charged for the Employee-paid Group Billed Insurance. We have the right to change
premium rates in accordance with the terms set forth in the Group Policy. All premium payments for
Continued Insurance must be made directly to Us by the due date specified in the premium notice sent to
You.


End of Continued Insurance


Continued Insurance will end on the earliest of the following dates:


● the date You die; or


● if You do not pay a premium that is required for Continued Insurance, the last day of the period for
which the last full premium has been paid for Your coverage; or


● the date Your Group Billed Insurance is reinstated under ELIGIBILITY PROVISIONS: INSURANCE
FOR YOU.


AT THE POLICYHOLDER’S OPTION


The Policyholder has elected to continue Disability Income Insurance by paying premiums for its employees
who are not Disabled and cease Active Work in an eligible class for any of the reasons specified below.


Disability Income Insurance will continue for the following periods:


1. for the period You cease Active Work in an eligible class due to injury or sickness, up to 3 months;


2. for the period You cease Active Work in an eligible class due to a Policyholder approved leave of
absence, up to 1 month.


At the end of any of the continuation periods listed above, Your insurance will be affected as follows:


● if You resume Active Work in an eligible class at this time, You will continue to be insured under the
Group Policy;


● if You do not resume Active Work in an eligible class at this time, Your employment will be considered to
end and Your insurance will end in accordance with the DATE YOUR INSURANCE ENDS subsection of
the section entitled ELIGIBILITY PROVISIONS: INSURANCE FOR YOU.
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No evidence of insurability is required for the insurance described in this certificate.
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If You become Disabled while insured, Proof of Disability must be sent to Us. When We receive such Proof,
We will review the claim. If We approve the claim, We will pay the Weekly Benefit up to the Maximum Benefit
Period shown in the SCHEDULE OF BENEFITS, subject to the Date Benefit Payments End section.


To verify that You continue to be Disabled without interruption after Our initial approval of the Disability claim,
We may periodically request that You send Us Proof that You continue to be Disabled. Such Proof may
include physical exams, exams by independent medical examiners, in-home interviews, or functional capacity
exams, as needed.


While You are Disabled, the Weekly Benefits described in this certificate will not be affected if:


· Your insurance ends; or


· the Group Policy is amended to change the plan of benefits for Your class.


BENEFIT PAYMENT


If We approve Your claim, benefits will begin to accrue on the day after the day You complete Your
Elimination Period. We will pay the first Weekly Benefit one week after the date benefits begin to accrue. We
will make subsequent payments weekly thereafter so long as You remain Disabled. Payment will be based on
the number of days You are Disabled during each week. For any partial week of Disability, payment will be
made at the daily rate of 1/7th of the Weekly Benefit payable.


We will pay Weekly Benefits to You. If You die, We will pay the amount of any due and unpaid benefits as
described in the GENERAL PROVISIONS subsection entitled Disability Income Benefit Payments: Who We
Will Pay.


While You are receiving Weekly Benefits, You will be required to continue to pay for the cost of any disability
income insurance defined as Contributory Insurance.


RECOVERY FROM A DISABILITY


For purposes of this subsection, the term Active Work only includes those days You actually work.


The provisions of this subsection will not apply if Your insurance has ended and You are eligible for coverage
under another group short term disability plan.


If You Return to Active Work Before Completing Your Elimination Period


If You return to Active Work before completing Your Elimination Period and then become Disabled, You will
have to complete a new Elimination Period.


If You Return to Active Work After Completing Your Elimination Period


If You return to Active Work after You begin to receive Weekly Benefits, We will consider You to have
recovered from Your Disability.


If You return to Active Work for a period of 60 days or less, and then become Disabled again due to the same
or related Sickness or accidental injury, We will not require You to complete a new Elimination Period. For the
purpose of determining Your benefits, We will consider such Disability to be a part of the original Disability
and will use the same Predisability Earnings and apply the same terms, provisions and conditions that were
used for the original Disability.
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REHABILITATION INCENTIVES


Rehabilitation Program Incentive


If You participate in a Rehabilitation Program, We will increase Your Weekly Benefit by an amount equal to
10% of the Weekly Benefit.


Work Incentive


If You work while You are Disabled and receiving Weekly Benefits, Your Weekly Benefit will be adjusted as
follows:


· Your Weekly Benefit will be increased by Your Rehabilitation Program Incentive.


Your Weekly Benefit as adjusted above will not be reduced by the amount You earn from working, except to
the extent that such adjusted Weekly Benefit plus the amount You earn from working exceeds 100% of Your
Predisability Earnings.


Family Care Incentive


If You work or participate in a Rehabilitation Program while You are Disabled, We will reimburse You for up to
$100 for weekly expenses You incur for each family member to provide:


· care for Your or Your Spouse’s child, legally adopted child, or child for whom You or Your Spouse are
legal guardian and who is:


· living with You as part of Your household;
· dependent on You for support; and
· under age 13.


The child care must be provided by a licensed child care provider who may not be a member of Your
immediate family or living in Your residence.


· care for Your family member who is:


· living with You as part of Your household;
· chiefly dependent on You for support; and
· incapable of independent living, regardless of age, due to mental or physical handicap as defined by


applicable law.


Care to Your family member may not be provided by a member of Your immediate family.


We will make reimbursement payments to You on a weekly basis starting with the 4th Weekly Benefit
payment. Payments will not be made beyond the Maximum Benefit Period. We will not reimburse You for any
expenses for which You are eligible for payment from any other source. You must send Proof that You have
incurred such expenses.
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Your Disability benefit payments will end on the earliest of:


● the end of the Maximum Benefit Period;


· the date benefits end as specified in the section entitled LIMITED DISABILITY BENEFITS;


● the date You are no longer Disabled;


● the date You die;


● the date You cease or refuse to participate in a Rehabilitation Program that We require;


● the date You fail to have a medical exam requested by Us as described in the Physical Exams subsection
of the GENERAL PROVISIONS section;


● the date You fail to provide required Proof of continuing Disability.


While You are Disabled, the benefits described in this certificate will not be affected if:


● Your insurance ends; or


● the Group Policy is amended to change the plan of benefits for Your class.
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ADDITIONAL SHORT TERM BENEFIT: ORGAN DONOR


If You become Disabled as a result of an Organ Transplant Procedure while insured, Proof of the Disability
must be sent to Us. When We receive such Proof, We will review the claim. If We approve the claim, We will
pay the Organ Donor benefit shown below.


If We pay this benefit, You will not have to complete an Elimination Period and You will not be subject to the
PRE-EXISTING CONDITIONS section for purposes of such organ transplant procedure.


BENEFIT AMOUNT


We will increase Your Weekly Benefit by an additional amount equal to 10% of Your Weekly Benefit. This
increase will be applied to the first Weekly Benefit payment and continue while You remain Disabled, up to
the Maximum Benefit Period.
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Pre-existing Condition means a Sickness or accidental injury for which You:


● received medical treatment, consultation, care, or services; or
● took prescription medication or had medications prescribed;


in the 3 months before Your insurance under this certificate takes effect.


We will not pay benefits, or any increase in benefit amount due to an elected increase in the amount of Your
insurance for a Disability that results from a Pre-existing Condition, if You have been Actively at Work for less
than 12 consecutive months after the date Your Disability insurance or the elected increase in the amount of
such insurance takes effect under this certificate.
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For Disability Due to Alcohol, Drug or Substance Abuse or Addiction


If You are Disabled due to alcohol, drug, or substance abuse or addiction, We will limit Your Disability benefits
to one period of Disability during Your lifetime. During Your Disability, We require You to participate in an
alcohol, drug or substance abuse or addiction recovery program recommended by a Physician.


We will end Disability benefit payments at the earliest of:


· the date You receive 4 weeks of Disability benefit payments;
· the date You cease or refuse to participate in the recovery program referred to above; or
· the date You complete such recovery program.


For Disability Due To Mental or Nervous Disorders or Diseases


If You are Disabled due to one or more of the following medical conditions described below, We will limit Your
Disability benefits to a lifetime maximum equal to the lesser of:


· 13 weeks; or
· the Maximum Benefit Period.


Subject to the Administration of Limited Disability Benefits for Disability Due to Mental and Nervous Disorders
or Diseases provision set forth below;


Your Disability benefits will be limited as stated above for Mental or Nervous Disorder or Disease that results
from any cause, except for:


· Neurocognitive Disorders;
· Schizophrenia; or
· Bipolar I Disorder.


ADMINISTRATION OF LIMITED DISABILITY BENEFITS FOR DISABILITY DUE TO MENTAL AND
NERVOUS DISORDERS OR DISEASES


If no exception above applies, and You are Disabled as a result of more than one injury or Sickness for which
Disability benefits are payable under this certificate, each of which are subject to the provisions of the Limited
Disability Benefits section, the benefit limitation periods will run concurrently for all such conditions.


DEFINED TERMS USED IN LIMITED DISABILITY BENEFITS


Bipolar I Disorder means a psychiatric disorder diagnosed in accordance with the diagnostic criteria for
Bipolar I Disorder set forth in the most recent edition of the Diagnostic And Statistical Manual Of Mental
Disorders (DSM) as of the date of Your Disability. Supporting documentation must include evidence that You
experienced at least one full manic episode. The following conditions, as determined using the diagnostic
criteria for such conditions set forth in the most recent edition of the DSM as of the date of Your Disability are
not considered Bipolar I Disorder for purposes of this exclusion:


· bipolar II disorder;
· cyclothymic disorder;
· substance induced bipolar disorder;
· bipolar disorder associated with a known general medical condition;
· other specified bipolar disorder; or
· unspecified bipolar disorder.


Mental or Nervous Disorder means a medical condition which meets the diagnostic criteria set forth in the
most recent edition of the DSM as of the date of Your Disability. A condition may be classified as a Mental or
Nervous Disorder or Disease regardless of its cause.
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Neurocognitive Disorder means a condition that meets the diagnostic criteria for neurocognitive disorders
set forth in the most recent edition of the DSM as of the date of Your Disability, and the cognitive deficits that
relate to the Disability are not attributable to another Mental or Nervous Disorder or Disease. Neurocognitive
disorders include, but are not limited to, conditions such as Alzheimer’s disease and other forms of dementia,
and Traumatic Brain Injury.


Schizophrenia means a chronic psychiatric disorder diagnosed in accordance with the diagnostic criteria for
Schizophrenia set forth in the most recent edition of the DSM as of the date of Your Disability.


For Occupational Disabilities


We will not pay benefits for any Disability:


· which happens in the course of any work performed by You for wage or profit; or
· for which You are eligible to receive benefits under workers’ compensation or a similar law.
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We will not pay for any Disability caused or contributed to by:


1. war, whether declared or undeclared, or act of war, insurrection, rebellion, or terrorist act;


2. Your active participation in a riot;


3. intentionally self-inflicted injury;


4. attempted suicide;


5. commission of or attempt to commit or taking part in a felony; or


6. elective treatment or procedures, such as:


· cosmetic surgery or treatment primarily to change appearance;


· reversal of sterilization;


· liposuction;


· visual correction surgery; and


· in vitro fertilization; embryo transfer procedure; or artificial insemination.


However, pregnancies and complications from any of these procedures will be treated as a Sickness.
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If You are unable to report for Active Work due to a Sickness or accidental injury, and You think that You may
be Disabled, You should contact MetLife or Your benefits representative to initiate a claim. We recommend
that You do so no later than 2 weeks after the first day You are unable to report for Active Work so that Your
claim can be processed in a timely manner.


When You file an initial claim for Disability Income Insurance benefits described in this certificate, both the
notice of claim and the required Proof should be sent to Us within 90 days after the end of the Elimination
Period.


Notice of claim and Proof for Disability Income Insurance may also be given to Us by following the steps set
forth below:


Step 1
You may give Us notice by calling Us at the toll free number shown in the Certificate Face Page within 20
days of the date of a loss.


Step 2
We will send a claim form to You and explain how to complete it. You should receive the claim form within 15
days of giving Us notice of claim.


Step 3
When You receive the claim form You should fill it out as instructed and return it with the required Proof
described in the claim form. If You do not receive a claim form within 15 days after giving Us notice of claim,
Proof may be sent using any form sufficient to provide Us with the required Proof.


Step 4
You must give Us Proof not later than 90 days after the end of the Elimination Period.


If notice of claim or Proof is not given within the time limits described in this section, the delay will not cause a
claim to be denied or reduced if such notice and Proof are given within 90 days after the end of the
Elimination Period or if it is not reasonably possible to give notice of claim or Proof within such period, they
are given as soon as is reasonably possible thereafter.


Items to be Submitted for a Disability Income Insurance Claim


When submitting Proof on an initial or continuing claim for Disability Income insurance, the following items
may be required:


● documentation which must include, but is not limited to, the following information:
● the date Your Disability started;
● the cause of Your Disability;
● the prognosis of Your Disability;
● the continuity of Your Disability; and


● Written authorization for Us to obtain and release medical, employment and financial information and
any other items We may reasonably require to document Your Disability;


● any and all medical information, including but not limited to:
● x-ray films; and
● photocopies of medical records, including:


● histories,
● physical, mental or diagnostic examinations; and
● treatment notes; and


● the names and addresses of all:
● physicians and medical practitioners who have provided You with diagnosis, treatment or


consultation;
● hospitals or other medical facilities which have provided You with diagnosis, treatment or


consultation;
● pharmacies which have filled Your prescriptions within the past three years; and
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● additional proof elements as required and described within the additional plan provisions for which
you are filing a claim for benefits.


Time Limit on Legal Actions. A legal action on a claim may only be brought against Us during a certain
period. This period begins 60 days after the date Proof is filed and ends 3 years after the date such Proof is
required.
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Assignment


The rights and benefits under the Group Policy are not assignable prior to a claim for benefits, except as
required by law. We are not responsible for the validity of an assignment.


Disability Income Benefit Payments: Who We Will Pay


We will make any benefit payments during Your lifetime to You or Your legal representative as Beneficiary.
Any payment made in good faith will discharge Us from liability to the extent of such payment.


Upon Your death, We will pay any amount that is or becomes due to Your designated Beneficiary. If there is
no Beneficiary designated or no surviving designated Beneficiary at Your death, We may determine the
Beneficiary for any amount that is or becomes due, according to the following order:


1. Your Spouse or Domestic Partner, if alive;
2. Your child(ren), if there is no surviving Spouse or Domestic Partner;
3. Your parent(s), if there is no surviving child(ren);
4. Your sibling(s), if there is no surviving parent(s);
5. Your estate, if there is no such surviving sibling(s).


If more than one person is eligible to receive payment, We will divide the benefit amount in equal shares.


Payment to a minor or incompetent will be made to such person’s guardian. The term “children” or “child”
includes natural and adopted children.


Any periodic payments owed to Your estate may be paid in a single sum.


Beneficiary


You may designate a Beneficiary by completing a Beneficiary Designation form when You submit a claim.
You may change Your Beneficiary at any time. To do so, You must send a Signed and dated, Written request
to MetLife using a form satisfactory to Us. Your Written request to change the Beneficiary must be sent to
MetLife within 30 days of the date You Sign such request.


You do not need the Beneficiary’s consent to make a change. When We receive the change, it will take effect
as of the date You Signed it. The change will not apply to any payment made in good faith by Us before the
change request was recorded.


If two or more Beneficiaries are designated and their shares are not specified, they will share the benefits
equally.


Any payment made in good faith will discharge our liability to the extent of such payment.


Entire Contract


Your insurance is provided under a contract of group insurance with the Policyholder. The entire contract with
the Policyholder is made up of the following:


1. the Group Policy and its Exhibits, which include the certificate(s);
2. the Policyholder's application; and
3. any amendments and/or endorsements to the Group Policy.
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Incontestability: Statements Made by You


Any statement made by You will be considered a representation and not a warranty. We will not use such
statement to avoid insurance, reduce benefits or defend a claim unless the following requirements are met:


1. the statement is in a Written application or enrollment form;
2. You have Signed the application or enrollment form; and
3. a copy of the application or enrollment form has been given to You or Your Beneficiary.


We will not use Your statements which relate to insurability to contest disability insurance after it has been in
force for 2 years during Your life, unless the statement is fraudulent. In addition, We will not use such
statements to contest an increase or benefit addition to such insurance after the increase or benefit has been
in force for 2 years during Your life, unless the statement is fraudulent.


Misstatement of Age


If Your age is misstated, the correct age will be used to determine if insurance is in effect and, as appropriate,
We will adjust the benefits and/or premiums.


Conformity with Law


If the terms and provisions of this certificate do not conform to any applicable law, this certificate shall be
interpreted to so conform.


Physical Exams


If a claim is submitted for insurance benefits, We have the right to ask the insured to be examined by a
Physician(s) of Our choice as often as is reasonably necessary to process the claim. We will pay the cost of
such exam.


Autopsy


We have the right to make a reasonable request for an autopsy where permitted by law. Any such request
will set forth the reasons We are requesting the autopsy.


Overpayments for Disability Income Insurance


Recovery of Overpayments


We have the right to recover any amount that We determine to be an overpayment.


An overpayment occurs if We determine that:


· the total amount paid by Us on Your claim is more than the total of the benefits due to You under this
certificate; or


· payment We made should have been made by another group plan.


If such overpayment occurs, You have an obligation to reimburse Us. Our rights and Your obligations in this
regard are described in the reimbursement agreement that You are required to sign when You submit a claim
for benefits under this certificate. This agreement confirms that You will reimburse Us for all overpayments.


How We Recover Overpayments


We may recover the overpayment from You by:


· stopping or reducing any future Disability benefits payable to You or any other payee under the Disability
sections of this certificate;
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· demanding an immediate refund of the overpayment from You; and


· taking legal action.


If the overpayment results from Our having made a payment to You that should have been made under
another group plan, We may recover such overpayment from one or more of the following:


· any other insurance company;


· any other organization; or


· any person to or for whom payment was made.


Lien and Repayment


If You become Disabled and You receive Disability benefits under this certificate and You receive payment
from a third party for loss of income with respect to the same loss of income for which You received benefits
under this certificate (for example, a judgment, settlement, payment from Federal Social Security or payment
pursuant to Workers’ Compensation laws), You shall reimburse Us from the proceeds of such payment up to
an amount equal to the benefits paid to You under this certificate for such Disability. Our right to receive
reimbursement from any such proceeds shall be a claim or lien against such proceeds and Our right shall
provide Us with a first priority claim or lien over any such proceeds up to the full amount of the benefits paid to
You under this certificate for such Disability. You agree to take all action necessary to enable Us to exercise
Our rights under this provision, including, without limitation:


· notifying Us as soon as possible of any payment You receive or are entitled to receive from a third party
for loss of income with respect to the same loss of income for which You received benefits under this
certificate;


· furnishing of documents and other information as requested by Us or any person working on Our behalf;
and


· holding in escrow, or causing Your legal representative to hold in escrow, any proceeds paid to You or
any party by a third party for loss of income with respect to the same loss of income for which You
received benefits under this certificate, up to an amount equal to the benefits paid to You under this
certificate for such Disability, to be paid immediately to Us upon Your receipt of said proceeds.


You shall cooperate and You shall cause Your legal representative to cooperate with Us in any recovery
efforts and You shall not interfere with Our rights under this provision. Our rights under this provision apply
whether or not You have been or will be fully compensated by a third party for any Disability for which You
received or are entitled to receive benefits under this certificate.
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SECTION I 


Definitions 


Defined terms will appear capitalized throughout this Certificate. 


Acute: The onset of disease or injury, or a change in the Member's condition that 
would require prompt medical attention. 


Allowed Amount: The maximum amount on which Our payment is based for Covered 
Services. See the Cost-Sharing Expenses and Allowed Amount section of this 
Certificate for a description of how the Allowed Amount is calculated. 


Ambulatory Surgical Center: A Facility currently licensed by the appropriate state 
regulatory agency for the provision of surgical and related medical services on an 
outpatient basis. 


Appeal: A request for Us to review a Utilization Review decision or a Grievance again. 


Balance Billing: When a Non-Participating Provider bills You for the difference 
between the Non-Participating Provider's charge and the Allowed Amount. A 
Participating Provider may not Balance Bill You for Covered Services. 


Certificate: This Certificate issued by CDPHP Universal Benefits, Inc., including the 
Schedule of Benefits and any attached riders. 


Child, Children: The Subscriber's Children, including any natural, adopted or step
children, unmarried disabled Children, newborn Children, or any other Children as 
described in the Who is Covered section of this Certificate. 


Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of 
the Allowed Amount for the service that You are required to pay to a Provider. The 
amount can vary by the type of Covered Service. 


Copayment: A fixed amount You pay directly to a Provider for a Covered Service when 
You receive the service. The amount can vary by the type of Covered Service. 


Cost-Sharing: Amounts You must pay for Covered Services, expressed as 
Copayments, Deductibles and/or Coinsurance. 


Cover, Covered or Covered Services: The Medically Necessary services paid for, 
arranged, or authorized for You by Us under the terms and conditions of this Certificate. 


Deductible: The amount You owe before We begin to pay for Covered Services. The 
Deductible applies before any Copayments or Coinsurance are applied. The Deductible 
may not apply to all Covered Services. You may also have a Deductible that applies to 
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a specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before 
We begin to pay for a particular Covered Service. 


Dependents: The Subscriber's Spouse and Children. 


Durable Medical Equipment ("DME"): Equipment which is: 
• Designed and intended for repeated use;, 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Emergency Condition: A medical or behavioral condition that manifests itself by Acute 
symptoms of sufficient severity, including severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably expect the 
absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


Emergency Department Care: Emergency Services You get in a Hospital emergency 
department. 


Emergency Services: A medical screening examination which is within the capability 
of the emergency department of a Hospital, including ancillary services routinely 
available to the emergency department to evaluate such Emergency Condition; and 
within the capabilities of the staff and facilities available at the Hospital, such further 
medical examination and treatment as are required to stabilize the patient. "To stabilize" 
is to provide such medical treatment of an Emergency Condition as may be necessary 
to assure that, within reasonable medical probability, no material deterioration of the 
condition is likely to result from or occur during the transfer of the patient from a Facility, 
or to deliver a newborn child (including the placenta). 


Exclusions: Health care services that We do not pay for or Cover. 


External Appeal Agent: An entity that has been certified by the New York State 
Department of Financial Services to perform external appeals in accordance with New 
York law. 


Facility: A Hospital; Ambulatory Surgical Center; birthing center; dialysis center; 
rehabilitation Facility; Skilled Nursing Facility; hospice; Home Health Agency or home 
care services agency certified or licensed under Article 36 of the New York Public 
Health Law; a comprehensive care center for eating disorders pursuant to Article 27-J of 
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the New York Public Health Law; and a Facility defined in New York Mental Hygiene 
Law Sections 1.03(10) and (33), certified by the New York State Office of Alcoholism 
and Substance Abuse Services, or certified under Article 28 of the New York Public 
Health Law (or, in other states, a similarly licensed or certified Facility). If You receive 
treatment for substance use disorder outside of New York State, a Facility also includes 
one which is accredited by the Joint Commission to provide a substance use disorder 
treatment program. 


Grievance: A complaint that You communicate to Us that does not involve a Utilization 
Review determination. 


Group: The employer or party that has entered into an agreement with Us as a 
contractholder. 


Habilitation Services: Health care services that help a person keep, learn or improve 
skills and functioning for daily living. Habilitative Services include the management of 
limitations and disabilities, including services or programs that help maintain or prevent 
deterioration in physical, cognitive, or behavioral function. These services consist of 
physical therapy, occupational therapy and speech therapy. 


Health Care Professional: An appropriately licensed, registered or certified 
Physician; dentist; optometrist; chiropractor; psychologist; social worker; podiatrist; 
physical therapist; occupational therapist; midwife; speech-language pathologist; 
audiologist; pharmacist; behavior analyst; or any other licensed, registered or certified 
Health Care Professional under Title 8 of the New York Education Law (or other 
comparable state law, if applicable) that the New York Insurance Law requires to be 
recognized who charges and bills patients for Covered Services. The Health Care 
Professional's services must be rendered within the lawful scope of practice for that 
type of Provider in order to be covered under this Certificate. 


Home Health Agency: An organization currently certified or licensed by the State of 
New York or the state in which it operates and renders home health care services. 


Hospice Care: Care to provide comfort and support for persons in the last stages of a 
terminal illness and their families that are provided by a hospice organization certified 
pursuant to Article 40 of the New York Public Health Law or under a similar certification 
process required by the state in which the hospice organization is located. 


Hospital: A short term, acute, general Hospital, which: 
• Is primarily engaged in providing, by or under the continuous supervision of 


Physicians, to patients, diagnostic services and therapeutic services for 
diagnosis, treatment and care of injured or sick persons; 


• Has organized departments of medicine and major surgery; 
• Has a requirement that every patient must be under the care of a Physician or 


dentist; 
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• Provides 24-hour nursing service by or under the supervision of a registered 
professional nurse (R.N.); 


• If located in New York State, has in effect a Hospitalization review plan 
applicable to all patients which meets at least the standards set forth in 42 U.S.C. 
Section 1395x(k); 


• Is duly licensed by the agency responsible for licensing such Hospitals; and 
• Is not, other than incidentally, a place of rest, a place primarily for the treatment 


of tuberculosis, a place for the aged, a place for drug addicts, alcoholics, or a 
place for convalescent, custodial, educational, or rehabilitory care. 


Hospital does not mean health resorts, spas, or infirmaries at schools or camps. 


Hospitalization: Care in a Hospital that requires admission as an inpatient and usually 
requires an overnight stay. 


Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight 
stay. 


Medically Necessary: See the How Your Coverage Works section of this Certificate 
for the definition. 


Medicare: Title XVIII of the Social Security Act, as amended. 


Member: The Subscriber or a covered Dependent for whom required Premiums have 
been paid. Whenever a Member is required to provide a notice pursuant to a Grievance 
or emergency department visit or admission, "Member" also means the Member's 
designee. 


Non-Participating Provider: A Provider who doesn't have a contract with Us to 
provide services to You. The services of Non-Participating Providers are Covered only 
for Emergency Services, Urgent Care or when authorized by Us. 


Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Sharing before We 
begin to pay 100% of the Allowed Amount for Covered Services. This limit never 
includes Your Premium, Balance Billing charges or the cost of health care services We 
do not Cover. 


Participating Provider: A Provider who has a contract with Us to provide services to 
You. A list of Participating Providers and their locations is available on Our website at 
www.cdphp.com or upon Your request to Us. The list will be revised from time to time 
by Us. You will pay higher Cost-Sharing to see a Participating Provider as compared to 
a Preferred Provider. 


Physician or Physician Services: Health care services a licensed medical Physician 
(M.D. - Medical Doctor or D.O. - Doctor of Osteopathic Medicine) provides or 
coordinates. 
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Plan Year: The 12-month period beginning on the effective date of the Certificate or 
any anniversary date thereafter, during which the Certificate is in effect. 


Preauthorization: A decision by Us prior to Your receipt of a Covered Service, 
procedure, treatment plan, device, or Prescription Drug that the Covered Service, 
procedure, treatment plan, device or Prescription Drug is Medically Necessary. We 
indicate which Covered Services require Preauthorization in the Schedule of Benefits 
section of this Certificate. 


Preferred Provider: A Provider who has a contract with Us to provide services to You 
at the highest level of coverage available to You. You will pay the least amount of Cost
Sharing to see a Preferred Provider. 


Premium: The amount that must be paid for Your health insurance coverage. 


Prescription Drugs: A medication, product or device that has been approved by the 
Food and Drug Administration ("FDA") and that can, under federal or state law, be 
dispensed only pursuant to a prescription order or refill and is on Our formulary. A 
Prescription Drug includes a medication that, due to its characteristics, is appropriate for 
self administration or administration by a non-skilled caregiver. 


Primary Care Physician ("PCP"): A participating nurse practitioner or Physician who 
typically is an internal medicine, family practice or pediatric Physician and who directly 
provides or coordinates a range of health care services for You. 


Provider: A Physician, Health Care Professional, or Facility licensed, registered, 
certified or accredited as required by state law. A Provider also includes a vendor or 
dispenser of diabetic equipment and supplies, durable medical equipment, medical 
supplies, or any other equipment or supplies that are Covered under this Certificate that 
is licensed, registered, certified or accredited as required by state law. 


Referral: An authorization given to one Participating Provider from another 
Participating Provider (usually from a PCP to a participating Specialist) in order to 
arrange for additional care for a Member. 


Rehabilitation Services: Health care services that help a person keep, get back, or 
improve skills and functioning for daily living that have been lost or impaired because a 
person was sick, hurt, or disabled. These services consist of physical therapy, 
occupational therapy, and speech therapy in an inpatient and/or outpatient setting. 


Schedule of Benefits: The section of this Certificate that describes the Copayments, 
Deductibles, Coinsurance, Out-of-Pocket Limits, Preauthorization requirements, and 
other limits on Covered Services. 


Service Area: The geographical area, designated by Us and approved by the State of 
New York, in which We provide coverage. Our Service Area consists of the following 
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counties: Albany, Broome, Chenango, Columbia, Delaware, Dutchess, Essex, Fulton, 
Greene, Hamilton, Herkimer, Madison, Montgomery, Oneida, Orange, Otsego, 
Rensselaer, Saratoga, Schenectady, Schoharie, Tioga, Ulster, Warren, Washington. 


Skilled Nursing Facility: An institution or a distinct part of an institution that is 
currently licensed or approved under state or local law; primarily engaged in providing 
skilled nursing care and related services as a Skilled Nursing Facility, extended care 
Facility, or nursing care Facility approved by the Joint Commission, or the Bureau of 
Hospitals of the American Osteopathic Association, or as a Skilled Nursing Facility 
under Medicare; or as otherwise determined by Us to meet the standards of any of 
these authorities. 


Specialist: A Physician who focuses on a ~pecific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. 


Spouse: The person to whom the Subscriber is legally married, including a same sex 
Spouse. 


Subscriber: The person to whom this Certificate is issued. 


UCR (Usual, Customary and Reasonable): The cost of a medical service in a 
geographic area based on what Providers in the area usually charge for the same or 
similar medical service. 


Urgent Care: Medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
Emergency Department Care. Urgent Care may be rendered in a Physician's office or 
Urgent Care Center. 


Urgent Care Center: A licensed Facility that provides Urgent Care. 


Us, We, Our: CDPHP Universal Benefits, Inc. and anyone to whom We legally 
delegate performance, on Our behalf, under this Certificate. 


Utilization Review: The review to determine whether services are or were Medically 
Necessary or experimental or investigational (i.e., treatment for a rare disease or a 
clinical trial). 


You, Your: The Member. 
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SECTION II 


How Your Coverage Works 


A. Your Coverage Under this Certificate. 
Your employer (referred to as the "Group") has purchased a Group health insurance 
Contract from Us. We will provide the benefits described in this Certificate to covered 
Members of the Group, that is, to employees of the Group and their covered 
Dependents. However, this Certificate is not a contract between You and Us. You 
should keep this Certificate with Your other important papers so that it is available for 
Your future reference. 


B. Covered Services. 
You will receive Covered Services under the terms and conditions of this Certificate only 
when the Covered Service is: 


• Medically Necessary; 
• Provided by a Participating Provider; 
• Listed as a Covered Service; 
• Not in excess of any benefit limitations described in the Schedule of Benefits 


section of this Certificate; and 
• Received while Your Certificate is in force. 


When You are outside Our Service Area, coverage is limited to Emergency Services, 
Pre-Hospital Emergency Medical Services and ambulance services to treat Your 
Emergency Condition and Urgent Care. 


C. Participating Providers. 
To find out if a Provider is a Participating Provider, and for details about licensure and 
training: 


• Check Your Provider directory, available at Your request; 
• Call the number on Your ID card; or 
• Visit Our website at www.cdphp.com. 


D. Preferred Providers. 
Some Participating Providers are also Preferred Providers. Certain services may be 
obtained from Preferred Providers. If You receive Covered Services from Preferred 
Providers, Your Cost-Sharing may be lower than if You received the services from 
Participating Providers. See the Schedule of Benefits section of this Certificate for 
coverage of Preferred Provider services. 


E. The Role of Primary Care Physicians. 
This Certificate does not have a gatekeeper, usually known as a Primary Care 
Physician ("PCP"). You do not need a Referral from a PCP before receiving Specialist 
care. 


You may need to request Preauthorization before You receive certain services. 
See the Schedule of Benefits section of this Certificate for the services that 
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require Preauthorization. 


1. Access to Providers and Changing Providers. Sometimes Providers in Our 
Provider directory are not available. You should call the Provider to make sure he 
or she is a Participating Provider and is accepting new patients. 


To see a Provider, call his or her office and tell the Provider that You are a 
CDPHP UBI Member, and explain the reason for Your visit. Have Your ID card 
available. The Provider's office may ask You for Your Group or Member ID 
number. When You go to the Provider's office, bring Your ID card with You. 


F. Services Subject to Preauthorization. 
Our Preauthorization is required before You receive certain Covered Services. You are 
responsible for requesting Preauthorization for the in-network services listed in the 
Schedule of Benefits section of this Certificate. 


G. Preauthorization Procedure. 
If You seek coverage for services that require Preauthorization, You must call Us at the 
number on Your ID card. 


After receiving a request for approval, We will review the reasons for Your planned 
treatment and determine if benefits are available. Criteria will be based on multiple 
sources which may include medical policy, clinical guidelines, and pharmacy and 
therapeutic guidelines. 


H. Failure to Seek Preauthorization. 
If You fail to seek Our Preauthorization for benefits subject to this section, We will pay 
an amount of $500 less than We would otherwise have paid for the care, or We will pay 
only 50% of the amount We would otherwise have paid for the care, whichever results 
in a greater benefit for You. You must pay the remaining charges. We will pay the 
amount specified above only if We determine the care was Medically Necessary even 
though You did not seek Our Preauthorization. If We determine that the services were 
not Medically Necessary, You will be responsible for paying the entire charge for the 
service. 


I. Medical Management. 
The benefits available to You under this Certificate are subject to pre-service, 
concurrent and retrospective reviews to determine when services should be Covered by 
Us. The purpose of these reviews is to promote the delivery of cost-effective medical 
care by reviewing the use of procedures and, where appropriate, the setting or place 
the services are performed. Covered Services must be Medically Necessary for benefits 
to be provided. 


J. Medical Necessity. 
We Cover benefits described in this Certificate as long as the health care service, 
procedure, treatment, test, device, Prescription Drug or supply (collectively, "service") 
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is Medically Necessary. The fact that a Provider has furnished, prescribed, ordered, 
recommended, or approved the service does not make it Medically Necessary or mean 
that We have to Cover it. 


We may base Our decision on a review of: 
• Your medical records; 
• Our medical policies and clinical guidelines; 
• Medical opinions of a professional society, peer review committee or other 


groups of Physicians; 
• Reports in peer-reviewed medical literature; 
• Reports and guidelines published by nationally-recognized health care 


organizations that include supporting scientific data; 
• Professional standards of safety and effectiveness, which are generally


recognized in the United States for diagnosis, care, or treatment; 
• The opinion of Health Care Professionals in the generally-recognized health 


specialty involved; ·· 
• The opinion of the attending Providers, which have credence but do not overrule 


contrary opinions. 


Services will be deemed Medically Necessary only if: 
• They are clinically appropriate in terms of type, frequency, extent, site, and 


duration, and considered effective for Your illness, injury, or disease; 
• They are required for the direct care and treatment or management of that 


condition; 
• Your condition would be adversely affected if the services were not provided; 
• They are provided in accordance with generally-accepted standards of medical 


practice; 
• They are not primarily for the convenience of You, Your family, or Your Provider; 
• They are not more costly than an alternative service or sequence of services, 


that is at least as likely to produce equivalent therapeutic or diagnostic results; 
• When setting or place of service is part of the review, services that can be safely 


provided to You in a lower cost setting will not be Medically Necessary if they are 
performed in a higher cost setting. For example, We will not provide coverage for 
an inpatient admission for surgery if the surgery could have. been performed on 
an outpatient basis or an infusion or injection of a specialty drug provided in the 
outpatient department of a Hospital if the drug could be provided in a Physician's 
office or the home setting. 


See the Utilization Review and External Appeal sections of this Certificate for Your right 
to an internal Appeal and external appeal of Our determination that a service is not 
Medically Necessary. 


K. Protection from Surprise Bills. 
1. A surprise bill is a bill You receive for Covered Services in the following 


circumstances: 
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• For services performed by a non-participating Physician at a participating 
Hospital or Ambulatory Surgical Center, when: 


o A participating Physician is unavailable at the time the health care 
services are performed; 


o A non-participating Physician performs services without Your 
knowledge; or 


o Unforeseen medical issues or services arise at the time the health 
care services are performed. 


A surprise bill does not include a bill for health care services when a participating 
Physician is available and You elected to receive services from a non
participating Physician. 


• You were referred by a participating Physician to a Non-Participating 
Provider without Your explicit written consent acknowledging that the 
referral is to a Non-Participating Provider and it may result in costs not 
covered by Us. For a surprise bill, a referral to a Non-Participating 
Provider means: 


o Covered Services are performed by a Non-Participating Provider in 
the participating Physician's office or practice during the same visit; 


o The participating Physician sends a specimen taken from You in 
the participating Physician's office to a non-participating laboratory 
or pathologist; or 


o For any other Covered Services performed by a Non-Participating 
Provider at the participating Physician's request, when Referrals 
are required under Your Certificate. 


You will be held harmless for any Non-Participating Provider charges for the 
surprise bill that exceed Your Copayment, Deductible or Coinsurance if You 
assign benefits to the Non-Participating Provider in-writing. In such cases, the 
Non-Participating Provider may only bill You for Your Copayment, Deductible or 
Coinsurance. 


The assignment of benefits form for surprise bills is available at www.dfs.ny.gov 
or You can visit Our website at www.cdphp.com for a copy of the form. You need 
to mail a copy of the assignment of benefits form to Us at the address on Our 
website and to Your Provider. 


2. Independent Dispute Resolution Process. Either We or a Provider may 
submit a dispute involving a surprise bill to an independent dispute resolution 
entity ("IDRE") assigned by the state. Disputes are submitted by completing the 
IDRE application form, which can be found at www.dfs.ny.gov. The IDRE will 
determine whether Our payment or the Provider's charge is reasonable within 30 
days of receiving the dispute. 


L. Delivery of Covered Services Using Telehealth. 
If Your Participating Provider offers Covered Services using telehealth, We will not deny 
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the Covered Services because they are delivered using telehealth. Covered Services 
delivered using telehealth may be subject to utilization review and quality assurance 
requirements and other terms and conditions of the Certificate that are at least as 
favorable as those requirements for the same service when not delivered using 
telehealth. "Telehealth" means the use of electronic information and communication 
technologies by a Participating Provider to deliver Covered Services to You while Your 
location is different than Your Provider's location. 


M. Case Management. 
Case management helps coordinate services for Members with health care needs due 
to serious, complex, and/or chronic health conditions. Our programs coordinate benefits 
and educate Members »iho agree to take part in the case management program to help 
meet their health-related needs. 


Our case management programs are confidential and voluntary. These programs are 
given at no extra cost to You and do not change Covered Services. If You meet 
program criteria and agree to take part, We will help You meet Your identified health 
care needs. This is reached through contact and team work with You and/or Your 
authorized representative, treating Physician(s), and other Providers. In addition, We 
may assist in coordinating care with existing community-based programs and services 
to meet Your needs, which may include giving You information about external agencies 
and community-based programs and services. 


In certain cases of severe or chronic illness or injury, We may provide benefits for 
alternate care through Our case management program that is not listed as a Covered 
Service. We may also extend Covered Services beyond the benefit maximums of this 
Certificate. We will make Our decision on a case-by-case basis if We determine the 
alternate or extended benefit is in the best interest of You and Us. 


Nothing in this provision shall prevent You from appealing Our decision. A decision to 
provide extended benefits or approve alternate care in one case does not obligate Us 
to provide the same benefits again to You or to any other Member. We reserve the 
right, at any time, to alter or stop providing extended benefits or approving alternate 
care. In such case, We will notify You or Your representative in writing. 


N. Important Telephone Numbers and Addresses. 


• CLAIMS 
CDPHP UBI, PO Box 66602, Albany, NY 12206 
(Submit claim forms to this address.) 


Log-in to the secure member portal at www.cdphp.com and select the "Mail 
Center" icon to submit claims via secure email. 
(Submit electronic claim forms to this e-mail address.) 


• COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS 
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Call the number on Your ID card 


• ASSIGNMENT OF BENEFITS FORM 
Refer to the address on Your ID card 
(Submit assignment of benefits forms for surprise bills to this address.) 


• MEMBER SERVICES 
Call the number on Your ID card 
(Member Services Representatives are available Monday - Friday, 8:00 a.m. -
5:00 p.m.) 


• PREAUTHORIZA TION 
Call the number on Your ID card 


• BEHAVIORAL HEALTH SERVICES 
Call the number on Your ID card 


• OUR WEBSITE 
www.cdphp.com 
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SECTION 111 


Access to Care and Transitional Care 


A. Authorization to a Non-Participating Provider. 
If We determine that We do not have a Participating Provider that has the appropriate 
training and experience to treat Your condition, We will approve an authorization to an 
appropriate Non-Participating Provider. Your Participating Provider or You must request 
prior approval of the authorization to a specific Non-Participating Provider. Approvals of 
authorizations to Non-Participating Providers will not be made for the convenience of 
You or another treating Provider and may not necessarily be to the specific Non
Participating Provider You requested. If We approve the authorization, all services 
performed by the Non-Participating Provider are subject to a treatment plan approved 
by Us in consultation with Your PCP, the Non-Participating Provider and You. Covered 
Services rendered by the Non-Participating Provider will be paid as if they were 
provided by a Participating Provider. You will be responsible only for any applicable in
network Cost-Sharing. In the event an authorization is not approved, any services 
rendered by a Non-Participating Provider will not be Covered. 


8. When Your Provider Leaves the Network. 
If You are in an ongoing course of treatment when Your Provider leaves Our network, 
then You may be able to continue to receive Covered Services for the ongoing 
treatment from the former Participating Provider for up to 90 days from the date Your 
Provider's contractual obligation to provide services to You terminates. If You are 
pregnant and in Your second or third trimester, You may be able to continue care with a 
former Participating Provider through delivery and any postpartum care directly related 
to the delivery. 


In order for You to continue to receive Covered Services for up to 90 days or through a 
pregnancy with a former Participating Provider, the Provider must agree to accept as 
payment the negotiated fee that was in effect just prior to the termination of Our 
relationship with the Provider. The Provider must also agree to provide Us necessary 
medical information related to Your care and adhere to our policies and procedures, 
including those for assuring quality of care, obtaining Preauthorization, authorizations, 
and a treatment plan approved by Us. If the Provider agrees to these conditions, You 
will receive the Covered Services as if they were being provided by a Participating 
Provider. You will be responsible only for any applicable in-network Cost-Sharing. 
Please note that if the Provider was terminated by Us due to fraud, imminent harm to 
patients or final disciplinary action by a state board or agency that impairs the Provider's 
ability to practice, continued treatment with that Provider is not available. 


C. New Members In a Course of Treatment. 
If You are in an ongoing course of treatment with a Non-Participating Provider when 
Your coverage under this Certificate becomes effective, You may be able to receive 
Covered Services for the ongoing treatment from the Non-Participating Provider for up 
to 60 days from the effective date of Your coverage under this Certificate. This course of 
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treatment must be for a life-threatening disease or condition or a degenerative and 
disabling condition or disease. You may also continue care with a Non-Participating 
Provider if You are in the second or third trimester of a pregnancy when Your coverage 
under this Certificate becomes effective. You may continue care through delivery and 
any post-partum services directly related to the delivery. 


In order for You to continue to receive Covered Services for up to 60 days or through 
pregnancy, the Non-Participating Provider must agree to accept as payment Our fees 
for such services. The Provider must also agree to provide Us necessary medical 
information related to Your care and to adhere to Our policies and procedures including 
those for assuring quality of care, obtaining Preauthorization, Referrals, and a treatment 
plan approved by Us. If the Provider agrees to these conditions, You will receive the 
Covered Services as if they were being provided by a Participating Provider. You will be 
responsible only for any applicable in-network Cost-Sharing. 
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SECTION IV 


Cost-Sharing Expenses and Allowed Amount 


A. Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits 
section of this Certificate for Covered Services during each Plan Year before We 
provide coverage. If You have other than individual coverage, You must pay the family 
Deductible in the Schedule of Benefits section of this Certificate for Covered Services 
under this Certificate during each Plan Year before We provide coverage for any person 
covered under this Certificate. However, after Deductible payments for persons covered 
under this Certificate collectively total the family Deductible amount in the Schedule of 
Benefits section of this Certificate in a Plan Year, no further Deductible will be required 
for any person covered under this Certificate for that Plan Year. In-network Cost
Sharing amounts to which a Deductible applies accumulate toward both the Deductibles 
for Preferred Providers and for Participating Providers. 


B. Copayments. 
Except where stated otherwise, after You have satisfied the Deductible as described 
above, You must pay the Copayments, or fixed amounts, in the Schedule of Benefits 
section of this Certificate for Covered Services. However, when the Allowed Amount for 
a service is less than the Copayment, You are responsible for the lesser amount. 


C. Coinsurance. 
Except where stated otherwise, after You have satisfied the Deductible described 
above, You must pay a percentage of the Allowed Amount for Covered Services. We 
will pay the remaining percentage of the Allowed Amount as Your benefit as shown in 
the Schedule of Benefits section of this Certificate. 


D. Out-of-Pocket Limit. 
When You have met Your Out-of-Pocket Limit in payment of Copayments, Deductibles 
and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, 
We will provide coverage for 100% of the Allowed Amount for Covered Services for the 
remainder of that Plan Year. If You have other than individual coverage, once a person 
within a family meets the individual Out-of-Pocket Limit in the Schedule of Benefits 
section of this Certificate, We will provide coverage for 100% of the Allowed Amount for 
the rest of that Plan Year for that person. If other than individual coverage applies, when 
persons in the same family covered under this Certificate have collectively met the 
family Out-of-Pocket Limit in payment of Copayments, Deductibles and Coinsurance for 
a Plan Year in the Schedule of Benefits section of this Certificate, We will provide · 
coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire 
family. In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will 
accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for 
Participating Providers. 


E. Allowed Amount. 
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"Allowed Amount" means the maximum amount We will pay for the services or supplies 
Covered under this Certificate, before any applicable Copayment, Deductible and 
Coinsurance amounts are subtracted. We determine Our Allowed Amount as follows: 


The Allowed Amount for Participating Providers will be the amount We have negotiated 
with the Participating Provider, or the Participating Provider's charge. 


Our payments to Participating Providers may include financial incentives to help 
improve the quality or coordination of care and promote the delivery of Covered 
Services in a cost-efficient manner. Payments under this financial incentive program are 
not made as payment for a specific Covered Service provided to You. Your Cost
Sharing will not change based on any payments made to or received from Participating 
Providers as part of the financial incentive program. 


See the Emergency Services and Urgent Care section of this Certificate for the Allowed 
Amount for Emergency Services rendered by Non-Participating Providers. See the 
Ambulance and Pre-Hospital Emergency Medical Services section of this Certificate for 
the Allowed Amount for Pre-Hospital Emergency Medical Services rendered by Non
Participating Providers. 
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SECTION V 


Who is Covered 


A. Who is Covered Under this Certificate. 
You, the Subscriber to whom this Certificate is issued, are covered under this 
Certificate. You must live, work, or reside in Our Service Area to be covered under this 
Certificate. Members of Your family may also be covered depending on the type of 
coverage You selected. 


B. Types of Coverage. 
We offer the following types of coverage: 


1. Individual. If You selected individual coverage, then You are covered. 


2. Individual and Spouse. If You selected individual and Spouse coverage, then 
You and Your Spouse are covered. 


3. Parent and Child/Children. If You selected parent and child/children coverage, 
then You and Your Child or Children, as described below, are covered. 


4. Family. If You selected family coverage, then You and Your Spouse and Your 
Child or Children, as described below, are covered. 


C. Children Covered Under this Certificate. 
If You selected parent and child/children or family coverage, Children covered under 
this Certificate include Your natural Children, legally adopted Children, step Children, 
and Children for whom You are the proposed adoptive parent without regard to financial 
dependence, residency with You, student status or employment. A proposed adopted 
Child is eligible for coverage on the same basis as a natural Child during any waiting 
period prior to the finalization of the Child's adoption. Coverage lasts until the end of the 
month in which the Child turns 26 years of age. Coverage also includes Children for 
whom You are a permanent legal guardian if the Children are chiefly dependent upon 
You for support and You have been appointed the legal guardian by a court order. 
Foster Children and grandchildren are not covered. 


Any unmarried dependent Child, regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental disability, mental retardation 
(as defined in the New York Mental Hygiene Law), or physical handicap and who 
became so incapable prior to attainment of the age at which the Child's coverage would 
otherwise terminate and who is chiefly dependent upon You for support and 
maintenance, will remain covered while Your insurance remains in force and Your Child 
remains in such condition. You have 31 days from the date of Your Child's attainment of 
the termination age to submit an application to request that the Child be included in 
Your coverage and proof of the Child's incapacity. We have the right to check whether a 
Child is and continues to qualify under this section. 
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We have the right to request and be furnished with such proof as may be needed to 
determine eligibility status of a prospective or covered Subscriber and all other 
prospective or covered Members in relation to eligibility for coverage under this 
Certificate at any time. 


D. When Coverage Begins. 
Coverage under this Certificate will begin as follows: 


1. If You, the Subscriber, elect coverage before becoming eligible, or within 30 days 
of becoming eligible for other than a special enrollment period, coverage begins 
on the date You become eligible, or on the date determined by Your Group. 
Groups cannot impose waiting periods that exceed 90 days. 


2. If You, the Subscriber, do not elect coverage upon becoming eligible or within 30 
days of becoming eligible for other than a special enrollment period, You must 
wait until the Group's next open enrollment period to enroll, except as provided 
below. 


3. If You, the Subscriber, marry while covered, and We receive notice of such 
marriage within 30 days thereafter, coverage for Your Spouse and Child starts on 
the first day of the month following such marriage. If We do not receive notice 
within 30 days of the marriage, You must wait until the Group's next open 
enrollment period to add Your Spouse or Child. 


4. If You, the Subscriber, have a newborn or adopted newborn Child and We 
receive notice of such birth within 30 days thereafter, coverage for Your newborn 
starts at the moment of birth; otherwise, coverage begins on the date on which 
We receive notice. Your adopted newborn Child will be covered from the moment 
of birth if You take physical custody of the infant as soon as the infant is released 
from the Hospital after birth and You file a petition pursuant to Section 115-c of 
the New York Domestic Relations Law within 30 days of the infant's birth; and 
provided further that no notice of revocation to the adoption has been filed 
pursuant to Section 115-b of the New York Domestic Relations Law, and consent 
to the adoption has not been revoked. However, We will not provide Hospital 
benefits for the adopted newborn's initial Hospital stay if one of the infant's 
natural parents has coverage for the newborn's initial Hospital stay. If You have 
individual or individual and Spouse coverage, You must also notify Us of Your 
desire to switch to parent and child/children or family coverage and pay any 
additional Premium within 30 days of the birth or adoption in order for coverage 
to start at the moment of birth. Otherwise, coverage begins on the date on which 
We receive notice, provided that You pay any additional Premium when due. 


E. Special Enrollment Periods. 
You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of 
coverage in another group health plan if coverage was terminated because You, Your 
Spouse or Child are no longer eligible for coverage under the other group health plan 
due to: 


1. Termination of employment; 
2. Termination of the other group health plan; 
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3. Death of the Spouse; 
4. Legal separation, divorce or annulment; 
5. Reduction of hours of employment; 
6. Employer contributions toward the group health plan were terminated for You or 


Your Dependents' coverage; or 
7. A Child no longer qualifies for coverage as a Child under the other group health 


plan. 


You, Your Spouse or Child can also enroll 30 days from exhaustion of Your COBRA or 
continuation coverage or if You gain a Dependent or become a Dependent through 
marriage, birth, adoption, or placement for adoption. 


We must receive notice and Premium payment within 30 days of the loss of coverage. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 


In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of 
the occurrence of one of the following events: 


1. You or Your Spouse or Child loses eligibility for Medicaid or Child Health Plus; or 
2. You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus. 


We must receive notice and Premium payment within 60 days of one of these events. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 
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SECTION VI 


Preventive Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


Preventive Care. 
We Cover the following services for the purpose of promoting good health and early 
detection of disease. Preventive services are not subject to Cost-Sharing (Copayments, 
Deductibles or Coinsurance) when performed by a Participating Provider and provided 
in accordance with the comprehensive guidelines supported by the Health Resources 
and Services Administration ("HRSA"), or if the items or services have an "A" or "B" 
rating from the United States Preventive Services Task Force ("USPSTF"), or if the 
immunizations are recommended by the Advisory Committee on Immunization 
Practices ("ACIP"). However, Cost-Sharing may apply to services provided during the 
same visit as the preventive services. Also, if a preventive service is provided during an 
office visit wherein the preventive service is not the primary purpose of the visit, the 
Cost-Sharing amount that would otherwise apply to the office visit will still apply. You 
may contact Us at the number on Your ID card or visit Our website at www.cdphp.com 
for a copy of the comprehensive guidelines supported by HRSA, items or services with 
an "A" or "B" rating from USPSTF, and immunizations recommended by ACIP. 


A. Well-Baby and Well-Child Care. We Cover well-baby and well-child care which 
consists of routine physical examinations including vision screenings and hearing 
screenings, developmental assessment, anticipatory guidance, and laboratory 
tests ordered at the time of the visit as recommended by the American Academy 
of Pediatrics. We also Cover preventive care and screenings as provided for in 
the comprehensive guidelines supported by HRSA and items or services with an 
"A" or "B" rating from USPSTF. If the schedule of well-child visits referenced 
above permits one (1) well-child visit per Plan Year, We will not deny a well-child 
visit if 365 days have not passed since the previous well-child visit. 
Immunizations and boosters as required by ACIP are also Covered. This benefit 
is provided to Members from birth through attainment of age 19 and is not 
subject to Copayments, Deductibles or Coinsurance. 


B. Adult Annual Physical Examinations. We Cover adult annual physical 
examinations and preventive care and screenings as provided for in the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF. 


Examples of items or services with an "A" or "B" rating from USPSTF include, but 
are not limited to, blood pressure screening for adults, lung cancer screening, 
colorectal cancer screening, alcohol misuse screening, depression screening, 
and diabetes screening. A complete list of the Covered preventive Services is 
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available on Our website at www.cdphp.com, or will be mailed to You upon 
request. 


You are eligible for a physical examination once every Plan Year, regardless of 
whether or not 365 days have passed since the previous physical examination 
visit. Vision screenings do not include refractions. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


C. Adult Immunizations. We Cover adult immunizations as recommended by 
ACIP. This benefit is not subject to Copayments, Deductibles or Coinsurance 
when provided in accordance with the recommendations of ACIP. 


D. Well-Woman Examinations. We Cover well-woman examinations which 
consist of a routine gynecological examination, breast examination and annual 
Pap smear, including laboratory and diagnostic services in connection with 
evaluating the Pap smear. We also Cover preventive care and screenings as 
provided for in the comprehensive guidelines supported by HRSA and items or 
services with an "A" or "B" rating from USPSTF. A complete list of the Covered 
preventive Services is available on Our website at www.cdphp.com, or will be 
mailed to You upon request. This benefit is not subject to Copayments, 
Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF, which may be less frequent than described above, 
and when provided by a Participating Provider. 


E. Mammograms, Screening and Diagnostic Imaging for the Detection of 
Breast Cancer. We Cover mammograms for the screening of breast cancer as 


follows: 
• One (1) baseline screening mammogram for Members age 35 through 39; 


and 
• One (1) screening mammogram annually for Members age 40 and over. 


If a Member of any age has a history of breast cancer or a first degree relative 
has a history of breast cancer, We Cover mammograms as recommended by the 
Member's Provider. However, in no event will more than one (1) preventive 
screening per Plan Year be Covered. 


Mammograms for the screening of breast cancer are not subject to Copayments, 
Deductibles or Coinsurance. 


We also Cover additional screening and diagnostic imaging for the detection of 
breast cancer, including diagnostic mammograms, breast ultrasounds and MRls. 
Screening and diagnostic imaging for the detection of breast cancer, including 
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diagnostic mammograms, breast ultrasounds and MRls are not subject to 
Copayments, Deductibles or Coinsurance when provided by a Participating 
Provider. 


F. Family Planning and Reproductive Health Services. We Cover family 
planning services which consist of FDA-approved contraceptive methods 
prescribed by a Provider, not otherwise Covered under Your Prescription Drug 
Coverage Rider, if applicable, counseling on use of contraceptives and related 
topics, and sterilization procedures for women. Such services are not subject to 
Copayments, Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF and when provided by a Participating Provider. 


We also Cover vasectomies subject to Copayments, Deductibles or Coinsurance. 


We do not Cover services related to the reversal of elective sterilizations. 


G. Bone Mineral Density Measurements or Testing. We Cover bone mineral 
density measurements or tests, and Prescription Drugs and devices approved by 
the FDA or generic equivalents as approved substitutes. Coverage of 
Prescription Drugs is subject to Your Prescription Drug Coverage Rider, if 
applicable. Bone mineral density measurements or tests, drugs or devices shall 
include those covered for individuals meeting the criteria under the federal 
Medicare program and those in accordance with the criteria of the National 
Institutes of Health. You will also qualify for Coverage of bone mineral density 
measurements and testing if You meet any of the following: 


• Previously diagnosed as having osteoporosis or having a family history of 
osteoporosis; 


• With symptoms or conditions indicative of the presence or significant risk 
of osteoporosis; 


• On a prescribed drug regimen posing a significant risk of osteoporosis; 
• With lifestyle factors to a degree as posing a significant risk of 


osteoporosis; or 
• With such age, gender, and/or other physiological characteristics which 


pose a significant risk for osteoporosis. 


We also Cover bone mineral density measurements or tests, and Prescription 
Drugs and devices as provided for in the comprehensive guidelines supported by 
HRSA and items or services with an "A" or "B" rating from USPSTF. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF, which may not 
include all of the above services such as drugs and devices and when provided 
by a Participating Provider. 
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H. Screening for Prostate Cancer. We Cover an annual standard diagnostic 
examination including, but not limited to, a digital rectal examination and a 
prostate specific antigen test for men age 50 and over who are asymptomatic 
and for men age 40 and over with a family history of prostate cancer or other 
prostate cancer risk factors. We also Cover standard diagnostic testing including, 
but not limited to, a digital rectal examination and a prostate-specific antigen test, 
at any age for men having a prior history of prostate cancer. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided by a Participating Provider. 
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SECTION VII 


Ambulance and Pre-Hospital Emergency Medical Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. Pre-Hospital Emergency Medical Services and ambulance 
services for the treatment of an Emergency Condition do not require Preauthorization. 


A. Emergency Ambulance Transportation. 
We Cover Pre-Hospital Emergency Medical Services for the treatment of an Emergency 
Condition when such services are provided by an ambulance service. 


"Pre-Hospital Emergency Medical Services" means the prompt evaluation and treatment 
of an Emergency Condition and/or non-airborne transportation to a Hospital. The 
services must be provided by an ambulance service issued a certificate under the New 
York Public Health Law. We will, however, only Cover transportation to a Hospital 
provided by such an ambulance service when a prudent layperson, possessing an 
average knowledge of medicine and health, could reasonably expect the absence of 
such transportation to result in: 


• Placing the health of the person afflicted with such condition or, with 
respect to a pregnant woman, the health of the woman or her unborn child in 
serious jeopardy, or in the case of a behavioral condition, placing the health of 
such person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


An ambulance service may not charge or seek reimbursement from You for Pre
Hospital Emergency Medical Services except for the collection of any applicable 
Copayment, Deductible or Coinsurance. In the absence of negotiated rates, We will pay 
a Non-Participating Provider the usual and customary charge for Pre-Hospital 
Emergency Medical Services, which shall not be excessive or unreasonable. 


We also Cover emergency ambulance transportation by a licensed ambulance service 
(either ground, water or air ambulance) to the nearest Hospital where Emergency 
Services can be performed. 


We Cover Pre-Hospital Emergency Medical Services and emergency ambulance 
transportation worldwide. 


B. Non-Emergency Ambulance Transportation. 
We Cover non-emergency ambulance transportation by a licensed ambulance service 
(either ground or air ambulance, as appropriate) between Facilities when the transport 
is any of the following: 
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• From a non-participating Hospital to a participating Hospital; 
• To a Hospital that provides a higher level of care that was not available at the 


original Hospital; 
• To a more cost-effective Acute care Facility; or 
• From an Acute care Facility to a sub-Acute setting. 


C. Limitations/Terms of Coverage. 
• We do not Cover travel or transportation expenses, unless connected to an 


Emergency Condition or due to a Facility transfer approved by Us, even though 
prescribed by a Physician. 


• We do not Cover non-ambulance transportation such as ambulette, van or taxi 
cab. 


• Coverage for air ambulance related to an Emergency Condition or air ambulance 
related to non-emergency transportation is provided when Your medical condition 
is such that transportation by land ambulance is not appropriate; and Your 
medical condition requires immediate and rapid ambulance transportation that 
cannot be provided by land ambulance; and one (1) of the following is met: 


o The point of pick-up is inaccessible by land vehicle; or 
o Great distances or other obstacles (e.g., heavy traffic) prevent Your timely 


transfer to the nearest Hospital with appropriate facilities. 
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SECTION VIII 


Emergency Services and Urgent Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Emergency Services. 
We Cover Emergency Services for the treatment of an Emergency Condition in a 
Hospital. 


We define an "Emergency Condition" to mean: A medical or behavioral condition that 
manifests itself by Acute symptoms of sufficient severity, including severe pain, such 
that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


For example, an Emergency Condition may include, but is not limited to, the following 
conditions: 


• Severe chest pain 
• Severe or multiple injuries 
• Severe shortness of breath 
• Sudden change in mental status (e.g., disorientation) 
• Severe bleeding 
• Acute pain or conditions requiring immediate attention such as suspected heart 


attack or appendicitis 
• Poisonings 
• Convulsions 


Coverage of Emergency Services for treatment of Your Emergency Condition will be 
provided regardless of whether the Provider is a Participating Provider. We will also 
Cover Emergency Services to treat Your Emergency Condition worldwide. However, 
We will Cover only those Emergency Services and supplies that are Medically 
Necessary and are performed to treat or stabilize Your Emergency Condition in a 
Hospital. 


Please follow the instructions listed below regardless of whether or not You are in Our 
Service Area at the time Your Emergency Condition occurs: 
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1. Hospital Emergency Department Visits. In the event that You require 
treatment for an Emergency Condition, seek immediate care at the nearest 
Hospital emergency department or call 911. Emergency Department Care does 
not require Preauthorization. However, only Emergency Services for the 
treatment of an Emergency Condition are Covered in an emergency 
department. 


We do not Cover follow-up care or routine care provided in a Hospital 
emergency department. 


2. Emergency Hospital Admissions. In the event that You are admitted to the 
Hospital, You or someone on Your behalf must notify Us at the number on Your 
ID card within 48 hours of Your admission, or as soon as is reasonably possible. 


We Cover inpatient Hospital services at a non-participating Hospital at the in
network Cost-Sharing for as long as Your medical condition prevents Your 
transfer to a participating Hospital, unless We authorize continued treatment at 
the non-participating Hospital. If Your medical condition permits Your transfer to 
a participating Hospital, We will notify You and arrange the transfer. Any inpatient 
Hospital services received from a non-participating Hospital after We have 
notified You and offered assistance in arranging for a transfer to a participating 
Hospital will not be Covered. 


3. Payments Relating to Emergency Services Rendered. The amount We pay a 
Non-Participating Provider for Emergency Services will be 


the greater of: 1) the amount We have negotiated with Participating Providers for 
the Emergency Service (and if more than one amount is negotiated, the median 
of the amounts); 2) 100% of the Allowed Amount for services provided by a Non
Participating Provider (i.e., the amount We would pay in the absence of any 
Cost-Sharing that would otherwise apply for services of Non-Participating 
Providers); or 3) the amount that would be paid under Medicare. The amounts 
described above exclude any Copayment or Coinsurance that applies to 
Emergency Services provided by a Participating Provider. 


If a dispute involving a payment for physician services is submitted to an 
independent dispute resolution entity ("IDRE"), We will pay the amount, if any, 
determined by the IDRE for physician services. 


You are responsible for any Copayment, Deductible or Coinsurance. You will be 
held harmless for any Non-Participating Provider charges that exceed Your 
Copayment, Deductible or Coinsurance. 


B. Urgent Care. 
Urgent Care is medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
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Emergency Department Care. Urgent Care is typically available after normal business 
hours, including evenings and weekends. Urgent Care is Covered in or out of Our 
Service Area. 


1. In-Network. We Cover Urgent Care from a participating Physician or a 
participating Urgent Care Center. You do not need to contact Us prior to or after 
Your visit. 


2. Out-of-Network. We Cover Urgent Care from a non-participating Urgent Care 
Center outside Our Service Area. We are available 24 hours a day, seven (7) 
days a week to help You in urgent medical situations. 


We do not Cover Urgent Care from non-participating Urgent Care Centers in Our 
Service Area. 


If Urgent Care results in an emergency admission, please follow the instructions 
for emergency Hospital admissions described above. 
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SECTION IX 


Outpatient and Professional Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Acupuncture. 
We Cover acupuncture services. 


B. Advanced Imaging Services. 
We Cover PET scans, MRI, nuclear medicine, and CAT scans. 


C. Allergy Testing and Treatment. 
We Cover testing and evaluations including injections, and scratch and prick tests to 
determine the existence of an allergy. We also Cover allergy treatment, including 
desensitization treatments, routine allergy injections and serums. 


D. Ambulatory Surgical Center Services. 
We Cover surgical procedures performed at Ambulatory Surgical Centers including 
services and supplies provided by the center the day the surgery is performed. 


E. Chemotherapy. 
We Cover chemotherapy in an outpatient Facility or in a Health Care Professional's 
office. Orally-administered anti-cancer drugs are Covered under Your Prescription Drug 
Coverage Rider, if applicable. 


F. Chiropractic Services. 
We Cover chiropractic care when performed by a Doctor of Chiropractic ("chiropractor") 
in connection with the detection or correction by manual or mechanical means of 
structural imbalance, distortion or subluxation in the human body for the purpose of 
removing nerve interference and the effects thereof, where such interference is the 
result of or related to distortion, misalignment or subluxation of the vertebral column. 
This includes assessment, manipulation and any modalities. Any laboratory tests will be 
Covered in accordance with the terms and conditions of this Certificate. 


G. Clinical Trials. 
We Cover the routine patient costs for Your participation in an approved clinical trial and 
such coverage shall not be subject to Utilization Review if You are: 


• Eligible to participate in an approved clinical trial to treat either cancer or other 
life-threatening disease or condition; and 


• Referred by a Participating Provider who has concluded that Your participation in 
the approved clinical trial would be appropriate. 


All other clinical trials, including when You do not have cancer or other life-threatening 


Form #02-0001-2018 HDEPOLG18 
32 







disease or condition, may be subject to the Utilization Review and External Appeal 
sections of this Certificate. 


We do not Cover: the costs of the investigational drugs or devices; the costs of non
health services required for You to receive the treatment; the costs of managing the 
research; or costs that would not be covered under this Certificate for non
investigational treatments provided in the clinical trial. 


An "approved clinical trial" means a phase I, II 111, or IV clinical trial that is: 
• A federally funded or approved trial; 
• Conducted under an investigational drug application reviewed by the federal 


Food and Drug Administration; or 
• A drug trial that is exempt from having to make an investigational new drug 


application. 


H. Dialysis. 
We Cover dialysis treatments of an Acute or chronic kidney ailment. 
We also Cover dialysis treatments provided by a Non-Participating Provider subject to 
all the following conditions: 


• The Non-Participating Provider is duly licensed to practice and authorized to 
provide such treatment. 


• The Non-Participating Provider is located outside Our Service Area. 
• The Participating Provider who is treating You has issued a written order 


indicating that dialysis treatment by the Non-Participating Provider is necessary. 
• You notify Us in writing at least 30 days in advance of the proposed treatment 


date(s) and include the written order referred to above. The 30-day advance 
notice period may be shortened when You need to travel on sudden notice due 
to a family or other emergency, provided that We have a reasonable opportunity 
to review Your travel and treatment plans. 


• We have the right to Preauthorize the dialysis treatment and schedule. 
• Benefits for services of a Non-Participating Provider are Covered when all the 


above conditions are met and are subject to any applicable Cost-Sharing that 
applies to dialysis treatments by a Participating Provider. However, You are also 
responsible for paying any difference between the amount We would have paid 
had the service been provided by a Participating Provider and the Non
Participating Provider's charge. 


I. Home Health Care. 
We Cover care provided in Your home by a Home Health Agency certified or licensed 
by the appropriate state agency. The care must be provided pursuant to Your 
Physician's written treatment plan and must be in lieu of Hospitalization or confinement 
in a Skilled Nursing Facility. Home care includes: 


• Part-time or intermittent nursing care by or under the supervision of a registered 
professional nurse; 


• Part-time or intermittent services of a home health aide; 
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• Physical, occupational or speech therapy provided by the Home Health Agency; 
and 


• Medical supplies, Prescription Drugs and medications prescribed by a Physician, 
and laboratory services by or on behalf of the Home Health Agency to the extent 
such items would have been Covered during a Hospitalization or confinement in 
a Skilled Nursing Facility. 


Each visit by a member of the Home Health Agency is considered one (1) visit. Each 
visit of up to four (4) hours by a home health aide is considered one (1) visit. Any 
Rehabilitation Services received under this benefit will not reduce the amount of 
services available under the Rehabilitation Services benefits. 


J. Infertility Treatment. 
We Cover services for the diagnosis and treatment (surgical and medical) of infertility 
when such infertility is the result of malformation, disease or dysfunction. Such 
Coverage is available as follows: 


1. Basic Infertility Services. Basic infertility services will be provided to a Member 
who is an appropriate candidate for infertility treatment. In order to determine 
eligibility, We will use guidelines established by the American College of 
Obstetricians and Gynecologists, the American Society for Reproductive 
Medicine, and the State of New York. However, Members must be between the 
ages of 21 and 44 (inclusive) in order to be considered a candidate for these 
services. 


Basic infertility services include: 
• Initial evaluation; 
• Semen analysis; 
• Laboratory evaluation; 
• Evaluation of ovulatory function; 
• Postcoital test; 
• Endometrial biopsy; 
• Pelvic ultra sound; 
• Hysterosalpingogram; 
• Sono-hystogram; 
• Testis biopsy; 
• Blood tests; and 
• Medically appropriate treatment of ovulatory dysfunction. 


Additional tests may be Covered if the tests are determined to be Medically 
Necessary. 


2. Comprehensive Infertility Services. If the basic infertility services do not result 
in increased fertility, We Cover comprehensive infertility services. 


Comprehensive infertility services include: 
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• Ovulation induction and monitoring; 
• Pelvic ultra sound; 
• Artificial insemination; 
• Hysteroscopy; 
• Laparoscopy;and 
• Laparotomy. 


3. Exclusions and Limitations. We do not Cover: 
• In vitro fertilization, gamete intrafallopian tube transfers or zygote 


intrafallopian tube transfers; 
• Costs for an ovum donor or donor sperm; 
• Sperm storage costs; 
• Cryopreservation and storage of embryos; 
• Ovulation predictor kits; 
• Reversal of tubal ligations; 
• Reversal of vasectomies; 
• Costs for and relating to surrogate motherhood (maternity services are 


Covered for Members acting as surrogate mothers); 
• Cloning; or 
• Medical and surgical procedures that are experimental or investigational, 


unless Our denial is overturned by an External Appeal Agent. 


All services must be provided by Providers who are qualified to provide such 
services in accordance with the guidelines established and adopted by the 
American Society for Reproductive Medicine. 


K. Infusion Therapy. 
We Cover infusion therapy which is the administration of drugs using specialized 
delivery systems which otherwise would have required You to be hospitalized. Drugs or 
nutrients administered directly into the veins are considered infusion therapy. Drugs 
taken by mouth or self-injected are not considered infusion therapy. The services must 
be ordered by a Physician or other authorized Health Care Professional and provided in 
an office or by an agency licensed or certified to provide infusion therapy. 


L. Interruption of Pregnancy. 
We Cover medically necessary abortions including abortions in cases of rape, incest or 
fetal malformation. We Cover elective abortions. 


M. Laboratory Procedures, Diagnostic Testing and Radiology Services. 
We Cover x-ray, laboratory procedures and diagnostic testing, services and materials, 
including diagnostic x-rays, x-ray therapy, fluoroscopy, electrocardiograms, 
electroencephalograms, laboratory tests, and therapeutic radiology services. 


N. Maternity and Newborn Care. 
We Cover services for maternity care provided by a Physician or midwife, nurse 


Form #02-0001-2018 HDEPOLG18 
35 







practitioner, Hospital or birthing center. We Cover prenatal care (including one (1) visit 
for genetic testing), postnatal care, delivery, and complications of pregnancy. In order 
for services of a midwife to be Covered, the midwife must be licensed pursuant to 
Article 140 of the New York Education Law, practicing consistent with Section 6951 of 
the New York Education Law and affiliated or practicing in conjunction with a Facility 
licensed pursuant to Article 28 of the New York Public Health Law. We will not pay for 
duplicative routine services provided by both a midwife and a Physician. See the 
Inpatient Services section of this Certificate for Coverage of inpatient maternity care. 


We Cover breastfeeding support, counseling and supplies, including the cost of renting 
or the purchase of one (1) breast pump per pregnancy or, if greater, one (1) per 
calendar year for the duration of breast feeding. 


0. Office Visits. 
We Cover office visits for the diagnosis and treatment of injury, disease and medical 
conditions. Office visits may include house calls. 


P. Outpatient Hospital Services. 
We Cover Hospital services and supplies as described in the Inpatient Services section 
of this Certificate that can be provided to You while being treated in an outpatient 
Facility. For example, Covered Services include but are not limited to inhalation therapy, 
pulmonary rehabilitation, infusion therapy and cardiac rehabilitation. 


Q. Preadmission Testing. 
We Cover preadmission testing ordered by Your Physician and performed in Hospital 
outpatient Facilities prior to a scheduled surgery in the same Hospital provided that: 


• The tests are necessary for and consistent with the diagnosis and treatment of 
the condition for which the surgery is to be performed; 


• Reservations for a Hospital bed and operating room were made prior to the 
performance of the tests; 


• Surgery takes place within seven (7) days of the tests; and 
• The patient is physically present at the Hospital for the tests. 


R. Prescription Drugs for Use in the Office and Outpatient Facilities. 
We Cover Prescription Drugs (excluding self-injectable drugs) used by Your Provider in 
the Provider's office and Outpatient Facility for preventive and therapeutic purposes. 
This benefit applies when Your Provider orders the Prescription Drug and administers it 
to You. When Prescription Drugs are Covered under this benefit, they will not be 
Covered under Your Prescription Drug Coverage Rider, if applicable. 


S. Rehabilitation Services. 
We Cover Rehabilitation Services consisting of physical therapy, speech therapy and 
occupational therapy in the outpatient department of a Facility or in a Health Care 
Professional's office. 


• Physical Therapy is limited to 30 visits per Plan Year 
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• Occupational Therapy is limited to 30 visits per Plan Year 
• Speech Therapy is limited to 20 visits per Plan Year 


We Cover speech and physical therapy only when: 
• Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); 


• The therapy is ordered by a Physician. 


T. Second Opinions. 
1. Second Cancer Opinion. We Cover a second medical opinion by an 


appropriate Specialist, including but not limited to a Specialist affiliated with a 
specialty care center, in the event of a positive or negative diagnosis of cancer or 
a recurrence of cancer or a recommendation of a course of treatment for cancer. 
You may obtain a second opinion from a Non-Participating Provider on an in
network basis. 


2. Second Surgical Opinion. We Cover a second surgical opinion by a qualified 
Physician on the need for surgery. 


3. Required Second Surgical Opinion. We may require a second opinion before 
We preauthorize a surgical procedure. There is no cost to You when We request 
a second opinion. 


• The second opinion must be given by a board certified Specialist who 
personally examines You. 


• If the first and second opinions do not agree, You may obtain a third 
opinion. 


4. Second Opinions in Other Cases. There may be other instances when You 
will disagree with a Provider's recommended course of treatment. In such cases, 
You may request that we designate another Provider to render a second opinion. 
If the first and second opinions do not agree, We will designate another Provider 
to render a third opinion. After completion of the second opinion process, We will 
approve Covered Services supported by a majority of the Providers reviewing 
Your case. 


U. Surgical Services; 
We Cover Physicians' services for surgical procedures, including operating and cutting 
procedures for the treatment of a sickness or injury, and closed reduction of fractures 
and dislocations of bones, endoscopies, incisions, or punctures of the skin on an 
inpatient and outpatient basis, including the services of the surgeon or Specialist, 
assistant (including a Physician's assistant or a nurse practitioner), and anesthetist or 
anesthesiologist, together with preoperative and post-operative care. Benefits are not 
available for anesthesia services provided as part of a surgical procedure when 
rendered by the surgeon or the surgeon's assistant. 
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Sometimes two (2) or more surgical procedures can be performed during the same 
operation. 


1. Through the Same Incision. If Covered multiple surgical procedures are 
performed through the same incision, We will pay for the procedure with the 
highest Allowed Amount. 


2. Through Different Incisions. If Covered multiple surgical procedures are 
performed during the same operative session but through different incisions, We 
will pay: 


• For the procedure with the highest Allowed Amount; and 
• 50% of the amount We would otherwise pay for the other procedures. 


V. Oral Surgery. 
We Cover the following limited dental and oral surgical procedures: 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
for the repair or replacement of sound natural teeth that are required due to 
accidental injury. Replacement is Covered only when repair is not possible. 
Dental services must be obtained within 12 months of the injury. 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
necessary due to congenital disease or anomaly. 


• Oral surgical procedures required for the correction of a non-dental physiological 
condition which has resulted in a severe functional impairment. 


• Removal of tumors and cysts requiring pathological examination of the jaws, 
cheeks, lips, tongue, roof and floor of the mouth. Cysts related to teeth are not 
Covered. 


• Surgical/nonsurgical medical procedures for temporomandibular joint disorders 
and orthognathic surgery. 


W. Reconstructive Breast Surgery. 
We Cover breast reconstruction surgery after a mastectomy or partial mastectomy. 
Coverage includes: all stages of reconstruction of the breast on which the mastectomy 
or partial mastectomy has been performed; surgery and reconstruction of the other 
breast to produce a symmetrical appearance; and physical complications of the 
mastectomy or partial mastectomy, including lymphedemas, in a manner determined by 
You and Your attending Physician to be appropriate. We also Cover implanted breast 
prostheses following a mastectomy or partial mastectomy. 


X. Other Reconstructive and Corrective Surgery. 
We Cover reconstructive and corrective surgery other than reconstructive breast 
surgery only when it is: 


• Performed to correct a congenital birth defect of a covered Child which has 
resulted in a functional defect; 


• Incidental to surgery or follows surgery that was necessitated by trauma, 
infection or disease of the involved part; or 
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• Otherwise Medically Necessary. 


Z. Telemedicine Program. 
In addition to providing Covered Services via telehealth, We Cover online internet 
consultations between You and Providers who participate in Our telemedicine program 
for medical conditions that are not an Emergency Condition. Not all Participating 
Providers participate in Our telemedicine program. You can check Our Provider 
directory or contact Us for a listing of the Providers that participate in Our telemedicine 
program. 


Our telemedicine program allows members to communicate with Providers through two
way video and can be easily accessed through our Member site at www.cdphp.com. 


AA. Transplants. 
We Cover only those transplants determined to be non-experimental and non
investigational. Covered transplants include but are not limited to: kidney, corneal, liver, 
heart, and heart/lung transplants; and bone marrow transplants for aplastic anemia, 
leukemia, severe combined immunodeficiency disease and Wiskott-Aldrich Syndrome. 


All transplants must be prescribed by Your Specialist(s). Additionally, all 
transplants must be performed at Hospitals that We have specifically approved 
and designated to perform these procedures. 


We Cover the Hospital and medical expenses, including donor search fees, of the 
Member-recipient. We Cover transplant services required by You when You serve as an 
organ donor only if the recipient is a Member. We do not Cover the medical expenses of 
a non-Member acting as a donor for You if the non-Member's expenses will be Covered 
under another health plan or program. 


We do not Cover: travel expenses, lodging, meals, or other accommodations for donors 
or guests; donor fees in connection with organ transplant surgery; or routine harvesting 
and storage of stem cells from newborn cord blood. 
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SECTION X 


Additional Benefits, Equipment and Devices 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Autism Spectrum Disorder. 
We Cover the following services when such services are prescribed or ordered by a 
licensed Physician or a licensed psychologist and are determined by Us to be Medically 
Necessary for the screening, diagnosis, and treatment of autism spectrum disorder. For 
purposes of this benefit, "autism spectrum disorder" means any pervasive 
developmental disorder defined in the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders at the time services are rendered. 


1. Screening and Diagnosis. We Cover assessments, evaluations, and tests to 
determine whether someone has autism spectrum disorder. 


2. Assistive Communication Devices. We Cover a formal evaluation by a 
speech-language pathologist to determine the need for an assistive 
communication device. Based on the formal evaluation, We Cover the rental or 
purchase of assistive communication devices when ordered or prescribed by a 
licensed Physician or a licensed psychologist if You are unable to communicate 
through normal means (i.e., speech or writing) when the evaluation indicates that 
an assistive communication device is likely to provide You with improved 
communication. Examples of assistive communication devices include 
communication boards and speech-generating devices. Coverage is limited to 
dedicated devices. We will only Cover devices that generally are not useful to a 
person in the absence of a communication impairment. We do not Cover items, 
such as, but not limited to, laptop, desktop or tablet computers. We Cover 
software and/or applications that enable a laptop, desktop or tablet computer to 
function as a speech-generating device. Installation of the program and/or 
technical support is not separately reimbursable. We will determine whether the 
device should be purchased or rented. 


We Cover repair, replacement fitting and adjustments of such devices when 
made necessary by normal wear and tear or significant change in Your physical 
condition. We do not Cover the cost of repair or replacement made necessary 
because of loss or damage caused by misuse, mistreatment, or theft; however, 
We Cover one (1) repair or replacement per device type that is necessary due to 
behavioral issues. Coverage will be provided for the device most appropriate to 
Your current functional level. We do not Cover delivery or service charges or 
routine maintenance. 
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3. Behavioral Health Treatment. We Cover counseling and treatment programs 
that are necessary to develop, maintain, or restore, to the maximum extent 
practicable, the functioning of an individual. We will provide such Coverage when 
provided by a licensed Provider. We Cover applied behavior analysis when 
provided by a licensed or certified applied behavior analysis Health Care 
Professional. "Applied behavior analysis" means the design, implementation, and 
evaluation of environmental modifications, using behavioral stimuli and 
consequences, to produce socially significant improvement in human behavior, 
including the use of direct observation, measurement, and functional analysis of 
the relationship between environment and behavior. The treatment program must 
describe measurable goals that address the condition and functional impairments 
for which the intervention is to be applied and include goals from an initial 
assessment and subsequent interim assessments over the duration of the 
intervention in objective and measurable terms. 


4. Psychiatric and Psychological Care. We Cover direct or consultative services 
provided by a psychiatrist, psychologist or a licensed clinical social worker with 
the experience required by the New York Insurance Law, licensed in the state in 
which they are practicing. 


5. Therapeutic Care. We Cover therapeutic services necessary to develop, 
maintain, or restore, to the greatest extent practicable, functioning of the 
individual when such services are provided by licensed or certified speech 
therapists, occupational therapists, physical therapists and social workers to treat 
autism spectrum disorder and when the services provided by such Providers are 
otherwise Covered under this Certificate. Except as otherwise prohibited by law, 
services provided under this paragraph shall be included in any visit maximums 
applicable to services of such therapists or social workers under this Certificate. 


6. Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum disorder 
that are prescribed by a Provider legally authorized to prescribe under Title 8 of 
the New York Education Law. Coverage of such Prescription Drugs is subject to 
all the terms, provisions, and limitations that apply to Prescription Drug benefits 
under this Certificate. 


7. Limitations. We do not Cover any services or treatment set forth above when 
such services or treatment are provided pursuant to an individualized education 
plan under the New York Education Law. The provision of services pursuant to 
an individualized family service plan under Section 2545 of the New York Public 
Health Law, an individualized education plan under Article 89 of the New York 
Education Law, or an individualized service plan pursuant to regulations of the 
New York State Office for People With Developmental Disabilities shall not affect 
coverage under this Certificate for services provided on a supplemental basis 
outside of an educational setting if such services are prescribed by a licensed 
Physician or licensed psychologist. 
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You are responsible for any applicable Copayment, Deductible or Coinsurance 
provisions under this Certificate for similar services. For example, any 
Copayment, Deductible or Coinsurance that applies to physical therapy visits will 
generally also apply to physical therapy services Covered under this benefit; and 
any Copayment, Deductible or Coinsurance for Prescription Drugs will generally 
also apply to Prescription Drugs Covered under this benefit. See the Schedule of 
Benefits section of this Certificate for the Cost-Sharing requirements that apply to 
applied behavior analysis services and assistive communication devices. 


Nothing in this Certificate shall be construed to affect any obligation to provide 
coverage for otherwise-Covered Services solely on the basis that the services 
constitute early intervention program services pursuant to Section 3235-a of the 
New York Insurance Law or an individualized service plan pursuant to 
regulations of the New York State Office for People With Developmental 
Disabilities. 


B. Diabetic Equipment, Supplies and Self-Management Education. 
We Cover diabetic equipment, supplies, and self-management education if 
recommended or prescribed by a Physician or other licensed Health Care Professional 
legally authorized to prescribe under Title 8 of the New York Education Law as 
described below: 


1. Equipment and Supplies. 
We Cover the following equipment and related supplies for the treatment of 
diabetes when prescribed by Your Physician or other Provider legally authorized 
to prescribe: 


• Acetone reagent strips 
• Acetone reagent tablets 
• Alcohol or peroxide by the pint 
• Alcohol wipes 
• All insulin preparations 
• Automatic blood lance kit 
• Blood glucose kit 
• Blood glucose strips (test or reagent) 
• Blood glucose monitor with or without special features for visually 


impaired, control solutions, and strips for home blood glucose monitor 
• Cartridges for the visually impaired 
• Diabetes data management systems 
• Disposable insulin and pen cartridges 
• Drawing-up devices for the visually impaired 
• Equipment for use of the pump 
• Glucagon for injection to increase blood glucose concentration 
• Glucose acetone reagent strips 
• Glucose reagent strips 
• Glucose reagent tape 
• Injection aides 
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• Injector (Busher) Automatic 
• Insulin 
• Insulin cartridge delivery 
• Insulin infusion devices 
• Insulin pump 
• Lancets 
• Oral agents such as glucose tablets and gels 
• Oral anti-diabetic agents used to reduce blood sugar levels 
• Syringe with needle; sterile 1 cc box 
• Urine testing products for glucose and ketones 
• Additional supplies, as the New York State Commissioner of Health shall 


designate by regulation as appropriate for the treatment of diabetes. 


Diabetic equipment and supplies are Covered only when obtained from a 
designated diabetic equipment or supply manufacturer which has an agreement 
with Us to provide all diabetic equipment or supplies required by law for Members 
through participating pharmacies. If You require a certain item not available from 
Our designated diabetic equipment or supply manufacturer, You or Your Provider 
must submit a request for a medical exception by calling the number on Your ID 
card. Our medical director will make all medical exception determinations. 


2. Self-Management Education. 
Diabetes self-management education is designed to educate persons with 
diabetes as to the proper self-management and treatment of their diabetic 
condition, including information on proper diets. We Cover education on self
management and nutrition when: diabetes is initially diagnosed; a Physician 
diagnoses a significant change in Your symptoms or condition which 
necessitates a change in Your self-management education; or when a refresher 
course is necessary. It must be provided in accordance with the following: 


• By a Physician, other health care Provider authorized to prescribe under 
Title 8 of the New York Education Law, or their staff during an office visit; 


• Upon the Referral of Your Physician or other health care Provider 
authorized to prescribe under Title 8 of the New York Education Law to 
the following non-Physician, medical educators: certified diabetes nurse 
educators; certified nutritionists; certified dietitians; and registered 
dietitians in a group setting when practicable; and 


• Education will also be provided in Your home when Medically Necessary. 


3. Limitations. 
The items will only be provided in amounts that are in accordance with the 
treatment plan developed by the Physician for You. We Cover only basic models 
of blood glucose monitors unless You have special needs relating to poor vision 
or blindness or as otherwise Medically Necessary. 


C. Durable Medical Equipment and Braces. 
We Cover the rental or purchase of durable medical equipment and braces. 
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1. Durable Medical Equipment. 
Durable Medical Equipment is equipment which is: 


• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Coverage is for standard equipment only. We Cover the cost of repair or 
replacement when made necessary by normal wear and tear. We do not Cover 
the cost of repair or replacement that is the result of misuse or abuse by You. 
We will determine whether to rent or purchase such equipment. We do not Cover 
over-the-counter durable medical equipment. 


We do not Cover equipment designed for Your comfort or convenience (e.g., 
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise 
equipment), as it does not meet the definition of durable medical equipment. 


2. Braces. 
We Cover braces, including orthotic braces, that are worn externally and that 
temporarily or permanently assist all or part of an external body part function that 
has been lost or damaged because of an injury, disease or defect. Coverage is 
for standard equipment only. We Cover replacements when growth or a change 
in Your medical condition make replacement necessary. We do not Cover the 
cost of repair or replacement that is the result of misuse or abuse by You. 


D. Hospice. 
Hospice Care is available if Your primary attending Physician has certified that You 
have six (6) months or less to live. We Cover inpatient Hospice Care in a Hospital or 
hospice and home care and outpatient services provided by the hospice, including 
drugs and medical supplies. Coverage is provided for 210 days of Hospice Care. We 
also Cover five (5) visits for supportive care and guidance for the purpose of helping 
You and Your immediate family cope with the emotional and social issues related to 
Your death, either before or after Your death. 


We Cover Hospice Care only when provided as part of a Hospice Care program 
certified pursuant to Article 40 of the New York Public Health Law. If care is provided 
outside New York State, the hospice must be certified under a similar certification 
process required by the state in which the hospice is located. We do not Cover: funeral 
arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or 
respite care. 


E. Medical Supplies. 
We Cover medical supplies that are required for the treatment of a disease or injury 
which is Covered under this Certificate. We also Cover maintenance supplies (e.g., 
ostomy supplies) for conditions Covered under this Certificate. All such supplies must 
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be in the appropriate amount for the treatment or maintenance program in progress. We 
do not Cover over-the-counter medical supplies. See the Diabetic Equipment, Supplies, 
and Self-Management Education section above for a description of diabetic supply 
Coverage. 


F. Prosthetics. 
1. External Prosthetic Devices. 


We Cover prosthetic devices (including wigs) that are worn externally and that 
temporarily or permanently replace all or part of an external body part that has 
been lost or damaged because of an injury or disease. We Cover wigs only when 
You have severe hair loss due to injury or disease or as a side effect of the 
treatment of a disease (e.g., chemotherapy). We do not Cover wigs made from 
human hair unless You are allergic to all synthetic wig materials. 


We do not Cover dentures or other devices used in connection with the teeth 
unless required due to an accidental injury to sound natural teeth or necessary 
due to congenital disease or anomaly. 


Eyeglasses and contact lenses are not Covered. 


We do not Cover shoe inserts. 


We Cover external breast prostheses following a mastectomy, which are not 
subject to any lifetime limit. 


Coverage is for standard equipment only. 


We Cover the cost of repair and replacement of prosthetic devices and its parts. 
We do not Cover the cost of repair or replacement covered under warranty or if 
the repair or replacement is the result of misuse or abuse by You. 


2. Internal Prosthetic Devices. 
We Cover surgically implanted prosthetic devices and special appliances if they 
improve or restore the function of an internal body part which has been removed 
or damaged due to disease or injury. This includes implanted breast prostheses 
following a mastectomy or partial mastectomy in a manner determined by You 
and Your attending Physician to be appropriate. 


Coverage also includes repair and replacement due to normal growth or normal 
wear and tear. 


Coverage is for standard equipment only. 
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SECTION XI 


Inpatient Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Hospital Services. 
We Cover inpatient Hospital services for Acute care or treatment given or ordered by a 
Health Care Professional for an illness, injury or disease of a severity that must be 
treated on an inpatient basis, including: 


• Semiprivate room and board; 
• General, special and critical nursing care; 
• Meals and special diets; 
• The use of operating, recovery and cystoscopic rooms and equipment; 
• The use of intensive care, special care or cardiac care units and equipment; 
• Diagnostic and therapeutic items, such as drugs and medications, sera, 


biologicals and vaccines, intravenous preparations and visualizing dyes and 
administration, but not including those which are not commercially available for 
purchase and readily obtainable by the Hospital; 


• Dressings and casts; 
• Supplies and the use of equipment in connection with oxygen, anesthesia, 


physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x
ray examinations and radiation therapy, laboratory and pathological 
examinations; 


• Blood and blood products except when participation in a volunteer blood 
replacement program is available to You; 


• Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, 
infusion therapy and cardiac rehabilitation; 


• Short-term physical, speech and occupational therapy; and 
• Any additional medical services and supplies which are provided while You are a 


registered bed patient and which are billed by the Hospital. 


The Cost-Sharing requirements in the Schedule of Benefits section of this Certificate 
apply to a continuous Hospital confinement, which is consecutive days of in-Hospital 
service received as an inpatient or successive confinements when discharge from and 
readmission to the Hospital occur within a period of not more than 90 days. 


B. Observation Services. 
We Cover observation services in a Hospital. Observation services are Hospital 
outpatient services provided to help a Physician decide whether to admit or discharge 
You. These services include use of a bed and periodic monitoring by nursing or other 
licensed staff. 
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C. Inpatient Medical Services. 
We Cover medical visits by a Health Care Professional on any day of inpatient care 
Covered under this Certificate. 


D. Inpatient Stay for Maternity Care. 
We Cover inpatient maternity care in a Hospital for the mother, and inpatient newborn 
care in a Hospital for the infant, for at least 48 hours following a normal delivery and at 
least 96 hours following a caesarean section delivery, regardless of whether such care 
is Medically Necessary. The care provided shall include parent education, assistance, 
and training in breast or bottle-feeding, and the performance of any necessary maternal 
and newborn clinical assessments. We will also Cover any additional days of such care 
that We determine are Medically Necessary. In the event the mother elects to leave the 
Hospital and requests a home care visit before the end of the 48-hour or 96-hour 
minimum Coverage period, We will Cover a home care visit. The home care visit will be 
provided within 24 hours after the mother's discharge, or at the time of the mother's 
request, whichever is later. Our Coverage of this home care visit shall be in addition to 
home health care visits under this Certificate and shall not be subject to any Cost
Sharing amounts in the Schedule of Benefits section of this Certificate that apply to 
home care benefits. 


E. Inpatient Stay for Mastectomy Care. 
We Cover inpatient services for Members undergoing a lymph node dissection, 
lumpectomy, mastectomy or partial mastectomy for the treatment of breast cancer and 
any physical complications arising from the mastectomy, including lymphedema, for a 
period of time determined to be medically appropriate by You and Your attending 
Physician. 


F. Autologous Blood Banking Services. 
We Cover autologous blood banking services only when they are being provided in 
connection with a scheduled, Covered inpatient procedure for the treatment of a 
disease or injury. In such instances, We Cover storage fees for a reasonable storage 
period that is appropriate for having the blood available when it is needed. 


G. Rehabilitation Services. 
We Cover inpatient Rehabilitation Services consisting of physical therapy, speech 
therapy and occupational therapy for 60 days per Plan Year. The visit limit applies to all 
therapies combined. 


We Cover speech and physical therapy only when: 
1. Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); and 


2. The therapy is ordered by a Physician. 


Covered Rehabilitation Services must begin within six (6) months of the later to occur: 
1. The date of the injury or illness that caused the need for the therapy; 
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2. The date You are discharged from a Hospital where surgical treatment was 
rendered; or 


3. The date outpatient surgical care is rendered. 


H. Skilled Nursing Facility. 
We Cover services provided in a Skilled Nursing Facility, including care and treatment in 
a semi-private room, as described in "Hospital Services" above. Custodial, convalescent 
or domiciliary care is not Covered (see the Exclusions and Limitations section of this 
Certificate). An admission to a Skilled Nursing Facility must be supported by a treatment 
plan prepared by Your Provider and approved by Us. We Cover up to 45 days per Plan 
Year for non-custodial care. 


I. End of Life Care. 
If You are diagnosed with advanced cancer and You have fewer than 60 days to live, 
We will Cover Acute care provided in a licensed Article 28 Facility or Acute care Facility 
that specializes in the care of terminally ill patients. Your attending Physician and the 
Facility's medical director must agree that Your care will be appropriately provided at 
the Facility. If We disagree with Your admission to the Facility, We have the right to 
initiate an expedited external appeal to an External Appeal Agent. We will Cover and 
reimburse the Facility for Your care, subject to any applicable limitations in this 
Certificate until the External Appeal Agent renders a decision in Our favor. 


We will reimburse Non-Participating Providers for this end of life care as follows: 
1. We will reimburse a rate that has been negotiated between Us and the Provider. 
2. If there is no negotiated rate, We will reimburse Acute care at the Facility's 


current Medicare Acute care rate. 
3. If it is an alternate level of care, We will reimburse at 75% of the appropriate 


Medicare Acute care rate. 


J. Limitations/Terms of Coverage. 
1. When You are receiving inpatient care in a Facility, We will not Cover additional 


charges for special duty nurses, charges for private rooms (unless a private room 
is Medically Necessary), or medications and supplies You take home from the 
Facility. If You occupy a private room, and the private room is not Medically 
Necessary, Our Coverage will be based on the Facility's maximum semi-private 
room charge. You will have to pay the difference between that charge and the 
private room charge. 


2. We do not Cover radio, telephone or television expenses, or beauty or barber 
services. 


3. We do not Cover any charges incurred after the day We advise You it is no 
longer Medically Necessary for You to receive inpatient care, unless Our denial is 
overturned by an External Appeal Agent. 
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SECTION XII 


Mental Health Care and Substance Use Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits which are no more restrictive than those that apply to medical 
and surgical benefits in accordance with the federal Mental Health Parity and Addiction 
Equity Act of 2008. 


A. Mental Health Care Services. 
1. Inpatient Services. We Cover inpatient mental health care services relating to 


the diagnosis and treatment of mental, nervous and emotional disorders 
comparable to other similar Hospital, medical and surgical coverage provided 
under this Certificate. Coverage for inpatient services for mental health care is 
limited to Facilities defined in New York Mental Hygiene Law Section 1.03(10), 
such as: 


• A psychiatric center or inpatient Facility under the jurisdiction of the New 
York State Office of Mental Health; 


• A state or local government run psychiatric inpatient Facility; 
• A part of a Hospital providing inpatient mental health care services under 


an operating certificate issued by the New York State Commissioner of 
Mental Health; 


• A comprehensive psychiatric emergency program or other Facility 
providing inpatient mental health care that has been issued an operating 
certificate by the New York State Commissioner of Mental Health; 


and, in other states, to similarly licensed or certified Facilities. 


We also Cover inpatient mental health care services relating to the diagnosis and 
treatment of mental, nervous and emotional disorders received at Facilities that 
provide residential treatment, including room and board charges. Coverage for 
residential treatment services is limited to Facilities defined in New York Mental 
Hygiene Law Section 1.03(33) and to residential treatment facilities that are part 
of a comprehensive care center for eating disorders identified pursuant to Article 
27-J of the New York Public Health Law; and, in other states, to Facilities that are 
licensed or certified to provide the same level of treatment. 


2. Outpatient Services. We Cover outpatient mental health care services, 
including but not limited to partial hospitalization program services and intensive 
outpatient program services, relating to the diagnosis and treatment of mental, 
nervous and emotional disorders. Coverage for outpatient services for mental 
health care includes Facilities that have been issued an operating certificate 
pursuant to Article 31 of the New York Mental Hygiene Law or are operated by 
the New York State Office of Mental Health and, in other states, to similarly 
licensed or certified Facilities; and services provided by a licensed psychiatrist or 
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psychologist; a licensed clinical social worker who has at least three (3) years of 
additional experience in psychotherapy; a licensed mental health counselor; a 
licensed marriage and family therapist; a psychiatric nurse, licensed as a nurse 
practitioner or clinical nurse specialist; or a professional corporation or a 
university faculty practice corporation thereof. 


3. Limitations/Terms of Coverage. We do not Cover: 
• Benefits or services deemed to be cosmetic in nature on the grounds that 


changing or improving an individual's appearance is justified by the 
individual's mental health needs; 


• Mental health benefits or services for individuals who are incarcerated, 
confined or committed to a local correctional facility or prison, or a custodial 
facility for youth operated by the New York State Office of Children and 
Family Services; or 


• Services solely because they are ordered by a court. 


8. Substance Use Services. 
1. Inpatient Services. We Cover inpatient substance use services relating to the 


diagnosis and treatment of substance use disorder. This includes Coverage for 
detoxification and rehabilitation services as a consequence of chemical use 
and/or substance use. Inpatient substance use services are limited to Facilities in 
New York State which are certified by the Office of Alcoholism and Substance 
Abuse Services ("OASAS"); and, in other states, to those Facilities that are 
licensed or certified by a similar state agency or which are accredited by the Joint 
Commission as alcoholism, substance abuse or chemical dependence treatment 
programs. 


We also Cover inpatient substance use services relating to the diagnosis and 
treatment of substance use disorder received at Facilities that provide residential 
treatment, including room and board charges. Coverage for residential treatment 
services is limited to OASAS-certified Facilities that provide services defined in 
14 NYCRR 819.2(a)(1), 820.3(a)(1) and (2) and Part 817; and, in other states, to 
those Facilities that are licensed or certified by a similar state agency or which 
are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs to provide the same level of 
treatment. 


2. Outpatient Services. We Cover outpatient substance use services relating to 
the diagnosis and treatment of substance use disorder, including but not limited 
to partial hospitalization program services, intensive outpatient program services, 
and medication-assisted treatment. Such Coverage is limited to Facilities in New 
York State that are certified by OASAS or licensed by OASAS as outpatient 
clinics or medically supervised ambulatory substance abuse programs, and, in 
other states, to those that are licensed or certified by a similar state agency or 
which are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs. Coverage in an OASAS-certified 
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Facility includes services relating to the diagnosis and treatment of a substance 
use disorder provided by an OASAS credentialed Provider. Coverage is also 
available in a professional office setting for outpatient substance use disorder 
services relating to the diagnosis and treatment of alcoholism, substance use 
and dependency or by Physicians who have been granted a waiver pursuant to 
the federal Drug Addiction Treatment Act of 2000 to prescribe Schedule Ill, IV 
and V narcotic medications for the treatment of opioid addiction during the Acute 
detoxification stage of treatment or during stages of rehabilitation. 


We also Cover up to 20 outpatient visits per Plan Year for family counseling. A 
family member will be deemed to be covered, for the purposes of this provision, 
so long as that family member: 1) identifies himself or herself as a family member 
of a person suffering from substance use disorder; and 2) is covered under the 
same family Certificate that covers the person receiving, or in need of, treatment 
for substance use disorder. Our payment for a family member therapy session 
will be the same amount, regardless of the number of family members who 
attend the family therapy session. 
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SECTION XIII 


Wellness Benefits 


A. Wellness Program. 
1. Purpose. 
The purpose of this wellness program is to encourage You to take a more active role in 
managing Your health and well-being. 


2. Description. 
This program encourages you to participate in a variety of health and wellness 
programs designed to help you better manage your health, while providing you 
incentives to be proactive and live a healthier, happier, and more productive life. 
Participation in the program as well as more information can be easily accessed through 
our member site at www.cdphp.com. 


Rewards: 
Participants are eligible to receive points per contract, per calendar year for completion 
of various programs and activities focused on improving health and wellness of the 
member. Activities for which points can be earned include, but are not limited to: 
Completion of an annual physical exam, completion of personal health assessment, and 
participation in cancer screenings. Descriptions of all the activities available for 
completion in the program are available on our member site at www.cdphp.com. 


Each point translates into one dollar and can be redeemed for gift cards from a variety 
of retailers. CDPHP UBI encourages members to continue making positive healthy 
choices by using gift cards for products or services that promote a healthy lifestyle. 


Program guidelines: 
The program is available to subscribers that 18 and older and their covered dependents 
and spouses. Points earned under this program are automatically reported through 
claims or are self- reported by the member. Members can self report activities, track 
activity completion and points earned, and redeem gift cards through our website at 
www.cdphp.com or by calling our member services department at the number on their 
ID card. 


The eligibility period of the program is on a plan year basis. All activities must be 
complete and points must be earned and redeemed within your plan year. Any points 
not redeemed by the last day of the plan year will be forfeited. 


Accommodations: 
If a member is unable to participate in this program due to a medical condition, CDPHP 
UBI will work with the member to develop alternative offerings. 


B. National Diabetes Prevention Program Reimbursement 
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1. Purpose. 
The Diabetes Prevention Program helps you take control of your health by adopting 
habits to reduce your chances of developing type 2 diabetes and improve your overall 
health and well-being. The CDC-led National Diabetes Prevention Program is an 
evidence-based lifestyle change program for preventing type 2 diabetes. Diabetes 
Prevention Programs encourages collaboration among federal agencies, community
based organizations, employers, insurers, health care professionals, academia, and 
other stakeholders to prevent or delay the onset of type 2 diabetes among people with 
pre-diabetes. 


2. Description. 


• The Diabetes Prevention Program is a year-long program that helps participants 
make real lifestyle changes such as eating healthier, including physical activity 
into their daily lives, and improving problem-solving and coping skills. 


• Participants meet with a trained Lifestyle Coach and a small group of people in a 
classroom setting to learn about healthier eating and increasing their physical 
activity in order to reduce their risk for developing type 2 diabetes. 


• The program, which is led by a trained Lifestyle Coach in a classroom setting, is 
generally delivered over a 12-month period, beginning with 16 weekly sessions 
followed by monthly maintenance (sessions are usually weekly for 6 months and 
then monthly for 6 months.) 


• The National Diabetes Prevention Program can help people make achievable 
and realistic lifestyle changes and cut their risk of developing type 2 diabetes 


3. Eligibility. 
You, the Subscriber, and each covered Dependent can participate in the Diabetes 
Prevention Program. 


4. Rewards. 
Rewards for participation in a Diabetes Prevention Program include: 


Reimbursement 
• We will reimburse you for the Diabetes Prevention Program up to a maximum of 


five hundred dollars ($500) per Subscriber, per Plan Year. 
• Reimbursement for the Diabetes Prevention Program apply to the Calendar Year 


in which the service is paid. 
• Reimbursement cannot be combined with any other monetary reimbursement 


from CDPHP. 
• You are responsible for any tax consequences related to reimbursement for the 


Diabetes Prevention Program. 


Reimbursement upon submission of the required materials. You will need to submit an 
original, paid receipt for the Diabetes Prevention Program, along with a completed 
Form. This form can be found in you member packet or on the web at www.cdphp.com 
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by searching for Wellness Program. It can also be requested from our Member Services 
center at phone number listed on Your ID Card. 
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SECTION XIV 


Exclusions and Limitations 


No coverage is available under this Certificate for the following: 


A. Aviation. 
We do not Cover services arising out of aviation, other than as a fare-paying passenger 
on a scheduled or charter flight operated by a scheduled airline. 


B. Convalescent and Custodial Care. 
We do not Cover services related to rest cures, custodial care or transportation. 
"Custodial care" means help in transferring, eating, dressing, bathing, toileting and other 
such related activities. Custodial care does not include Covered Services determined to 
be Medically Necessary. 


C. Conversion Therapy. 
We do not Cover conversion therapy. Conversion therapy is any practice by a mental 
health professional that seeks to change the sexual orientation or gender identity of a 
Member under 18 years of age, including efforts to change behaviors, gender 
expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward 
individuals of the same sex. Conversion therapy does not include counseling or therapy 
for an individual who is seeking to undergo a gender transition or who is in the process 
of undergoing a gender transition, that provides acceptance, support, and 
understanding of an individual or the facilitation of an individual's coping, social support, 
and identity exploration and development, including sexual orientation-neutral 
interventions to prevent or address unlawful conduct or unsafe sexual practices, 
provided that the counseling or therapy does not seek to change sexual orientation or 
gender identity. 


D. Cosmetic Services. 
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise 
specified, except that cosmetic surgery shall not include reconstructive surgery when 
such service is incidental to or follows surgery resulting from trauma, infection or 
diseases of the involved part, and reconstructive surgery because of congenital disease 
or anomaly of a covered Child which has resulted in a functional defect. We also Cover 
services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Certificate. Cosmetic surgery does not include surgery determined to 
be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain 
plastic surgery and dermatology procedures) is submitted retrospectively and without 
medical information, any denial will not be subject to the Utilization Review process in 
the Utilization Review and External Appeal sections of this Certificate unless medical 
information is submitted. 


E. Coverage Outside of the United States, Canada or Mexico. 
We do not Cover care or treatment provided outside of the United States, its 
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possessions, Canada or Mexico except for Emergency Services, Pre-Hospital 
Emergency Medical Services and ambulance services to treat Your Emergency 
Condition. 


F. Dental Services. 
We do not Cover dental services except for: care or treatment due to accidental injury to 
sound natural teeth within 12 months of the accident; dental care or treatment 
necessary due to congenital disease or anomaly; or dental care or treatment specifically 
stated in the Outpatient and Professional Services section of this Certificate. 


G. Experimental or lnvestigational Treatment. 
We do not Cover any health care service, procedure, treatment, device or Prescription 
Drug that is experimental or investigational. However, We will Cover experimental or 
investigational treatments, including treatment for Your rare disease or patient costs for 
Your participation in a clinical trial as described in the Outpatient and Professional 
Services section of this Certificate, when Our denial of services is overturned by an 
External Appeal Agent certified by the State. However, for clinical trials, We will not 
Cover the costs of any investigational drugs or devices, non-health services required for 
You to receive the treatment, the costs of managing the research, or costs that would 
not be Covered under this Certificate for non-investigational treatments. See the 
Utilization Review and External Appeal sections of this Certificate for a further 
explanation of Your Appeal rights. 


H. Felony Participation. 
We do not Cover any illness, treatment or medical condition due to Your participation in 
a felony, riot or insurrection. This exclusion does not apply to Coverage for services 
involving injuries suffered by a victim of an act of domestic violence or for services as a 
result of Your medical condition (including both physical and mental health conditions). 


I. Foot Care. 
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen 
arches, weak feet, chronic foot strain or symptomatic complaints of the feet. However, 
we will Cover foot care when You have a specific medical condition or disease resulting 
in circulatory deficits or areas of decreased sensation in Your legs or feet. 


J. Government Facility. 
We do not Cover care or treatment provided in a Hospital that is owned or operated by 
any federal, state or other governmental entity, except as otherwise required by law 
unless You are taken to the Hospital because it is close to the place where You were 
injured or became ill and Emergency s·ervices are provided to treat Your Emergency 
Condition. 


K. Medically Necessary. 
In general, We will not Cover any health care service, procedure, treatment, test, device 
or Prescription Drug that We determine is not Medically Necessary. If an External 
Appeal Agent certified by the State overturns Our denial, however, We will Cover the 
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service, procedure, treatment, test, device or Prescription Drug for which coverage has 
been denied, to the extent that such service, procedure, treatment, test, device or 
Prescription Drug is otherwise Covered under the terms of this Certificate. 


L. Medicare or Other Governmental Program. 
We do not Cover services if benefits are provided for such services under the federal 
Medicare program or other governmental program (except Medicaid). 


M. Military Service. 
We do not Cover an illness, treatment or medical condition due to service in the Armed 
Forces or auxiliary units. 


N. No-Fault Automobile Insurance. 
We do not Cover any benefits to the extent provided for any loss or portion thereof for 
which mandatory automobile no-fault benefits are recovered or recoverable. This 
exclusion applies even if You do not make a proper or timely claim for the benefits 
available to You under a mandatory no-fault policy. 


0. Services Not Listed. 
We do not Cover services that are not listed in this Certificate as being Covered. 


P. Services Provided by a Family Member. 
We do not Cover services performed by a member of the covered person's immediate 
family. "Immediate family" shall mean a child, spouse, mother, father, sister or brother of 
You or Your Spouse. 


Q. Services Separately Billed by Hospital Employees. 
We do not Cover services rendered and separately billed by employees of Hospitals, 
laboratories or other institutions. 


R. Services with No Charge. 
We do not Cover services for which no charge is normally made. 


5. Vision Services. 
We do not Cover the examination or fitting of eyeglasses or contact lenses. 


T. War. 
We do not Cover an illness, treatment or medical condition due to war, declared or 
undeclared. 


U. Workers' Compensation. 
We do not Cover services if benefits for such services are provided under any state or 
federal Workers' Compensation, employers' liability or occupational disease law. 
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SECTION XV 


Claim Determinations 


A. Claims. 
A claim is a request that benefits or services be provided or paid according to the terms 
of this Certificate. When You receive services from a Participating Provider, You will not 
need to submit a claim form. However, if You receive services from a Non-Participating 
Provider either You or the Provider must file a claim form with Us. If the Non
Participating Provider is not willing to file the claim form, You will need to file it with Us. 
See the Coordination of Benefits section of this Certificate for information on how We 
coordinate benefit payments when You also have group health coverage with another 
plan. 


8. Notice of Claim. 
Claims for services must include all information designated by Us as necessary to 
process the claim, including, but not limited to: Member identification number; name; 
date of birth; date of service; type of service; the charge for each service; procedure 
code for the service as applicable; diagnosis code; name and address of the Provider 
making the charge; and supporting medical records, when necessary. A claim that fails 
to contain all necessary information will not be accepted and must be resubmitted with 
all necessary information. Claim forms are available from Us by calling the number on 
Your ID card or visiting Our website at www.cdphp.com. Completed claim forms should 
be sent to the address in the How Your Coverage Works section of this Certificate. You 
may also submit a claim to Us electronically by sending it to the e-mail address in the 
How Your Coverage Works section of this Certificate or visiting Our website at 
www.cdphp.com. 


C. Timeframe for Filing Claims. 
Claims for services must be submitted to Us for payment within 120 days after You 
receive the services for which payment is being requested. If it is not reasonably 
possible to submit a claim within the 120-day period, You must submit it as soon as 
reasonably possible. 


D. Claims for Prohibited Referrals. 
We are not required to pay any claim, bill or other demand or request by a Provider for 
clinical laboratory services, pharmacy services, radiation therapy services, physical 
therapy services or x-ray or imaging services furnished pursuant to a referral prohibited 
by Section 238-a(1) of the New York Public Health Law. 


E. Claim Determinations. 
Our claim determination procedure applies to all claims that do not relate to a medical 
necessity or experimental or investigational determination. For example, Our claim 
determination procedure applies to contractual benefit denials. If You disagree with Our 
claim determination, You may submit a Grievance pursuant to the Grievance 
Procedures section of this Certificate. 
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For a description of the Utilization Review procedures and Appeal process for medical 
necessity or experimental or investigational determinations, see the Utilization Review 
and External Appeal sections of this Certificate. 


F. Pre-Service Claim Determinations. 
1. A pre-service claim is a request that a service or treatment be approved before 


it has been received. If We have all the information necessary to make a -
determination regarding a pre-service claim (e.g., a covered benefit 
determination), We will make a determination and provide notice to You (or Your 
designee) within 15 days from receipt of the claim. 


If We need additional information, We will request it within 15 days from receipt 
of the claim. You will have 45 calendar days to submit the information. If We 
receive the information within 45 days, We will make a determination and provide 
notice to You ( or Your designee) in writing, within 15 days of Our receipt of the 
information. If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the end of the 45-day period. 


2. Urgent Pre-Service Reviews. With respect to urgent pre-service requests, if 
We have all information necessary to make a determination, We will make a 
determination and provide notice to You (or Your designee) by telephone, within 
72 hours of receipt of the request. Written notice will follow within three (3) 
calendar days of the decision. If We need additional information, We will request 
it within 24 hours. You will then have 48 hours to submit the information. We will 
make a determination and provide notice to You (or Your designee) by telephone 
within 48 hours of the earlier of Our receipt of the information or the end of the 
48-hour period. Written notice will follow within three (3) calendar days of the 
decision. 


G. Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already 
received. If We have all information necessary to make a determination regarding a 
post-service claim, We will make a determination and notify You (or Your designee) 
within 30 calendar days of the receipt of the claim. If We need additional information, 
We will request it within 30 calendar days. You will then have 45 calendar days to 
provide the information. We will make a determination and provide notice to You (or 
Your designee) in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 


H. Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 
days of receipt of the claim (when submitted through the internet or e-mail) and 45 days 
of receipt of the claim (when submitted through other means, including paper or fax). If 
We request additional information, We will pay the claim within 30 days (for claims 
submitted through the internet or e-mail) or 45 days (for claims submitted through other 
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means, including paper or fax) of receipt of the information. 
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SECTION XVI 


Grievance Procedures 


A. Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or 
experimental or investigational determination by Us. For example, it applies to 
contractual benefit denials or issues or concerns You have regarding Our administrative 
policies or access to Providers. 


8. Filing a Grievance. 
You can contact Us by phone at the number on Your ID card, in person, or in writing to 
file a Grievance. You must use Our Grievance form for written Grievances. You may 
submit an oral Grievance in connection with a denial of a Referral or a covered benefit 
determination. We may require that You sign a written acknowledgement of Your oral 
Grievance, prepared by Us. You or Your designee has up to 180 calendar days from 
when You received the decision You are asking Us to review to file the Grievance. 


When We receive Your Grievance, We will mail an acknowledgment letter within 15 
business days. The acknowledgment letter will include the name, address, and 
telephone number of the person handling Your Grievance, and indicate what additional 
information, if any, must be provided. 


We keep all requests and discussions confidential and We will take no discriminatory 
action because of Your issue. We have a process for both standard and expedited 
Grievances, depending on the nature of Your inquiry. 


C. Grievance Determination. 
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, 
certified or registered Health Care Professional will look into it. We will decide the 
Grievance and notify You within the following timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment 
that has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 
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By phone, within the earlier of 48 hours of 
receipt of all necessary information or 72 
hours of receipt of Your Grievance. Written 
notice will be provided within 72 hours of 
receipt of Your Grievance. 


In writing, within 15 calendar days of 
receipt of Your Grievance. 


In writing, within 30 calendar days of 
receipt of Your Grievance. 
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All Other Grievances: 
(That are not in relation to a claim or 
request for a service or treatment.) 


D. Grievance Appeals. 


In writing, within 45 calendar days of 
receipt of all necessary information but no 
more than 60 calendar days of receipt of 
Your Grievance. 


If You are not satisfied with the resolution of Your Grievance, You or Your designee 
may file an Appeal by phone at the number on Your ID card, in person, or in writing. 
You have up to 60 business days from receipt of the Grievance determination to file an 
Appeal. 


When We receive Your Appeal, We will mail an acknowledgment letter within 15 
business days. The acknowledgement letter will include the name, address, and 
telephone number of the person handling Your Appeal and indicate what additional 
information, if any, must be provided. 


One or more qualified personnel at a higher level than the personnel that rendered the 
Grievance determination will review it, or if it is a clinical matter, a clinical peer reviewer 
will look into it. We will decide the Appeal and notify You in writing within the following 
timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment that 
has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 


All Other Grievances: (That are not in 
relation to a claim or request for a service 
or treatment.) 


E. Assistance. 


The earlier of two (2) business days of 
receipt of all necessary information or 72 
hours of receipt of Your Appeal. 


15 calendar days of receipt of Your 
Appeal. 


30 calendar days of receipt of Your 
Appeal. 


30 business days of receipt of all 
necessary information to make a 
determination. 


If You remain dissatisfied with Our Appeal determination, or at any other time You are 
dissatisfied, You may: 


Call the New York State Department of Financial Services at 1-800-342-3736 or 
write them at: 
New York State Department of Financial Services 
Consumer Assistance Unit 
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One Commerce Plaza 
Albany, NY 12257 
Website: www.dfs.ny.gov 


If You need assistance filing a Grievance or Appeal, You may also contact the state 
independent Consumer Assistance Program at: 
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVII 


Utilization Review 


A. Utilization Review. 
We review health services to determine whether the services are or were Medically 
Necessary or experimental or investigational ("Medically Necessary"). This process is 
called Utilization Review. Utilization Review includes all review activities, whether they 
take place prior to the service being performed (Preauthorization); when the service is 
being performed (concurrent); or after the service is performed (retrospective). If You 
have any questions about the Utilization Review process, please call the number on 
Your ID card. The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 


All determinations that services are not Medically Necessary will be made by: 1) 
licensed Physicians; or 2) licensed, certified, registered or credentialed Health Care 
Professionals who are in the same profession and same or similar specialty as the 
Provider who typically manages Your medical condition or disease or provides the 
health care service under review; or 3) with respect to substance use disorder 
treatment, licensed Physicians or licensed, certified, registered or credentialed Health 
Care Professionals who specialize in behavioral health and have experience in the 
delivery of substance use disorder courses of treatment. We do not compensate or 
provide financial incentives to Our employees or reviewers for determining that services 
are not Medically Necessary. We have developed guidelines and protocols to assist Us 
in this process. For substance use disorder treatment, We will use evidence-based and 
peer reviewed clinical review tools designated by OASAS that are appropriate to the 
age of the patient. Specific guidelines and protocols are available for Your review upon 
request. For more information, call the number on Your ID card or visit Our website at 
www.cdphp.com. 


8. Preauthorization Reviews. 
1. Non-Urgent Preauthorization Reviews. If We have all the information 


necessary to make a determination regarding a Preauthorization review, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of receipt of 
the request. 


If We need additional information, We will request it within three (3) business 
days. You or Your Provider will then have 45 calendar days to submit the 
information. If We receive the requested information within 45 days, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information. If all necessary information is not received within 45 
days, We will make a determination within 15 calendar days of the end of the 45-
day period. 
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2. Urgent Preauthorization Reviews. With respect to urgent Preauthorization 
requests, if We have all information necessary to make a determination, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone, within 72 hours of receipt of the request. Written notice 
will be provided within three (3) business days of receipt of the request. If We 
need additional information, We will request it within 24 hours. You or Your 
Provider will then have 48 hours to submit the information. We will make a 
determination and provide notice to You (or Your designee) and Your Provider by 
telephone and in writing within 48 hours of the earlier of Our receipt of the 
information or the end of the 48 hour period. 


3. Court Ordered Treatment. With respect to requests for mental health and/or 
substance use disorder services that have not yet been provided, if You (or Your 
designee) certify, in a format prescribed by the Superintendent of Financial 
Services, that You will be appearing, or have appeared, before a court of 
competent jurisdiction and may be subject to a court order requiring such 
services, We will make a determination and provide notice to You (or Your 
designee) and Your Provider by telephone within 72 hours of receipt of the 
request. Written notification will be provided within three (3) business days of Our 
receipt of the request. Where feasible, the telephonic and written notification will 
also be provided to the court. 


C. Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services 


during the course of care (concurrent reviews) will be made, and notice provided 
to You (or Your designee) and Your Provider, by telephone and in writing, within 
one (1) business day of receipt of all necessary information. If We need 
additional information, We will request it within one (1) business day. You or Your 
Provider will then have 45 calendar days to submit the information. We will make 
a determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of Our receipt of the 
information or, if We do not receive the information, within 15 calendar days of 
the end of the 45-day period. 


-
2. Urgent Concurrent Reviews. For concurrent reviews that involve an extension 


of urgent care, if the request for coverage is made at least 24 hours prior to the 
expiration of a previously approved treatment, We will make a determination and 
provide notice to You (or Your designee) and Your Provider by telephone within 
24 hours of receipt of the request. Written notice will be provided within one (1) 
business day of receipt of the request. 


If the request for coverage is not made at least 24 hours prior to the expiration of 
a previously approved treatment and We have all the information necessary to 
make a determination, We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of 72 hours or one 
(1) business day of receipt of the request. If We need additional information, We 
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will request it within 24 hours. You or Your Provider will then have 48 hours to 
submit the information. We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of one (1) 
business day or 48 hours of Our receipt of the information or, if we do not receive 
the information, within 48 hours of the end of the 48-hour period. 


3. Home Health Care Reviews. After receiving a request for coverage of home 
care services following an inpatient Hospital admission, We will make a 
determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of receipt of the 
necessary information. If the day following the request falls on a weekend or 
holiday, We will make a determination and provide notice to You (or Your 
designee) and Your Provider within 72 hours of receipt of the necessary 
information. When We receive a request for home care services and all 
necessary information prior to Your discharge from an inpatient hospital 
admission, We will not deny coverage for home care services while Our decision 
on the request is pending. 


4. Inpatient Substance Use Disorder Treatment Reviews. If a request for 
inpatient substance use disorder treatment is submitted to Us at least 24 hours 
prior to discharge from an inpatient substance use disorder treatment admission, 
We will make a determination within 24 hours of receipt of the request and We 
will provide coverage for the inpatient substance use disorder treatment while 
Our determination is pending. 


5. Inpatient Substance Use Disorder Treatment at Participating OASAS
Certified Facilities. Coverage for inpatient substance use disorder treatment at 
a participating OASAS-certified Facility is not subject to Preauthorization. 
Coverage will not be subject to concurrent review for the first 14 days of the 
inpatient admission if the OASAS-certified Facility notifies Us of both the 
admission and the initial treatment plan within 48 hours of the admission. After 
the first 14 days of the inpatient admission, We may review the entire stay to 
determine whether it is Medically Necessary and We will use clinical review tools 
designated by OASAS. If any portion of the stay is denied as not Medically 
Necessary, You are only responsible for the in-network Cost-Sharing that would 
otherwise apply to Your inpatient admission. 


D. Retrospective Reviews. 
If We have all information necessary to make a determination regarding a retrospective 


· claim, We will make a determination and notify You and Your Provider within 30 
calendar days of the receipt of the request. If We need additional information, We will 
request it within 30 calendar days. You or Your Provider will then have 45 calendar days 
to provide the information. We will make a determination and provide notice to You and 
Your Provider in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 
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Once We have all the information to make a decision, Our failure to make a Utilization 
Review determination within the applicable time frames set forth above will be deemed 
an adverse determination subject to an internal Appeal. 


E. Retrospective Review of Preauthorized Services. 
We may only reverse a preauthorized treatment, service or procedure on retrospective 
review when: 


• The relevant medical information presented to Us upon retrospective review is 
materially different from the information presented during the Preauthorization 
review; 


• The relevant medical information presented to Us upon retrospective review 
existed at the time of the Preauthorization but was withheld or not made available 
to Us; 


• We were not aware of the existence of such information at the time of the 
Preauthorization review; and 


• Had We been aware of such information, the treatment, service or procedure 
being requested would not have been authorized. The determination is made 
using the same specific standards, criteria or procedures as used during the 
Preauthorization review. 


F. Step Therapy Override Determinations. 
You, Your designee, or Your Health Care Professional may request a step therapy 
protocol override determination for Coverage of a Prescription Drug selected by Your 
Health Care Professional. When conducting Utilization Review for a step therapy 
protocol override determination, We will use recognized evidence-based and peer 
reviewed clinical review criteria that is appropriate for You and Your medical condition. 


1. Supporting Rationale and Documentation. A step therapy protocol override 
determination request must include supporting rationale and documentation from 
a Health Care Professional, demonstrating that: 
• The required Prescription Drug(s) is contraindicated or will likely cause an 


adverse reaction or physical or mental harm to You; 
• The required Prescription Drug(s) is expected to be ineffective based on Your 


known clinical history, condition, and Prescription Drug regimen; 
• You have tried the required Prescription Drug(s) while covered by Us or under 


Your previous health insurance coverage, or another Prescription Drug in the 
same pharmacologic class or with the same mechanism of action, and that 
Prescription Drug(s) was discontinued due to lack of efficacy or effectiveness, 
diminished effect, or an adverse event; 


• You are stable on a Prescription Drug(s) selected by Your Health Care 
Professional for Your medical condition, provided this does not prevent Us 
from requiring You to try an AB-rated generic equivalent; or 


• The required Prescription Drug(s) is not in Your best interest because it will 
likely cause a significant barrier to Your adherence to or compliance with Your 
plan of care, will likely worsen a comorbid condition, or will likely decrease 
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Your ability to achieve or maintain reasonable functional ability in performing 
daily activities. 


2. Standard Review. We will make a step therapy protocol override determination 
and provide notification to You (or Your designee) and where appropriate, Your 
Health Care Professional, within 72 hours of receipt of the supporting rationale 
and documentation. 


3. Expedited Review. If You have a medical condition that places Your health in 
serious jeopardy without the Prescription Drug prescribed by Your Health Care 
Professional, We will make a step therapy protocol override determination and 
provide notification to You (or Your designee) and Your Health Care Professional 
within 24 hours of receipt of the supporting rationale and documentation. 


If the required supporting rationale and documentation are not submitted with a step 
therapy protocol override determination request, We will request the information within 
72 hours for Preauthorization and retrospective reviews, the lesser of 72 hours or one 
(1) business day for concurrent reviews, and 24 hours for expedited reviews. You or 
Your Health Care Professional will have 45 calendar days to submit the information for 
Preauthorization, concurrent and retrospective reviews, and 48 hours for expedited 
reviews. For Preauthorization reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For concurrent reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 72 hours or one (1) business day of Our receipt of the 
information or 15 calendar days of the end of the 45-day period if the information is not 
received. For retrospective reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For expedited reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 24 hours of Our receipt of the information or 48 hours 
of the end of the 48-hour period if the information is not received. 


If We do not make a determination within 72 hours (or 24 hours for expedited reviews) 
of receipt of the supporting rationale and documentation, the step therapy protocol 
override request will be approved. 


If We determine that the step therapy protocol should be overridden, We will authorize 
immediate coverage for the Prescription Drug prescribed by Your treating Health Care 
Professional. An adverse step therapy override determination is eligible for an Appeal. 


G. Reconsideration. 
If We did not attempt to consult with Your Provider who recommended the Covered 
Service before making an adverse determination, the Provider may request 
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reconsideration by the same clinical peer reviewer who made the adverse determination 
or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable. 
For Preauthorization and concurrent reviews, the reconsideration will take place within 
one (1) business day of the request for reconsideration. If the adverse determination is 
upheld, a notice of adverse determination will be given to You and Your Provider, by 
telephone and in writing. 


H. Utilization Review Internal Appeals. 
You, Your designee, and, in retrospective review cases, Your Provider, may request an 
internal Appeal of an adverse determination, either by phone, in person, or in writing. 


You have up to 180 calendar days after You receive notice of the adverse determination 
to file an Appeal. We will acknowledge Your request for an internal Appeal within 15 
calendar days of receipt. This acknowledgment will if necessary, inform You of any 
additional information needed before a decision can be made. The Appeal will be 
decided by a clinical peer reviewer who is not subordinate to the clinical peer reviewer 
who made the initial adverse determination and who is 1) a Physician or 2) a Health 
Care Professional in the same or similar specialty as the Provider who typically 
manages the disease or condition at issue. 


1. Out-of-Network Service Denial. You also have the right to Appeal the denial of 
a Preauthorization request for an out-of-network health service when We 
determine that the out-of-network health service is not materially different from an 
available in-network health service. A denial of an out-of-network health service 
is a service provided by a Non-Participating Provider, but only when the service 
is not available from a Participating Provider. For a Utilization Review Appeal of 
denial of an out-of-network health service, You or Your designee must submit: 
• A written statement from Your attending Physician, who must be a licensed, 


board-certified or board-eligible Physician qualified to practice in the specialty 
area of practice appropriate to treat Your condition, that the requested out-of
network health service is materially different from the alternate health service 
available from a Participating Provider that We approved to treat Your 
condition; and 


• Two (2) documents from the available medical and scientific evidence that the 
out-of-network service: 1) is likely to be more clinically beneficial to You than 
the alternate in-network service; and 2) that the adverse risk of the out-of
network service would likely not be substantially increased over the in
network health service. 


2. Out-of-Network Authorization Denial. You also have the right to Appeal the 
denial of a request for an authorization to a Non-Participating Provider when We 
determine that We have a Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide the 
requested health care service. For a Utilization Review Appeal of an out-of
network authorization denial, You or Your designee must submit a written 
statement from Your attending Physician, who must be a licensed, board-certified 
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or board-eligible Physician qualified to practice in the specialty area of practice 
appropriate to treat Your condition: 
• That the Participating Provider recommended by Us does not have the 


appropriate training and experience to meet Your particular health care needs 
for the health care service; and 


• Recommending a Non-Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide 
the requested health care service. 


I. First Level Appeal. 
1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 


We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. An Appeal of a review of continued or extended health care 
services, additional services rendered in the course of continued treatment, 
home health care services following discharge from an inpatient Hospital 
admission, services in which a Provider requests an immediate review, mental 
health and/or substance use disorder services that may be subject to a court 
order, or any other urgent matter will be handled on an expedited basis. An 
expedited Appeal is not available for retrospective reviews. For an expedited 
Appeal, Your Provider will have reasonable access to the clinical peer reviewer 
assigned to the Appeal within one (1) business day of receipt of the request for 
an Appeal. Your Provider and a clinical peer reviewer may exchange information 
by telephone or fax. An expedited Appeal will be determined within the earlier of 
72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination 
will be provided to You (or Your designee) within 24 hours after the determination 
is made, but no later than 72 hours after receipt of the Appeal request. 


If You are not satisfied with the resolution of Your expedited Appeal, You may file 
a standard internal Appeal or an external appeal. 


Our failure to render a determination of Your Appeal within 60 calendar days of 
receipt of the necessary information for a standard Appeal or within two (2) 
business days of receipt of the necessary information for an expedited Appeal 
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will be deemed a reversal of the initial adverse determination. 


4. Substance Use Appeal. If We deny a request for inpatient substance use 
disorder treatment that was submitted at least 24 hours prior to discharge from 
an inpatient admission, and You or Your Provider file an expedited internal 
Appeal of Our adverse determination, We will decide the Appeal within 24 hours 
of receipt of the Appeal request. If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of 
Our adverse determination, We will also provide coverage for the inpatient 
substance use disorder treatment while a determination on the internal Appeal 
and external appeal is pending. 


J. Second Level Appeal. 
If You disagree with the first level Appeal determination, You or Your designee can file a 
second level Appeal. You or Your designee can also file an external appeal. The four 
(4) month timeframe for filing an external appeal begins on receipt of the final 
adverse determination on the first level of Appeal. By choosing to file a second 
level Appeal, the time may expire for You to file an external appeal. 


A second level Appeal must be filed within 45 days of receipt of the final adverse 
determination on the first level Appeal. We will acknowledge Your request for an internal 
Appeal within 15 calendar days of receipt. This acknowledgment will inform You, if 
necessary, of any additional information needed before a decision can be made. 


1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 
We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You ( or Your designee ), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. If Your Appeal relates to an urgent matter, We will decide 
the Appeal and provide written notice of the determination to You (or Your 
designee), and where appropriate, Your Provider, within 72 hours of receipt of 
the Appeal request. 


K. Appeal Assistance. 
If You need Assistanc.e filing an Appeal, You may contact the state independent 
Consumer Assistance Program at: 
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Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVIII 


External Appeal 


A. Your Right to an External Appeal. 
In some cases, You have a right to an external appeal of a denial of coverage. If We 
have denied coverage on the basis that a service is not Medically Necessary (including 
appropriateness, health care setting, level of care or effectiveness of a Covered 
benefit); or is an experimental or investigational treatment (including clinical trials and 
treatments for rare diseases); or is an out-of-network treatment, You or Your 
representative may appeal that decision to an External Appeal Agent, an independent 
third party certified by the State to conduct these appeals. 


In order for You to be eligible for an external appeal You must meet the following two (2) 
requirements: 


• The service, procedure, or treatment must otherwise be a Covered Service under 
this Certificate; and 


• In general, You must have received a final adverse determination through the 
first level of Our internal Appeal process. But, You can file an external appeal 
even though You have not received a final adverse determination through the 
first level of Our internal Appeal process if: 


o We agree in writing to waive the internal Appeal. We are not required to 
agree to Your request to waive the internal Appeal; or 


o You file an external appeal at the same time as You apply for an 
expedited internal Appeal; or 


o We fail to adhere to Utilization Review claim processing requirements 
(other than a minor violation that is not likely to cause prejudice or harm to 
You, and We demonstrate that the violation was for good cause or due to 
matters beyond Our control and the violation occurred during an ongoing, 
good faith exchange of information between You and Us). 


B. Your Right to Appeal a Determination that a Service is Not Medically 
Necessary. 
If We have denied coverage on the basis that the service is not Medically Necessary, 
You may appeal to an External Appeal Agent if You meet the requirements for an 
external appeal in paragraph "A" above. 


C. Your Right to Appeal a Determination that a Service is Experimental or 
lnvestigational. 
If We have denied coverage on the basis that the service is an experimental or 
investigational treatment (including clinical trials and treatments for rare diseases), You 
must satisfy the two (2) requirements for an external appeal in paragraph "A" above and 
Your attending Physician must certify that Your condition or disease is one for which: 


1. Standard health services are ineffective or medically inappropriate; or 
2. There does not exist a more beneficial standard service or procedure Covered by 


Us; or 
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3. There exists a clinical trial or rare disease treatment (as defined by law). 


In addition, Your attending Physician must have recommended one (1) of the following: 
1. A service, procedure or treatment that two (2) documents from available medical 


and scientific evidence indicate is likely to be more beneficial to You than any 
standard Covered Service (only certain documents will be considered in support 
of this recommendation - Your attending Physician should contact the State for 
current information as to what documents will be considered or acceptable); or 


2. A clinical trial for which You are eligible (only certain clinical trials can be 
considered); or 


3. A rare disease treatment for which Your attending Physician certifies that there is 
no standard treatment that is likely to be more clinically beneficial to You than the 
requested service, the requested service is likely to benefit You in the treatment 
of Your rare disease, and such benefit outweighs the risk of the service. In 
addition, Your attending Physician must certify that Your condition is a rare 
disease that is currently or was previously subject to a research study by the 
National Institutes of Health Rare Disease Clinical Research Network or that it 
affects fewer than 200,000 U.S. residents per year. 


For purposes of this section, Your attending Physician must be a licensed, board
certified or board eligible Physician qualified to practice in the area appropriate to treat 
Your condition or disease. In addition, for a rare disease treatment, the attending 
Physician may not be Your treating Physician. 


D. Your Right to Appeal a Determination that a Service is Out-of-Network. 
If We have denied coverage of an out-of-network treatment because it is not materially 
different than the health service available in-network, You may appeal to an External 
Appeal Agent if You meet the two (2) requirements for an external appeal in paragraph 
"A" above, and You have requested Preauthorization for the out-of-network treatment. 


In addition, Your attending Physician must certify that the out-of-network service is 
materially different from the alternate recommended in-network health service, and 
based on two (2) documents from available medical and scientific evidence, is likely to 
be more clinically beneficial than the alternate in-network treatment and that the 
adverse risk of the requested health service would likely not be substantially increased 
over the alternate in-network health service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


E. Your Right to Appeal an Out-of-Network Authorization Denial to a Non
Participating Provider. 
If We have denied coverage of a request for an authorization to a Non-Participating 
Provider because We determine We have a Participating Provider with the appropriate 
training and experience to meet Your particular health care needs who is able to provide 


Form #02-0001-2018 HDEPOLG18 
74 







the requested health care service, You may appeal to an External Appeal Agent if You 
meet the two (2) requirements for an external appeal in paragraph "A" above. 


In addition, Your attending Physician must: 1) certify that the Participating Provider 
recommended by Us does not have the appropriate training and experience to meet 
Your particular health care needs; and 2) recommend a Non-Participating Provider with 
the appropriate training and experience to meet Your particular health care needs who 
is able to provide the requested health care service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


F. Your Right to Appeal a Formulary Exception Denial. 
If We have denied Your request for coverage of a non-formulary Prescription Drug 
through Our formulary exception process, You, Your designee or the prescribing Health 
Care Professional may appeal the formulary exception denial to an External Appeal 
Agent. See Your Prescription Drug Coverage Rider, if applicable, for more information 
on the formulary exception process. 


G. The External Appeal Process. 
You have four (4) months from receipt of a final adverse determination or from receipt of 
a waiver of the internal Appeal process to file a written request for an external appeal. If 
You are filing an external appeal based on Our failure to adhere to claim processing 
requirements, You have four (4) months from such failure to file a written request for an 
external appeal. 


We will provide an external appeal application with the final adverse determination 
issued through the first level of Our internal Appeal process or Our written waiver of an 
internal Appeal. You may also request an external appeal application from the New 
York State Department of Financial Services at 1-800-400-8882. Submit the completed 
application to the Department of Financial Services at the address indicated on the 
application. If You meet the criteria for an external appeal, the State will forward the 
request to a certified External Appeal Agent. 


You can submit additional documentation with Your external appeal request. If the 
External Appeal Agent determines that the information You submit represents a material 
change from the information on which We based Our denial, the External Appeal Agent 
will share this information with Us in order for Us to exercise Our right to reconsider Our 
decision. If We choose to exercise this right, We will have three (3) business days to 
amend or confirm Our decision. Please note that in the case of an expedited external 
appeal (described below), We do not have a right to reconsider Our decision. 


In general, the External Appeal Agent must make a decision within 30 days of receipt of 
Your completed application. The External Appeal Agent may request additional 
information from You, Your Physician, or Us. If the External Appeal Agent requests 
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additional information, it will have five (5) additional business days to make its decision. 
The External Appeal Agent must notify You in writing of its decision within two (2) 
business days. 


If Your attending Physician certifies that a delay in providing the service that has been 
denied poses an imminent or serious threat to Your health; or if Your attending 
Physician certifies that the standard external appeal time frame would seriously 
jeopardize Your life, health or ability to regain maximum function; or if You received 
Emergency Services and have not been discharged from a Facility and the denial 
concerns an admission, availability of care or continued stay, You may request an 
expedited external appeal. In that case, the External Appeal Agent must make a 
decision within 72 hours of receipt of Your completed application. Immediately after 
reaching a decision, the External Appeal Agent must notify You and Us by telephone or 
facsimile of that decision. The External Appeal Agent must also notify You in writing of 
its decision. 


If Your internal formulary exception request received a standard review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 72 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You are 
taking the Prescription Drug, including any refills. 


If Your internal formulary exception request received an expedited review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 24 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You 
suffer from the health condition that may seriously jeopardize Your health, life or ability 
to regain maximum function or for the duration of Your current course of treatment using 
the non-formulary Prescription Drug. 


If the External Appeal Agent overturns Our decision that a service is not Medically 
Necessary or approves coverage of an experimental or investigational treatment or an 
out-of-network treatment, We will provide coverage subject to the other terms and 
conditions of this Certificate. Please note that if the External Appeal Agent approves 
coverage of an experimental or investigational treatment that is part of a clinical trial, 
We will only Cover the cost of services required to provide treatment to You according 
to the design of the trial. We will not be responsible for the costs of investigational drugs 
or devices, the costs of non-health care services, the costs of managing the research, 
or costs that would not be Covered under this Certificate for non-investigational 
treatments provided in the clinical trial. 


The External Appeal Agent's decision is binding on both You and Us. The External 
Appeal Agent's decision is admissible in any court proceeding. 
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H. Your Responsibilities. 
It is Your responsibility to start the external appeal process. You may start the 
external appeal process by filing a completed application with the New York State 
Department of Financial Services. You may appoint a representative to assist You with 
Your application; however, the Department of Financial Services may contact You and 
request that You confirm in writing that You have appointed the representative. 


Under New York State law, Your completed request for external appeal must be 
filed within four (4) months of either the date upon which You receive a final 
adverse determination, or the date upon which You receive a written waiver of 
any internal Appeal, or Our failure to adhere to claim processing requirements. 
We have no authority to extend this deadline. 
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SECTION XIX 


Coordination of Benefits 


This section applies when You also have group health coverage with another plan. 
When You receive a Covered Service, We will coordinate benefit payments with any 
payment made by another plan. The primary plan will pay its full benefits and the other 
plan may pay secondary benefits, if necessary, to cover some or all of the remaining 
expenses. This coordination prevents duplicate payments and overpayments. We do 
not coordinate benefit payments for vision benefits. 


A. Definitions. 
1. "Allowable expense" is the necessary, reasonable, and customary item of 


expense for health care, when the item is covered at least in part under any of 
the plans involved, except where a statute requires a different definition. When a 
plan provides benefits in the form of services, the reasonable cash value of each 
service will be considered as both an allowable expense and a benefit paid. 


2. "Plan" is other group health coverage with which We will coordinate benefits. 
The term "plan" includes: 


• Group health benefits and group blanket or group remittance health 
benefits coverage, whether insured, self-insured, or self-funded. This 
includes group HMO and other prepaid group coverage, but does not 
include blanket school accident coverage or coverages issued to a 
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the 
school or organization pays the premiums. 


• Medical benefits coverage, in group and individual automobile "no-fault" 
and traditional liability "fault" type contracts. 


• Hospital, medical, and surgical benefits coverage of Medicare or a 
governmental plan offered, required, or provided by law, except Medicaid 
or any other plan whose benefits are by law excess to any private 
insurance coverage. 


3. "Primary plan" is one whose benefits must be determined without taking the 
existence of any other plan into consideration. A plan is primary if either: 1) the 
plan has no order of benefits rules or its rules differ from those required by 
regulation; or 2) all plans which cover the person use the order of benefits rules 
required by regulation and under those rules the plan determines its benefits first. 
More than one plan may be a primary plan (for example, two plans which have 
no order of benefit determination rules). 


4. "Secondary plan" is one which is not a primary plan. If a person is covered by 
more than one secondary plan, the order of benefit determination rules decide 
the order in which their benefits are determined in relation to each other. 


B. Rules to Determine Order of Payment. 
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The first of the rules listed below in paragraphs 1-6 that applies will determine which 
plan will be primary: 


1. If the other plan does not have a provision similar to this one, then the other plan 
will be primary. 


2. If the person receiving benefits is the Subscriber and is only covered as a 
Dependent under the other plan, this Certificate will be primary. 


3. If a child is covered under the plans of both parents and the parents are not 
separated or divorced, the plan of the parent whose birthday falls earlier in the 
year will be primary. If both parents have the same birthday, the plan which 
covered the parent longer will be primary. To determine whose birthday falls 
earlier in the year, only the month and day are considered. However, if the other 
plan does not have this birthday rule, but instead has a rule based on the sex of 
the parent and as a result the plans do not agree on which is primary, then the 
rule in the other plan will determine which plan is primary. 


4. If a child is covered by both parents' plans, the parents are separated or 
divorced, and there is no court decree between the parents that establishes 
financial responsibility for the child's health care expenses: 


• The plan of the parent who has custody will be primary; 
• If the parent with custody has remarried, and the child is also covered as a 


child under the step-parent's plan, the plan of the parent with custody will 
pay first, the step-parent's plan will pay second, and the plan of the parent 
without custody will pay third; and 


• If a court decree between the parents says which parent is responsible for 
the child's health care expenses, then that parent's plan will be primary if 
that plan has actual knowledge of the decree. 


5. If the person receiving services is covered under one plan as an active employee 
or member (i.e., not laid-off or retired), or as the spouse or child of such an active 
employee, and is also covered under another plan as a laid-off or retired 
employee or as the spouse or child of such a laid-off or retired employee, the 
plan that covers such person as an active employee or spouse or child of an 
active employee will be primary. If the other plan does not have this rule, and as 
a result the plans do not agree on which will be primary, this rule will be ignored. 


6. If none of the above rules determine which plan is primary, the plan that covered 
the person receiving services longer will be primary. 


C. Effects of Coordination. 
When this plan is secondary, its benefits will be reduced so that the total benefits paid 
by the primary plan and this plan during a claim determination period will not exceed 
Our maximum available benefit for each Covered Service. Also, the amount We pay will 
not be more than the amount We would pay if We were primary. As each claim is 
submitted, We will determine Our obligation to pay for allowable expenses based upon 
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all claims that have been submitted up to that point in time during the claim 
determination period. 


D. Right to Receive and Release Necessary Information. 
We may release or receive information that We need to coordinate benefits. We do not 
need to tell anyone or receive consent to do this. We are not responsible to anyone for 
releasing or obtaining this information. You must give Us any needed information for 
coordination purposes, in the time frame requested. 


E. Our Right to Recover Overpayment. 
If We made a payment as a primary plan, You agree to pay Us any amount by which 
We should have reduced Our payment. Also, We may recover any overpayment from 
the primary plan or the Provider receiving payment and You agree to sign all documents 
necessary to help Us recover any overpayment. 


F. Coordination with "Always Excess," "Always Secondary," or "Non
complying" Plans. 
Except as described below, We will coordinate benefits with plans, whether insured or 
self-insured, that provide benefits that are stated to be always excess or always 
secondary or use order of benefit determination rules that are inconsistent with the rules 
described above in the following manner: 


1. If this Certificate is primary, as defined in this section, We will pay benefits first. 


2. If this Certificate is secondary, as defined in this section, We will pay only the 
amount We would pay as the secondary insurer. 


3. If We request information from a non-complying plan and do not receive it within 
30 days, We will calculate the amount We should pay on the assumption that the 
non-complying plan and this Certificate provide identical benefits. When the 
information is received, We will make any necessary adjustments. 


If a blanket accident insurance policy issued in accordance with Section 1015.11 of the 
General Business Law contains a provision that its benefits are excess or always 
secondary, then this Certificate is primary. 
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SECTION XX 


Termination of Coverage 


Coverage under this Certificate will automatically be terminated on the first of the 
following to apply: 


1. The Group and/or Subscriber has failed to pay Premiums within 30 days of when 
Premiums are due. Coverage will terminate as of the last day for which 
Premiums were paid. 


2. The end of the month in which the Subscriber ceases to meet the eligibility 
requirements as defined by the Group. 


3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has 
coverage for Dependents. If the Subscriber has coverage for Dependents, then 
coverage will terminate as of the last day of the month for which the Premium 
had been paid. 


4. For Spouses in cases of divorce, the date of the divorce. 


5. For Children, until the end of the month in which the Child turns 26 years of age. 


6. For all other Dependents, the end of the month in which the Dependent ceases 
to be eligible. 


7. The end of the month during which the Group or Subscriber provides written 
notice to Us requesting termination of coverage, or on such later date requested 
for such termination by the notice. 


8. If the Subscriber or the Subscriber's Dependent has performed an act that 
constitutes fraud or the Subscriber has made an intentional misrepresentation of 
material fact in writing on his or her enrollment application, or in order to obtain 
coverage for a service, coverage will terminate immediately upon written notice 
of termination delivered by Us to the Subscriber and/or the Subscriber's 
Dependent, as applicable. However, if the Subscriber makes an intentional 
misrepresentation of material fact in writing on his or her enrollment application, 
We will rescind coverage if the facts misrepresented would have led Us to refuse 
to issue the coverage. Rescission means that the termination of Your coverage 
will have a retroactive effect of up to Your enrollment under the Certificate. If 
termination is a result of the Subscriber's action, coverage will terminate for the 
Subscriber and any Dependents. If termination is a result of the Dependent's 
action, coverage will terminate for the Dependent. 
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9. The date that the Group Contract is terminated. If We terminate and/or decide to 
stop offering a particular class of group contracts, without regard to claims 
experience or health related status, to which this Certificate belongs, We will 
provide the Group and Subscribers at least 90 days' prior written notice. 


1 O. If We elect to terminate or cease offering all hospital, surgical and medical 
expense coverage in the large group market in this state, We will provide written 
notice to the Group and Subscriber at least 180 days prior to when the coverage 
will cease. 


11. The Group has performed an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact under the terms of the coverage. 


12. The Group ceases to meet the statutory requirements to be defined as a group 
for the purposes of obtaining coverage. We will provide written notice to the 
Group and Subscriber at least 30 days prior to when the coverage will cease. 


13. The date there is no longer any Subscriber who lives, resides, or works in Our 
Service Area. 


No termination shall prejudice the right to a claim for benefits which arose prior to such 
termination. 


See the Continuation of Coverage section of this Certificate for Your right to 
continuation of this coverage. See the Conversion Right to a New Contract after 
Termination section of this Certificate for Your right to conversion to an individual 
Contract. 
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SECTION XXI 


Extension of Benefits 


When Your coverage under this Certificate ends, benefits stop. But, if You are totally 
disabled on the date the Group Contract terminates, or on the date Your coverage 
under this Certificate terminates, continued benefits may be available for the treatment 
of the injury or sickness that is the cause of the total disability. 


For purposes of this section, "total disability" means You are prevented because of 
injury or disease from engaging in any work or other gainful activity. Total disability for a 
minor means that the minor is prevented because of injury or disease from engaging in 
substantially all of the normal activities of a person of like age and sex who is in good 
health. 


A. When You May Continue Benefits. 
When Your coverage under this Certificate ends, We will provide benefits during a 
period of total disability for a Hospital stay commencing, or surgery performed, within 31 
days from the date Your coverage ends. The Hospital stay or surgery must be for the 
treatment of the injury, sickness, or pregnancy causing the total disability. 


If Your coverage ends because You are no longer employed, We will provide benefits 
during a period of total disability for up to 12 months from the date Your coverage ends 
for Covered services to treat the injury, sickness, or pregnancy that caused the total 
disability, unless these services are covered under another group health plan. 


8. Termination of Extension of Benefits. 
Extended benefits will end on the earliest of the following: 


• The date You are no longer totally disabled; 
• The date the contractual benefit has been exhausted; 
• 12 months from the date extended benefits began (if Your benefits are extended 


based on termination of employment); or 
• With respect to the 12-month extension of coverage, the date You become 


eligible for benefits under any group policy providing medical benefits. 


C. Limits on Extended Benefits. 
We will not pay extended benefits: 


• For any Member who is not totally disabled on the date coverage under this 
Certificate ends; or 


• Beyond the extent to which We would have paid benefits under this Certificate if 
coverage had not ended. 


Form #02-0001-2018 HDEPOLG18 
83 







SECTION XXII 


Continuation of Coverage 


Under the continuation of coverage provisions of the federal Consolidated Omnibus 
Budget Reconciliation Act of 1985 ("COBRA"), most employer-sponsored group health 
plans must offer employees and their families the opportunity for a temporary 
continuation of health insurance coverage when their coverage would otherwise end. If 
You are not entitled to temporary continuation of coverage under COBRA, You may be 
entitled to temporary continuation coverage under the New York Insurance Law as 
described below. Call or write Your employer to find out if You are entitled to temporary 
continuation of coverage under COBRA or under the New York Insurance Law. Any 
period of continuation of coverage will terminate automatically at the end of the period of 
continuation provided under COBRA or the New York Insurance Law. 


A. Qualifying Events. 
Pursuant to federal COBRA and state continuation coverage laws, You, the Subscriber, 
Your Spouse and Your Children may be able to temporarily continue coverage under 
this Certificate in certain situations when You would otherwise lose coverage, known as 
qualifying events. 


1. If Your coverage ends due to voluntary or involuntary termination of employment 
or a change in Your employee class (e.g., a reduction in the number of hours of 
employment), You may continue coverage. Coverage may be continued for You, 
Your Spouse and any of Your covered Children. 


2. If You are a covered Spouse, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Divorce or legal separation from the Subscriber; or 
• Death of the Subscriber. 


3. If You are a covered Child, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Loss of covered Child status under the plan rules; or 
• Death of the Subscriber. 


If You want to continue coverage, You must request continuation from the Group in 
writing and make the first Premium payment within the 60-day period following the later 
of: 
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1. The date coverage would otherwise terminate; or 
2. The date You are sent notice by first class mail of the right of continuation by the 


Group. 


The Group may charge up to 102% of the Group Premium for continued coverage. 


Continued coverage under this section will terminate at the earliest of the following: 
1. The date 36 months after the Subscriber's coverage would have terminated 


because of termination of employment; 
2. If You are a covered Spouse or Child, the date 36 months after coverage would 


have terminated due to the death of the Subscriber, divorce or legal separation, 
the Subscriber's eligibility for Medicare, or the failure to qualify under the 
definition of "Children"; 


3. The date You become covered by an insured or uninsured arrangement that 
provides group hospital, surgical or medical coverage; 


4. The date You become entitled to Medicare; 
5. The date to which Premiums are paid if You fail to make a timely payment; or 
6. The date the Group Contract terminates. However, if the Group Contract is 


replaced with similar coverage, You have the right to become covered under the 
new Group Contract for the balance of the period remaining for Your continued 
coverage. 


When Your continuation of coverage ends, You may have a right to conversion. See the 
Conversion Right to a New Contract after Termination section of this Certificate. 


B. Supplementary Continuation, Conversion, and Temporary Suspension Rights 
During Active Duty. 
If You, the Subscriber are a member of a reserve component of the armed forces of the 
United States, including the National Guard, You have the right to continuation, 
conversion, or a temporary suspension of coverage during active duty and 
reinstatement of coverage at the end of active duty if Your Group does not voluntarily 
maintain Your coverage and if: 


1. Your active duty is extended during a period when the president is authorized to 
order units of the reserve to active duty, provided that such additional active duty 
is at the request and for the convenience of the federal government; and 


2. You serve no more than four (4) years of active duty. 


When Your Group does not voluntarily maintain Your coverage during active duty, 
coverage under this Certificate will be suspended unless You elect to continue coverage 
in writing within 60 days of being ordered to active duty and You pay the Group the 
required Premium payment but not more frequently than on a monthly basis in advance. 
This right of continuation extends to You and Your eligible Dependents. Continuation of 
coverage is not available for any person who is eligible to be covered under Medicare; 
or any person who is covered as an employee, member or dependent under any other 
insured or uninsured arrangement which provides group hospital, surgical or medical 
coverage, except for coverage available to active duty members of the uniformed 
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services and their family members. 


Upon completion of active duty: 
1. Your coverage under this Certificate may be resumed as long as You are 


reemployed or restored to participation in the Group upon return to civilian status. 
The right of resumption extends to coverage for Your covered Dependents. For 
coverage that was suspended while on active duty, coverage under the Group 
plan will be retroactive to the date on which active duty terminated. 


2. If You are not reemployed or restored to participation in Your Group upon return 
to civilian status, You will be eligible for continuation and conversion as long as 
You apply to Us for coverage within 31 days of the termination of active duty or 
discharge from a Hospitalization resulting from active duty as long as the 
Hospitalization was not in excess of one ( 1) year. 


C. Availability of Age 29 Dependent Coverage Extension - Young Adult Option. 
The Subscriber's Child may be eligible to purchase continuation coverage under the 
Group's Contract through the age of 29 if he or she: 


1. Is under the age of 30; 
2. Is not married; 
3. Is not insured by or eligible for coverage under an employer-sponsored health 


benefit plan covering him or her as an employee or member, whether insured or 
self-insured; 


4. Lives, works or resides in New York State or Our Service Area; and 
5. Is not covered by Medicare. 


The Child may purchase continuation coverage even if he or she is not financially 
dependent on his or her parent(s) and does not need to live with his or her parent(s). 


The Subscriber's Child may elect this coverage: 
1. Within 60 days of the date that his or her coverage would otherwise end due to 


reaching the maximum age for Dependent coverage, in which case coverage will 
be retroactive to the date that coverage would otherwise have terminated; 


2. Within 60 days of newly meeting the eligibility requirements, in which case 
coverage will be prospective and start within 30 days of when the Group or the 
Group's designee receives notice and We receive Premium payment; or 


3. During an annual 30-day open enrollment period, in which case coverage will be 
prospective and will start within 30 days of when the Group or the Group's 
designee receives notice of election and We receive Premium payment. 


The Subscriber or Subscriber's Child must pay the Premium rate that applies to 
individual coverage. Coverage will be the same as the coverage provided under this 
Certificate. The Child's children are not eligible for coverage under this option. 
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SECTION XXIII 


Conversion Right to a New Contract after Termination 


A. Circumstances Giving Rise to Right to Conversion. 
You have the right to convert to a new Contract if coverage under this Certificate 
terminates under the circumstances described below. 


1. Termination of the Group Contract. If the Group Contract between Us and the 
Group is terminated as set forth in the Termination of Coverage section of this 
Certificate, and the Group has not replaced the coverage with similar and 
continuous health care coverage, whether insured or self-insured, You are 
entitled to purchase a new Contract as a direct payment member. 


2. If You Are No Longer Covered in a Group. If Your coverage terminates under 
the Termination-of Coverage section of this Certificate because You are no 
longer a member of a Group, You are entitled to purchase a new Contract as a 
direct payment member. 


3. On the Death of the Subscriber. If coverage terminates under the Termination 
of Coverage section of this Certificate because of the death of the Subscriber, 
the Subscriber's Dependents are entitled to purchase a new Contract as direct 
payment members. 


4. Termination of Your Marriage. If a Spouse's coverage terminates under the 
Termination of Coverage section of this Certificate because the Spouse becomes 
divorced from the Subscriber or the marriage is annulled, that former Spouse is 
entitled to purchase a new Contract as a direct payment member. 


5. Termination of Coverage of a Child. If a Child's coverage terminates under the 
Termination of Coverage section of this Certificate because the Child no longer 
qualifies as a Child, the Child is entitled to purchase a new Contract as a direct 
payment member. 


6. Termination of Your Temporary Continuation of Coverage. If coverage 
terminates under the Termination of Coverage section of this Certificate because 
You are no longer eligible for continuation of coverage, You are entitled to 
purchase a new Contract as a direct payment member. 


7. Termination of Your Young Adult Coverage. If a Child's young adult coverage 
terminates under the Termination of Coverage section of this Certificate, the 
Child is entitled to purchase a new Contract as a direct payment member. 


B. When to Apply for the New Contract. 
If You are entitled to purchase a new Contract as described above, You must apply to 
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Us for the new Contract within 60 days after termination of coverage under this 
Certificate. You must also pay the first Premium of the new Contract at the time You 
apply for coverage. 


C. The New Contract. 
We will offer You an individual direct payment Contract at each level of coverage (i.e., 
bronze, silver, gold or platinum) that Covers all benefits required by state and federal 
law. You may choose among any of the four ( 4) Contracts offered by Us. The coverage 
may not be the same as Your current coverage. 
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SECTION XXIV 


General Provisions 


1. Agreements Between Us and Participating Providers. 
Any agreement between Us and Participating Providers may only be terminated by Us 
or the Providers. This Certificate does not require any Provider to accept a Member as a 
patient. We do not guarantee a Member's admission to any Participating Provider or 
any health benefits program. 


2. Assignment. 
You cannot assign any benefits under this Certificate or legal claims based on a denial 
of benefits to any person, corporation or other organization. You cannot assign any 
monies due under this Certificate to any person, corporation or other organization 
unless it is an assignment to Your Provider for a surprise bill. See the How Your 
Coverage Works section of this Certificate for more information about surprise bills. Any 
assignment of benefits or legal claims based on a denial of benefits by You other than 
for monies due for a surprise bill will be void. Assignment means the transfer to another 
person or to an organization of Your right to the services provided under this Certificate 
or Your right to collect money from Us for those services. Nothing in this paragraph shall 
affect Your right to appoint a designee or representative as otherwise permitted by 
applicable law. 


3. Changes in this Certificate. 
We may unilaterally change this Certificate upon renewal, if We give the Group 30 days' 
prior written notice. 


4. Choice of Law. 
This Certificate shall be governed by the laws of the State of New York. 


5. Clerical Error. 
Clerical error, whether by the Group or Us, with respect to this Certificate, or any other 
documentation issued by Us in connection with this Certificate, or in keeping any record 
pertaining to the coverage hereunder, will not modify or invalidate coverage otherwise 
validly in force or continue coverage otherwise validly terminated. 


6. Conformity with Law. 
Any term of this Certificate which is in conflict with New York State law or with any 
applicable federal law that imposes additional requirements from what is required under 
New York State law will be amended to conform with the minimum requirements of such 
law. 


7. Continuation of Benefit Limitations. 
Some of the benefits in this Certificate may be limited to a specific number of visits, 
and/or subject to a Deductible. You will not be entitled to any additional benefits if Your 
coverage status should change during the year. For example, if Your coverage status 
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changes from covered family member to Subscriber, all benefits previously utilized 
when You were a covered family member will be applied toward Your new status as a 
Subscriber. 


8. Enrollment ERISA. 
The Group will develop and maintain complete and accurate payroll records, as well as 
any other records of the names, addresses, ages, and social security numbers of all 
Group Members covered under this Certificate, and any other information required to 
confirm their eligibility for coverage. 


The Group will provide Us with this information upon request. The Group may also have 
additional responsibilities as the "plan administrator" as defined by the Employee 
Retirement Income Security Act of 1974 ("ERISA"), as amended. The "plan 
administrator" is the Group, or a third party appointed by the Group. We are not the 
ERISA plan administrator. 


9. Entire Agreement. 
This Certificate, including any endorsements, riders and the attached applications, if 
any, constitutes the entire Certificate. 


10. Fraud and Abusive Billing. 
We have processes to review claims before and after payment to detect fraud and 
abusive billing. Members seeking services from Non-Participating Providers could be 
balance billed by the Non-Participating Provider for those services that are determined 
to be not payable as a result of a reasonable belief of fraud or other intentional 
misconduct or abusive billing. 


11. Furnishing Information and Audit. 
The Group and all persons covered under this Certificate will promptly furnish Us with 
all information and records that We may require from time to time to perform Our 
obligations under this Certificate. You must provide Us with information over the 
telephone for reasons such as the following: to allow Us to determine the level of care 
You need; so that We may certify care authorized by Your Physician; or to make 
decisions regarding the Medical Necessity of Your care. The Group will, upon 
reasonable notice, make available to Us, and We may audit and make copies of, any 
and all records relating to Group enrollment at the Group's New York office. 


12. Identification Cards. 
Identification ("ID") cards are issued by Us for identification purposes only. Possession 
of any ID card confers no right to services or benefits under this Certificate. To be 
entitled to such services or benefits, Your Premiums must be paid in full at the time the 
services are sought to be received. 


13. Incontestability. 
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No statement made by You will be the basis for avoiding or reducing coverage unless it 
is in writing and signed by You. All statements contained in any such written instrument 
shall be deemed representations and not warranties. 


14. Independent Contractors. 
Participating Providers are independent contractors. They are not Our agents or 
employees. We and Our employees are not the agent or employee of any Participating 
Provider. We are not liable for any claim or demand on account of damages arising out 
of, or in any manner connected with, any injuries alleged to be suffered by You, Your 
covered Spouse or Children while receiving care from any Participating Provider or in 
any Participating Provider's Facility. 


15. Input in Developing Our Policies. 
Subscribers may participate in the development of Our policies by forwarding your 
suggestions or ideas to our Member Mailbox; Attn: CDPHP UBI Member Services 
Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057. 


16. Material Accessibility. 
We will give the Group, and the Group will give You ID cards, Certificates, riders and 
other necessary materials. 


17. More Information about Your Health Plan. 
You can request additional information about Your coverage under this Certificate. 
Upon Your request, We will provide the following information: 


• A list of the names, business addresses and official positions of Our board of 
directors, officers and members; and Our most recent annual certified financial 
statement which includes a balance sheet and a summary of the receipts and 
disbursements. 


• The information that We provide the State regarding Our consumer complaints. 
• A copy of Our procedures for maintaining confidentiality of Member information. 
• A copy of Our drug formulary. You may also inquire if a specific drug is 


Covered under this Certificate. 
• A written description of Our quality assurance program. 
• A copy of Our medical policy regarding an experimental or investigational drug, 


medical device or treatment in clinical trials. 
• Provider affiliations with participating Hospitals. 
• A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and 


where appropriate, other clinical information We may consider regarding a 
specific disease, course of treatment or Utilization Review guidelines, including 
clinical review criteria relating to a step therapy protocol override determination. 


• Written application procedures and minimum qualification requirements for 
Providers. 


• Documents that contain the processes, strategies, evidentiary standards, and 
other factors used to apply a treatment limitation with respect to 
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medical/surgical benefits and mental health or substance use disorder benefits 
under the Certificate. 


18. Notice. 
Any notice that We give You under this Certificate will be mailed to Your address as it 
appears in Our records or delivered electronically if You consent to electronic delivery or 
to the address of the Group. If notice is delivered to You electronically, You may also 
request a copy of the notice from Us. You agree to provide Us with notice of any change 
of Your address. If You have to give Us any notice, it should be sent by U.S. mail, first 
class, postage prepaid to: the address on Your ID card. 


19. Premium Refund. 
We will give any refund of Premiums, if due, to the Group. 


20. Recovery of Overpayments. 
On occasion, a payment will be made to You when You are not covered, for a service 
that is not Covered, or which is more than is proper. When this happens, We will explain 
the problem to You and You must return the amount of the overpayment to Us within 60 
days after receiving notification from Us. However, We shall not initiate overpayment 
recovery efforts more than 24 months after the original payment was made unless We 
have a reasonable belief of fraud or other intentional misconduct. 


21. Renewal Date. 
The renewal date for this Certificate is the anniversary of the effective date of the Group 
Contract of each year. This Certificate will automatically renew each year on the 
renewal date, unless otherwise terminated by Us as permitted by this Certificate or by 
the Group upon 30 days' prior written notice to Us. 


22. Right to Develop Guidelines and Administrative Rules. 
We may develop or adopt standards that describe in more detail when We will or will not 
make payments under this Certificate. Examples of the use of the standards are to 
determine whether: Hospital inpatient care was Medically Necessary; surgery was 
Medically Necessary to treat Your illness or injury; or certain services are skilled care. 
Those standards will not be contrary to the descriptions in this Certificate. If You have a 
question about the standards that apply to a particular benefit, You may contact Us and 
We will explain the standards or send You a copy of the standards. We may also 
develop administrative rules pertaining to enrollment and other administrative matters. 
We shall have all the powers necessary or appropriate to enable Us to carry out Our 
duties in connection with the administration of this Certificate. 


We review and evaluate new technology according to technology evaluation criteria 
developed by Our medical directors and reviewed by a designated committee, which 
consists of Health Care Professionals from various medical specialties. Conclusions of 
the committee are incorporated into Our medical policies to establish decision protocols 
for determining whether a service is Medically Necessary, experimental or 
investigational, or included as a Covered benefit. 
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23. Right to Offset. 
If We make a claim payment to You or on Your behalf in error or You owe Us any 
money, You must repay the amount You owe Us. Except as otherwise required by law, 
if We owe You a payment for other claims received, We have the right to subtract any 
amount You owe Us from any payment We owe You. 


24. Severability. 
The unenforceability or invalidity of any provision of this Certificate shall not affect the 
validity and enforceability of the remainder of this Certificate. 


25. Significant Change in Circumstances. 
If We are unable to arrange for Covered Services as provided under this Certificate as 
the result of events outside of Our control, We will make a good faith effort to make 
alternative arrangements. These events would include a major disaster, epidemic, the 
complete or partial destruction of facilities, riot, civil insurrection, disability of a 
significant part of Participating Providers' personnel, or similar causes. We will make 
reasonable attempts to arrange for Covered Services. We and Our Participating 
Providers will not be liable for delay, or failure to provide or arrange for Covered 
Services if such failure or delay is caused by such an event. 


26. Subrogation and Reimbursement. 
These paragraphs apply when another party (including any insurer) is, or may be found 
to be, responsible for Your injury, illness or other condition and We have provided 
benefits related to that injury, illness or condition. As permitted by applicable state law, 
unless preempted by federal law, We may be subrogated to all rights of recovery 
against any such party (including Your own insurance carrier) for the benefits We have 
provided to You under this Certificate. Subrogation means that We have the right, 
independently of You, to proceed directly against the other party to recover the benefits 
that We have provided. 


Subject to applicable state law, unless preempted by federal law, We may have a right 
of reimbursement if You or anyone on Your behalf receives payment from any 
responsible party (including Your own insurance carrier) from any settlement, verdict or 
insurance proceeds, in connection with an injury, illness, or condition for which We 
provided benefits. Under Section 5-335 of the New York General Obligations Law, Our 
right of recovery does not apply when a settlement is reached between a plaintiff and 
defendant, unless a statutory right of reimbursement exists. The law also provides that, 
when entering into a settlement, it is presumed that You did not take any action against 
Our rights or violate any contract between You and Us. The law presumes that the 
settlement between You and the responsible party does not include compensation for 
the cost of health care services for which We p(ovided benefits. 


We request that You notify Us within 30 days of the date when any notice is given to 
any party, including an insurance company or attorney, of Your intention to pursue or 
investigate a claim to recover damages or obtain compensation due to injury, illness or 
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condition sustained by You for which We have provided benefits. You must provide all 
information requested by Us or Our representatives including, but not limited to, 
completing and submitting any applications or other forms or statements as We may 
reasonably request. 


27. Third Party Beneficiaries. 
No third party beneficiaries are intended to be created by this Certificate and nothing in 
this Certificate shall confer upon any person or entity other than You or Us any right, 
benefit, or remedy of any nature whatsoever under or by reason of this Certificate. No 
other party can enforce this Certificate's provisions or seek any remedy arising out of 
either Our or Your performance or failure to perform any portion of this Certificate, or to 
bring an action or pursuit for the breach of any terms of this Certificate. 


28. Time to Sue. 
No action at law or in equity may be maintained against Us prior to the expiration of 60 
days after written submission of a claim has been furnished to Us as required in this 
Certificate. You must start any lawsuit against Us under this Certificate within two (2) 
years from the date the claim was required to be filed. 


29. Translation Services. 
Translation services are available under this Certificate for non-English speaking 
Members. Please contact Us at the number on Your ID card to access these services. 


30. Venue for Legal Action. 
If a dispute arises under this Certificate, it must be resolved in a court located in the 
State of New York. You agree not to start a lawsuit against Us in a court anywhere else. 
You also consent to New York State courts having personal jurisdiction over You. That 
means that, when the proper procedures for starting a lawsuit in these courts have been 
followed, the courts can order You to defend any action We bring against You. 


31. Waiver. 
The waiver by any party of any breach of any provision of this Certificate will not be 
construed as a waiver of any subsequent breach of the same or any other provision. 
The failure to exercise any right hereunder will not operate as a waiver of such right. 


32. Who May Change this Certificate. 
This Certificate may not be modified, amended, or changed, except in writing and 
signed by Our Chief Executive Officer ("CEO") or a person designated by the CEO. No 
employee, agent, or other person is authorized to interpret, amend, modify, or otherwise 
change this Certificate in a manner that expands or limits the scope of coverage, or the 
conditions of eligibility, enrollment, or participation, unless in writing and signed by the 
CEO or person designated by the CEO. 


33. Who Receives Payment under this Certificate. 
Payments under this Certificate for services provided by a Participating Provider will be 
made directly by Us to the Provider. If You receive services from a Non-Participating 
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Provider, We reserve the right to pay either You or the Provider. If You assign benefits 
for a surprise bill to a Non-Participating Provider, We will pay the Non-Participating 
Provider directly. See the How Your Coverage Works section of this Certificate for more 
information about surprise bills. 


34. Workers' Compensation Not Affected. 
The coverage provided under this Certificate is not in lieu of and does not affect any 
requirements for coverage by workers' compensation insurance or law. 


35. Your Medical Records and Reports. 
In order to provide Your coverage under this Certificate, it may be necessary for Us to 
obtain Your medical records and information from Providers who treated You. Our 
actions to provide that coverage include processing Your claims, reviewing Grievances, 
Appeals or complaints involving Your care, and quality assurance reviews of Your care, 
whether based on a specific complaint or a routine audit of randomly selected cases. By 
accepting coverage under this Certificate, except as prohibited by state or federal law, 
You automatically give Us or Our designee permission to obtain and use Your medical 
records for those purposes and You authorize each and every Provider who renders 
services to You to: 


• Disclose all facts pertaining to Your care, treatment, and physical condition to 
Us or to a medical, dental, or mental health professional that We may engage 
to assist Us in reviewing a treatment or claim, or in connection with a complaint 
or quality of care review; 


• Render reports pertaining to Your care, treatment, and physical condition to Us, 
or to a medical, dental, or mental health professional that We may engage to 
assist Us in reviewing a treatment or claim; and 


• Permit copying of Your medical records by Us. 


We agree to maintain Your medical information in accordance with state and federal 
confidentiality requirements. However, to the extent permitted under state or federal 
law, You automatically give Us permission to share Your information with the New York 
State Department of Health, quality oversight organizations, and third parties with which 
We contract to assist Us in administering this Certificate, so long as they also agree to 
maintain the information in accordance with state and federal confidentiality 
requirements. 


36. Your Rights. 
You have the right to obtain complete and current information concerning a diagnosis, 
treatment and prognosis from a Physician or other Provider in terms You can 
reasonably understand. When it is not advisable to give such information to You, the 
information shall be made available to an appropriate person acting on Your behalf. 


You have the right to receive information from Your Physician or other Provider that You 
need in order to give Your informed consent prior to the start of any procedure or 
treatment. 
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You have the right to refuse treatment to the extent permitted by law and to be informed 
of the medical consequences of that action. 


You have the right to formulate advance directives regarding Your care. 
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Section XXV 


Other Covered Services 


Preventive Prescription drugs 
Preventive Prescription drugs as defined by the Capital District Physicians' Health Plan 
formulary are not subject to the plan Deductible. They are subject only to the 
Coinsurance or Copayment listed in the Schedule of Benefits of Your member. 


Out of Service Area Benefit for Covered Student Dependents 


Full-Time Student Dependent: A full-time student in a degree program at a 
postsecondary educational institution as found in Section 102 of the Higher Education 
Act of 1965; or, a full-time student participating in an extended course of study at a 
registered or licensed business or trade school leading to eligibility for licensure or 
certification in a vocation or technical field. 


In addition to the Medically Necessary services Covered under the Certificate, when a 
Covered student Dependent is attending school outside of CDPHP UBl's Service Area, 
CDPHP UBI will provide additional Coverage for the following: 


i. Medically Necessary services rendered outside the CDPHP UBI Service Area, subject 
to the prior approval requirement stated below. 


ii. Coverage outside of the Service Area does not apply during vacations and/or summer 
recess. If a student Dependent is enrolled in classes required toward their elected 
course of study during periods usually deemed to be vacation and/or summer recess, 
Coverage outside of the Service Area as described above will remain in effect. 


iii. Preventive Care rendered outside the Service Area which is not for the purpose of 
treating a particular illness, injury or disease is excluded. Preventive Care will be 
Covered under the Certificate only when it is provided or arranged by the Member's 
Primary Care Physician in the Service Area. 


iv. Out of area coverage for student Dependents is not limited to students age 19 and 
older, as long as the other requirements stated in this section are met. 


Prior Approval Requirement for Out of Service Area Coverage 
i. Except for Emergency care as provided by the Certificate, prior approval must be 
obtained before services rendered to student Dependents out of the Service Area under 
this Contract 
ii. If a student Dependent has an illness, injury or disease which 
a. Results in absence from classes for more than two consecutive school weeks or; 
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b. Requires continued medical treatment for more than 60 days, then CDPHP UBI 
reserves the right to require the student Dependent to return to CDPHP UBl's Service 
Area to obtain Medically Necessary services from Participating Providers. 
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CDPHP UBI SCHEDULE OF BENEFITS 


COST-SHARING Preferred Provider Member Participating Provider Non-Participating Provider 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Deductible 


• Individual Included with Participating 
Provider Deductible 


$1,500 None 


• Family Included with Participating $3,000 None 
Provider Deductible 


Out-of-Pocket Limit 


• Individual Included with Participating $4,000 None 
Provider Out-of-Pocket Limit 


• Family Included with Participating $8,000 None 
Provider Out-of-Pocket Limit 


Non-Participating Provider 
services are not Covered 
except as required for 
emergency care and Urgent 
Care. 


OFFICE VISITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Primary Care Office Visits (or N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You oav the full cost 


Specialist Office Visits (or N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


PREVENTIVE CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


• Well Child Visits and N/A Covered in full Non-Participating Provider See benefit for 


Immunizations* 
services are not Covered and description 
You pay the full cost 


Preauthorization Required 
for Immunizations for 
Resoiratorv Svncytial Virus 
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• Adult Annual Physical NIA Covered in full Non-Participating Provider 


Examinations* 
services are not Covered and 
You pay the full cost 


• Adult Immunizations* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Routine Gynecological N/A Covered in full Non-Participating Provider 
services are not Covered and 


Services/Well Woman You pay the full cost 
Exams* 


• Mammograms, Screening N/A Covered in full Non-Participating Provider 


and Diagnostic Imaging for 
services are not Covered and 
You pay the full cost 


the Detection of Breast 


Cancer 


• Sterilization Procedures for N/A Covered in full Non-Participating Provider 
services are not Covered and 


Women* You pay the full cost 


• Vasectomy N/A See Surgical Services Cost- Non-Participating Provider 
Sharing services are not Covered and 


You pay the full cost 


• Bone Density Testing* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Screening for Prostate 


Cancer 


• Performed in PCP Office N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in Specialist N/A Covered in full Non-Participating Provider 
services are not Covered and 


Office You pay the full cost 


• All other preventive services N/A Covered in full Non-Participating Provider 
services are not Covered and 


required by USPSTF and You pay the full cost 
HRSA 
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• *When preventive services NIA Use Cost-Sharing for Use Cost-Sharing for 


are not provided in 
appropriate service (Primary appropriate service (Primary 
Care Office Visit; Specialist Care Office Visit; Specialist 


accordance with the Office Visit; Diagnostic Office Visit; Diagnostic 


comprehensive guidelines 
Radiology Services; Radiology Services; 
Laboratory Procedures and Laboratory Procedures and 


supported by USPSTF and Diagnostic Testing) Diagnostic Testing) 


HRSA 


EMERGENCY CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Pre-Hospital Emergency NIA 10% Coinsurance after 10% Coinsurance after See benefit for 
Medical Services (Ambulance Deductible 
Services) 


Deductible description 


Non-Emergency Ambulance NIA 10% Coinsurance after Non-Participating Provider See benefit for 
Services Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
all Non-Emergency 
Ambulance Services 
lncludinq Air Ambulance 


Emergency Department NIA 10% Coinsurance after 10% Coinsurance after See benefit for 
Deductible Deductible description 


Copayment I Coinsurance 
waived if Hospital admission 


Urgent Care Center NIA 10% Coinsurance after 10% Coinsurance after See benefit for 
Deductible Deductible descriotion 


PROFESSIONAL SERVICES Preferred Provider Member Participating Provider Non-Participating Provider Limits 
and OUTPATIENT CARE Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharing Cost-Sharing 


Acupuncture NIA 10% Coinsurance after Non-Participating Provider Limited to 10 Visits 
Deductible services are not Covered and per Plan Year 


You pay the full cost 


Advanced Imaging Services See benefit for 
description 


• Performed in a Specialist 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Radiology Facility You pay the full cost 
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• Performed as Outpatient 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible Deductible services are not Covered and 


You pay the full cost 


Preauthorization reauired 


Allergy Testing and Treatment See benefit for 
description 


• Performed in a PCP Office N/A 10% Coinsurance after Non-Participating Provider 
D~ductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A 10% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required 
after 60 tests 


Ambulatory Surgical Center N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Facility Fee Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


Anesthesia Service (all N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
settings) of associated service services are not Covered and description 


You pay the full cost 


Autologous Blood Banking N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
of associated service services are not Covered and description 


You pay the full cost 


Cardiac and Pulmonary See benefit for 
Rehabilitation description 


• Performed in a Specialist N/A 10% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Performed as Inpatient N/A Included as part of inpatient Included as part of inpatient 


Hospital Services 
Hospital service Cost-Sharing Hospital service Cost-Sharing 


N/A 
Preauthorization required 
Bevond 36 Visits 
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Chemotherapy See benefit for 
description 


• Performed in a PCP Office N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A 10% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Chiropractic Services N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Clinical Trials Use Cost-Sharing for Use Cost-Sharing for Use Cost-Sharing for See benefit for 
appropriate service appropriate service appropriate service description 


Preauthorization required 


Diagnostic Testing See benefit for 
description 


• Performed in a PCP Office 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization required 


Dialysis See benefit for 
description 


• Performed in a PCP Office N/A 10% Coinsurance after Non-Participating Provider There are no visit 
Deductible services are not Covered and limits for Dialysis 


You pay the full cost treatments by a 
Non-Participating 
Provider. 
Preauthorization 
required. 
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• Performed in a Specialist N/A 10% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding N/A 10% Coinsurance after Non-Participating Provider 


Center 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 10% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Home Health Care N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required There are no visit 
limits for Home 
Health Care 


Infertility Services N/A Use Cost-Sharing for Non-Participating Provider See benefit for 
appropriate service (Office services are not Covered and description 
Visit; Diagnostic Radiology You pay the full cost 
Services; Surgery; Laboratory 
& Diaanostic Procedures) 


Infusion Therapy See benefit for 
description 


• Performed in a PCP Office N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A 10% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Home Infusion Therapy N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Infusion Therapy in All 
Locations 


Inpatient Medical Visits N/A Included as part of the Non-Participating Provider See benefit for 
Inpatient Hospital Cost-Sharing services are not Covered and description 


You pay the full cost 


Interruption of Preqnancy 
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. Medically Necessary N/A Covered in Full after Non-Participating Provider Unlimited 
Deductible services are not Covered and 


Abortions You pay the full cost 


• Elective Abortions N/A See Outpatient Hospital Non-Participating Provider 
Surgery Facility Charge Cost- services are not Covered and 
Sharinq You pay the full cost 


Laboratory Procedures See benefit for 
description 


• Performed in a PCP Office 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 


Office 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 


Laboratory Facility 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Genetic Testinn 


Maternity and Newborn Care See benefit for 
description 


• Prenatal Care 


• Prenatal Care provided in N/A Covered in full Non-Participating Provider 


accordance with the 
services are not Covered and 
You pay the full cost 


comprehensive guidelines 


supported by USPSTF and 


HRSA 


• Prenatal Care that is not N/A Use Cost-Sharing for Non-Participating Provider 


provided in accordance 
appropriate service (Primary services are not Covered and 
Care Office Visit; Specialist You pay the full cost 


with the comprehensive Office Visit; Diagnostic 


guidelines supported by 
Radiology Services; 
Laboratory Procedures and 


USPSTF and HRSA Diagnostic Testing) 
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• Inpatient Hospital Service N/A 10% Coinsurance after Non-Participating Provider One (1) home care 


and Birthing Center 
Deductible services are not Covered and visit is Covered at 


You pay the full cost no Cost-Sharing if 
mother is 
discharged from 
Hospital early 


• Physician and Midwife N/A 10% Coinsurance after Non-Participating Provider 


Services for Delivery 
Deductible services are not Covered and 


You pay the full cost 


• Breastfeeding Support, N/A Covered in full Non-Participating Provider Covered for 
services are not Covered and duration of breast 


Counseling and Supplies, You pay the full cost feeding 
Including Breast Pumps 


• Postnatal Care N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pav the full cost 


Outpatient Hospital Surgery N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Facility Charge Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


Preadmission Testing N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Prescription Drugs 
Administered in Office or 
Outpatient Facilities 


• Performed in a PCP Office N/A Included as part of the PCP Non-Participating Provider 
office visit Cost-Sharing services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A Included as part of the Non-Participating Provider 


Office 
Specialist office visit Cost- services are not Covered and 
Sharing You pay the full cost 


• Performed in Outpatient N/A Use Cost-Sharing for Primary Non-Participating Provider 


Facilities 
Care Office Visit services are not Covered and 


You pay the full cost 


Preauthorization reauired 


Diagnostic Radiology Services See benefit for 
description 
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• Performed in a PCP Office 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


You pay the full cost 


. Performed in a Specialist 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 


Radiology Facility 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Therapeutic Radiology See benefit for 
Services description 


• Performed in a Specialist 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 


Office 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 10% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization required 


Rehabilitation Services N/A 10% Coinsurance after Non-Participating Provider Physical Therapy 
(Physical Therapy, Deductible services are not Covered and is limited to 30 
Occupational Therapy or You pay the full cost visits per Plan 
Speech Therapy) Year. Occupational 


Therapy is limited 
to 30 visits per 
Plan Year. Speech 
Therapy is limited 
to 20 visits per 
Plan Year. 


Preauthorization required for 
Speech Therapy Beyond the 
First Visit 


Second Opinions on the N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Diagnosis of Cancer, Surgery Deductible services are not Covered and description 
and Other You oav the full cost 
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Second opinions on diagnosis 
of cancer are Covered at 
participating Cost-Sharing for 
non-participating Specialist. 


Preauthorization reauired 


Surgical Services (including See benefit for 
Oral Surgery; Reconstructive description 
Breast Surgery; Other 
Reconstructive and Corrective 
Surgery; Transplants; and 
Interruption of Pregnancy) 


• Inpatient Hospital Surgery N/A Included as part of Inpatient Non-Participating Provider All transplants 
Hospital Cost-Sharing services are not Covered and must be 


You pay the full cost performed at 
designated 
Facilities 


• Outpatient Hospital Surgery N/A Included as part of the Non-Participating Provider 
Outpatient Hospital Surgery services are not Covered and 
Facility Charge You pay the full cost 


• Surgery Performed at an N/A Included as part of Ambulatory Non-Participating Provider 


Ambulatory Surgical Center 
Surgical Center Cost-Sharing services are not Covered and 


You pay the full cost 


• Office Surgery N/A Included as Part of Office Visit Non-Participating Provider 
Cost-Share services are not Covered and 


You pay the full cost 


Preauthorization required 
For Cosmetic & 
Reconstructive Surgery, 
Bariatric Surgery, 
Abdominoplasty, 
Panniculectomy, Organ 
Transplant, Meniscal 
Allograft Transplant, and 
Dental Services Covered 
Under the Medical Benefit, 
including services required 
beyond initial Emergency 
Care for Accidental Dental 
(includes Orthodontia), and 
dental services required as a 
result of a Congenital 
Anomaly 
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Telemedicine Program N/A Use Cost-Sharing for Primary Non-Participating Provider See benefit for 
Care Office Visit services are not Covered and description 


You oav the full cost 


ADDITIONAL SERVICES, Preferred Provider Member Participating Provider Non-Participating Provider Limits 
EQUIPMENT and DEVICES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharing Cost-Sharing 


ABA Treatment for Autism N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Spectrum Disorder Deductible services are not Covered and description 


You pay the full cost 


Assistive Communication N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Devices for Autism Spectrum Deductible services are not Covered and description 
Disorder You pay the full cost 


Preauthorization required 


Diabetic Equipment, Supplies See benefit for 
and Self-Management description 
Education 


• Diabetic Equipment, Supplies N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


and Insulin (30-day supply) You pay the full cost 


• Diabetic Education N/A 10% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
insulin pump 


Durable Medical Equipment N/A 50% Coinsurance after Non-Participating Provider See benefit for 
and Braces Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required 
For items exceeding $500 
and for Left Ventricular 
Assist Devices 


Cochlear Implants N/A 50% Coinsurance after Non-Participating Provider One ( 1) per ear per 
Deductible services are not Covered and time Covered 


You pay the full cost 


Preauthorization required 
For items exceeding $500 


Hospice Care 


• Inpatient N/A 10% Coinsurance after Non-Participating Provider 210 days per Plan 
Deductible per admission services are not Covered and Year 


You pay the full cost 
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• Outpatient N/A 10% Coinsurance after Non-Participating Provider (5) visits for family 
Deductible services are not Covered and bereavement 


You oav the full cost counselinq 


Medical Supplies N/A 50% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Preauthorization reauired 


Prosthetic Devices 


• External N/A 50% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Internal N/A Included as part of inpatient Non-Participating Provider Unlimited;See 
Hospital Cost-Sharing services are not Covered and benefit for 


You pay the full cost description 


Preauthorization required 
For items exceeding $500 


INPATIENT SERVICES and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
FACILITIES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharing Cost-Sharing 


Inpatient Hospital for a N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Continuous Confinement Deductible per admission services are not Covered and description 
(including an Inpatient Stay for You pay the full cost 
Mastectomy Care, Cardiac and 
Pulmonary Rehabilitation, and 
End of Life Care) 


Observation Stay N/A 10% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Skilled Nursing Facility N/A 10% Coinsurance after Non-Participating Provider 45 days per Plan 
(including Cardiac and Deductible per admission services are not Covered and Year 
Pulmonary Rehabilitation) You pay the full cost 


Preauthorization reauired 


Inpatient Rehabilitation N/A 10% Coinsurance after Non-Participating Provider 60 days per Plan 
Services (Physical, Speech Deductible per admission services are not Covered and Year combined 
and Occupational Therapy) You pay the full cost therapies 


Preauthorization reauired 


MENTAL HEALTH and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
SUBSTANCE USE Responsibility for Cost- Member Responsibility for Member Responsibility for 
DISORDER SERVICES Sharing Cost-Sharing Cost-Sharing 
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Inpatient Mental Health Care NIA 10% Coinsurance after Non-Participating Provider See benefit for 
including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Mental Health Care NIA 10% Coinsurance after Non-Participating Provider See benefit for 
(including Partial Deductible services are not Covered and description 
Hospitalization and Intensive You pay the full cost 
Outpatient Proqram Services) 


Inpatient Substance Use NIA 10% Coinsurance after Non-Participating Provider See benefit for 
Services including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Substance Use NIA 10% Coinsurance after Non-Participating Provider Unlimited; Up to 20 
Services (including Partial Deductible services are not Covered and visits per Plan Year 
Hospitalization, Intensive You pay the full cost may be used for 
Outpatient Program Services, family counseling 
and Medication Assisted 
Treatment) 


WELLNESS BENEFITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharinf.1 Cost-Sharinf.1 Cost-Sharinf.1 


Wellness Programs Not applicable Not applicable Not applicable Additional rewards 
available for 
engaging in 
designated 
wellness activities 
as defined in the 
Wellness section of 
the Contract. 


National Diabetes Prevention Not applicable Not applicable Not applicable Reimbursement up 
Program Reimbursement to a maximum of 


five hundred 
dollars ($500) per 
Subscriber, per 
Plan Year. 
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Prescription Drug Coverage Rider 


Please refer to the Schedule of Benefits section of this Rider for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Covered Prescription Drugs. 
We Cover Medically Necessary Prescription Drugs that, except as specifically provided 
otherwise, can be dispensed only pursuant to a prescription and are: 


• Required by law to bear the legend "Caution - Federal Law prohibits dispensing 
without a prescription"; 


• FDA approved; 
• Ordered by a Provider authorized to prescribe and within the Provider's scope of 


practice; 
• Prescribed within the approved FDA administration and dosing guidelines; 
• On Our Formulary; and 
• Dispensed by a licensed pharmacy. 


Covered Prescription Drugs include, but are not limited to: 
• Self-injectable/administered Prescription Drugs. 
• Inhalers (with spacers). 
• Topical dental preparations. 
• Pre-natal vitamins, vitamins with fluoride, and single entity vitamins. 
• Osteoporosis drugs and devices approved by the FDA, or generic equivalents as 


approved substitutes, for the treatment of osteoporosis and consistent with the 
criteria of the federal Medicare program or the National Institutes of Health. 


• Nutritional formulas for the treatment of phenylketonuria, branched-chain 
ketonuria, galactosemia and homocystinuria. 


• Prescription or non-prescription enteral formulas for home use, whether 
administered orally or via tube feeding, for which a Physician or other licensed 
Provider has issued a written order. The written order must state that the enteral 
formula is Medically Necessary and has been proven effective as a disease
specific treatment regimen for patients whose condition would cause them to 
become malnourished or suffer from disorders resulting in chronic disability, 
mental retardation, or death, if left untreated, including but not limited to: inherited 
diseases of amino acid or organic acid metabolism; Crohn's disease; 
gastroesophageal reflux with failure to thrive; gastroesophageal motility such as 
chronic intestinal pseudo-obstruction; and multiple severe food allergies. 


• Modified solid food products that are low in protein or which contain modified 
protein to treat certain inherited diseases of amino acid and organic acid 
metabolism. 


• Prescription Drugs prescribed in conjunction with treatment or services Covered 
under the infertility treatment benefit in the Outpatient and Professional Services 
section of this Your Certificate. 


• Off-label cancer drugs, so long as the Prescription Drug is recognized for the 
treatment of the specific type of cancer for which it has been prescribed in one 
(1) of the following reference compendia: the American Hospital Formulary 
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Service-Drug Information; National Comprehensive Cancer Networks Drugs and 
Biologics Compendium; Thomson Micromedex DrugDex; Elsevier Gold 
Standard's Clinical Pharmacology; or other authoritative compendia as identified 
by the Federal Secretary of Health and Human Services or the Centers for 
Medicare and Medicaid Services; or recommended by review article or editorial 
comment in a major peer reviewed professional journal. 


• Orally administered anticancer medication used to kill or slow the growth of 
cancerous cells. 


• Smoking cessation drugs, including over-the-counter drugs for which there is a 
written order and Prescription Drugs prescribed by a Provider. 


• Prescription Drugs for the treatment of mental health and substance use 
disorders, including drugs for detoxification, maintenance and overdose reversal. 


• Contraceptive drugs or devices or generic equivalents approved as substitutes 
bythe FDA. 


You may request a copy of Our Formulary. Our Formulary is also available on Our 
website at www.cdphp.com. You may inquire if a specific drug is Covered under this 
Rider by contacting Us at the number on Your ID card. 


B. Refills. 
We Cover Refills of Prescription Drugs only when dispensed at a retail, mail order or 
designated pharmacy as ordered by an authorized Provider. Benefits for Refills will not 
be provided beyond one (1) year from the original prescription date. For prescription eye 
drop medication, We allow for the limited refilling of the prescription prior to the last day 
of the approved dosage period without regard to any coverage restrictions on early 
Refill of renewals. To the extent practicable, the quantity of eye drops in the early Refill 
will be limited to the amount remaining on the dosage that was initially dispensed. Your 
Cost-Sharing for the limited Refill is the amount that applies to each prescription or Refill 
as set forth in the Schedule of Benefits section of this Rider. 


C. Benefit and Payment Information. 
1. Cost-Sharing Expenses. You are responsible for paying the costs outlined in 


the Schedule of Benefits section of this Rider when Covered Prescription Drugs 
are obtained from a retail, mail order or designated pharmacy. 


You have a three (3) tier plan design, which means that Your out-of-pocket 
expenses will generally be lowest for Prescription Drugs on tier 1 and highest for 
Prescription Drugs on tier 3. Your out-of-pocket expense for Prescription Drugs 
on tier 2 will generally be more than for tier 1 but less than tier 3. 


You are responsible for paying the full cost (the amount the pharmacy charges 
You) for any non-Covered Prescription Drug, and Our contracted rates (Our 
Prescription Drug Cost) will not be available to You. 


2. Participating Pharmacies. For Prescription Drugs purchased at a retail, mail 
order or designated Participating Pharmacy, You are responsible for paying the 
lower of: 
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• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


In the event that Our Participating Pharmacies are unable to provide the Covered 
Prescription Drug, and cannot order the Prescription Drug within a reasonable 
time, You may, with Our prior written approval, go to a Non-Participating 
Pharmacy that is able to provide the Prescription Drug. We will pay You the 
Prescription Drug Cost for such approved Prescription Drug less Your required 
in-network Cost-Sharing. Contact Us at the number on Your ID card or visit Our 
website at www.cdphp.com to request approval. 


3. Non-Participating Pharmacies. We will not pay for any Prescription Drugs that 
You purchase at a Non-Participating retail or mail order Pharmacy other than as 
described above. 


4. Designated Pharmacies. If You require certain Prescription Drugs including, 
but not limited to specialty Prescription Drugs, We may direct You to a 
Designated Pharmacy with whom We have an arrangement to provide those 
Prescription Drugs. 


Generally, specialty Prescription Drugs are Prescription Drugs that are approved 
to treat limited patient populations or conditions; are normally injected, infused or 
require close monitoring by a Provider; or have limited availability, special 
dispensing and delivery requirements and/or require additional patient supports. 


If You are directed to a Designated Pharmacy and You choose not to obtain Your 
Prescription Drug from a Designated Pharmacy, You will not have coverage for 
that Prescription Drug. 


Following are the therapeutic classes of Prescription Drugs or conditions that are 
included in this program: 


• Age related macular edema; 
• Anemia, neutropenia, thrombocytopenia; 
• Contraceptives; 
• Cardiovascular; 
• Crohn's disease; 
• Cystic fibrosis; 
• Cytomegalovirus; 
• Endocrine disorders/neurologic disorders such as infantile spasms; 
• Enzyme deficiencies/liposomal storage disorders; 
• Gaucher's disease; 
• Growth hormone; 
• Hemophilia; 
• Hepatitis B, hepatitis C; 
• Hereditary angioedema; 
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• HIV/AIDS; 
• Immune deficiency; 
• Immune modulator; 
• Infertility; 
• Iron overload; 
• Iron toxicity; 
• Multiple sclerosis; 
• Oncology; 
• Osteoarthritis; 
• Osteoporosis; 
• Parkinson's disease; 
• Pulmonary arterial hypertension; 
• Respiratory condition; 
• Rheumatologic and related conditions (rheumatoid arthritis, psoriatic 


arthritis, ankylosing spondylitis, juvenile rheumatoid arthritis, psoriasis) 
• Transplant; 
• RSV prevention; 
• Inherited Autoinflammatory Diseases; 
• Phenylketonuria (PKU); 
• Ulcerative Colitis. 


5. Mail Order. Certain Prescription Drugs may be ordered through Our mail order 
pharmacy. You are responsible for paying the lower of: 


• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


To maximize Your benefit, ask Your Provider to write Your Prescription Order or 
Refill for a 90-day supply, with Refills when appropriate (not a 30-day supply with 
three (3) Refills). You may be charged the mail order Cost-Sharing for any 
Prescription Orders or Refills sent to the mail order pharmacy regardless of the 
number of days supply written on the Prescription Order or Refill. 


Prescription Drugs purchased through mail order will be delivered directly to Your 
home or office. 


We will provide benefits that apply to drugs dispensed by a mail order pharmacy 
to drugs that are purchased from a retail pharmacy when that retail pharmacy 
has a participation agreement with Us and Our vendor in which it agrees to be 
bound by the same terms and conditions as a participating mail order pharmacy. 


You or Your Provider may obtain a copy of the list of Prescription Drugs available 
through mail order by visiting Our website at www.cdphp.com or by calling the 
number on Your ID card. 


6. Tier Status. The tier status of a Prescription Drug may change periodically. 
Form #UBIRX18 HDRXL35A18 
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Changes will generally be quarterly, but no more than six (6) times per calendar 
year, based on Our periodic tiering decisions. These changes may occur without 
prior notice to You. However, if You have a prescription for a drug that is being 
moved to a higher tier (other than a Brand-Name Drug that becomes available as 
a Generic Drug as described below) We will notify You. When such changes 
occur, Your out-of-pocket expense may change. You may access the most up to 
date tier status on Our website at www.cdphp.com or by calling the number on 
Your ID card. 


7. When a Brand-Name Drug Becomes Available as a Generic Drug. When a 
Brand-Name Drug becomes available as a Generic Drug, the tier placement of 
the Brand-Name Prescription Drug may change. If this happens, the Brand
Name Drug will be removed from the Formulary and You no longer have benefits 
for that particular Brand-Name Drug. Please note, if You are taking a Brand
Name Drug that is being excluded due to a Generic Drug becoming available, 
You will receive advance written notice of the Brand-Name Drug exclusion. You 
may request a Formulary exception as outlined below and in the External Appeal 
section of Your Certificate. 


8. Formulary Exception Process. If a Prescription Drug is not on Our Formulary, 
You, Your designee or Your prescribing Health Care Professional may request a 
Formulary exception for a clinically-appropriate Prescription Drug in writing, 
electronically or telephonically. The request should include a statement from 
Your prescribing Health Care Professional that all Formulary drugs will be or 
have been ineffective, would not be as effective as the non-Formulary drug, or 
would have adverse effects. If coverage is denied under Our standard or 
expedited Formulary exception process, You are entitled to an external appeal as 
outlined in the External Appeal section of Your Certificate. Visit Our website at 
www.cdphp.com or call the number on Your ID card to find out more about this 
process. 


Standard Review of a Formulary Exception. We will make a decision and 
notify You or Your designee and the prescribing Health Care Professional no 
later than 72 hours after Our receipt of Your request. If We approve the request, 
We will Cover the Prescription Drug while You are taking the Prescription Drug, 
including any refills. 


Expedited Review of a Formulary Exception. If You are suffering from a 
health condition that may seriously jeopardize Your health, life or ability to regain 
maximum function or if You are undergoing a current course of treatment using a 
non-Formulary Prescription Drug, You may request an expedited review of a 
Formulary exception. The request should include a statement from Your 
prescribing Health Care Professional that harm could reasonably come to You if 
the requested drug is not provided within the timeframes for Our standard 
Formulary exception process. We will make a decision and notify You or Your 
designee and the prescribing Health Care Professional no later than 24 hours 
after Our receipt of Your request. If We approve the request, We will Cover the 
Prescription Drug while You suffer from the health condition that may seriously 
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jeopardize Your health, life or ability to regain maximum function or for the 
duration of Your current course of treatment using the non-Formulary 
Prescription Drug. 


9. Supply Limits. Except for contraceptive drugs or devices, We will pay for no 
more than a 30-day supply of a Prescription Drug purchased at a retail pharmacy 
or Designated Pharmacy. You are responsible for one (1) Cost-Sharing amount 
for up to a 30-day supply. 


You may have an initial three-month supply of a contraceptive drug or device 
dispensed to You. For subsequent dispensing of the same contraceptive drug or 
device, You may have the entire prescribed supply (of up to 12 months) of the 
contraceptive drug or device dispensed at the same time. Contraceptive drugs 
and devices are not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


Benefits will be provided for Prescription Drugs dispensed by a mail order 
pharmacy in a quantity of up to a 90-day supply. You are responsible for one (1) 
Cost-Sharing amount for a 30-day supply up to a maximum of two and a half 
(2.5) Cost-Sharing amounts for a 90-day supply. 


Specialty Prescription Drugs may be limited to a 30-day supply when obtained at 
a retail or mail order pharmacy. You may access Our website at www.cdphp.com 
or by calling the number on Your ID card for more information on supply limits for 
specialty Prescription Drugs. 


Some Prescription Drugs may be subject to quantity limits based on criteria that 
We have developed, subject to Our periodic review and modification. The limit 
may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. You can determine whether a 
Prescription Drug has been assigned a maximum quantity level for dispensing by 
accessing Our website at www.cdphp.com or by calling the number on Your ID 
card. If We deny a request to Cover an amount that exceeds Our quantity level, 
You are entitled to an Appeal pursuant to the Utilization Review and External 
Appeal sections of Your Certificate. 


1 O. Emergency Supply of Prescription Drugs for Substance Use Disorder 
Treatment. If You have an Emergency Condition, You may immediately access, 
without Preauthorization, a five (5) day emergency supply of a Covered 
Prescription Drug for the treatment of a substance use disorder, including a 
Prescription Drug to manage opioid withdrawal and/or stabilization and for opioid 
overdose reversal. If You have a Copayment, it will be prorated. If You receive an 
additional supply of the Prescription Drug within the 30-day period in which You 
received the emergency supply, Your Copayment for the remainder of the 30-day 
supply will also be prorated. In no event will the prorated Copayment(s) total 
more than Your Copayment for a 30-day supply. 
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In this paragraph, "Emergency Condition" means a substance use disorder 
condition that manifests itself by Acute symptoms of sufficient severity, including 
severe pain or the expectation of severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably 
expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition or, with respect 


to a pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


11. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial 
limited prescription for a seven (7) day supply or less of any schedule 11, Ill, or IV 
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment 
will be prorated. If You receive an additional supply of the Prescription Drug 
within the 30-day period in which You received the seven (7) day supply, Your 
Copayment for the remainder of the 30-day supply will also be prorated. In no 
event will the prorated Copayment(s) total more than Your Copayment for a 30-
day supply. 


12. Cost-Sharing for Orally-Administered Anti-Cancer Drugs. Your Cost-Sharing 
for orally-administered anti-cancer drugs is at least as favorable to You as the 
Cost-Sharing amount, if any, that applies to intravenous or injected anticancer 
medications Covered under the Outpatient and Professional Services section of 
Your Certificate. 


13. Split Fill Dispensing Program. The split fill dispensing program is designed to 
prevent wasted Prescription Drugs if Your Prescription Drug or dose changes. 
The Prescription Drugs that are included under this program have been identified 
as requiring more frequent follow up to monitor response to treatment and 
reactions. You will initially get a 15-day supply of Your Prescription Order for 
certain drugs filled at a pharmacy instead of the full Prescription Order. You 
initially pay a lesser Cost-Sharing based on what is dispensed. The therapeutic 
classes of Prescription Drugs that are included in this program are: 
Antivirals/Anti-infectives and Oncology. This program applies for the first 60 days 
when You start a new Prescription Drug. This program will not apply upon You or 
Your Provider's request. You or Your Provider can opt out by visiting Our website 
at www.cdphp.com or by calling the number on Your ID card. 


D. Medical Management. 
This Rider includes certain features to determine when Prescription Drugs should be 
Covered, which are described below. As part of these features, Your prescribing 
Provider may be asked to give more details before We can decide if the Prescription 
Drug is Medically Necessary. 
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1. Preauthorization. Preauthorization may be needed for certain Prescription 
Drugs to make sure proper use and guidelines for Prescription Drug coverage 
are followed. When appropriate, Your Provider will be responsible for obtaining 
Preauthorization for the Prescription Drug. 


For a list of Prescription Drugs that need Preauthorization, please visit Our 
website at www.cdphp.com or by calling the number on Your ID card. The list will 
be reviewed and updated from time to time. We also reserve the right to require 
Preauthorization for any new Prescription Drug on the market or for any currently 
available Prescription Drug which undergoes a change in prescribing protocols 
and/or indications regardless of the therapeutic classification, Including if a 
Prescription Drug or related item on the list is not Covered under this Rider. Your 
Provider may check with Us to find out which Prescription Drugs are Covered. 


2. Step Therapy. Step therapy is a process in which You may need to use one (1) 
or more types of Prescription Drugs before We will Cover another as Medically 
Necessary. A "step therapy protocol" means Our policy, protocol or program that 
establishes the sequence in which We approve Prescription Drugs for Your 
medical condition. When establishing a step therapy protocol, We will use 
recognized evidence-based and peer reviewed clinical review criteria that also 
takes into account the needs of atypical patient populations and diagnoses. We 
check certain Prescription Drugs to make sure that proper prescribing guidelines 
are followed. These guidelines help You get high quality and cost-effective 
Prescription Drugs. The Prescription Drugs that require Preauthorization under 
the step therapy program are also included on the Preauthorization drug list. If a 
step therapy protocol is applicable to Your request for coverage of a Prescription 
Drug, You, Your designee, or Your Health Care Professional can request a step 
therapy override determination as outlined in the Utilization Review section of 
Your Certificate. 


3. Therapeutic Substitution. Therapeutic substitution is an optional program that 
tells You and Your Providers about alternatives to certain prescribed drugs. We 
may contact You and Your Provider to make You aware of these choices. Only 
You and Your Provider can determine if the therapeutic substitute is right for You. 
We have a therapeutic drug substitutes list, which We review and update from 
time to time. For questions or issues about therapeutic drug substitutes, visit Our 
website at www.cdphp.com or by calling the number on Your ID card. 


E. LimitationsfTerms of Coverage. 
1. We reserve the right to limit quantities, day supply, early Refill access and/or 


duration of therapy for certain medications based on Medical Necessity including 
acceptable medical standards and/or FDA recommended guidelines. 


2. If We determine that You may be using a Prescription Drug in a harmful or 
abusive manner, or with harmful frequency, Your selection of Participating 
Pharmacies may be limited. If this happens, We may require You to select a 
single Participating Pharmacy that will provide and coordinate all future 
pharmacy services. Benefits will be paid only if You use the selected single 
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Participating Pharmacy. If You do not make a selection within 31 days of the date 
We notify You, We will select a single Participating Pharmacy for You. 


3. Compounded Prescription Drugs will be Covered only when they contain at least 
one (1) ingredient that is a Covered legend Prescription Drug, and are obtained 
from a pharmacy that is approved for compounding. All compounded Prescription 
Drugs require Your Provider to obtain Preauthorization. Compounded 
Prescription Drugs are on tier 3. 


4. Various specific and/or generalized "use management" protocols will be used 
from time to time in order to ensure appropriate utilization of medications. Such 
protocols will be consistent with standard medical/drug treatment guidelines. The 
primary goal of the protocols is to provide Our Members with a quality-focused 
Prescription Drug benefit. In the event a use management protocol is 
implemented, and You are taking the drug(s) affected by the protocol, You will be 
notified in advance. 


5. Injectable drugs (other than self-administered injectable drugs) and diabetic 
insulin, oral hypoglycemics, and diabetic supplies and equipment are not 
Covered under this Rider but are Covered under other sections of Your 
Certificate. 


6. We do not Cover charges for the administration or injection of any Prescription 
Drug. Prescription Drugs given or administered in a Physician's office are 
Covered under the Outpatient and Professional Services section of Your 
Certificate. 


7. We do not Cover drugs that do not by law require a prescription, except for 
smoking cessation drugs, over-the-counter preventive drugs or devices provided 
in accordance with the comprehensive guidelines supported by HRSA or_ with an 
"A" or "B" rating from USPSTF, or as otherwise provided in this Rider. We do not 
Cover Prescription Drugs that have over-the-counter non-prescription 
equivalents, except if specifically designated as Covered in the drug Formulary. 
Non-prescription equivalents are drugs available without a prescription that have 
the same name/chemical entity as their prescription counterparts. 


8. We do not Cover Prescription Drugs to replace those that may have been lost or 
stolen. 


9. We do not Cover Prescription Drugs dispensed to You while in a Hospital, 
nursing home, other institution, Facility, or if You are a home care patient, except 
in those cases where the basis of payment by or on behalf of You to the Hospital, 
nursing home, Home Health Agency or home care services agency, or other 
institution, does not include services for drugs. 


10. We reserve the right to deny benefits as not Medically Necessary or experimental 
or investigational for any drug prescribed or dispensed in a manner contrary to 
standard medical practice. If coverage is denied, You are entitled to an Appeal as 
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described in the Utilization Review and External Appeal sections of Your 
Certificate. 


11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's 
professional judgment, should not be filled. 


F. General Conditions. 
1. You must show Your ID card to a retail pharmacy at the time You obtain Your 


Prescription Drug or You must provide the pharmacy with identifying information 
that cari be verified by Us during regular business hours. You must include Your 
identification number on the forms provided by the mail order pharmacy from 
which You make a purchase. 


2. Drug Utilization, Cost Management and Rebates. We conduct various 
utilization management activities designed to ensure appropriate Prescription 
Drug usage, to avoid inappropriate usage, and to encourage the use of cost
effective drugs. Through these efforts, You benefit by obtaining appropriate 
Prescription Drugs in a cost-effective manner. The cost savings resulting from 
these activities are reflected in the premiums for Your coverage. We may also, 
from time to time, enter into agreements that result in Us receiving rebates or 
other funds ("rebates") directly or indirectly from Prescription Drug 
manufacturers, Prescription Drug distributors or others. Any rebates are based 
upon utilization of Prescription Drugs across all of Our business and not solely on 
any .one Member's utilization of Prescription Drugs. Any rebates received by Us 
may or may not be applied, in whole or part, to reduce premiums either through 
an adjustment to claims costs or as an adjustment to the administrative expenses 
component of Our Prescription Drug premiums. Instead, any such rebates may 
be retained by Us, in whole or part, in order to fund such activities as new 
utilization management activities, community benefit activities and increasing 
reserves for the protection of Members. Rebates will not change or reduce the 
amount of any Copayment or Coinsurance applicable under Our Prescription 
Drug coverage. 


G. Definitions. 
Terms used in this section are defined as follows. (Other defined terms can be found in 
the Definitions section of Your Certificate). 


1. Brand-Name Drug: A Prescription Drug that: 1) is manufactured and 
marketed under a trademark or name by a specific drug manufacturer; or 2) We 
identify as a Brand-Name Prescription Drug, based on available data resources. 
All Prescription Drugs identified as "brand name" by the manufacturer, pharmacy, 
or Your Physician may not be classified as a Brand-Name Drug by Us. 


2. Designated Pharmacy: A pharmacy that has entered into an agreement with 
Us or with an organization contracting on Our behalf, to provide specific 
Prescription Drugs, including but not limited to, specialty Prescription Drugs. The 
fact that a pharmacy is a Participating Pharmacy does not mean that it is a 
Designated Pharmacy. · 
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3. Formulary: The list that identifies those Prescription Drugs for which coverage 
may be available under this Rider. This list is subject to Our periodic review and 
modification (generally quarterly, but no more than six (6) times per calendar 
year). You may determine to which tier a particular Prescription Drug has been 
assigned by visiting Our website at www.cdphp.com or by calling the number on 
Your ID card. 


4. Generic Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand
Name Drug; or 2) We identify as a Generic Prescription Drug based on available 
data resources. All Prescription Drugs identified as "generic" by the 
manufacturer, pharmacy or Your Physician may not be classified as a Generic 
Drug by Us. 


5. Non-Participating Pharmacy: A pharmacy that has not entered into an 
agreement with Us to provide Prescription Drugs to Members. We will not make 
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy 
other than as described above. 


6. Participating Pharmacy: A pharmacy that has: 
• Entered into an agreement with Us or Our designee to provide 


Prescription Drugs to Members; 
• Agreed to accept specified reimbursement rates for dispensing 


Prescription Drugs; and 
• Been designated by Us as a Participating Pharmacy. 


A Participating Pharmacy can be either a retail or mail-order pharmacy. 


7. Prescription Drug: A medication, product or device that has been approved by 
the FDA and that can, under federal or state law, be dispensed only pursuant to 
a Prescription Order or Refill and is on Our Formulary. A Prescription Drug 
includes a medication that, due to its characteristics, is appropriate for self 
administration or administration by a non-skilled caregiver. 


8. Prescription Drug Cost: The amount, including a dispensing fee and any sales 
tax, We have agreed to pay Our Participating Pharmacies; as contracted 
between Us and Our pharmacy benefit manager for a Covered Prescription Drug 
dispensed at a Participating Pharmacy. If this Rider includes coverage at Non
Participating Pharmacies, the Prescription Drug Cost for a Prescription Drug 
dispensed at a Non-Participating Pharmacy is calculated using the Prescription 
Drug Cost that applies for that particular Prescription Drug at most Participating 
Pharmacies. 


9. Prescription Order or Refill: The directive to dispense a Prescription Drug 
issued by a duly licensed Health Care Professional who is acting within the 
scope of his or her practice. 


10. Usual and Customary Charge: The usual fee that a pharmacy charges 
individuals for a Prescription Drug without reference to reimbursement to the 
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pharmacy by third parties as required by Section 6826-a of the New York 
Education Law. 


Prescription Drug Coverage Schedule of Benefits 


PRESCRIPTION Preferred Participating Non-Participating 
DRUGS Provider Provider Member Provider Member 


Member Responsibility for Responsibility for 
Responsibility Cost-Sharing Cost-Sharing 
for Cost-


*Certain Sharing 
Prescription Drugs 
are not subject to 
Cost-Sharing 
when provided in 
accordance with 
the comprehensive 
guidelines 
supported by 
HRSA or if the 
item or service has 
an "A" or "B" rating 
from the USPSTF 
and obtained at a 
participating 
pharmacy 


Deductible Deductible then 


Retail Pharmacy 
30-day supply 


Tier 1 N/A $10 Copayment Non-Participating 
Provider services 


Tier 2 N/A $40 Copayment are not Covered 
and You pay the 


Tier3 N/A $70 Copayment full cost 


If You have an 
Emergency 
Condition, 
Preauthorization is 
not required for a 
five (5) day 
emergency supply 
of a Covered 
Prescription Drua 
Form #UBIRX18 HDRXL35A18 
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Limits 


See 
benefit 
for 
descrip 
tion 







used to treat a 
substance use 
disorder, including 
a Prescription 
Drug to manage 
opioid withdrawal 
and/or 
stabilization and 
for opioid 
overdose reversal. 
Mail Order Up to a 90-day 
Pharmacy supply 


Up to a 90-day 
supply 


Tier 1 N/A $25 Copayment Non-Participating See 
Provider services benefit 


Tier 2 N/A $100 Copayment are not Covered for 
and You pay the descrip 


Tier 3 N/A $175 Copayment full cost tion 


Enteral Formulas N/A Follows Cost-Share Non-Participating See 
for Retail Pharmacy Provider services benefit 
or Mail Order are not Covered for 
Pharmacy above and You pay the descrip 


full cost tion 


Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this 
Rider is attached shall also apply to this Rider except where specifically changed by this 
Rider. 


Form #UBIRX18 HDRXL35A18 
13 







Rider to Change DME Cost-Share 


Participating Provider Member Responsibility for Cost-Sharing for Durable MedicaJ 
Equipment and Braces, Cochlear Implants, Medical Supplies and External Prosthetic Devices 
outlined in the Schedule of Benefits section of Your Certificate under the Participating 
Provider Member Responsibility for Cost-Sharing column has been changed. 


ADDITIONAL SERVICES, Participating Provider Limits 
EQUIPMENT and DEVICES Member Responsibility for 


Cost-Sharing 
Durable Medical Equipment 20% Coinsurance, after See benefit for description 
and Braces Deductible 


Preauthorization required for 
items exceeding $500 and for 
Left Ventricular Assist Devices 


Cochlear Implants 20% Coinsurance, after One(1)perearpertime 
Deductible Covered 


Preauthorization required for 
items exceeding $500 


Medical Supplies 20% Coinsurance, after See benefit for description 
Deductible 


Preauthorization required 


Prosthetic Devices 20% Coinsurance, after 
Deductible One (1) prosthetic device, per 


• External limb, per lifetime with coverage 
for repairs and replacements 


Preauthorization required for 
items exceeding $500 


All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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Domestic Partner Rider 


A. Domestic Partner Coverage. 
This rider amends Your Certificate to provide coverage for domestic partners. This rider covers 
same or opposite gender domestic partners of Subscribers as Spouses. If You selected family 
coverage, Children covered under the Certificate also include the Children of Your domestic 
partner. Proof of the domestic partnership and financial interdependence must be submitted in 
the form of: 


1. Registration as a domestic partnership indicating that neither individual has been registered 
as a member of another domestic partnership within the last six (6) months, where such 
registry exists; or 


2. For partners residing where registration does not exist, by an alternative affidavit of 
domestic partnership. 
a. The affidavit must be notarized and must contain the following: 


• The partners are both 18 years of age or older and are mentally competent to 
consent to contract; 


• The partners are not related by blood in a manner that would bar marriage under 
laws of the State of New York; 


• The partners have been living together on a continuous basis prior to the date of 
the application; 


• Neither individual has been registered as a member of another domestic 
partnership within the last six (6) months; and 


b. Proof of cohabitation (e.g., a driver's license, tax return or other sufficient proof); and 
c. Proof that the partners are financially interdependent. Two (2) or more of the following 


are collectively sufficient to establish financial interdependence: 
• A joint bank account; 
• A joint credit card or charge card; 
• Joint obligation on a loan; 
• Status as an authorized signatory on the partner's bank account, credit card or 


charge card; 
• Joint ownership of holdings or investments; 
• Joint ownership of residence; 
• Joint ownership of real estate other than residence; 
• Listing of both partners as tenants on the lease of the shared residence; 
• Shared rental payments of residence (need not be shared 50/50); 
• Listing of both partners as tenants on a lease, or shared rental payments, for 


property other than residence; 
• A common household and shared household expenses, e.g., grocery bills, utility 


bills, telephone bills, etc. (need not be shared 50/50); 
• Shared household budget for purposes of receiving government benefits; 
• Status of one as representative payee for the other's government benefits; 
• Joint ownership of major items of personal property (e.g., appliances, furniture); 
• Joint ownership of a motor vehicle; 
• Joint responsibility for child care (e.g., school documents, guardianship); 
• Shared child-care expenses, e.g., babysitting, day care, school bills (need not be 


shared 50/50); 
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• Execution of wills naming each other as executor and/or beneficiary; 
• Designation as beneficiary under the other's life insurance policy; 
• Designation as beneficiary under the other's retirement benefits account; 
• Mutual grant of durable power of attorney; 
• Mutual grant of authority to make health care decisions (e.g., health care power 


of attorney); 
• Affidavit by creditor or other individual able to testify to partners' financial 


interdependence; or 
• Other item(s) of proof sufficient to establish economic interdependency under the 


circumstances of the particular case. 


B. Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 


Form #UBIELGLDP16 HDELGL 1218 







CDPHP UNIVERSAL BENEFITS,® INC. 
500 Patroon Creek Blvd.• Albany, NY 12206-1057 


The terms of the Contract to which these Riders are attached shall remain in full force 
and effect, except as amended by these Riders. 


By: 


CDPHP UNIVERSAL BENEFITS,® INC. 


(/ 
John D. Bennett, MD, FACC 


President and CEO 











Stephen Obermayer 
BBL Construction Services LLC 
302 Washington Ave Ext 
Albany, NY 12203 
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Metropolitan Life Insurance Company
200 Park Avenue, New York, New York 10166


CERTIFICATE OF INSURANCE


Metropolitan Life Insurance Company ("MetLife"), a stock company, certifies that You are insured for the
benefits described in this certificate, subject to the provisions of this certificate. This certificate is issued to
You under the Group Policy and it includes the terms and provisions of the Group Policy that describe Your
insurance. PLEASE READ THIS CERTIFICATE CAREFULLY.


This certificate is part of the Group Policy. The Group Policy is a contract between MetLife and the
Policyholder and may be changed or ended without Your consent or notice to You.


This certificate describes insurance issued to You by MetLife. If You received any prior Certificate relating to
the insurance set forth herein, such Certificate is void.


Policyholder: BBL Construction Services


Group Policy Number: 5973766-G


Type of Insurance: Disability Income Insurance: Short Term Benefits


MetLife Toll Free Number(s):
For Claim Information
For General Information


1-800-GET-MET8 (1-800-438-6388)
1-800-GET-MET8 (1-800-438-6388)


THIS CERTIFICATE ONLY DESCRIBES SHORT TERM DISABILITY INCOME
INSURANCE.


FOR CALIFORNIA RESIDENTS: REVIEW THIS CERTIFICATE CAREFULLY. IF YOU
ARE 65 OR OLDER ON YOUR EFFECTIVE DATE OF THIS CERTIFICATE, YOU MAY
RETURN IT TO US WITHIN 30 DAYS FROM THE DATE YOU RECEIVE IT AND WE
WILL REFUND ANY PREMIUM YOU PAID. IN THIS CASE, THIS CERTIFICATE WILL
BE CONSIDERED TO NEVER HAVE BEEN ISSUED.


THE BENEFITS OF THE POLICY PROVIDING YOUR COVERAGE ARE GOVERNED PRIMARILY BY THE
LAW OF A STATE OTHER THAN FLORIDA.


THE GROUP INSURANCE POLICY PROVIDING COVERAGE UNDER THIS CERTIFICATE WAS ISSUED
IN A JURISDICTION OTHER THAN MARYLAND AND MAY NOT PROVIDE ALL THE BENEFITS
REQUIRED BY MARYLAND LAW.


For New Hampshire Residents: 30 Day Right to Examine Certificate.
Please read this Certificate. You may return the Certificate to Us within 30 days from the date You receive it.
If you return it within the 30 day period, the Certificate will be considered never to have been issued and We
will refund any premium paid for insurance under this Certificate.


WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) WHICH FOLLOWS THIS PAGE.
PLEASE READ THE(SE) NOTICE(S) CAREFULLY.







NOTICE FOR RESIDENTS OF TEXAS


GCERT-TX-NOTICE 2020


Have a complaint or need help?


If you have a problem with a claim or your premium, call your insurance company or HMO first. If
you can't work out the issue, the Texas Department of Insurance may be able to help.


Even if you file a complaint with the Texas Department of Insurance, you should also file a
complaint or appeal through your insurance company or HMO. If you don't, you may lose
your right to appeal.


Metropolitan Life Insurance Company


To get information or file a complaint with your insurance company or HMO:


Call: Corporate Consumer Relations Department at 1-800-438-6388


Toll-free: 1-800-438-6388


Email: Johnstown_Complaint_Referrals@metlife.com


Mail: Metropolitan Life Insurance Company
700 Quaker Lane
2nd Floor
Warwick, RI 02886


The Texas Department of Insurance


To get help with an insurance question or file a complaint with the state:


Call with a question: 1-800-252-3439


File a complaint: www.tdi.texas.gov


Email: ConsumerProtection@tdi.texas.gov


Mail: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091


¿Tiene una queja o necesita ayuda?


Si tiene un problema con una reclamación o con su prima de seguro, llame primero a su
compañía de seguros o HMO. Si no puede resolver el problema, es posible que el
Departamento de Seguros de Texas (Texas Department of Insurance, por su nombre en
inglés) pueda ayudar.


Aun si usted presenta una queja ante el Departamento de Seguros de Texas, también debe
presentar una queja a través del proceso de quejas o de apelaciones de su compañía de
seguros o HMO. Si no lo hace, podría perder su derecho para apelar.


Metropolitan Life Insurance Company


Para obtener información o para presentar una queja ante su compañía de seguros o HMO:


Llame a: Departamento de Relaciones Corporativas del Consumidor al 1-800-438-6388
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Teléfono gratuito: 1-800-438-6388


Correo electrónico: Johnstown_Complaint_Referrals@metlife.com


Dirección postal: Metropolitan Life Insurance Company
700 Quaker Lane
2nd Floor
Warwick, RI 02886


El Departamento de Seguros de Texas


Para obtener ayuda con una pregunta relacionada con los seguros o para presentar una
queja ante el estado:


Llame con sus preguntas al: 1-800-252-3439


Presente una queja en: www.tdi.texas.gov


Correo electrónico: ConsumerProtection@tdi.texas.gov


Dirección postal: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091
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WORKERS’ COMPENSATION


This certificate does not replace or affect any requirement for coverage by workers’ compensation insurance.


MANDATORY DISABILITY INCOME BENEFIT LAWS


For Residents of California, Hawaii, New Jersey, New York, Rhode Island and Puerto Rico
This certificate does not affect any requirement for any government mandated temporary disability income
benefits law.







NOTICE FOR RESIDENTS OF ARKANSAS
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If You have a question concerning Your coverage or a claim, first contact the Policyholder or group account
administrator. If, after doing so, You still have a concern, You may call the toll free telephone number shown
on the Certificate Face Page.


Policyholders have the right to file a complaint with the Arkansas Insurance Department (AID). You may call
AID to request a complaint form at (800) 852-5494 or (501) 371-2640 or write the Department at:


Arkansas Insurance Department
Consumer Services Division
1 Commerce Way, Suite 102
Little Rock, Arkansas 72202







NOTICE FOR RESIDENTS OF CALIFORNIA
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IMPORTANT NOTICE


TO OBTAIN ADDITIONAL INFORMATION, OR TO MAKE A COMPLAINT, CONTACT THE
POLICYHOLDER OR METLIFE AT:


METROPOLITAN LIFE INSURANCE COMPANY
ATTN: CONSUMER RELATIONS DEPARTMENT


500 SCHOOLHOUSE ROAD
JOHNSTOWN, PA 15904


1-800-438-6388


IF, AFTER CONTACTING THE POLICYHOLDER AND/OR METLIFE, YOU FEEL THAT A SATISFACTORY
SOLUTION HAS NOT BEEN REACHED, YOU MAY FILE A COMPLAINT WITH THE CALIFORNIA
DEPARTMENT OF INSURANCE DEPARTMENT AT:


DEPARTMENT OF INSURANCE
CONSUMER SERVICES


300 SOUTH SPRING STREET
LOS ANGELES, CA 90013


WEBSITE: http://www.insurance.ca.gov/


1-800-927-4357 (within California)
1-213-897-8921 (outside California)
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NOTICE FOR RESIDENTS OF CONNECTICUT


MANDATORY REHABILITATION


This certificate contains a mandatory rehabilitation provision, which may require you to participate in
vocational training or physical therapy when appropriate.







NOTICE FOR RESIDENTS OF GEORGIA
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IMPORTANT NOTICE


The laws of the state of Georgia prohibit insurers from unfairly discriminating against any person based upon
his or her status as a victim of family violence.







NOTICE FOR RESIDENTS OF IDAHO
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If You have a question concerning Your coverage or a claim, first contact the Policyholder. If, after doing so,
You still have a concern, You may call the toll free telephone number shown on the Certificate Face Page.


If You are still concerned after contacting both the Policyholder and MetLife, You should feel free to contact:


Idaho Department of Insurance
Consumer Affairs


700 West State Street, 3rd Floor
PO Box 83720


Boise, Idaho 83720-0043
1-800-721-3272 or 208-334-4250 or www.DOI.Idaho.gov



http://www.doi.idaho.gov/
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IMPORTANT NOTICE


To make a complaint to MetLife, You may write to:


MetLife
200 Park Avenue


New York, New York 10166


The address of the Illinois Department of Insurance is:


Illinois Department of Insurance
Public Services Division
Springfield, Illinois 62767







NOTICE FOR RESIDENTS OF INDIANA
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Questions regarding your policy or coverage should be directed to:


Metropolitan Life Insurance Company
1-800-438-6388


If you (a) need the assistance of the government agency that regulates insurance; or (b) have a complaint you
have been unable to resolve with your insurer you may contact the Department of Insurance by mail,
telephone or email:


State of Indiana Department of Insurance
Consumer Services Division
311 West Washington Street, Suite 300
Indianapolis, Indiana 46204


Consumer Hotline: (800) 622-4461; (317) 232-2395


Complaint can be filed electronically at www.in.gov/idoi







NOTICE FOR MASSACHUSETTS RESIDENTS
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CONTINUATION OF DISABILITY INCOME INSURANCE


1. If Your Disability Income Insurance ends due to a Plant Closing or Covered Partial Closing, such
insurance will be continued for 90 days after the date it ends.


2. If Your Disability Income Insurance ends because:


· You cease to be in an Eligible Class; or
· Your employment terminates;


for any reason other than a Plant Closing or Covered Partial Closing, such insurance will continue for 31 days
after the date it ends.


Continuation of Your Disability Income Insurance under the CONTINUATION OF INSURANCE WITH
PREMIUM PAYMENT subsection will end before the end of continuation periods shown above if You become
covered for similar benefits under another plan.


Plant Closing and Covered Partial Closing have the meaning set forth in Massachusetts Annotated Laws,
Chapter 151A, Section 71A.
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NOTICE FOR RESIDENTS OF TEXAS


THE INSURANCE POLICY UNDER WHICH THIS CERTIFICATE IS ISSUED IS NOT A POLICY OF
WORKERS’ COMPENSATION INSURANCE. YOU SHOULD CONSULT YOUR EMPLOYER TO
DETERMINE WHETHER YOUR EMPLOYER IS A SUBSCRIBER TO THE WORKERS’ COMPENSATION
SYSTEM.







NOTICE FOR RESIDENTS OF UTAH
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Notice of Protection Provided by
Utah Life and Health Insurance Guaranty Association


This notice provides a brief summary of the Utah Life and Health Insurance Guaranty Association ("the
Association") and the protection it provides for policyholders. This safety net was created under Utah law,
which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, health, or annuity
insurance company becomes financially unable to meet its obligations and is taken over by its insurance
regulatory agency. If this should happen, the Association will typically arrange to continue coverage and pay
claims, in accordance with Utah law, with funding from assessments paid by other insurance companies.


The basic protections provided by the Association are:
· Life Insurance


o $500,000 in death benefits
o $200,000 in cash surrender or withdrawal values


· Health Insurance
o $500,000 in hospital, medical and surgical insurance benefits
o $500,000 in long-term care insurance benefits
o $500,000 in disability income insurance benefits
o $500,000 in other types of health insurance benefits


· Annuities
o $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$500,000. Special rules may apply with regard to hospital, medical and surgical insurance benefits.


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
Coverage is conditioned on residency in this state and there are substantial limitations and exclusions. For a
complete description of coverage, consult Utah Code, Title 3 lA, Chapter 28.


Insurance companies and agents are prohibited by Utah law to use the existence of the Association
or its coverage to encourage you to purchase insurance. When selecting an insurance company, you
should not rely on Association coverage. If there is any inconsistency between Utah law and this
notice, Utah law will control.


To learn more about the above protections, as well as protections relating to group contracts or retirement
plans, please visit the Association's website at www.utlifega.org or contact:


Utah Life and Health Insurance Guaranty Assoc. Utah Insurance Department
60 East South Temple, Suite 500 3110 State Office Building
Salt Lake City UT 84111 Salt Lake City UT 84114-6901
(801) 320-9955 (801) 538-3800


A written complaint about misuse of this Notice or the improper use of the existence of the Association may
be filed with the Utah Insurance Department at the above address.







NOTICE FOR RESIDENTS OF VIRGINIA
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IMPORTANT INFORMATION REGARDING YOUR INSURANCE


In the event You need to contact someone about this insurance for any reason please contact Your agent. If
no agent was involved in the sale of this insurance, or if You have additional questions You may contact the
insurance company issuing this insurance at the following address and telephone number:


MetLife
200 Park Avenue


New York, New York 10166
Attn: Corporate Consumer Relations Department


To phone in a claim related question, You may call Claims Customer Service at:
1-800-275-4638


If You have been unable to contact or obtain satisfaction from the company or the agent, You may contact the
Virginia State Corporation Commission’s Bureau of Insurance at:


Bureau of Insurance
Life and Health Division


P.O. Box 1157
Richmond, VA 23218-1157


1-804-371-9691 - phone
1-877-310-6560 - toll-free


1-804-371-9944 - fax
www.scc.virginia.gov - web address


BureauOfInsurance@scc.virginia.gov- email


Written correspondence is preferable so that a record of Your inquiry is maintained. When contacting Your
agent, company or the Bureau of Insurance, have Your policy number available.



http://www.scc.virginia.gov/
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KEEP THIS NOTICE WITH YOUR INSURANCE PAPERS


PROBLEMS WITH YOUR INSURANCE? - If You are having problems with Your insurance company or
agent, do not hesitate to contact the insurance company or agent to resolve Your problem.


MetLife
Attn: Corporate Consumer Relations Department


200 Park Avenue
New York, New York 10166


1-800-438-6388


You can also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a state agency which
enforces Wisconsin’s insurance laws, and file a complaint. You can contact the OFFICE OF THE
COMMISSIONER OF INSURANCE by contacting:


Office of the Commissioner of Insurance
Complaints Department


P.O. Box 7873
Madison, WI 53707-7873


1-800-236-8517 outside of Madison or 608-266-0103 in Madison.
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This schedule shows the benefits that are available under the Group Policy. You will only be insured for the
benefits:


● for which You become and remain eligible;
● which You elect, if subject to election; and
● which are in effect.


BENEFIT AMOUNTS AND HIGHLIGHTS


Disability Income Insurance For You: Short Term Benefits


You have elected the Short Term Disability Plan set forth below in this Schedule of Benefits. You may
elect an incremental amount that falls within the benefit amount options shown in the range below.


Plan: 26 Week Maximum Benefit Period:


Weekly Benefit................................................... $50.00 - $1,250.00 not to exceed the
percentage described below of Your
Predisability Earnings


For Class 1 60%


For Class 2 50%


For Class 3 25%


Weekly Benefit Incremental Amount.................. $25.00


Elimination Period………………………………… For Injury


● 14 days of Disability


For Sickness


● 14 days of Disability


Maximum Benefit Period*……………………… 26 weeks


Rehabilitation Incentives………………………… Yes


Additional Benefits:


Organ Donor Benefit……………………………... Yes


*The Maximum Benefit Period is subject to the LIMITED DISABILITY BENEFITS and DATE BENEFIT
PAYMENTS END sections.
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As used in this certificate, the terms listed below will have the meanings set forth below. When defined terms
are used in this certificate, they will appear with initial capitalization. The plural use of a term defined in the
singular will share the same meaning.


Actively at Work or Active Work means that You are performing all of the usual and customary duties of
Your job on a Full-Time basis. This must be done at:


· the Policyholder’s or Employer’s place of business;
· an alternate place approved by the Policyholder or Employer; or
· a place to which the Policyholder’s or Employer’s business requires You to travel.


You will be deemed to be Actively at Work during weekends or Policyholder or Employer approved vacations,
holidays or business closures if You were Actively at Work on the last scheduled work day preceding such
time off.


Appropriate Care and Treatment means medical care and treatment that is:


· given by a Physician whose medical training and clinical specialty are appropriate for treating Your
Disability;


· consistent in type, frequency and duration of treatment with relevant guidelines of national medical
research, health care coverage organizations and governmental agencies;


· consistent with a Physician’s diagnosis of Your Disability; and


· intended to maximize Your medical and functional improvement.


Beneficiary means the person(s) to whom We will pay insurance as determined in accordance with the
GENERAL PROVISIONS section.


Contributory Insurance means insurance for which the Policyholder requires You to pay any part of the
premium.


Disabled or Disability means that due solely to Impairment caused by accidental injury or Sickness, You are:


· prevented from performing the material and substantial duties of Your Regular Occupation;
· not Gainfully Employed; and
· receiving Appropriate Care and Treatment from a Physician who is appropriate to treat the condition


causing the Impairment.


We may waive the requirement of Appropriate Care and Treatment from a Physician if Your Physician
provides documentation acceptable to Us that continued care would be of no benefit to You.


If Your occupation requires a license, the fact that You lose Your license for any reason will not, in itself,
constitute Disability.


Domestic Partner means each of two people, one of whom is You and You:


● have registered as each other’s domestic partner, civil union partner or reciprocal beneficiary with a
government agency where such registration is available; or


● are of the same or opposite sex and have a mutually dependent relationship so that each has an
insurable interest in the life of the other. Each person must be:


1. 18 years of age or older;
2. unmarried;
3. the sole domestic partner of the other;
4. sharing a primary residence with the other; and
5. not related to the other in a manner that would bar their marriage in the jurisdiction in which they


reside.
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Elimination Period means the period of Your Disability during which We do not pay benefits. The Elimination
Period begins on the day You become Disabled and continues for the period shown in the SCHEDULE OF
BENEFITS.


Employer means the Policyholder, person, business or other entity from which You earn a salary or wages in
exchange for ongoing work or service. The term includes self-employment. You will be deemed to be self-
employed if You have earned income directly from Your own business, trade, or profession, for a period of 3
or more consecutive months.


Full-Time means Active Work of at least 30 hours per week on the Policyholder's regular work schedule for
the eligible class of employees to which You belong.


Gainfully Employed means actively engaged in an occupation for remuneration or profit.


Impairment means a loss of use or function that can be evaluated by medical means.


Organ Transplant Procedure means the surgical removal of any one or more of Your organs for the purpose
of transplanting to another person.


Physician means:


● a person licensed to practice medicine in the jurisdiction where such services are performed; or
● any other person whose services, according to applicable law, must be treated as Physician's services for


purposes of the Group Policy. Each such person must be licensed in the jurisdiction where the service is
performed and must act within the scope of that license. Such person must also be certified and/or
registered if required by such jurisdiction.


The term does not include:


● You;
● Your Spouse; or
● any member of Your immediate family including Your and/or Your Spouse’s:


· parents;


· children (natural, step or adopted);


· siblings;


· grandparents;


· or grandchildren.


Predisability Earnings means gross salary or wages You were earning from the Policyholder. We calculate
this amount on a weekly basis.


The term does not include:


● commissions;
● awards and bonuses;
● overtime pay;
● the grant, award, sale, conversion and/or exercise of shares of stock or stock options;
● the Policyholder’s contributions on Your behalf to any deferred compensation arrangement or pension


plan; or
● any other compensation from the Policyholder.
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Proof means Written evidence satisfactory to Us that a person has satisfied the conditions and requirements
for any benefit described in this certificate. When a claim is made for any benefit described in this certificate,
Proof must establish:


· the nature and extent of the loss or condition;


· Our obligation to pay the claim; and


· the claimant’s right to receive payment.


Proof must be provided at the claimant’s expense.


Regular Occupation means Your usual occupation (or occupations, if more than one) in which You are
Gainfully Employed at the time You become Disabled. If You are not Gainfully Employed at the time Your
Disability begins, Regular Occupation shall then mean any occupation(s) for which You are reasonably fitted
by Your education, training or experience.


Rehabilitation Program means a program that has been approved by Us for the purpose of helping You
return to work. It may include, but is not limited to, Your participation in one or more of the following activities:


· return to work on a modified basis with a goal of resuming employment for which You are reasonably
qualified by training, education, experience and past earnings;


· on-site job analysis;


· job modification/accommodation;


· training to improve job-seeking skills;


· vocational assessment;


· short-term skills enhancement;


· vocational training; or


· restorative therapies to improve functional capacity to return to work.


Sickness means illness, disease or pregnancy, including complications of pregnancy.


Signed means any symbol or method executed or adopted by a person with the present intention to
authenticate a record, which is on or transmitted by paper or electronic media which is acceptable to Us and
consistent with applicable law.


Spouse means Your lawful spouse. Wherever the term "Spouse" appears in the certificate it shall, unless
otherwise specified, be read to include Your Domestic Partner.


We, Us and Our mean MetLife.


Written or Writing means a record which is on or transmitted by paper or electronic media which is
acceptable to Us and consistent with applicable law.


You and Your mean an employee who is insured under the Group Policy for the insurance described in this
certificate.
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ELIGIBLE CLASS(ES)


Class 1All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in a state other than California, Rhode Island, New York, New Jersey,
Hawaii or Puerto Rico.


Class 2All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in New York, New Jersey, Hawaii or Puerto Rico.


Class 3All Actively at Work Full-Time employees of the Policyholder, but not temporary or seasonal
employees, who work in California or Rhode Island.


DATE YOU ARE ELIGIBLE FOR INSURANCE


You may only become eligible for the insurance available for Your eligible class as shown in the SCHEDULE
OF BENEFITS.


You will be eligible for insurance made available to the members of Your eligible class on the date such
insurance takes effect under the Group Policy.


If You are in an eligible class on November 1, 2020, You will be eligible for the insurance described in this
certificate on that date.


If You enter an eligible class after November 1, 2020 You will be eligible for insurance on the first day of the
calendar month following the date You enter that class.


ENROLLMENT PROCESS


If You are eligible for an insurance benefit, You may enroll for such benefit by completing an enrollment form.
In addition, You must give evidence of Your insurability satisfactory to Us at Your expense, if You are required
to do so under the section entitled EVIDENCE OF INSURABILITY. If You enroll for Contributory Insurance,
You must also give Written permission for the Policyholder to deduct premiums from Your pay for such
insurance.


DATE YOUR INSURANCE TAKES EFFECT


Rules for Contributory Insurance


If You complete the enrollment process for Contributory Insurance before the date You become eligible, such
insurance will take effect as follows:


· if You are not required to give evidence of Your insurability, such insurance will take effect on the date
You become eligible, if You are Actively at Work on that date. If You are not Actively at Work on the date
insurance would otherwise take effect, insurance will take effect on the day You resume Active Work; or


· if You are required to give evidence of Your insurability and We determine that You are insurable, such
insurance will take effect on the date We state in Writing, if You are Actively at Work on that date. If You
are not Actively at Work on the date insurance would otherwise take effect, insurance will take effect on
the day You resume Active Work.
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If You complete the enrollment process for Contributory Insurance within 31 days after the date You become
eligible, such insurance will take effect as follows:


· if You are not required to give evidence of Your insurability, such benefit will take effect on the date You
complete the enrollment process, if You are Actively at Work on that date. If You are not Actively at Work
on the date insurance would otherwise take effect, insurance will take effect on the day You resume
Active Work; or


· if You are required to give evidence of Your insurability and We determine that You are insurable, such
insurance will take effect on the date We state in Writing, if You are Actively at Work on that date. If You
are not Actively at Work on the date insurance would otherwise take effect, insurance will take effect on
the day You resume Active Work.


If You complete the enrollment process for Contributory Insurance more than 31 days after the date You
become eligible, You must give evidence of Your insurability satisfactory to Us. You must give such evidence
at Your expense. If We determine that You are insurable, such insurance will take effect on the date We state
in Writing, if You are Actively at Work on that date. If You are not Actively at Work on the date insurance
would otherwise take effect, insurance will take effect on the day You resume Active Work.


See the DEFINITIONS section of this certificate for a complete list of Contributory Insurance benefits.


Changes To Your Insurance


You may decrease the amount of Your insurance by making a request to Us for such decrease at any time.


The decrease will take effect on the later of the date We receive the request or the date for the decrease to be
effective.


You may increase the amount of Your insurance, subject to any evidence of insurability requirements, by
making a request to Us for such increase during the Policyholder’s annual enrollment period.


If a change results in an increase in the amount of Your insurance and You:


· are required to give evidence of Your insurability satisfactory to Us for such increase as stated in the
section entitled EVIDENCE OF INSURABILITY, You must give Us such evidence at Your expense. If We
approve the increase, it will take effect on the date We state in Writing, if You are Actively at Work in an
eligible class on such date. If You are not Actively at Work in an eligible class on such date, the increase
will take effect on the date You resume such work.


· are not required to give evidence of Your insurability satisfactory to Us for such increase, You must be
Actively at Work in an eligible class on the date the increase is to take effect. If You are not Actively at
Work in an eligible class on such date, the increase will take effect on the date You resume such work.


Changes in Your Disability Income Insurance will only apply to Disabilities commencing on or after the date of
the change.


You may discontinue Your insurance under this certificate by making a request to Us for such discontinuance
at any time.
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DATE YOUR INSURANCE ENDS


Your insurance will end on the earliest of:


1. the date the Group Policy ends;
2. the date insurance ends for Your class;
3. the end of the period for which the last premium has been paid for You;
4. the date You cease to be in an eligible class for Disability Income Insurance, You will cease to be in an


eligible class on the date You cease Active Work in an eligible class, if You are not disabled on that date;
5. the date Your employment ends; or
6. the date You retire in accordance with the date Your employment ends.
In certain cases insurance may be continued as stated in the section entitled CONTINUATION OF
INSURANCE WITH PREMIUM PAYMENT.


Reinstatement of Disability Income Insurance


If Your insurance ends while You are employed with the Policyholder, You may become insured again as
follows:


1. If Your insurance ends because:


· You cease to be in an eligible class; or


· Your employment ends; and


· You become a member of an eligible class again within 31 days of the date Your insurance ended.


You will not have to provide evidence of Your insurability.


2. If Your insurance ends because You cease making the required premium while on an approved Family
and Medical Leave Act (FMLA) or other legally mandated leave of absence, and You become a member
of an eligible class within 31 days of the earlier of:


· The end of the period of leave You and the Policyholder agreed upon; or


· The end of the eligible leave period required under the FMLA or other similar legally mandated leave
of absence law,


You will not have to provide evidence of Your insurability.


3. In all other cases where Your insurance ends because the required premium for Your insurance has
ceased to be paid, You will be required to provide evidence of Your insurability.


If You become insured again as described in either item 1 or 2 above, the time periods that apply to Pre-
existing Conditions will be applied as if Your insurance had remained in effect with no interruption.


If You become insured again as described in item 3 above, the time periods that apply to Pre-existing
Conditions will be applied based on the date You became insured again. However, a new Pre-existing
Condition limitation time period will apply.
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FOR FAMILY AND MEDICAL LEAVE


Certain leaves of absence may qualify under the Family and Medical Leave Act of 1993 (FMLA) for
continuation of insurance. Please contact the Policyholder for information regarding the FMLA.


AT YOUR OPTION: PORTABILITY


If Your insurance ends under the Date Your Insurance Ends provision of this Certificate, in certain situations,
it may be continued as described in this provision. This is referred to as “Continued Insurance”. Evidence of
insurability will not be required to obtain Continued Insurance. For purposes of this provision, insurance in
effect under the Group Policy for which the Policyholder remits premium is referred to in this provision as
Group Billed Insurance.


Except as provided within this provision, the benefits, terms and conditions of the Continued Insurance will be
the same as those provided under the Group Policy when the Group Billed Insurance terminated.


Requirements for Continued Insurance


Continued insurance will be made available to You if:


● Your Group Billed Insurance ends for any reason other than non-payment of premium;


● We receive Your completed Written request on a form approved by Us within 31 calendar days after
Your Group Billed Insurance ends; and


● You pay premiums required for Continued Insurance by the due date specified in the premium notice
that We provide to You.


Amount of Continued Insurance


The amount of insurance that may be continued under this provision is the amount of Group Billed Insurance
that is paid for by You that You were insured for on the day before Continued Insurance begins.


Group Billed Insurance is insurance in effect under the Group Policy for which the Policyholder remits
premium.


We will only allow You to decrease the benefit amount at the time You obtain or while You are covered for
Continued Insurance; however, the benefit amount cannot be decreased below the plan’s lowest incremental
election amount shown in the Schedule of Benefits. You may not request an increase in the benefit amount at
the time on or after the time You obtain, or, while You are covered for, Continued Insurance.


Continued Insurance Benefit for Partial Disability


You are Partially Disabled when We determine that due to an Impairment resulting from a Sickness or
accidental injury, You are unable to perform the material and substantial duties of Your Regular Occupation,
or any occupation for which You are or become reasonably fitted by Your education, training or experience,
but You are:


● working in a limited capacity for any Employer; and,
● receiving Appropriate Care and Treatment from a Physician.


If We receive Proof that You are Partially Disabled You will be eligible for a Partial Disability benefit as
follows:


● We will reduce the amount of Your Disability benefit, as set forth in the Schedule by 50%.


After a period of one week of Disability for which You received benefits under this certificate, and You return
to work, a Partial Disability benefit will apply. The Work Incentive is not applicable while on Continued
Insurance.
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For any given period of Disability, You may only receive either a Partial Disability benefit, or the Disability
benefit, but not both. The time period during which You receive benefits paid while You are Disabled or
Partially Disabled count towards Your Maximum Benefit Period.


Premiums for Continued Insurance


We will notify You of the amount of premium You must pay for Continued Insurance when Your Group Billed
Insurance ends. The premium that You must pay for Continued Insurance will be determined on the same
basis as premium rates charged for the Employee-paid Group Billed Insurance. We have the right to change
premium rates in accordance with the terms set forth in the Group Policy. All premium payments for
Continued Insurance must be made directly to Us by the due date specified in the premium notice sent to
You.


End of Continued Insurance


Continued Insurance will end on the earliest of the following dates:


● the date You die; or


● if You do not pay a premium that is required for Continued Insurance, the last day of the period for
which the last full premium has been paid for Your coverage; or


● the date Your Group Billed Insurance is reinstated under ELIGIBILITY PROVISIONS: INSURANCE
FOR YOU.


AT THE POLICYHOLDER’S OPTION


The Policyholder has elected to continue Disability Income Insurance by paying premiums for its employees
who are not Disabled and cease Active Work in an eligible class for any of the reasons specified below.


Disability Income Insurance will continue for the following periods:


1. for the period You cease Active Work in an eligible class due to injury or sickness, up to 3 months;


2. for the period You cease Active Work in an eligible class due to a Policyholder approved leave of
absence, up to 1 month.


At the end of any of the continuation periods listed above, Your insurance will be affected as follows:


● if You resume Active Work in an eligible class at this time, You will continue to be insured under the
Group Policy;


● if You do not resume Active Work in an eligible class at this time, Your employment will be considered to
end and Your insurance will end in accordance with the DATE YOUR INSURANCE ENDS subsection of
the section entitled ELIGIBILITY PROVISIONS: INSURANCE FOR YOU.
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No evidence of insurability is required for the insurance described in this certificate.
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If You become Disabled while insured, Proof of Disability must be sent to Us. When We receive such Proof,
We will review the claim. If We approve the claim, We will pay the Weekly Benefit up to the Maximum Benefit
Period shown in the SCHEDULE OF BENEFITS, subject to the Date Benefit Payments End section.


To verify that You continue to be Disabled without interruption after Our initial approval of the Disability claim,
We may periodically request that You send Us Proof that You continue to be Disabled. Such Proof may
include physical exams, exams by independent medical examiners, in-home interviews, or functional capacity
exams, as needed.


While You are Disabled, the Weekly Benefits described in this certificate will not be affected if:


· Your insurance ends; or


· the Group Policy is amended to change the plan of benefits for Your class.


BENEFIT PAYMENT


If We approve Your claim, benefits will begin to accrue on the day after the day You complete Your
Elimination Period. We will pay the first Weekly Benefit one week after the date benefits begin to accrue. We
will make subsequent payments weekly thereafter so long as You remain Disabled. Payment will be based on
the number of days You are Disabled during each week. For any partial week of Disability, payment will be
made at the daily rate of 1/7th of the Weekly Benefit payable.


We will pay Weekly Benefits to You. If You die, We will pay the amount of any due and unpaid benefits as
described in the GENERAL PROVISIONS subsection entitled Disability Income Benefit Payments: Who We
Will Pay.


While You are receiving Weekly Benefits, You will be required to continue to pay for the cost of any disability
income insurance defined as Contributory Insurance.


RECOVERY FROM A DISABILITY


For purposes of this subsection, the term Active Work only includes those days You actually work.


The provisions of this subsection will not apply if Your insurance has ended and You are eligible for coverage
under another group short term disability plan.


If You Return to Active Work Before Completing Your Elimination Period


If You return to Active Work before completing Your Elimination Period and then become Disabled, You will
have to complete a new Elimination Period.


If You Return to Active Work After Completing Your Elimination Period


If You return to Active Work after You begin to receive Weekly Benefits, We will consider You to have
recovered from Your Disability.


If You return to Active Work for a period of 60 days or less, and then become Disabled again due to the same
or related Sickness or accidental injury, We will not require You to complete a new Elimination Period. For the
purpose of determining Your benefits, We will consider such Disability to be a part of the original Disability
and will use the same Predisability Earnings and apply the same terms, provisions and conditions that were
used for the original Disability.
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REHABILITATION INCENTIVES


Rehabilitation Program Incentive


If You participate in a Rehabilitation Program, We will increase Your Weekly Benefit by an amount equal to
10% of the Weekly Benefit.


Work Incentive


If You work while You are Disabled and receiving Weekly Benefits, Your Weekly Benefit will be adjusted as
follows:


· Your Weekly Benefit will be increased by Your Rehabilitation Program Incentive.


Your Weekly Benefit as adjusted above will not be reduced by the amount You earn from working, except to
the extent that such adjusted Weekly Benefit plus the amount You earn from working exceeds 100% of Your
Predisability Earnings.


Family Care Incentive


If You work or participate in a Rehabilitation Program while You are Disabled, We will reimburse You for up to
$100 for weekly expenses You incur for each family member to provide:


· care for Your or Your Spouse’s child, legally adopted child, or child for whom You or Your Spouse are
legal guardian and who is:


· living with You as part of Your household;
· dependent on You for support; and
· under age 13.


The child care must be provided by a licensed child care provider who may not be a member of Your
immediate family or living in Your residence.


· care for Your family member who is:


· living with You as part of Your household;
· chiefly dependent on You for support; and
· incapable of independent living, regardless of age, due to mental or physical handicap as defined by


applicable law.


Care to Your family member may not be provided by a member of Your immediate family.


We will make reimbursement payments to You on a weekly basis starting with the 4th Weekly Benefit
payment. Payments will not be made beyond the Maximum Benefit Period. We will not reimburse You for any
expenses for which You are eligible for payment from any other source. You must send Proof that You have
incurred such expenses.
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Your Disability benefit payments will end on the earliest of:


● the end of the Maximum Benefit Period;


· the date benefits end as specified in the section entitled LIMITED DISABILITY BENEFITS;


● the date You are no longer Disabled;


● the date You die;


● the date You cease or refuse to participate in a Rehabilitation Program that We require;


● the date You fail to have a medical exam requested by Us as described in the Physical Exams subsection
of the GENERAL PROVISIONS section;


● the date You fail to provide required Proof of continuing Disability.


While You are Disabled, the benefits described in this certificate will not be affected if:


● Your insurance ends; or


● the Group Policy is amended to change the plan of benefits for Your class.
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ADDITIONAL SHORT TERM BENEFIT: ORGAN DONOR


If You become Disabled as a result of an Organ Transplant Procedure while insured, Proof of the Disability
must be sent to Us. When We receive such Proof, We will review the claim. If We approve the claim, We will
pay the Organ Donor benefit shown below.


If We pay this benefit, You will not have to complete an Elimination Period and You will not be subject to the
PRE-EXISTING CONDITIONS section for purposes of such organ transplant procedure.


BENEFIT AMOUNT


We will increase Your Weekly Benefit by an additional amount equal to 10% of Your Weekly Benefit. This
increase will be applied to the first Weekly Benefit payment and continue while You remain Disabled, up to
the Maximum Benefit Period.
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Pre-existing Condition means a Sickness or accidental injury for which You:


● received medical treatment, consultation, care, or services; or
● took prescription medication or had medications prescribed;


in the 3 months before Your insurance under this certificate takes effect.


We will not pay benefits, or any increase in benefit amount due to an elected increase in the amount of Your
insurance for a Disability that results from a Pre-existing Condition, if You have been Actively at Work for less
than 12 consecutive months after the date Your Disability insurance or the elected increase in the amount of
such insurance takes effect under this certificate.
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For Disability Due to Alcohol, Drug or Substance Abuse or Addiction


If You are Disabled due to alcohol, drug, or substance abuse or addiction, We will limit Your Disability benefits
to one period of Disability during Your lifetime. During Your Disability, We require You to participate in an
alcohol, drug or substance abuse or addiction recovery program recommended by a Physician.


We will end Disability benefit payments at the earliest of:


· the date You receive 4 weeks of Disability benefit payments;
· the date You cease or refuse to participate in the recovery program referred to above; or
· the date You complete such recovery program.


For Disability Due To Mental or Nervous Disorders or Diseases


If You are Disabled due to one or more of the following medical conditions described below, We will limit Your
Disability benefits to a lifetime maximum equal to the lesser of:


· 13 weeks; or
· the Maximum Benefit Period.


Subject to the Administration of Limited Disability Benefits for Disability Due to Mental and Nervous Disorders
or Diseases provision set forth below;


Your Disability benefits will be limited as stated above for Mental or Nervous Disorder or Disease that results
from any cause, except for:


· Neurocognitive Disorders;
· Schizophrenia; or
· Bipolar I Disorder.


ADMINISTRATION OF LIMITED DISABILITY BENEFITS FOR DISABILITY DUE TO MENTAL AND
NERVOUS DISORDERS OR DISEASES


If no exception above applies, and You are Disabled as a result of more than one injury or Sickness for which
Disability benefits are payable under this certificate, each of which are subject to the provisions of the Limited
Disability Benefits section, the benefit limitation periods will run concurrently for all such conditions.


DEFINED TERMS USED IN LIMITED DISABILITY BENEFITS


Bipolar I Disorder means a psychiatric disorder diagnosed in accordance with the diagnostic criteria for
Bipolar I Disorder set forth in the most recent edition of the Diagnostic And Statistical Manual Of Mental
Disorders (DSM) as of the date of Your Disability. Supporting documentation must include evidence that You
experienced at least one full manic episode. The following conditions, as determined using the diagnostic
criteria for such conditions set forth in the most recent edition of the DSM as of the date of Your Disability are
not considered Bipolar I Disorder for purposes of this exclusion:


· bipolar II disorder;
· cyclothymic disorder;
· substance induced bipolar disorder;
· bipolar disorder associated with a known general medical condition;
· other specified bipolar disorder; or
· unspecified bipolar disorder.


Mental or Nervous Disorder means a medical condition which meets the diagnostic criteria set forth in the
most recent edition of the DSM as of the date of Your Disability. A condition may be classified as a Mental or
Nervous Disorder or Disease regardless of its cause.
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Neurocognitive Disorder means a condition that meets the diagnostic criteria for neurocognitive disorders
set forth in the most recent edition of the DSM as of the date of Your Disability, and the cognitive deficits that
relate to the Disability are not attributable to another Mental or Nervous Disorder or Disease. Neurocognitive
disorders include, but are not limited to, conditions such as Alzheimer’s disease and other forms of dementia,
and Traumatic Brain Injury.


Schizophrenia means a chronic psychiatric disorder diagnosed in accordance with the diagnostic criteria for
Schizophrenia set forth in the most recent edition of the DSM as of the date of Your Disability.


For Occupational Disabilities


We will not pay benefits for any Disability:


· which happens in the course of any work performed by You for wage or profit; or
· for which You are eligible to receive benefits under workers’ compensation or a similar law.
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We will not pay for any Disability caused or contributed to by:


1. war, whether declared or undeclared, or act of war, insurrection, rebellion, or terrorist act;


2. Your active participation in a riot;


3. intentionally self-inflicted injury;


4. attempted suicide;


5. commission of or attempt to commit or taking part in a felony; or


6. elective treatment or procedures, such as:


· cosmetic surgery or treatment primarily to change appearance;


· reversal of sterilization;


· liposuction;


· visual correction surgery; and


· in vitro fertilization; embryo transfer procedure; or artificial insemination.


However, pregnancies and complications from any of these procedures will be treated as a Sickness.
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If You are unable to report for Active Work due to a Sickness or accidental injury, and You think that You may
be Disabled, You should contact MetLife or Your benefits representative to initiate a claim. We recommend
that You do so no later than 2 weeks after the first day You are unable to report for Active Work so that Your
claim can be processed in a timely manner.


When You file an initial claim for Disability Income Insurance benefits described in this certificate, both the
notice of claim and the required Proof should be sent to Us within 90 days after the end of the Elimination
Period.


Notice of claim and Proof for Disability Income Insurance may also be given to Us by following the steps set
forth below:


Step 1
You may give Us notice by calling Us at the toll free number shown in the Certificate Face Page within 20
days of the date of a loss.


Step 2
We will send a claim form to You and explain how to complete it. You should receive the claim form within 15
days of giving Us notice of claim.


Step 3
When You receive the claim form You should fill it out as instructed and return it with the required Proof
described in the claim form. If You do not receive a claim form within 15 days after giving Us notice of claim,
Proof may be sent using any form sufficient to provide Us with the required Proof.


Step 4
You must give Us Proof not later than 90 days after the end of the Elimination Period.


If notice of claim or Proof is not given within the time limits described in this section, the delay will not cause a
claim to be denied or reduced if such notice and Proof are given within 90 days after the end of the
Elimination Period or if it is not reasonably possible to give notice of claim or Proof within such period, they
are given as soon as is reasonably possible thereafter.


Items to be Submitted for a Disability Income Insurance Claim


When submitting Proof on an initial or continuing claim for Disability Income insurance, the following items
may be required:


● documentation which must include, but is not limited to, the following information:
● the date Your Disability started;
● the cause of Your Disability;
● the prognosis of Your Disability;
● the continuity of Your Disability; and


● Written authorization for Us to obtain and release medical, employment and financial information and
any other items We may reasonably require to document Your Disability;


● any and all medical information, including but not limited to:
● x-ray films; and
● photocopies of medical records, including:


● histories,
● physical, mental or diagnostic examinations; and
● treatment notes; and


● the names and addresses of all:
● physicians and medical practitioners who have provided You with diagnosis, treatment or


consultation;
● hospitals or other medical facilities which have provided You with diagnosis, treatment or


consultation;
● pharmacies which have filled Your prescriptions within the past three years; and
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● additional proof elements as required and described within the additional plan provisions for which
you are filing a claim for benefits.


Time Limit on Legal Actions. A legal action on a claim may only be brought against Us during a certain
period. This period begins 60 days after the date Proof is filed and ends 3 years after the date such Proof is
required.
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Assignment


The rights and benefits under the Group Policy are not assignable prior to a claim for benefits, except as
required by law. We are not responsible for the validity of an assignment.


Disability Income Benefit Payments: Who We Will Pay


We will make any benefit payments during Your lifetime to You or Your legal representative as Beneficiary.
Any payment made in good faith will discharge Us from liability to the extent of such payment.


Upon Your death, We will pay any amount that is or becomes due to Your designated Beneficiary. If there is
no Beneficiary designated or no surviving designated Beneficiary at Your death, We may determine the
Beneficiary for any amount that is or becomes due, according to the following order:


1. Your Spouse or Domestic Partner, if alive;
2. Your child(ren), if there is no surviving Spouse or Domestic Partner;
3. Your parent(s), if there is no surviving child(ren);
4. Your sibling(s), if there is no surviving parent(s);
5. Your estate, if there is no such surviving sibling(s).


If more than one person is eligible to receive payment, We will divide the benefit amount in equal shares.


Payment to a minor or incompetent will be made to such person’s guardian. The term “children” or “child”
includes natural and adopted children.


Any periodic payments owed to Your estate may be paid in a single sum.


Beneficiary


You may designate a Beneficiary by completing a Beneficiary Designation form when You submit a claim.
You may change Your Beneficiary at any time. To do so, You must send a Signed and dated, Written request
to MetLife using a form satisfactory to Us. Your Written request to change the Beneficiary must be sent to
MetLife within 30 days of the date You Sign such request.


You do not need the Beneficiary’s consent to make a change. When We receive the change, it will take effect
as of the date You Signed it. The change will not apply to any payment made in good faith by Us before the
change request was recorded.


If two or more Beneficiaries are designated and their shares are not specified, they will share the benefits
equally.


Any payment made in good faith will discharge our liability to the extent of such payment.


Entire Contract


Your insurance is provided under a contract of group insurance with the Policyholder. The entire contract with
the Policyholder is made up of the following:


1. the Group Policy and its Exhibits, which include the certificate(s);
2. the Policyholder's application; and
3. any amendments and/or endorsements to the Group Policy.
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Incontestability: Statements Made by You


Any statement made by You will be considered a representation and not a warranty. We will not use such
statement to avoid insurance, reduce benefits or defend a claim unless the following requirements are met:


1. the statement is in a Written application or enrollment form;
2. You have Signed the application or enrollment form; and
3. a copy of the application or enrollment form has been given to You or Your Beneficiary.


We will not use Your statements which relate to insurability to contest disability insurance after it has been in
force for 2 years during Your life, unless the statement is fraudulent. In addition, We will not use such
statements to contest an increase or benefit addition to such insurance after the increase or benefit has been
in force for 2 years during Your life, unless the statement is fraudulent.


Misstatement of Age


If Your age is misstated, the correct age will be used to determine if insurance is in effect and, as appropriate,
We will adjust the benefits and/or premiums.


Conformity with Law


If the terms and provisions of this certificate do not conform to any applicable law, this certificate shall be
interpreted to so conform.


Physical Exams


If a claim is submitted for insurance benefits, We have the right to ask the insured to be examined by a
Physician(s) of Our choice as often as is reasonably necessary to process the claim. We will pay the cost of
such exam.


Autopsy


We have the right to make a reasonable request for an autopsy where permitted by law. Any such request
will set forth the reasons We are requesting the autopsy.


Overpayments for Disability Income Insurance


Recovery of Overpayments


We have the right to recover any amount that We determine to be an overpayment.


An overpayment occurs if We determine that:


· the total amount paid by Us on Your claim is more than the total of the benefits due to You under this
certificate; or


· payment We made should have been made by another group plan.


If such overpayment occurs, You have an obligation to reimburse Us. Our rights and Your obligations in this
regard are described in the reimbursement agreement that You are required to sign when You submit a claim
for benefits under this certificate. This agreement confirms that You will reimburse Us for all overpayments.


How We Recover Overpayments


We may recover the overpayment from You by:


· stopping or reducing any future Disability benefits payable to You or any other payee under the Disability
sections of this certificate;
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· demanding an immediate refund of the overpayment from You; and


· taking legal action.


If the overpayment results from Our having made a payment to You that should have been made under
another group plan, We may recover such overpayment from one or more of the following:


· any other insurance company;


· any other organization; or


· any person to or for whom payment was made.


Lien and Repayment


If You become Disabled and You receive Disability benefits under this certificate and You receive payment
from a third party for loss of income with respect to the same loss of income for which You received benefits
under this certificate (for example, a judgment, settlement, payment from Federal Social Security or payment
pursuant to Workers’ Compensation laws), You shall reimburse Us from the proceeds of such payment up to
an amount equal to the benefits paid to You under this certificate for such Disability. Our right to receive
reimbursement from any such proceeds shall be a claim or lien against such proceeds and Our right shall
provide Us with a first priority claim or lien over any such proceeds up to the full amount of the benefits paid to
You under this certificate for such Disability. You agree to take all action necessary to enable Us to exercise
Our rights under this provision, including, without limitation:


· notifying Us as soon as possible of any payment You receive or are entitled to receive from a third party
for loss of income with respect to the same loss of income for which You received benefits under this
certificate;


· furnishing of documents and other information as requested by Us or any person working on Our behalf;
and


· holding in escrow, or causing Your legal representative to hold in escrow, any proceeds paid to You or
any party by a third party for loss of income with respect to the same loss of income for which You
received benefits under this certificate, up to an amount equal to the benefits paid to You under this
certificate for such Disability, to be paid immediately to Us upon Your receipt of said proceeds.


You shall cooperate and You shall cause Your legal representative to cooperate with Us in any recovery
efforts and You shall not interfere with Our rights under this provision. Our rights under this provision apply
whether or not You have been or will be fully compensated by a third party for any Disability for which You
received or are entitled to receive benefits under this certificate.
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DISABILITY CLAIM FOR 
ACCIDENT & SICKNESS (A&S)/


SHORT TERM DISABILITY (STD)/SALARY CONTINUANCE 
Metropolitan Life Insurance Company
Instructions for completing the claim form:
1. Complete all applicable areas of the claim form. Please print clearly.
2. Please sign – a) bottom of this page and b) Fraud Statement.
3. Faxing this claim form will expedite receipt and eliminate your need to mail it.


New York – Any person who knowingly and with intent to defraud any insurance company or other person files an application 
for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, 
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be 
subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.
Section 1:  To Be Completed by the Employer
Name of Employer Group Report # Sub-Code # (Sub-Division) Sub-Point # (Branch)


Address City State             Zip Code Subsidiary or Division Name 


We require a street address for our records if a P.O. Box is your mailing address


Contact Person’s Name Phone #  


Contact Person’s E-mail Address FAX #  
Employee Name (First, MI, Last) Social Security No. Employee ID #


Date of Hire Job Title Job Class
 Sedentary   Light   Medium   Heavy   Very Heavy


Work Location Address Work Phone # Home Phone #


Supervisor Name Supervisor’s E-Mail Address Phone #


Is condition work related?     Yes        No.       If yes, provide:   W/C Carrier Name


W/C Contact Person’s Name                                                                 Phone#  Worker’s Comp Claim #
Date Last 
Worked


First Date of 
Absence


Date Returned To Work
 Actual    
 Estimated


Eff. Date of 
Coverage


Basic Earnings (exclusive of overtime, bonus, etc.)
$


 Hourly     Weekly     Bi-weekly     Monthly     Annual


Premium contributions  Pre-Tax
Employer % Employee             %    Post-Tax 


Benefit 
Amount


Payroll Classification  Exempt  Non-Exempt  Salaried  Hourly 


 Union  Non Union  Other


Employee’s Status As Of  Active  Vacation
First Day Absent  LOA  Laid Off


 Terminated  Retired


Hours Worked Per Week                                             Full Time     Part Time
Scheduled Work Week     M      Tu      W      Th      F      Sa      Su
Is work week regular                                       or variable


If other than Active, please explain 


If STD buy up, date enrollment card signed LTD Coverage?         Yes     No
Can employee’s job be modified/accommodated?        Yes     No    If yes, please describe. Has return to work been discussed with 


employee?         Yes     No


To the best of your knowledge, indicate if the employee has filed for or is receiving income from any of the following sources:
Applied for Receiving $ Amount Frequency From/To Dates


Salary Continuance/Sick Leave   


Workers’ Compensation    


State Disability    


Other (Please identify)               


Provide weekly deduction amounts, if applicable:
Pre Tax Post Tax $ Weekly Amount


Medical   


Life    


Dental    


LTD    


Other (Please identify)   


Authorizing Signature Date


P.O. Box 14590
Lexington, KY 40512
Fax: 1-800-230-9531
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Section 2:  To Be Completed by Employee
Name (First, MI, Last) Social Security # ID Number Date of Birth (MM/DD/YY) Gender


 M   F


Address                                                              City                                       State                  Zip Code E-mail Address


We require a street address for our records if a P.O. Box is your mailing address


Home Phone # 
 


Marital Status 
 Married   Single   Other


Federal Tax Status   
 Married   Single


Tax Exemptions (Number) Date Disability Began


Is your disability due to   Illness?  Injury/Accident?  If due to injury/accident, provide Date                              , Time               AM   PM 
Provide Details (Where and How)


Is this condition work related?  Yes     No Automobile Related?     Yes     No


Name of physicians/providers who have treated you for this condition within the past 12 months


Name of Physician/Provider Phone Number Dates of Treatment Physician Specialty


                                                                                                                      From                   To                                                                                   


                                                                                                                      From                   To                                                                                   


Please describe what prevents you from performing the duties of your job.


Section 3:  To Be Completed by Attending Physician
This report is to assist us in making a disability determination that impacts income replacement for your patient.  A MetLife claim representative 
may telephone your office if additional information is needed


Patient Name Date Disability Began Expected Return to Work Date


Initial date of treatment for this disability Most recent date of treatment Is condition work-related?    Yes     No


Primary Diagnosis Code                    .                                              Diagnosis                                                                                                                                      


Secondary Diagnosis Code                .                                              Diagnosis                                                                                                                                      
Objective Findings:     


CPT4 Procedure Date 


If pregnancy, delivery date                                Expected                                Actual                               Type of delivery                                      


If patient has been hospitalized      Inpatient     Outpatient    Admitted                                              Discharged                                             


Treatment Plan:  Additional Testing    Medication    Therapy    Surgery     Hospitalization    Referral                                              
Other (Describe)


Medications prescribed (names, dosages)     


Is patient able to work with job modifications or restrictions? (please be specific):    


Signature Specialty Tax ID #


Street Address                                                                                                                                                          


City/State/Zip                                                                                                                                                           


Date


E-mail Address Telephone # Fax #


*Contact MetLife at 888-444-1433 for any questions you have on completing this form.
Some services in connection with your Disability Claim may be performed by our affiliate, MetLife Global Operations Support Center 
Private Limited. This service arrangement in no way alters Metropolitan Life Insurance Company’s obligations to you. Services will not be 
performed by our affiliate if prohibited by state or local law or by mutual agreement with the Group Customer.
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HIPAA: This Authorization has been carefully and specifically drafted to permit disclosure of health information 
consistent with the privacy rules adopted and subsequently amended by the United States Department of Health 
and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
NOTE TO ALL HEALTH CARE PROVIDERS: The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits 
employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or 
family member of the individual, except as specifically allowed by this law. To comply with this law, we are asking that 
you not provide any genetic information when responding to this request for medical information. ‘Genetic information’ 
as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s 
genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic 
information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual 
or family member receiving assistive reproductive services.
Instructions for completing the form:
1. Complete all applicable areas of the form.
2.  If you are the Authorized Representative, include a copy of the legal document(s) authorizing you to act on the


Employee/Claimant’s behalf.
3. Sign this form.
4. Fax or return this form as soon as possible to expedite processing of your claim – retain original for


your records.


Your refusal to complete and sign this form may affect your eligibility for benefits under your employer’s 
disability plan.


_______________________________________________________ _______________________________________________
  Name of Employee (Please Print)   Date of Birth


  Claim Number: ____________________________________ ID Number: ________________________________


Authorization to Disclose Information About Me
For purposes of determining my eligibility for disability benefits, the administration of my employer’s disability benefit plan (which may 
include assisting me in returning to work, or applying for Social Security Disability Insurance benefits), and the administration of other 
benefit plans in which I participate that may be affected by my eligibility for disability benefits, including but not limited to any workers 
compensation, employee assistance or disease management program, I permit the following disclosures of information about me to 
be made in the format requested, including by telephone, fax or mail:


1. I permit: any physician or other medical/care provider, hospital, clinic, other medical related facility or service, pharmacy
benefit administrator, insurer, employer, government agency, group policyholder, contractholder or benefit plan administrator
to disclose to Metropolitan Life Insurance Company (“MetLife”), and any consumer reporting agencies, investigative agencies,
attorneys, and independent claim administrators acting on MetLife’s behalf, any and all information about my health, medical
care, employment, and disability claim.


2. I permit: MetLife to disclose to my employer or its agents acting in the capacity of administrator of its benefit plans or programs,
including but not limited to, workers compensation, employee assistance, or disease management programs, any and all
information about my health, medical care, employment, and disability claim.


This Authorization to Disclose Information About Me specifically includes my permission to disclose my entire medical record, 
including medical information, records, test results, and data on: medical care or surgery; psychiatric or psychological medical records, 
but not psychotherapy notes; and alcohol or drug abuse including any data protected by Federal Regulations 42 CFR Part 2 or other 
applicable laws. Information concerning mental illness, HIV, AIDS, HIV related illnesses and sexually transmitted diseases or 
other serious communicable illnesses may be controlled by various laws and regulations. I consent to disclosure of such 
information, but only in accordance with laws and regulations as they apply to me. Information that may have been subject 
to privacy rules of the U.S. Department of Health and Human Services, once disclosed, may be subject to redisclosure by 
the recipient as permitted or required by law and may no longer be covered by those rules. Your health care provider may 
not condition your treatment on whether you sign this authorization.
I understand that I may revoke this authorization at anytime by writing to MetLife Disability at P.O. Box 14590, Lexington, KY 40512-
4590, except to the extent that action has been taken in reliance on it. If I do not, it will be valid for 24 months from the date I sign this 
form or the duration of my claim for benefits, whichever period is shorter. A photocopy of this authorization is as valid as the original 
form and I have a right to receive a copy upon request.


_______________________________________________________   ______________________________________________
  Signature of Employee    Date


Metropolitan Life Insurance Company
P.O. Box 14590
Lexington, KY 40512
Fax: 1-800-230-9531
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Disability Claim Statement (Continued)


Fraud Warning:


Before signing this claim form, please read the warning for the state where you reside and for the state where the 
insurance policy under which you are claiming a benefit was issued.


Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, Minnesota, New Mexico, Ohio, Rhode Island 
and West Virginia – Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit 
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 


Alaska – A person who knowingly and with intent to injure, defraud or deceive an insurance company files a claim 
containing false, incomplete or misleading information may be prosecuted under state law. 


Arizona – For your protection, Arizona law requires the following statement to appear on this 
form. Any person who knowingly presents a false or fraudulent claim for payment of loss is 
subject to criminal and civil penalties. 
California – For your protection, California law requires the following to appear on this form: Any person who 
knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to 
fines and confinement in state prison.


Colorado – It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance 
company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, 
fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who 
knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the 
purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award 
from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of 
Regulatory Agencies.


Delaware, Idaho, Indiana and Oklahoma – WARNING: Any person who knowingly and with the intent to injure, 
defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, 
incomplete or misleading information is guilty of a felony.


Florida – Any person who knowingly and with intent to injure, defraud or deceive any insurance company files 
a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a 
felony of the third degree.


Kentucky – Any person who knowingly and with the intent to defraud any insurance company or other person 
files a statement of claim containing any materially false information or conceals, for the purpose of misleading,  
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.


Maine, Tennessee, Virginia and Washington – It is a crime to knowingly provide false, incomplete or misleading 
information to an insurance company for the purpose of defrauding the company. Penalties may include 
imprisonment, fines or a denial of insurance benefits. 


Maryland – Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime 
and may be subject to fines and confinement in prison. 


New Hampshire – A person who, with a purpose to injure, defraud or deceive any insurance company, files a 
statement of claim containing any false, incomplete or misleading information is subject to prosecution and 
punishment for insurance fraud, as provided in RSA 638:20. 


New Jersey – Any person who knowingly files a statement of claim containing any false or misleading information 
is subject to criminal and civil penalties.


Oregon and Vermont – Any person who knowingly presents a false statement of claim for insurance may be guilty 
of a criminal offense and subject to penalties under state law.
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Disability Claim Statement (Continued)


Fraud Warning (continued): 


Puerto Rico – Any person who knowingly and with the intention to defraud includes false information in an 
application for insurance or files, assists or abets in the filing of a fraudulent claim to obtain payment of a loss or 
other benefit, or files more than one claim for the same loss or damage, commits a felony and if found guilty shall 
be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand 
dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both. If aggravating circumstances exist, the 
fixed jail term may be increased to a maximum of five (5) years; and if mitigating circumstances are present, the jail 
term may be reduced to a minimum of two (2) years.


Texas – Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime 
and may be subject to fines and confinement in state prison.


Pennsylvania and all other states – Any person who knowingly and with intent to defraud any insurance company 
or other person files an application for insurance or a statement of claim containing any materially false information 
or conceals for the purpose of misleading, information concerning a fact material thereto commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties.


 
Name of Employee (Please Print):                                                                       Social Security Number:                                                   


Signature of Employee                                                                                                               Date:                                                            


Signature of Employer’s Representative                                                                                  Date:                                                             


Signature of Physician                                                                                                               Date:                                                             
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered 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                            .  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.cdphp.com/contracts or call                            to request a copy. 
  


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


 
 
  


Are there services 
covered before you meet 
your deductible? 


 


 
 
 
 


Are there other 
deductibles for specific 
services? 


 
 
  


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


 
 
  


What is not included in 
the out-of-pocket limit? 


 
 
 


 
 
 


Will you pay less if you 
use a network provider?  


 
 
 
 
 


Do you need a referral to 
see a specialist?   


 


All Tiers


20028760


1-877-269-2134


1-877-269-2134


UBI : QEPOL4421 HDEPO


11/01/2021 - 10/31/2022


In-Network: $2,800 
individual/$5,600 family. 


If you have other family members on the plan, each family member must meet their own individual 
deductible until the total amount of deductible expenses paid by all family members meets the 
overall family deductible. 


Deductible does not apply to 
preventive care and preventive 
prescription drugs. 


This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 


No. You don’t have to meet deductibles for specific services. 


In-Network: $5,000 individual/ 
$10,000 family. 


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. 


Premiums, balance billed 
charges, and health care this plan 
doesn't cover. 


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


Yes. See www.cdphp.com or call 
1-877-269-2134 for a list of 
network providers . 


This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if 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-network provider for some 
services (such as lab work). Check with your provider before you get services. 


No. You can see the specialist you choose without a referral. 


*If applicable, you may be able to use your Flexible Spending Account and/or your Health Reimbursement Arrangement to cover these costs. Refer to 
the Summary Plan Description and Plan Document for more information. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 


 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


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


Primary care visit to treat an 
injury or illness 


  
 


 
 
 
 


Specialist visit 
 
 
 


  


Preventive care/screening/ 
immunization   


  


If you have a test 


Diagnostic test (x-ray, blood 
work)    


Imaging (CT/PET scans, MRIs)   
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$40 co-pay /visit Not Covered 
You may use live video visits at 
www.doctorondemand.com. 


$40 co-pay /visit Not Covered 
Preauthorization required for Sleep Studies, 
Neurofeedback & Transcranial Magnetic 
Stimulation (TMS) 


No Charge Not Covered 
Preauthorization required for Genetic Testing 
and Immunizations for RSV. 


$40 co-pay /visit Not Covered 
Preauthorization required for Genetic Testing. 
Copayment waived if performed at a designated 
laboratory/preferred center. 


$40 co-pay /visit Not Covered 
Copayment waived if performed at a preferred 
center. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
http://www.cdphp.c 
om/Members/Rx- 
Corner 


Tier 1 drugs  
 
 
 
 


 


Tier 2 drugs  
 
 
 
 


Tier 3 drugs  
 
 
 
 


Specialty drugs   


 
 
 
 


If you have outpatient 
surgery 


Facility fee (e.g., ambulatory 
surgery center)   


  


Physician/surgeon fees   
  


If you need immediate 
medical attention 


Emergency room care    
Emergency medical 
transportation 


 
 


 
  


Urgent care  
 
 
  


If you have a hospital 
stay 


Facility fee (e.g., hospital room)  


 
 
 
 
 
 
 


 


Physician/surgeon fees  
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Retail: $10 copay 
Mail-Order: $20 copay 


Not Covered Covers up to a 30-day supply (retail 
prescription); 90 day supply (mail order 
prescription) Prescriptions must be written by a 
duly licensed health care provider and filled at a 
participating pharmacy, unless otherwise 
authorized in advance by CDPHP. Preventive 
Prescription Drugs, as defined by the CDPHP 
formulary, are not subject to the plan Deductible. 
Specialty drugs are not eligible for the mail order 
program and require preauthorization to be 
obtained through CDPHP's participating 
specialty vendors. This plan has Formulary 1 
and the Premier Rx Network. 


Retail: $40 copay 
Mail-Order: $80 copay 


Not Covered 


Retail: $70 copay 
Mail-Order: $140 copay 


Not Covered 


Retail: $10 copay /$40 
copay /$70 copay 


Not Covered 


$200 co-pay /visit Not Covered 
You may have reduced cost share for preferred 
ambulatory surgery centers. 


No Charge Not Covered None. 


$100 co-pay /visit $100 co-pay /visit All Emergency Care is considered In-Network. 


$100 co-pay /visit $100 co-pay /visit All Emergency Care is considered In-Network. 


$50 co-pay /visit $50 co-pay /visit You may use live video visits. 


$500 co-pay /visit Not Covered None. 


No Charge Not Covered None. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need mental 
health, behavioral 
health, or substance 
abuse services 


Outpatient services  
   


Inpatient services  
   


If you are pregnant 


Office visits 
 
 
 


 
  
 
 
 


Childbirth/delivery professional 
services 


 
   


Childbirth/delivery facility 
services 


 
 
 
 
 
 
 


  


If you need help 
recovering or have 
other special health 
needs 


Home health care 


 
 
 
 
 
 


  


Rehabilitation services 


 
 
 
 
 
 


  


Habilitation services  
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$40 co-pay /visit Not Covered None. 


$500 co-pay /visit Not Covered 
Preauth required for Residential Treatment, with 
the exception of some scenarios. 


No Charge Not Covered 
Cost share applies for Initial visit to determine 
pregnancy, subsequent visits are Covered in Full 


No Charge Not Covered None. 


$500 co-pay /visit Not Covered None. 


No Charge Not Covered None. 


$500 co-pay /visit Not Covered 
60 consecutive inpatient days per plan year for 
PT/OT/ST services. 


$40 co-pay /visit Not Covered 


Limited to coverage for Applied Behavioral 
Analysis when necessary for the treatment of 
Autism Spectrum Disorder. All contract limits 
and provisions for managed benefits apply. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


 
 


Skilled nursing care 


 
 
 
 
 
 


  


Durable medical equipment 


 
 
 
 
 
 
 
 
 


  


Hospice services    
 


If your child needs 
dental or eye care 


Children’s eye exam  
   


Children’s glasses 


 
 
 
 
 


  


Children’s dental check-up 
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$500 co-pay /visit Not Covered 
Preauthorization required. Limited to 45 days per 
plan year. 


20% co-insurance No Charge 


Durable medical equipment that is rented, 
repaired, replaced or costs more than $1000 
requires prior authorization before receiving 
care. 


$500 co-pay /visit Not Covered 
Limited to 210 days combined Inpatient and 
Outpatient. 


Not Covered Not Covered None. 


Not Covered Not Covered None. 


Not Covered Not Covered 
Preventive Dental is not covered under your 
medical benefits. 



https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care

https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment

https://www.healthcare.gov/sbc-glossary/#hospice-services

https://www.healthcare.gov/sbc-glossary/#copayment

https://www.healthcare.gov/sbc-glossary/#coinsurance

https://www.healthcare.gov/sbc-glossary/#copayment





  SBC-Id :                   6 of 8 
     
 
 


 
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.) 


   


 


Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)  
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• Cosmetic surgery 
• Dental care (Adult) 
• Dental checkup 
• Eye exam 
• Glasses 
• Hearing aids 
• Long term care 


• Non-emergency care when traveling outside the 
U.S. 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care 
• Weight loss programs 


• Acupuncture (Limits Apply) 
• Bariatric surgery (Limits Apply) 
• Chiropractic care 


• Infertility treatment 
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Does this plan provide Minimum Essential Coverage?    
Minimum Essential Coverage generally includes plans,health insurance available through marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE and certain other coverage. If you are eligible for Essential Coverage,you may not be eligible for the premium tax credit.  
 
 
Does this plan meet the Minimum Value Standards?    
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. 
 
 
 
 
 
 
 
 


–––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.––––––––––––––––––––– 
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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 as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711),The New York State of Health NYS Department of Financial Services at (800) 342-3736 
or http://www.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323 
x61565 or www.cciio.cms.gov, the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html. 


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 l. For more information about your rights, look 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: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 
342-3736 or http://www.dfs.ny.gov/, or Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 


Yes


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


Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 


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


up care) 


Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-


controlled condition)  


 
 


 
 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 $12,686.85 


In this example, Peg would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Peg would pay is 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 Example Cost $5,601.10 


In this example, Joe would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Joe would pay is 


 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 


Total Example Cost $2,800.17 


In this example, Mia would pay: 
Cost Sharing 


Deductibles
Copayments
Coinsurance


What isn’t covered 
Limits or exclusions 
The total Mia would pay is 


About these Coverage Examples: 


 
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.    


Note: These numbers assume the patient does not participate in the plan’s wellness program.   
If you participate in the plan’s wellness program, you may be able to reduce your costs.  


$2,800 .00
$40.00


$500.00
N/A


$2800.00


$596.80
$0.00


$0.00


$3396.80


$2,800 .00
$40.00


$500.00
N/A


$2800.00


$1128.52
$0.00


$0.00


$3928.52


$2,800 .00
$40.00


$500.00
N/A


$1763.04


$0.00
$0.00


$211.56


$1974.60
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Discrimination is Against the Law 
Capital District Physicians’ Health Plan, Inc. (CDPHP®) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 


color, national origin, age, disability, or sex. CDPHP does not exclude people or treat them differently because of race, color, national origin, age, 


disability, or sex. 


 


CDPHP: 


 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats,  


other formats) 


 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 


 


If you need these services, contact the CDPHP Civil Rights Coordinator. 


 


If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, 


or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803 (TTY/TDD: 711), 


Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-support/email-cdphp. If you need help 


filing a grievance, the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of 


Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., 


Room 509F, HHH Building, Washington, DC 20201,  


1-800-368-1019 (TDD 1-800-537-7697).  


 


Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.   


 


Multi-language Interpreter Services 


ATTENTION: If you speak a non-English language, language assistance services, free of charge, are available to you. Call the number 


on your member ID card (TTY: 711).  


ATENCIÓN: Si habla otro idioma que no es el inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 


número que figura en su tarjeta de identificación de miembro (TTY: 711).  


注意：如果您使用的語言不是英語，您可以免費獲得語言援助服務。請致電您會員 ID卡上的電話（聽力障礙電傳：711）。  
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ВНИМАНИЕ: Если вы говорите на иностранном языке, вы можете воспользоваться бесплатными услугами перевода. 


Позвоните по номеру на вашей ID карточке участника (Телетайп: 711).  


ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sèvis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm 


ou a (TTY: 711).  


주의: 영어 이외의 언어를 사용하는 경우 무료로 언어 지원 서비스를 받을 수 있습니다. 귀하의 회원 ID 카드에 있는 번호로 


전화하십시오(TTY: 711).  


ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il 


numero presente sulla scheda ID dei membri (TTY: 711).  


 קארטל ID מעמבער אייער אויף נומער דעם רופט. זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל, אויב איר רעדט : אויפמערקזאם


(TTY:711 ) 


মন োন োগ দি ঃ আপদ   দি ইংনেদি বদির্ভু ত ক ো  র্োষোয়  থো বনে  ,আপ োে ি য দব ো খেচোয় র্োষো সিোয়তো উপের্য েনয়নে। আপ োে সিসয আইদি 


 োনিুে  ম্বনে  ে  রু  (TTY: 711(।  


UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer na Twojej członkowskiej 
karcie ID (TTY: 711).  


 (. TTY :711تنبيه: إذا كنت تتحدث لغة غير الإنجليزية، تتوفر إليك خدمات مساعدة اللغة مجاناً.  اتصل بالرقم الموجود ببطاقة الهوية لعضويتك )


ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué 


sur votre carte de membre (ATS : 711).  


دستياب ہيں۔ اپنے ممبر آئی ڈی کارڈ پر درج نمبر پر توجہ ديں: اگر آپ انگريزی کے علاوہ دوسری زبان بولتے ہيں تو، آپ کے ليے زبان کی اعانت کی خدمات مفت 


 (۔TTY: 711) کال کريں


ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad. 


Tawagan ang numero sa inyong card miyembro ID (TTY: 711).  


ΠΡΟΣΟΧΗ: Αν δεν μιλάτε Αγγλικά, υπάρχουν στη διάθεσή σας υπηρεσίες γλωσσικής υποστήριξης οι οποίες παρέχονται δωρεάν. Καλέστε τον αριθμό 


που θα βρείτε στην ατομική σας ταυτότητα μέλους (TTY: 711). 


VINI RE: Nëse flisni një gjuhë jo-anglisht, shërbime falas të ndihmës së gjuhës janë në dispozicion për ju.  Telefonojini numrit në 


kartën tuaj të ID të anëtarit (TTY: 711).  
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ALASKA


Summary Concerning Coverage, Limitations, and Exclusions under the
Alaska Life and Health Insurance Guaranty Association Act


A resident of Alaska who purchases life insurance, annuities, or accident and health insurance should
know that an insurance company licensed in the state to write these types of insurance is a member of
the Alaska Life and Health Insurance Guaranty Association. The purpose of this association is to assure
that a policyholder will be protected within statutory limits if a member insurer becomes financially unable
to meet its obligations. If this should happen, the guaranty association will assess its other member
insurance companies for the money to pay the claims of insured persons who live in this state, and in
some cases, to keep coverage in force. However, the valuable extra protection provided by these
insurers through the guaranty association is not unlimited. This protection is not a substitute for your care
in selecting a company that is well managed and financially stable.


The state law that provides for this safety net coverage is called the Alaska Life and Health Insurance
Guaranty Association Act. The full text of the act can be found in AS 21.79.010 – 21.79.990. Provided
below is a brief summary of this law’s coverages, exclusions, and limits. This summary does not cover all
provisions of the law, nor does it in any way change your rights or obligations under the act or the rights
or obligations of the guaranty association.


COVERAGE


Generally, an individual will be protected by the life and health insurance guaranty association if the
individual lives in Alaska and holds a life or health insurance contract or annuity contract, or if the insured
is insured under a group insurance contract issued by a member insurer. The beneficiary, payee, or
assignee of an insured person is protected as well, even if a non-resident of Alaska.


EXCLUSIONS FROM COVERAGE


The association does not protect a person holding a policy if:


· the individual is eligible for protection under the laws of another state (this may occur when the
insolvent insurer was incorporated in another state whose guaranty association protects insureds
who live outside that state);


· the insurer was not authorized to do business in this state; or
· the policy is issued by an organization that is not a member of the Alaska Life and Health


Insurance Guaranty Association.


The association does not provide coverage for:


· a policy or portion of a policy which is not guaranteed by the insurer or for which the individual has
assumed the risk, such as a variable contract sold by prospectus;


· a policy of reinsurance (unless an assumption certificate was issued);
· an interest rate yield that exceeds an average rate;
· a dividend;
· a credit given in connection with the administration of a policy by a group contract holder;
· an employer’s plan to the extent that it is self-funded (that is, not insured by an insurance


company, even if an insurance company administers the plan);
· an unallocated annuity contract issued to an employee benefit plan protected under the United


States Pension Benefit Guaranty Corporation.
· that part of an unallocated annuity contract not issued to a specific employee; union, association


of natural persons benefit plan, or a government lottery;
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· any portion of a policy or contract to the extent that the required assessments are preempted by
federal or state law;


· an obligation that does not arise under the express written terms of the policy or contract issued
by the insurer;


· certain obligations to provide a book value accounting guaranty for defined contribution benefit
plan participants; or


· that part of a policy or contract that provides for interest or other changes in value to be
determined by the use of an index or other external reference stated in the policy or contract.


LIMITS ON AMOUNT OF COVERAGE


The act also limits the amount the association is obligated to pay. The association cannot pay more than
what the insurance company would owe under a policy or contract. Also, for any one insured life, no
matter how many policies or contracts were issued by the same company, even if such contracts
provided different types of coverages, the association will pay a maximum of:


· $300,000 in net life insurance death benefits and no more than $100,000 in net cash surrender
and net cash withdrawal values for life insurance;


· for health insurance benefits, $100,000 for coverages not defined as disability income, health
benefit plans or long-term care insurance, including any net cash surrender and net cash
withdrawal values;


· $300,000 for disability income insurance and long-term care insurance;
· $500,000 for health benefit plans;
· $250,000 in the present value of annuity benefits; including net cash surrender and net cash


withdrawal value;
· with respect to a structured settlement annuity, $250,000 in present value annuity benefits, in the


aggregate, including net cash surrender and net cash withdrawal values;
· $250,000 in the aggregate, of present-value annuity benefits, including net cash surrender and


net cash withdrawal values with respect to an individual participating in a governmental retirement
plan established under 26 U.S.C. 401, 26 U.S.C.403(b), or 26 U.S.C. 457 and covered by an
unallocated annuity contract, or to a beneficiary of the individual if the individual is deceased; or


· $5,000,000 in unallocated annuity contract benefits, irrespective of the number of contracts held
by that contract holder, with respect to any one contract holder or plan sponsor whose plan owns,
directly or in trust, one or more unallocated annuity contracts.


Note to benefit plan trustees or other holders of unallocated annuities (GICs, DA Cs, etc.) covered by
the act: for unallocated annuities that fund government retirement plans under sections 401(k), 4043(b),
or 457 of the Internal Revenue Code, the limit is $250,000 in present value of annuity benefits including
net cash surrender and net cash withdrawal per participating individual. In no event shall the
association be liable to spend more than $300,000 in the aggregate per individual. For covered
unallocated annuities that fund other plans, a special limit of $5,000,000 applies to each contract holder,
regardless of the number of contracts held with the same company or number of persons covered. In all
cases the contract limits also apply.


COMPLAINTS AND COMPANY FINANCIAL INFORMATION


A written complaint to allege violation of any provision of the Alaska Life and Health Insurance Guaranty
Association Act must be filed with the Division of Insurance, 550 West Seventh Avenue, Suite 1560,
Anchorage, Alaska, 99501-3567; telephone (907)269-7900. Financial information for an insurance
company, if the insurance information is not proprietary, is available at the same address and telephone
number. The guaranty association should not be contacted regarding the financial information of an
insurance company.


The association is not an agency of the State of Alaska nor are there any
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guarantees by the State of Alaska regarding the payment of claims by the
association. The guaranty association is not your insurance company.


Alaska Life and Health Insurance Guaranty Association
P.O. Box 220207
Anchorage, Alaska 99522-0207
(907)243-2311


Division of Insurance
550 West Seventh Avenue, Suite 1560
Anchorage, Alaska 99501-3567
(907)269-7900
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ARKANSAS


LIMITATIONS AND EXCLUSIONS UNDER THE
ARKANSAS LIFE AND HEALTH INSURANCE


GUARANTY ASSOCIATION ACT


Residents of this state who purchase life insurance, annuities or health and accident insurance should know that the
insurance companies licensed in this state to write these types of insurance are members of the Arkansas Life and
Health Insurance Guaranty Association ("Guaranty Association"). The purpose of the Guaranty Association is to
assure that policy and contract owners will be protected, within certain limits, in the unlikely event that a member
insurer becomes financially unable to meet its obligations. If this should happen, the Guaranty Association will assess
its other member insurance companies for the money to pay the claims of policy owners who live in this state and, in
some cases, to keep coverage in force. The valuable extra protection provided by the member insurers through the
Guaranty Association is not unlimited, however. And, as noted in the box below, this protection is not a substitute for
consumers' care in selecting insurance companies that are well managed and financially stable.


DISCLAIMER


The Arkansas Life and Health Insurance Guaranty Association ("Guaranty
Association") may not provide coverage for this policy. If coverage is provided, it
may be subject to substantial limitations or exclusions and require continued
residency in this state. You should not rely on coverage by the Guaranty
Association in purchasing an insurance policy or contract.


Coverage is NOT provided for your policy or contract or any portion of it
that is not guaranteed by the insurer or for which you have assumed the risk,
such as non-guaranteed amounts held in a separate account under a variable life
or variable annuity contract.


Insurance companies or their agents are required by law to provide you
with this notice. However, insurance companies and their agents are prohibited
by law from using the existence of the Guaranty Association to induce you to
purchase any kind of insurance policy.


The Arkansas Life and Health Insurance Guaranty Association
c/o The Liquidation Division
1023 West Capitol
Little Rock, Arkansas 72201


Arkansas Insurance Department
1200 West Third Street


Little Rock, Arkansas 72201-1904


The state law that provides for this safety-net is called the Arkansas Life and Health Insurance Guaranty Association
Act ("Act"). Below is a brief summary of the Act's coverages, exclusions and limits. This summary does not cover all
provisions of the Act; nor does it in any way change anyone's rights or obligations under the Act or the rights or
obligations of the Guaranty Association.
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COVERAGE


Generally, individuals will be protected by the Guaranty Association if they live in this state and hold a life, annuity or
health insurance contract or policy, or if they are insured under a group insurance contract
issued by a member insurer. The beneficiaries, payees or assignees of policy or contract owners are protected as
well, even if they live in another state.


EXCLUSIONS FROM COVERAGE


However, persons owning such policies are NOT protected by the Guaranty Association if:


* They are eligible for protection under the laws of another state (this may occur when the insolvent insurer was
incorporated in another state whose guaranty association protects insureds who live outside that state);


* The insurer was not authorized to do business in this state;


* Their policy or contract was issued by a nonprofit hospital or medical service organization, an HMO, a fraternal
benefit society, a mandatory state pooling plan, a mutual assessment company or similar plan in which the policy
or contract owner is subject to future assessments, or by an insurance exchange.


The Guaranty Association also does NOT provide coverage for:


* Any policy or contract or portion thereof which is not guaranteed by the insurer or for which the owner has
assumed the risk, such as non-guaranteed amounts held in a separate account under a variable life or variable
annuity contract;


* Any policy of reinsurance (unless an assumption certificate was issued);


* Interest rate yields that exceed an average rate;


* Dividends and voting rights and experience rating credits;


* Credits given in connection with the administration of a policy by a group contract holder;


* Employers' plans to the extent they are self-funded (that is, not insured by an insurance company, even if an
insurance company administers them);


* Unallocated annuity contracts (which give rights to group contractholders, not individuals);


* Unallocated annuity contracts issued to/in connection with benefit plans protected under Federal Pension Benefit
Corporation ("FPBC")(whether the FPBC is yet liable or not);


* Portions of an unallocated annuity contract not owned by a benefit plan or a government lottery (unless the owner
is a resident) or issued to a collective investment trust or similar pooled fund offered by a bank or other financial
institution);


* Portions of a policy or contract to the extent assessments required by law for the Guaranty Association are
preempted by State or Federal law;


* Obligations that do not arise under the policy or contract, including claims based on marketing materials or side
letters, riders, or other documents which do not meet filing requirements, or claims for policy misrepresentations,
or extra-contractual or penalty claims;


* Contractual agreements establishing the member insurer's obligations to provide book value accounting
guarantees for defined contribution benefit plan participants (by reference to a portfolio of assets owned by a
nonaffiliate benefit plan or its trustees).
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LIMITS ON AMOUNT OF COVERAGE


The Act also limits the amount the Guaranty Association is obligated to cover: The Guaranty Association cannot pay
more than what the insurance company would owe under a policy or contract. Also, for any one insured life, the
Guaranty Association will pay a maximum of $300,000 in life and annuity benefits and $500,000 in health insurance
benefits-no matter how many policies and contracts there were with the same company, even if they provided
different types of coverages. Within these overall limits, the Association will not pay more than $300,000 in disability
and long term care benefits, $500,000 in health insurance benefits, $300,000 in present value of annuity benefits, or
$300,000 in life insurance death benefits or net cash surrender values-again, no matter how many policies and
contracts there were with the same company, and no matter how many different types of coverages. There is a
$1,000,000 limit with respect to any contract holder for unallocated annuity benefits, irrespective of the number of
contracts held by the contract holder. These are limitations for which the Guaranty Association is obligated before
taking into account either its subrogation and assignment rights or the extent to which those benefits could be
provided out of the assets of the impaired or insolvent insurer.
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CALIFORNIA


NOTICE OF PROTECTION PROVIDED BY
CALIFORNIA LIFE AND HEALTH INSURANCE GUARANTEE ASSOCIATION


This notice provides a brief summary regarding the protections provided to policyholders by the California Life
and Health Insurance Guarantee Association (“the Association”). The purpose of the Association is to assure
that policyholders will be protected, within certain limits, in the unlikely event that a member insurer of the
Association becomes financially unable to meet its obligations. Insurance companies licensed in California to
sell life insurance, health insurance, annuities and structured settlement annuities are members of the
Association. The protection provided by the Association is not unlimited and is not a substitute for
consumers’ care in selecting insurers. This protection was created under California law, which determines
who and what is covered and the amounts of coverage.


Below is a brief summary of the coverages, exclusions and limits provided by the Association. This summary
does not cover all provisions of the law; nor does it in any way change anyone’s rights or obligations or the
rights or obligations of the Association.


COVERAGE


· Persons Covered


Generally, an individual is covered by the Association if the insurer was a member of the Association and the
individual lives in California at the time the insurer is determined by a court to be insolvent. Coverage is also
provided to policy beneficiaries, payees or assignees, whether or not they live in California.


· Amounts of Coverage


The basic coverage protections provided by the Association are as follows.


· Life Insurance, Annuities and Structured Settlement Annuities


For life insurance policies, annuities and structured settlement annuities, the Association will provide the
following:


· Life Insurance
80% of death benefits but not to exceed $300,000
80% of cash surrender or withdrawal values but not to exceed $100,000


· Annuities and Structured Settlement Annuities
80% of the present value of annuity benefits, including net cash withdrawal and net cash
surrender values but not to exceed $250,000


The maximum amount of protection provided by the Association to an individual, for all life insurance,
annuities and structured settlement annuities is $300,000, regardless of the number of policies or
contracts covering the individual.


· Health Insurance


The maximum amount of protection provided by the Association to an individual, as of October 1, 2016, is
$554,556. This amount will increase or decrease based upon changes in the health care cost component of
the consumer price index to the date on which an insurer becomes an insolvent insurer.
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COVERAGE LIMITATIONS AND EXCLUSIONS FROM COVERAGE


The Association may not provide coverage for this policy. Coverage by the Association generally requires
residency in California. You should not rely on coverage by the Association in selecting an insurance
company or in selecting an insurance policy.


The following policies and persons are among those that are excluded from Association coverage:


· A policy or contract issued by an insurer that was not authorized to do business in California when it
issued the policy or contract


· A policy issued by a health care service plan (HMO), a hospital or medical service organization, a
charitable organization, a fraternal benefit society, a mandatory state pooling plan, a mutual assessment
company, an insurance exchange, or a grants and annuities society


· If the person is provided coverage by the guaranty association of another state.


· Unallocated annuity contracts; that is, contracts which are not issued to and owned by an individual and
which do not guaranty annuity benefits to an individual


· Employer and association plans, to the extent they are self-funded or uninsured


· A policy or contract providing any health care benefits under Medicare part C or Part D


· An annuity issued by an organization that is only licensed to issue charitable gift annuities


· Any policy or portion of a policy which is not guaranteed by the insurer or for which the individual has
assumed the risk, such as certain investment elements of a variable life insurance policy or a variable
annuity contract


· Any policy of reinsurance unless an assumption certificate was issued


· Interest rate yields (including implied yields) that exceed limits that are specified in Insurance Code
Section 1607.02(b)(2)(C).


NOTICES


Insurance companies or their agents are required by law to give or send you this notice. Policyholders with
additional questions should first contact their insurer or agent. To learn more about coverages provided by
the Association, please visit the Association’s website at www.califega.org, or contact with of the following:


California Life and Health Insurance California Department of Insurance
Guarantee Association Consumer Communications Bureau
P.O. Box 16860, 300 South Spring Street
Beverly Hills, CA 90209-3319 Los Angeles, CA 90013
(323) 782-0182 (800) 927-4357


Insurance companies and agents are not allowed by California law to use the existence of the
Association or its coverage to solicit, induce or encourage you to purchase any form of insurance.
When selecting an insurance company, you should not rely on Association coverage. If there is any
inconsistency between this notice and California law, then California law will control.
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COLORADO


NOTICE OF
PROTECTION PROVIDED BY


LIFE AND HEALTH INSURANCE PROTECTION ASSOCIATION


This notice provides a brief summary of the Life and Health Insurance Protection Association (“the
Association”) and the protection it provides for policyholders. This safety net was created under Colorado law,
which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, annuity or health
insurance company becomes financially unable to meet its obligations and is taken over by its Insurance
Department. If this should happen, the Association will typically arrange to continue coverage and pay claims,
in accordance with Colorado law, with funding from assessments paid by other insurance companies.


The basic protections provided by the Association are:


- Life Insurance
$300,000 in death benefits
$100,000 in cash surrender or withdrawal values


- Health Insurance
$500,000 in hospital, medical and surgical insurance benefits
$300,000 in disability insurance benefits
$300,000 in long-term care insurance benefits
$100,000 in other types of health insurance benefits


- Annuities
$250,000 in withdrawal and cash values


In general, the maximum amount of protection for each individual, regardless of the number of policies or
contracts, is $300,000. Special rules may apply with regard to hospital, medical and surgical insurance
benefits.


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
There are also various residency requirements and other limitations under Colorado law.


To learn more about the above protections, as well as protections relating to group contracts or retirement
plans, please visit the Association’s website www.colifega.org or contact:


Colorado Life and Health
Insurance Protection Association
201 Robert S. Kerr Ave. Suite 600
Oklahoma City, OK 73102
1-800-337-7796


Colorado Division of Insurance
1560 Broadway, Suite 850
Denver, CO 80202


(303) 894-7499


Insurance companies and agents are not allowed by Colorado law to use the existence of the Association or
its coverage to encourage you to purchase any form of insurance. When selecting an insurance company,
you should not rely on Association coverage. If there is any inconsistency between this notice and Colorado
law, then Colorado law will control.



http://www.colifega.org/
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DISTRICT OF COLUMBIA


SUMMARY OF GENERAL PURPOSES, COVERAGE LlMlTATlONS AND
CONSUMER PROTECTION


General Purposes
Residents of the District of Columbia should know that licensed insurers who sell health
insurance, life insurance, and annuities in the District of Columbia are members of the
District of Columbia Life and Health Insurance Guaranty Association ("Guaranty
Association").


The purpose of the Guaranty Association is to provide statutorily-determined benefits
associated with covered policies and contracts in the unlikely event that a member insurer
is unable to meet its financial obligations and is found by a court of law to be insolvent.
When a member insurer is found by a court to be insolvent, the Guaranty Association will
assess the other member insurers to satisfy the benefits associated with any outstanding
covered claims of persons residing in the District of Columbia. However, the protection
provided through the Guaranty Association is subjected to certain statutory limits explained
under "Coverage Limitations" section, below. In some cases, the Guaranty Association
may facilitate the reassignment of policies or contracts to other licensed insurance
companies to keep the coverage in-force, with no change in contractual rights or benefits.


Coverage
The Guaranty Association, established pursuant to the Life and Health Guaranty
Association Act of 1992 ("Act"), effective July 22, 1992 (D.C. Law 9-129; D.C. Official Code
Section 31-5401 et seq.), provides insolvency protection for certain types of insurance
policies and contracts.


The insolvency protections provided by the Guaranty Association is generally conditioned
on a person being 1) a resident of the District of Columbia and 2) the individual insured or
owner under a health insurance, life insurance, or annuity contract issued by a member
insurer, or insured under a group policy insurance contract issued by a member insurer.
Beneficiaries, payees, or assignees of District insureds are also covered under the Act,
even if they reside in another state.


Coverage Limitations
The Act also limits the amount the Guaranty Association is obligated to pay. The benefits
for which the Guaranty Association may become liable shall be limited to the lesser of:


* The contractual obligations for which the insurer is liable or for which the insurer
would have been liable if it were not an impaired or insolvent insurer; or
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* With respect to any one life, regardless of the number of policies, contracts, or
certificates:
o $300,000 in life insurance death benefits for any one life; including net cash


surrender or net cash withdrawal values;
o $300,000 in the present value of annuity benefits, including net cash


surrender or net cash withdrawal values;
o $300,000 in the present value of structured settlement annuity benefits,


including net cash surrender or net cash withdrawal values;
o $300,000 for long-term care insurance benefits;
o $300,000 for disability insurance benefits;
o $500,000 for basic hospital, medical, and surgical insurance, or major


medical insurance benefits;
o $100,000 for coverage not defined as disability insurance or basic hospital,


medical and surgical insurance or major medical insurance or long term care
insurance including any net cash surrender and net cash withdrawal values.


In no event is the Guaranty Association liable for more than $300,000 with respect to any
one life ($500,000 in the event of basic hospital, medical, and surgical insurance, or major
medical insurance).


Additionally, the Guaranty Association is not obligated to cover more than $5,000,000 for
multiple non-group policies of life insurance with one owner of regardless of the number of
policies owned.


Exclusions Examples
Policy or contract holders are not protected by the Guaranty Association if:


* They are eligible for protection under the laws of another state (this may occur
when the insolvent insurer was domiciled in a state whose guaranty association law
protects insureds that live outside of that state);


* Their insurer was not authorized to do business in the District of Columbia; or
* Their policy was issued by a charitable organization, a fraternal benefit society, a


mandatory state pooling plan, a mutual assessment company, an insurance
exchange, a non-profit hospital or medical service organization, a health
maintenance organization, or a risk retention group.


The Guaranty Association also does not cover:
* Any policy or portion of a policy which is not guaranteed by the insurer or for which


the individual has assumed the risk;
* Any policy of reinsurance (unless an assumption certificate was issued);
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* Any plan or program of an employer or association that provides life, health, or
annuity benefits to its employees or members and is self-funded;


* Interest rate guarantees which exceed certain statutory limitations;
* Dividends, experience rating credits or fees for services in connection with a policy;
* Credits given in connection with the administration of a policy by a group contract


holder; or
* Unallocated annuity contacts.


Consumer Protection
To learn more about the above referenced protections, please visit the Guaranty
Association's website at www.dclifega.org. Additional questions may be directed to the
District of Columbia Department of Insurance, Securities and Banking (DISB) and they will
respond to questions not specifically addressed in this disclosure document.


Policy or contract holders with additional questions may contact either:


District of Columbia District of Columbia
Department of Insurance, Securities Life and Health Guaranty
and Banking Association
1050 First St NE #801 1200 G Street, N.W.
Washington, DC 20002 Washington, DC 20005
Ph: (202) 727-8000 Ph: (202) 434-8771
Fax: (202) 354-1085 Fax: (202) 347-2990


Pursuant to the Act (D.C. Official Code Section 31-5416), insurers are required to provide
notice to policy and contract holders of the existence of the Guaranty Association and the
amounts of coverage provided under the Act. Your insurer and agent are prohibited by law
from using the existence of the Guaranty Association and the protection it provides to
market insurance products. You should not rely on insolvency protection provided under
the Act when selecting an insurer or insurance product. If you have obtained this document
from an agent in connection with the purchase of a policy or contract, you should be aware
that such delivery does not guarantee that the Guaranty Association would cover your
policy or contract. Any determination of whether a policy or contract will be covered will be
determined solely by the coverage provisions of the Act.


This disclosure is intended to summarize the general purpose of the Act and does not
address all the provisions of the Act. Moreover, the disclosure is not intended and should
not be relied upon to alter any rights established in any policy or contract or under the Act.
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HAWAII


NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER THE


HAWAII LIFE AND DISABILITY INSURANCE
GUARANTY ASSOCIATION ACT


Residents of Hawaii who purchase life insurance, annuities or disability insurance should know that the
insurance companies licensed in this state to write these types of insurance are members of the Hawaii Life
and Disability Insurance Guaranty Association. The purpose of this Association is to assure that
policyholders will be protected, within limits, in the unlikely event that a member insurer becomes financially
unable to meet its obligations. If this should happen, the Guaranty Association will assess its other member
insurance companies for the money to pay the claims of insured persons who live in this state and, in some
cases, to keep coverage in force. The valuable extra protection provided by these insurers through the
Guaranty Association is not unlimited, however. And, as noted in the box below, this protection is not a
substitute for consumers' care in selecting companies that are well-managed and financially stable.


DISCLAIMER


The Hawaii Life and Disability Insurance Guaranty Association may not provide coverage for this policy. If
coverage is provided, it may be subject to substantial limitations or exclusions, and require continued
residency in Hawaii. You should not rely on coverage by the Hawaii Life and Disability Insurance Guaranty
Association in selecting an insurance company or in selecting an insurance policy.


Coverage is NOT provided for your policy or any portion of it that is not guaranteed by the insurer or for which
you have assumed the risk, such as a variable contract sold by prospectus.


Insurance companies or their agents are required by law to give or send you this notice. However, insurance
companies and their agents are prohibited by law from using the existence of the guaranty association to
induce you to purchase any kind of insurance policy.


The Hawaii Life and Disability Insurance Guaranty Association
1132 Bishop Street, Suite 1590


Honolulu, Hawaii 96813


Department of Commerce & Consumer Affairs
Insurance Division


P.O. Box 3614
Honolulu, Hawaii 96811


The state law that provides for this safety-net coverage is called the Hawaii Life and Disability Insurance
Guaranty Association Act. Below is a brief summary of this law's coverages, exclusions and limits. This
summary does not cover all provisions of the law; nor does it in any way change anyone's rights or obligations
under the act or the rights or obligations of the Guaranty Association.
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COVERAGE


Generally, individuals will be protected by the Hawaii Life and Disability Insurance Guaranty Association if
they live in this state and hold a life or disability insurance contract, or an annuity, or if they are insured under
a group insurance contract, issued by a member insurer. The beneficiaries, payees or assignees of insured
persons are protected as well, even if they live in another state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies are not protected by the Guaranty Association if:
* they are eligible for protection under the laws of another state (this may occur when the insolvent insurer


was incorporated in another state whose guaranty association protects insureds who live outside that
state); or


* the insurer was not a member of the Guaranty Association. A nonprofit hospital or medical service
organization (the "Blues"), an HMO, a fraternal benefit society, a mandatory state pooling plan, a mutual
assessment company or similar plan in which the policyholder is subject to future assessments, or an
insurance exchange are examples of nonmember insurers.


The Guaranty Association also does not provide coverage for:
* any policy or portion of a policy which is not guaranteed by the insurer or for which the individual has


assumed the risk, such as a variable contract sold by prospectus;
* any policy of reinsurance (unless an assumption certificate was issued);
* interest rate yields that exceed an average rate;
* dividends;
* credits given in connection with the administration of a policy by a group contractholder;
* employers' plans to the extent they are self-funded (that is, not insured by an insurance company, even if


an insurance company administers them);
* unallocated annuity contracts (which give rights to group contractholders, not individuals).


LIMITS ON AMOUNT OF COVERAGE


The Act also limits the amount the Guaranty Association is obligated to pay out. The basic protections
provided by the Association are:


- Life Insurance
$300,000 in death benefits
$100,000 in cash surrender or withdrawal values


- Health Insurance
$500,000 in hospital, medical and surgical insurance benefits
$300,000 in disability insurance benefits
$300,000 in long-term care insurance benefits
$100,000 in other types of health insurance benefits


- Annuities
$250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$300,000. Special rules may apply with regard to hospital, medical and surgical insurance benefits and with
regard to one owner or multiple non-group policies of life insurance.
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ILLINOIS
NOTICE OF


PROTECTION PROVIDED BY
ILLINOIS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary description of the Illinois Life and Health Insurance Guaranty
Association ("the Association") and the protection it provides for policyholders. This safety net was created
under Illinois law which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your member life, annuity,
health maintenance organization or health insurance company becomes financially unable to meet its
obligations and is placed into Receivership by the Insurance Department of the state in which the company is
domiciled. If this should happen, the Association will typically arrange to continue coverage, pay claims, or
otherwise provide protection in accordance with Illinois law, with funding from assessments paid by other
insurance companies and health maintenance organizations.


The basic protections provided by the Association per insured in each insolvency are:


- Life Insurance
o $300,000 for death benefits
o $100,000 for cash surrender or withdrawal values


- Health Insurance
o $500,000 for health benefit plans*
o $300,000 for disability insurance benefits
o $300,000 for long-term care insurance benefits
o $100,000 for other types of health insurance benefits


- Annuities
o $250,000 for withdrawal and cash values


*The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$300,000, except special rules apply with regard to health benefit plans benefits for which the maximum
amount of protection is $500,000.


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
There are also residency requirements and other limitations under Illinois law.


To learn more about these protections, as well as protections relating to group contracts or retirement plans,
please visit the Association's website at www.ilhiga.org or contact:


Illinois Life and Health Insurance Guaranty Association
901 Warrenville Road, Suite 400
Lisle, Illinois 60532-4324


Illinois Department of Insurance
4th Floor
320 West Washington Street
Springfield, Illinois 62767


Insurance companies, health maintenance organizations and agents are not allowed by Illinois law to
use the existence of the Association or its coverage to encourage you to purchase any form of
insurance. When selecting an insurance company or health maintenance organization, you should not
rely on Association coverage. If there is any inconsistency between this notice and Illinois law, then
Illinois law will control.


The Association is not an insurance company or health maintenance organization. If you wish to
contact your insurance company or health maintenance organization, please use the phone number
found in your policy or contact the Illinois Department of Insurance at DOI.InfoDesk@illinois.gov.
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INDIANA


NOTICE OF PROTECTION PROVIDED BY THE
INDIANA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This Notice provides a brief summary of the Indiana Life and Health Insurance Guaranty
Association (“ILHIGA”) and the protection it provides for policyholders. This safety net was created
under Indiana law, which determines who and what is covered and the amounts of coverage.


ILHIGA was established to provide protection to policyholders in the unlikely event that your life,
annuity or health insurance company becomes financially unable to meet its obligations and is
taken over by its insurance department. If this should happen, ILHIGA will typically arrange to
continue coverage and pay claims, in accordance with Indiana law, with funding from assessments
paid by other insurance companies. (For the purposes of this Notice, the terms “insurance
company” and “insurer” mean and include health maintenance organizations (“HMOs”)).


Basic Protections Currently Provided by ILHIGA


Generally, an individual is covered by ILHIGA if the insurer was a member of ILHIGA and the
individual lives in Indiana at the time the insurer is ordered into liquidation with a finding of
insolvency. The coverage limits below apply only for companies placed in rehabilitation or
liquidation on or after July 1, 2018. The benefits that ILHIGA is obligated to cover are not to exceed
the lessor of (a) the contractual obligations for which the member insurer is liable or would have
been liable if the member insurer were not an insolvent insurer, or (b) the limits indicated below:


Life Insurance


* $300,000 in death benefits
* $100,000 in net cash surrender or net cash withdrawal values


Health Insurance


* $500,000 for health plan benefits (see definition below)
* $300,000 in disability income and long-term care insurance benefits
* $100,000 in other types of health insurance benefits


Annuities


* $250,000 in present value of annuity benefits (including net cash surrender and net
cash withdrawal values)


The maximum amount of protection for each individual, regardless of the number of policies or
contracts, is $300,000. Special rules may apply with regard to health benefit plans and covered
unallocated annuities.


“Health benefit plan” is defined in IC 27-8-8-2(o), and generally includes hospital or medical
expense policies, certificates, HMO subscriber contracts or certificates or other similar health
contracts that provide comprehensive forms of coverage for hospitalization or medical services, but
excludes policies that provide coverages for limited benefits (such as accident-only, credit, dental-
only or vision-only insurance), Medicare Supplement insurance, disability income insurance and
long-term care insurance.
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The protections listed above apply only to the extent that benefits are payable under covered
policy(s). In no event will the ILHIGA provide benefits greater than the contractual obligations in the
life, annuity, or health insurance policy or contract. The statutory limits on ILHIGA coverage have
changed over the years and coverage in prior years may not be the same as that set forth in this
Notice.


Note: Certain policies and contracts may not be covered or fully covered. For example,
coverage does not extend to any portion(s) of a policy or contract that the insurer does not
guarantee, such as certain investment additions to the account value of a variable life insurance
policy or variable annuity contract.


Benefits provided by a long-term care (LTC) rider to a life insurance policy or annuity contract shall
be considered the same type of benefits as the base life insurance policy or annuity to which it
relates.


To learn more about the protections provided by ILHIGA, please visit the ILHIGA website at
www.inlifega.org or contact:


Indiana Life & Health Insurance Indiana Department of Insurance
Guaranty Association 311 West Washington Street, Suite 103
3502 Woodview Trace Suite 100 Indianapolis, IN 46204
Indianapolis, IN 46268 (317) 232-2385
(317) 636-8204


The policy or contract that this Notice accompanies might not be fully covered by ILHIGA
and even if coverage is currently provided, coverage is (a) subject to substantial limitations
and exclusions (some of which are described above), (b) generally conditioned on continued
residence in Indiana, and (c) subject to possible change as a result of future amendments to
Indiana law and court decisions.


Complaints to allege a violation of any provision of the Indiana Life and Health Insurance
Guaranty Association Act must be filed with the Indiana Department of Insurance, 311 W.
Washington Street, Suite 103, Indianapolis, IN 46204; (telephone) 317-232-2385.


Insurance companies and agents are not allowed by Indiana law to use the existence of
ILHIGA or its coverage to encourage you to purchase any form of insurance or HMO
coverage. (IC27-8-8-18(a)). When selecting an insurance company, you should not rely on
ILHIGA coverage. If there is any inconsistency between this Notice and Indiana law, Indiana
law will control.


Questions regarding the financial condition of a company or your life, health insurance
policy or annuity should be directed to your insurance company or agent.
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IOWA
NOTICE OF PROTECTION PROVIDED BY


IOWA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the Iowa Life and Health Insurance Guaranty Association
(the "Association") and the protection it provides for policyholders. This safety net was created
under Iowa law, which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, annuity or
health insurance company becomes financially unable to meet its obligations and is taken over by
its Insurance Department. If this should happen, the Association will typically arrange to continue
coverage and pay claims, in accordance with Iowa law, with funding from assessments paid by
other insurance companies.


The basic protections provided by the Association are:


* Life Insurance
- $300,000 in death benefits
- $100,000 in cash surrender and withdrawal values


* Health Insurance
- $500,000 in basic hospital, medical-surgical and major medical insurance benefits
- $300,000 in disability income insurance benefits
- $300,000 in long-term care insurance benefits
- $100,000 in other types of health insurance benefits


* Annuities
- $250,000 in annuity benefits, cash surrender and withdrawal values


The maximum amount of protection for each individual, regardless of the number of policies or
contracts, is $350,000. Special rules may apply with regard to hospital, medical-surgical and major
medical insurance benefits.


Note: Certain policies and contracts may not be covered or fully covered. If coverage is
available, it will be subject to substantial limitations and exclusions. For example, coverage does
not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as
certain investment additions to the account value of a variable life insurance policy or a variable
annuity contract. There are also various residency requirements under Iowa law.


To learn more about the Association and the protections it provides, as well as those relating to
group contracts or retirement plans, please visit the Association's website at www.ialifega.org, or
contact:


Iowa Life and Health Insurance Iowa Insurance Division
Guaranty Association 330 Maple Street
700 Walnut Street, Suite 1600 Des Moines, IA 50319
Des Moines, IA 50309 (515) 281-5705
(515) 248-5712







Iowa


Information about the financial condition of insurers is available from a variety of sources, including
financial rating agencies such as AM Best Company, Fitch Inc., Moody's Investors Service, Inc.,
and Standard & Poor's. That information may be accessed from the "Helpful Links & Information"
page located on the website of the Iowa Insurance Division at www.iid.state.ia.us.


The Association is subject to supervision and regulation by the Commissioner of the Iowa Insurance
Division. Persons who desire to file a complaint to allege a violation of the laws governing the
Association may contact the Iowa Insurance Division. State law provides that any suit against the
Association shall be brought in the Iowa District Court in Polk County, Iowa.


Insurance companies and agents are not allowed by Iowa law to use the existence of the
Association or its coverage to encourage you to purchase any form of insurance. When selecting
an insurance company, you should not rely on Association coverage. If there is any inconsistency
between this notice and Iowa law, then Iowa law will control.
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KANSAS


GENERAL PURPOSES AND LIMITATIONS OF THE
KANSAS LIFE AND HEALTH


INSURANCE GUARANTY ASSOCIATION
K.S.A. 40-3001, et. seq.


DISCLAIMER


THE KANSAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION MAY NOT PROVIDE
COVERAGE FOR ALL OR A PORTION OF THIS POLICY. IF COVERAGE IS PROVIDED, IT MAY
BE SUBJECT TO SUBSTANTIAL LIMITATIONS AND EXCLUSIONS, AND IS CONDITIONED
UPON RESIDENCY IN THIS STATE. THEREFORE, YOU SHOULD NOT RELY UPON
COVERAGE BY THE KANSAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION IN
SELECTING AN INSURANCE COMPANY OR IN SELECTING AN INSURANCE POLICY.
INSURANCE COMPANIES AND THEIR AGENTS ARE PROHIBITED BY LAW FROM USING THE
EXISTENCE OF THE KANSAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION IN
SELLING YOU ANY FORM OF AN INSURANCE POLICY, OR TO INDUCE YOU TO PURCHASE
ANY FORM OF AN INSURANCE POLICY. EITHER THE KANSAS LIFE AND HEALTH
INSURANCE GUARANTY ASSOCIATION OR THE KANSAS INSURANCE DEPARTMENT WILL
RESPOND TO ANY QUESTIONS YOU HAVE REGARDING THIS DOCUMENT.


Kansas Life and Health Insurance Kansas Insurance Department
Guaranty Association 420 SW 9th Street
3745 SW Wanamaker Road, Suite C Topeka, KS 66612
Topeka, KS 66601


This is a brief summary of the Kansas Life and Health Insurance Guaranty Association (“the
Association”) and the protection it provides for policyholders. If there is any inconsistency between
this notice and Kansas law, then Kansas law will control.


The Association was established to provide protection in the unlikely event that your life, annuity or
health insurance company becomes financially unable to meet its obligations and is taken over by
its Insurance Department. If this should happen, the Association will typically arrange to continue
coverage and pay claims, in accordance with Kansas law, with funding from assessments paid by
other insurance companies. This safety net was created under Kansas law, which determines who
and what is covered and the amounts of coverage. The basic protections provided by the
Association are:


· Life Insurance
$300,000 in death benefits
$100,000 in cash surrender or withdrawal values


· Health Insurance
$500,000 in hospital, medical and surgical insurance benefits
$300,000 in disability insurance benefits
$300,000 in long-term care insurance benefits
$100,000 in other types of health insurance benefits


· Annuities
$250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or
contracts, is $300,000. Special rules may apply with regard to hospital, medical and surgical
insurance benefits, as well as certain aggregate limits.
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LOUISIANA


Summary of the Louisiana Life and Health
Insurance Guaranty Association Act and


Notice Concerning Coverage
Limitations and Exclusions


A. Residents of Louisiana who purchase life insurance, annuities or health insurance should know that the
insurance companies licensed in this state to write these types of insurance are required by law to be
members of the LLHIGA. The purpose of LLHIGA is to assure that policyholders will be protected, within
limits, in the unlikely event that a member insurer becomes financially unable to meet its obligations. If
this happens, LLHIGA will assess its other member insurance companies for the money to pay the claims
of insured persons who live in this state, and in some cases, to keep coverage in force. However, the
valuable extra protection provided by these insurers through LLHIGA is limited. As noted in the disclaimer
below, this protection is not a substitute for consumers' care in selecting companies that are well
managed and financially stable.


B. Except as provided in R.S. 22:2098(D), when an insurer delivers a policy or contract described in R.S.
22:2083(B)(1), then prior to or at the time of delivery, the disclaimer notice described in R.S. 22:2098(C)
and approved by the commissioner, shall be given separately to the policy or contract holder:


Disclaimer
The Louisiana Life and Health Insurance Guaranty Association provides coverage of claims under some
types of policies if the insurer becomes impaired or insolvent. COVERAGE MAY NOT BE AVAILABLE FOR
YOUR POLICY. Even if coverage is provided, there are significant limits and exclusions. Coverage is
generally conditioned upon residence in this state. Other conditions may also preclude coverage.


Insurance companies and insurance agents are prohibited by law from using the existence of the association
or its coverage to sell you an insurance policy.


You should not rely on the availability of coverage under the Louisiana Life and Health Insurance Guaranty
Association when selecting an insurer.


The Louisiana Life and Health Insurance Guaranty Association or the Department of Insurance will respond to
any questions you may have which are not answered by this document.


LLHIGA Department of Insurance
P.O. Drawer 44126 P.O. Box 94214
Baton Rouge, Louisiana 70804 Baton Rouge, Louisiana 70804 9214


C. The state law that provides for this safety net coverage is called the Louisiana Life and Health Insurance
Guaranty Association Law (the law), and is set forth at R.S. 22:2081 et seq. The following is a brief
summary of this law's coverage, exclusions and limits. This summary does not cover all provisions of the
law; nor does it in any way change any person's rights or obligations under the law or the rights or
obligations of LLHIGA.


D. Generally, individuals will be protected by the Life and Health Insurance Guaranty Association if they live
in this state and hold a direct non-group life, health, or annuity policy or contract, a certificate under a
direct group policy or contract for a supplemental contract to any of these, or an unallocated annuity
contract issued by an insurer authorized to conduct business in Louisiana. The beneficiaries, payees or
assignees of insured persons may also be protected as well even if they live in another state unless they
are afforded coverage by the guaranty association of another state, or other circumstances described
under the law are applicable.
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E. Exclusions from Coverage
1. A person who holds a direct non-group life, health, or annuity policy or contract, a certificate under a


direct group policy or contract for a supplemental contract to any of these, or an unallocated annuity
contract is not protected by LLHIGA if:
a. he is eligible for protection under the laws of another state (This may occur when the insolvent


insurer was incorporated in another state whose guaranty association protects insureds who live
outside that state);


b. the insurer was not authorized to do business in this state;
c. his policy was issued by a profit nonprofit hospital or medical service organization, an HMO, a


fraternal benefit society, a mandatory state pooling plan, a mutual assessment company or
similar plan in which the policyholder is subject to future assessments, an insurance exchange,
an organization that issues charitable gift annuities as is defined in R.S. 22:952(A)(3), or any
entity similar to any of these.


2. LLHIGA also does not provide coverage for:
a. any policy or portion of a policy which is not guaranteed by the insurer or for which the individual


has assumed the risk, such as a variable contract sold by prospectus;
b. any policy of reinsurance (unless an assumption certificate was issued);
c. interest rate or crediting rate yields, or similar factors employed in calculating changes in value,


that exceed an average rate;
d. dividends, premium refunds, or similar fees or allowances described under the Law;
e. credits given in connection with the administration of a policy by a group contract holder;
f. employers’, associations’ or similar entities’ plans to the extent they are self funded (that is, not


insured by an insurance company, even if an insurance company administers them) or uninsured;
g. unallocated annuity contracts (which give rights to group contract holders, not individuals), except


unallocated annuity contracts and defined contribution government plans qualified under section
403(b) of the United States Internal Revenue Code (26 U.S.C. §403(b)).


h. an obligation that does not arise under the express written terms of the policy or contract issued
by the insurer to the policy owner or contract owner, including but not limited to, claims described
under the law;


i. a policy or contract providing any hospital, medical, prescription drug or other health care benefits
pursuant to “Medicare Part C coverage” or “Medicare Part D coverage” and any regulations
issued pursuant to those parts;


j. interest or other changes in value to be determined by the use of an index or other external
references but which have not been credited to the policy or contract or as to which the policy or
contract owner’s rights are subject to forfeiture, as of the date the member insurer becomes an
impaired or insolvent insurer, whichever is earlier.


F. Limits on Amounts of Coverage
1. The Louisiana Life and Health Insurance Guaranty Association Law also limits the amount that


LLHIGA is obligated to pay out.
2. The benefits for which LLHIGA may become liable shall in no event exceed the lesser of the


following:
a. LLHIGA cannot pay more than what the insurance company would owe under a policy or contract


if it were not an impaired or insolvent insurer.
b. For any one insured life, regardless of the number of policies or contracts there are with the same


company, LLHIGA will pay a maximum of $300,000 in life insurance death benefits, but not more
than $100,000 in net cash surrender and net cash withdrawal values for life insurance.


c. For any one insured life, regardless of the number of policies and contracts there were with the
same company, LLHIGA will pay a maximum of $500,000 in health insurance benefits, and
LLHIGA will pay a maximum of$250,000 in present value of annuities, including cash surrender
and cash withdrawal values.


3. In no event, regardless of the number of policies and contracts there were with the same company,
and no matter how many different types of coverages, LLHIGA shall not be liable to expend more
than $500,000 in the aggregate with respect to any one individual.
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MARYLAND


NOTICE OF PROTECTION PROVIDED BY
MARYLAND LIFE AND HEALTH


INSURANCE GUARANTY CORPORATION


This notice provides a brief summary of the Maryland Life and Health Insurance Guaranty
Corporation (the Corporation) and the protection it provides for policyholders. This safety
net was created under Maryland law, which determines who and what is covered and the
amounts of coverage.


The Corporation is not a department or unit of the State of Maryland and the liabilities or
debts of the Life and Health Insurance Guaranty Corporation are not liabilities or debts of
the State of Maryland.


The Corporation was established to provide protection in the unlikely event that your life,
annuity, or health insurance company becomes financially unable to meet its obligations
and is taken over by its Insurance Department. If this should happen, the Corporation will
typically arrange to continue coverage and pay claims, in accordance with Maryland law,
with funding from assessments paid by other insurance companies.


The basic protections provided by the Corporation are:
- Life Insurance


- $300,000 in death benefits
- $100,000 in cash surrender or withdrawal values


- Health Insurance
- $500,000 for basic hospital, medical, and surgical insurance or major medical


insurance provided by health benefit plans
- $300,000 for disability insurance
- $300,000 for long-term care insurance
- $100,000 for a type of health insurance not listed above, including any net cash


surrender and net cash withdrawal values under the types of health insurance listed
above


- Annuities
- $250,000 in the present value of annuity benefits, including net cash withdrawal


values and net and cash surrender values
- With respect to each payee under a structured settlement annuity, or beneficiary of


the payee, $250,000 in present value annuity benefits, in the aggregate, including
any net cash surrender and net cash withdrawal values.


The maximum amount of protection for each individual, regardless of the number of policies
or contracts, is:
- $300,000 in aggregate for all types of coverage listed above, with the exception of basic


hospital, medical, and surgical insurance or major medical insurance
- $500,000 in aggregate for basic hospital, medical, and surgical insurance or major


medical insurance


NOTE: Certain policies and contracts may not be covered or fully covered. For
example, coverage does not extend to any portion(s) of a policy or contract that the insurer
does not guarantee, such as certain investment additions to the account value of a variable
life insurance policy or a variable annuity contract. There are also various residency
requirements and other limitations under Maryland law.
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To learn more about the above protections, please visit the Corporation’s website at
www.mdlifega.org, or contact:


Maryland Life and Health Insurance Guaranty Corporation
8817 Belair Road, Suite 208
Perry Hall, MD 21236
1-410-248-0407


Maryland Insurance Administration
200 St. Paul Place, Suite 2700
Baltimore, MD 21202
1-800-492-6116, ext. 2170


Insurance companies and agents are not allowed by Maryland law to use the
existence of the Corporation or its coverage to encourage you to purchase any form
of insurance. When selecting an insurance company, you should not rely on
Corporation coverage. If there is any inconsistency between this notice and
Maryland law, then Maryland law will control.



http://www.mdlifega.org/
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MINNESOTA


Metropolitan Life Insurance Company
200 Park Avenue


New York, New York 10166
1-800-638-5433


NOTICE CONCERNING POLICYHOLDER RIGHTS IN AN
INSOLVENCY UNDER THE MINNESOTA LIFE AND HEALTH


INSURANCE GUARANTY ASSOCIATION LAW


If the insurer who issued your life, annuity, or health insurance policy becomes impaired or insolvent, you are
entitled to compensation for your policy from the assets of that insurer. The amount you recover will depend
on the financial condition of the insurer. In addition, residents of Minnesota who purchase life insurance,
annuities, or health insurance from insurance companies authorized to do business in Minnesota are
protected, SUBJECT TO LIMITS AND EXCLUSIONS, in the event the insurer becomes financially impaired or
insolvent. This protection is provided by the Minnesota Life and Health Insurance Guaranty Association.


Minnesota Life and Health Insurance Guaranty Association
4760 White Bear Parkway, Suite 101


White Bear Lake, MN 55110
Tel. 651-407-3149
Fax 651-407-3150


The maximum amount the guaranty association will pay for all policies issued on one life by the same insurer
is limited to $500,000. Subject to this $500,000 limit, the guaranty association will pay up to $500,000 in life
insurance death benefits, $130,000 in net cash surrender and net cash withdrawal values for life insurance,
$500,000 in health insurance benefits, including any net cash surrender and net cash withdrawal values,
$250,000 in the present value of annuity benefits, including net cash surrender and net cash withdrawal
values, $410,000 in present value of annuity benefits for annuities which are part of a structured settlement or
for annuities in regard to which periodic annuity benefits, for a period of not less than the annuitant's lifetime
or for a period certain of not less than ten years, have begun to be paid on or before the date of impairment or
insolvency, or if no coverage limit has been specified for a covered policy or benefit, the coverage limit shall
be $500,000 in present value. Unallocated annuity contracts issued to retirement plans, other than defined
benefit plans, established under Section 401, 403(b), or 457 of the Internal Revenue Code of 1986, as
amended through December 31, 1992; are covered up to $250,000 in net cash surrender and net cash
withdrawal values, for Minnesota residents covered by the plan provided, however, that the association shall
not be responsible for more than $10,000,000 in claims from all Minnesota residents covered by the plan. If
total claims exceed $10,000,000, the $10,000,000 shall be prorated among all claimants. These are the
maximum claim amounts. Coverage by the guaranty association is also subject to other substantial
limitations and exclusions and requires continued residency in Minnesota. If your claim exceeds the guaranty
association's limits, you may still recover a part or all of that amount from the proceeds of the liquidation of the
insolvent insurer, if any exist. Funds to pay claims may not be immediately available.


The guaranty association assesses insurers licensed to sell life and health insurance in Minnesota after the
insolvency occurs. Claims are paid from this assessment. THE COVERAGE PROVIDED BY THE
GUARANTY ASSOCIATION IS NOT A SUBSTITUTE FOR USING CARE IN SELECTING INSURANCE
COMPANIES THAT ARE WELL MANAGED AND FINANCIALLY STABLE. IN SELECTING AN INSURANCE
COMPANY OR POLICY, YOU SHOULD NOT RELY ON COVERAGE BY THE GUARANTY ASSOCIATION.
THIS NOTICE IS REQUIRED BY MINNESOTA STATE LAW TO ADVISE POLICYHOLDERS OF LIFE,
ANNUITY, OR HEALTH INSURANCE POLICIES OF THEIR RIGHTS IN THE EVENT THEIR INSURANCE
CARRIER BECOMES FINANCIALLY INSOLVENT.


THIS NOTICE IN NO WAY IMPLIES THAT THE COMPANY CURRENTLY HAS ANY TYPE OF FINANCIAL
PROBLEMS. ALL LIFE, ANNUITY AND HEALTH INSURANCE POLICIES ARE REQUIRED TO PROVIDE
THIS NOTICE.







EN-GUAR-14 MS


MISSISSIPPI


NOTICE OF PROTECTION PROVIDED BY
MISSISSIPPI LlFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the Mississippi Life and Health Insurance Guaranty
Association (the "Association") and the protection it provides for policyholders. This safety net
was created by Mississippi law, which determines who and what is covered and the amounts of
coverage.


The Association was established to provide protection in the unlikely event that your life,
annuity or health insurer becomes financially unable to meet its obligations. If this should
happen, the Association will typically arrange to continue coverage and pay claims, in
accordance with Mississippi law, with funding from assessments paid by other insurance
companies.


The maximum amount of protection with respect to any one (1) life, regardless of the number of
policies or contracts, is:


Life Insurance
- $300,000 in death benefits
- $100,000 in net cash surrender and net cash withdrawal values
Health Insurance
- $500,000 in basic hospital, medical and surgical or major medical benefits
- $300,000 in disability benefits
- $300,000 in long-term care insurance benefits
- $100,000 in other types of health insurance benefits
Annuities
- $250,000 in net cash surrender and net cash withdrawal values


The Association may not cover this policy. If coverage is provided, it will be subject to
substantial limitations and exclusions, and require continued residency in Mississippi. You
should not rely on coverage by the Association when selecting an insurer.


To learn more about the above protections, limitations and exclusions, as well as protections
relating to group contracts or retirement plans, please visit the Association's website at
www.mslifega.org, or contact:


Mississippi Life and Health Insurance Mississippi Insurance Department
Guaranty Association Woolfolk Building
330 North Mart Plaza 501 N. West Street, Suite 1001
Jackson, MS 39206-5327 Jackson, MS 39201
601-981-0755 601-359-3569


To file a complaint or seek information about the financial condition of an insurer, contact the
Mississippi Insurance Department.


Your insurer is required by law to provide you with this notice. However, insurance companies
and their agents are prohibited by law from using the existence of the Association for the
purpose of sales, solicitation or inducement to purchase any form of insurance.
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MISSOURI


NOTICE OF PROTECTION PROVIDED BY MISSOURI
LIFE AND HEALTH INSURANCE GUARANTY


ASSOCIATION


This notice provides a brief summary of the Missouri Life and Health Insurance Guaranty Association ("the
Association") and the protection it provides for policyholders. This safety net was created under Missouri law, which
determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, annuity, or health insurance
company becomes financially unable to meet its obligations and is taken over by its insurance department. If this
should happen, the Association will typically arrange to continue coverage and pay claims, in accordance with
Missouri law, with funding from assessments paid by other insurance companies.


The basic protections provided by the Association are as follows:


* Life Insurance
* $300,000 in death benefits
* $100,000 in cash surrender and withdrawal values


* Health Insurance
* $500,000 in hospital, medical and surgical insurance benefits
* $300,000 in disability insurance benefits
* $300,000 in long-term care insurance benefits
* $100,000 in other types of health insurance benefits


* Annuities
* $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or contracts, is as follows:


* $300,000 in aggregate for all types of coverage listed above, with the exception of basic hospital,
medical, and surgical insurance or major medical insurance


* $500,000 in aggregate for basic hospital, medical, and surgical insurance or major medical insurance


* $5,000,000 to one policy owner of multiple nongroup policies of life insurance, whether the policy owner
is an individual, firm, corporation, or other person, and whether the persons insured are officers,
managers, employees, or other persons


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does not extend to
any portion(s) of a policy or contract that the insurer does not guarantee, such as certain investment additions to the
account value of a variable life insurance policy or a variable annuity contract. There are also various residency
requirements and other limitations under Missouri law.


To learn more about the above protections, as well as protections relating to group contracts or retirement plans,
please visit the Association's website at www.mo-iga.org, or contact:


Missouri Life and Health Insurance Missouri Department of Insurance,
Guaranty Association Financial Institutions and Professional
994 Diamond Ridge, Suite 102 Registration
Jefferson City, Missouri 65109 301 West High Street, Room 530
Ph.: 573-634-8455 Jefferson City, Missouri 65101
Fax: 573-634-8488 Ph.: 573-522-6115


Insurance companies and agents are not allowed by Missouri law to use the existence of the Association or its
coverage to encourage you to purchase any form of insurance. When selecting an insurance company, you should
not rely on Association coverage. If there is any inconsistency between this notice and Missouri law, then Missouri law
will control.
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MONTANA


NOTICE OF
PROTECTION PROVIDED BY


MONTANA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the Montana Life and Health Insurance
Guaranty Association (the Association) and the protection it provides for policyholders.


The Association was established under Montana law to provide protection in the unlikely
event that a life, annuity or health insurance issuer becomes financially unable to meet its
obligations and is placed into liquidation. If this should happen, the Association will typically
arrange to continue coverage and pay claims, in accordance with Montana law, with
funding from assessments paid by other insurance companies.


In the event a company is placed into liquidation, benefits provided by the Association are
payable according to the insurance policy or certificate, and subject to the following
maximum limits:


· Life Insurance
- $300,000 in death benefits, but limited to
- $100,000 in cash surrender and net cash withdrawal values


· Health Insurance
- $500,000 in health insurance benefits
- $300,000 in disability income insurance benefits
- $300,000 in long-term care insurance benefits
- $100,000 in other types of health insurance benefits


· Annuities
- $250,000 present value, including net cash surrender and net cash withdrawal


values


The maximum amount of protection is $300,000 in benefits with respect to any one life
regardless of the number of policies or contracts, except with respect to the $500,000
maximum in health insurance benefits but not including disability, long term care or other
types of health insurance benefits.


Note: Other restriction to coverage apply. Certain policies and contracts may not be
covered or fully covered.
For example, coverage does not extend to any portion(s) of a policy or contract
that the insurer does not guarantee, such as certain investment additions to the
account value of a variable life insurance policy or a variable annuity contract. There
are also various residency requirements and other limitations under Montana law.


To learn more about the above protections, as well as protections relating to group
contracts or retirement plans, please visit the Association's web site at www.mtlifega.org or
contact:
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Montana Life and Health Insurance
Guaranty Association


PO Box 8247
Missoula, MT 59807
877-678-1048 or administrator@mtlifega.org


Office of the Montana State Auditor
Commissioner of Securities and Insurance
840 Helena Ave.
Helena, MT 59601
406-444-2040


IF YOUR INSURANCE COMPANY IS IN GOOD STANDING AND NOT IN LIQUIDATION,
PLEASE DIRECT QUESTIONS ABOUT YOUR POLICY TO YOUR INSURANCE
COMPANY!


Insurance companies and agents are not allowed by Montana law to use the
existence of the Association or its coverage to encourage you to purchase any form
of insurance. When selecting an insurance company, you should not rely on
Association coverage.


If there is any inconsistency between this notice and Montana law, then
Montana law will control.
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NEVADA


NEVADA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


GUARANTY ASSOCIATION ACT SUMMARY DOCUMENT
Effective October 1, 2013


Residents of Nevada who purchase life insurance, annuities or health insurance should
know that the insurance companies licensed in the state to write these types of insurance
are members of the Nevada Life and Health Insurance Guaranty Association (Association).
The purpose of the Association is to assure that policyholders will be protected, within limits,
in the unlikely event that a member insurer becomes financially unable to meet its
obligations. If this should happen, the Association assesses its other member insurance
companies for the money to pay the claims of the insured persons who live in this state and,
in some cases, to keep coverage in force. The valuable extra protection provided by these
insurers through the Association is not unlimited, however, and, as noted in the box below,
this protection is not a substitute for consumers’ care in selecting companies that are well-
managed and financially stable.


The Nevada Life and Health Insurance Guaranty Association may not provide coverage
for a policy. If coverage is provided, it will be subject to substantial limitations and
exclusions, and require continued residency in Nevada. A person should not rely on
coverage by the Association when selecting an insurance company or when selecting an
insurance policy.


Coverage is NOT provided for a policy or any portion of it that is not guaranteed by the Insurer
or for which the policyholder has assumed the risk, such as a variable contract sold by
prospectus.


Insurance companies are required by law to deliver this notice to you. However, insurance
companies and their agents are prohibited by law from using the existence of the
Association for sales, solicitation or to induce the purchase of any kind of insurance
policy.


The state law that provides for this safety-net coverage is called the Nevada Life and Health
Insurance Guaranty Association. Below is a brief summary of this law’s current coverages,
exclusions and limits. The summary does not cover all provisions of the law, nor does it in any
way change anyone’s rights or obligations under the act or the rights or obligations of the
Association. Anyone may obtain additional information from the Association or file a
complaint with the Commissioner of Insurance, at the applicable address listed below, to
allege a violation of any provision of the Nevada Life and Health Insurance Guaranty
Association Act.


The Nevada Life and Health Insurance Guaranty Association
P. O. Box 3302


Reno, Nevada 89505


Commissioner of Insurance, State of Nevada
Department of Business and Industry, Division of Insurance


1818 E. College Parkway, Suite 103
Carson City, Nevada 89706
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COVERAGE


Generally, individuals will be protected by the Association if they live in this state and hold a life
or health insurance contract, or an annuity, or if they are insured under a group
insurance contract issued by a member insurer. The beneficiaries, payees or assignees of
the insured persons are protected as well even if they live in another state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies are NOT protected by this Association if:
* They are eligible for protection under the law of another state (this may occur


when the insolvent insurer was incorporated in another state whose guaranty
association protects insured’s who live outside the state);


* the insurer was not authorized to do business in this state;
* their policy was insured by a nonprofit hospital or medical service


organization, a health maintenance organization (HMO), a fraternal benefit
society, a mandatory state pooling plan, a mutual assessment company or
similar plan in which the policyholder is subject to future assessments, or by
an insurance exchange.


The Association also does NOT provide coverage for:


* any policy or portion of a policy which is not guaranteed by the insurer or for
which the individual has assumed the risk, such as a variable contract sold by
prospectus;


* interest rate yields that exceed an average rate;
* dividends;
* credits given in connection with the administration of a policy by a group


contract holder;
* employers’ plans to the extent they are self-funded (that is, not insured by an


insurance company, even if an insurance company administers them);
* unallocated annuity contracts (which give rights to group contract holders, not


individuals) other than an annuity owned by a governmental retirement plan
established under section 401, 403(b) or 457 of the Internal Revenue Code 26
U.S.C. && 401, 403(b) and 457, respectively, or trustees of such a plan; or


* Medicare or Medicare Advantage contracts


LIMITS ON AMOUNT OF COVERAGE


The act also limits the amount the Association is obligated to pay. The Association cannot pay
more than what the insurance company would owe under a policy or contract.


With respect to life insurance policies on any one insured life, the Association will pay a
maximum of $300,000, regardless of how many policies and contracts there are with the same
company, and even if they provide different types of coverage. Within this overall $300,000 limit,
the Association will not pay more than $100,000 in cash surrender values, or $300,000 in life
insurance death benefits. Again, no matter how many policies and contracts there were with the
same company, and no matter how many different types of coverage.
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With respect to annuities, the Association will not pay more than $250,000 in the present value
of benefits, including net cash surrender and withdrawal.


With respect to health insurance for any one life, the Association will not pay more than:
1) $100,000 for coverage other than disability insurance, basic hospital, medical and surgical
insurance or major medical insurance, including any net cash for surrender or withdrawal; 2)
$300,000 for disability insurance or long term care insurance; or 3) $500,000 for basic hospital,
medical and surgical insurance or major medical insurance.


With respect to each payee of a structured settlement annuity, or beneficiary or beneficiaries of
the payee if deceased, the Association will not pay more than $250,000 in present values of
benefits from the annuity in the aggregate, including any net cash for surrender or withdrawal.


With respect to each participant in a governmental retirement plan covered by an unallocated
annuity contract as described in NRS 686C, the maximum coverage allowed is an aggregate of
$250,000 in present-value annuity benefits including the value of net cash for surrender and net
cash for withdrawal, regardless of the number of contracts issued by any one member
company.


With respect to any one life or person, in no event will the Association be obligated to cover
more than: 1) an aggregate of $300,000 in benefits, excluding benefits for basic hospital,
medical and surgical insurance or major medical insurance; or 2) an aggregate of $500,000 in
benefits, including benefits for basic hospital, medical or surgical insurance or major medical
insurance.


With respect to one owner of several non-group policies of life insurance, whether the owner is
a natural person or an organization and whether the persons insured are officers, managers,
employees or other persons, the Association will not pay more than $5,000,000 in benefits,
regardless of the number of policies and contracts held by the owner.


FOR MORE INFORMATION AND ANSWERS TO MOST ASKED QUESTIONS,
PLEASE VISIT THE ASSOCIATION’S WEB SITE:


www.nvlifega.org
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NEW HAMPSHIRE


SUMMARY OF THE 1996 NEW HAMPSHIRE LIFE AND HEALTH
INSURANCE GUARANTY ASSOCIATION ACT (RSA 408-B)


AND
NOTICE CONCERNING COVERAGE LIMITATIONS AND EXCLUSIONS


Residents of New Hampshire who purchase life insurance, health insurance, and annuities should
know that the insurance companies licensed in New Hampshire to write these types of insurance
are members of the New Hampshire Life and Health Insurance Guaranty Association. The purpose
of this Association is to assure that policyholders will be protected, within limits, in the unlikely event
that a member insurer becomes financially unable to meet its policy obligations. If this should
happen, the Association will assess its other member insurance companies for the money to pay
the covered claims of policyholders who live in New Hampshire and, in some cases, to keep
coverage in force. This protection is not a substitute for consumers’ care in selecting companies
that are well managed and financially stable. The valuable extra protection provided by these
insurers through the Guaranty Association is not unlimited, however, as noted below.


IMPORTANT DISCLAIMER


The New Hampshire Life and Health Insurance Guaranty Association
may not provide coverage for this policy. If coverage is provided, it may
be subject to substantial limitations or exclusions, and require continued
residency in New Hampshire. Other conditions may preclude coverage.


Coverage is NOT provided for your policy or any portion of it that is not
guaranteed by the insurer or for which you have assumed the risk, such
as a variable contract sold by prospectus.


Insurance companies or their agents are required by law to give or send
you this notice. However, insurance companies and their agents are
prohibited by law from using the existence of the Association to
induce you to purchase any kind of insurance policy.


This information is provided by:


New Hampshire Life and Health Insurance Guaranty Association
10 Chestnut Drive, Unit B


Bedford, NH 03110
(603) 472-3734


New Hampshire Department of Insurance
21 South Fruit Street, Suite 14


Concord, NH 03301
(603) 271-2261
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SUMMARY:


The 1996 state law that provides for this safety-net coverage is called the New Hampshire Life and
Health Insurance Guaranty Association Act. Below is a brief summary of this law’s coverage,
exclusions and limits. This summary does not cover all provisions of the law and it does not in any
way change one’s rights or obligations under the Act or the rights or obligations of the Association.


COVERAGE:


Generally, individuals will be protected by the New Hampshire Life and Health Insurance Guaranty
Association if they live in this state and hold a life or health insurance policy or an annuity contract,
or if they are insured under a group insurance contract, issued by a member insurer. The
beneficiaries, assignees or payees of insured persons are protected as well, even if they live in
another state.


Coverage provided under the current, amended Act may be different from coverage provided prior
to 1996, as coverage is determined by the governing Act in effect on the date that the Association
becomes obligated.


EXCLUSIONS FROM COVERAGE:


Persons holding such policies or contracts are NOT protected by this Association if:


* they are not residents of the state of New Hampshire, except under certain very specific
circumstances;


* they are eligible for protection under the laws of another state; or
* their policy was issued by a nonprofit hospital or medical service organization, an HMO, a


fraternal benefit society, a mandatory state pooling plan, a mutual assessment company or any
entity that operates on an assessment basis, an insurance exchange, or any entity similar to
any of the above.


The Association also does NOT provide coverage for:


* any policy or portion of a policy or contract not guaranteed by the insurer or under which the risk
is borne by the policy holder or contract holder;


* any policy or contract of reinsurance, unless assumption certificates have been issued;
* interest rate guarantees that exceed certain statutory limitations;
* any plan or program of an employer, association, or similar entity to provide life, health, or


annuity benefits to its employees or members to the extent that the plan or program is self-
funded or uninsured, including, but not limited to, benefits payable by an employer, association,
or similar entity;


* dividends, experience rating credits, or fees for services in connection with an insurance policy;
* any policy or contract issued in this state by an insurer at a time when it was not licensed or


authorized to do business in New Hampshire;
* any unallocated annuity contract issued to an employee benefit plan protected under the federal


Pension Benefit Guaranty Corporation;
* any portion of any unallocated annuity contract which is not issued to or in connection with a


specific employee, union, or association of natural persons benefit plan or a government lottery;
or


* any portion of a policy or contract to the extent that the required assessments are preempted by
federal or state law.


* a portion of a policy or contract to the extent it provides for interest or other changes in value to
be determined by the use of an index or other external reference stated in the policy or contract,
but which have not been credited to the policy or contract, or as to which the policy or contract
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owner’s rights are subject to forfeiture, as of the date of the member insurer becomes and
impaired or insolvent insurer under this chapter, whichever is earlier.


* a policy or contract providing any hospital, medical, prescription drug or other health care
benefits pursuant to Part C or Part D of subchapter XVIII, chapter 7 of Title 42 of the United
States Code, commonly known as Medicare Part C and D, or any regulations issued pursuant
thereto.


LIMITS ON AMOUNT OF COVERAGE:


The Act also limits the amount the Association is obligated to pay. The Association cannot pay
more than what the insurance company would owe under a policy or contract.


With respect to any one life, the Association will pay a maximum of $300,000 no matter how many
policies and contracts there were with the same company, even if they provided different types of
coverages, except with respect to benefits for basic hospital, medical and surgical insurance and
major medical insurance in which case the aggregate liability of the Association shall not exceed
$500,000 with respect to any one individual. For life insurance benefits the Association will not pay
more than $300,000 in life insurance death benefits and will not pay more than $100,000 in net
cash surrender or withdrawal values. For health insurance benefits the Association will not pay
more than $100,000 in health insurance benefits not defined as disability insurance or basic
hospital, medical and surgical insurance or long-term care insurance, $300,000 in disability
coverage, $300,000 in long-term care benefits, and $500,000 for basic hospital medical and
surgical insurance or major medical insurance. For annuity benefits the Association will not pay
more than $250,000 in present value of annuity benefits, including net cash surrender or withdrawal
values.


The limit of coverage to one owner of multiple non-group policies of life insurance is $5,000,000.


With respect to any one contract holder of an unallocated annuity contract, not including a
governmental retirement plan established under Section 401, 403(b) or 457 of the U.S. Internal
Revenue Code, the Association will pay a maximum of $5,000,000 in benefits, irrespective of the
number of such contracts held by that contract holder.


ADDITIONAL INFORMATION:


Policyholders should contact the New Hampshire Insurance Department with questions they may
have with regard to concerns about their rights under the Act and procedures for filing a complaint
to allege a violation of the Act.


Policyholders may contact the New Hampshire Insurance Department for sources of information
about the financial condition of insurers.


*************************************************************************************************************
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NORTH CAROLINA


NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER THE NORTH CAROLINA
LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION ACT


Residents of this state who purchase life insurance, annuities or health insurance should know that
the insurance companies licensed in this state to write these types of insurance are members of the
North Carolina Life and Health Insurance Guaranty Association. The purpose of this association is
to assure that policyholders will be protected, within limits, in the unlikely event that a member
insurer becomes financially unable to meet its obligations. If this should happen, the guaranty
association will assess its other member insurance companies for the money to pay the claims of
the insured persons who live in this state and, in some cases, to keep coverage in force. The
valuable extra protection provided by these insurers through the guaranty association is not
unlimited, however. And, as noted in the box below, this protection is not a substitute for
consumers’ care in selecting companies that are well-managed and financially stable.


The North Carolina Life and Health Insurance Guaranty Association may not provide
coverage for this policy. If coverage is provided, it may be subject to substantial limitations
or exclusions, and require continued residency in North Carolina. You should not rely on
coverage by the North Carolina Life and Health Insurance Guaranty Association in selecting
an insurance company or in selecting an insurance policy.


Coverage is NOT provided for your policy or any portion of it that is not guaranteed by
the insurer or for which you have assumed the risk, such as a variable contract sold by
prospectus.


Insurance companies or their agents are required by law to give or send you this
notice. However, insurance companies and their agents are prohibited by law from using the
existence of the guaranty association to induce you to purchase any kind of insurance
policy.


The North Carolina Life and Health Insurance Guaranty Association
Post Office Box 10218


Raleigh, North Carolina 27605-0218


North Carolina Department of Insurance, Consumer Services Division
1201 Mail Service Center


Raleigh, North Carolina 27699-1201


The state law that provides for this safety-net coverage is called the North Carolina Life and Health
Insurance Guaranty Association Act. On the back of this page is a brief summary of this law’s
coverages, exclusions and limits. This summary does not cover all provisions of the law; nor does it
in any way change anyone’s rights or obligations under the act or the rights or obligations of the
guaranty association.
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COVERAGE


Generally, individuals will be protected by the life and health insurance guaranty association if they
live in this state and hold a life or health insurance contract, or an annuity, or if they are insured
under a group insurance contract, issued by a member insurer. The beneficiaries, payees or
assignees of insured persons are protected as well, even if they live in another state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies are not protected by this association if:


• They are eligible for protection under the laws of another state (this may occur when the
insolvent insurer was incorporated in another state whose guaranty association protects
insureds who live outside that state);


• The insurer was not authorized to do business in this state;
• Their policy was issued by an HMO, a fraternal benefit society, a mandatory state pooling plan,


a mutual assessment company or similar plan in which the policyholder is subject to future
assessments, or by an insurance exchange.


The association also does not provide coverage for:


• Any policy or portion of a policy which is not guaranteed by the insurer or for which the
individual has assumed the risk, such as a variable contract sold by prospectus;


• Any policy of reinsurance (unless an assumption certificate was issued);
• Interest rate yields that exceed the average rate specified in the law;
• Dividends;
• Experience or other credits given in connection with the administration of a policy by a group


contractholder;
• Employers’ plans to the extent they are self-funded (that is, not insured by an insurance


company, even if an insurance company administers them);
• Unallocated annuity contracts (which give rights to group contractholders, not individuals),


unless they fund a government lottery or a benefit plan of an employer, association or union,
except that unallocated annuities issued to employee benefit plans protected by the Federal
Pension Benefit Guaranty Corporation are not covered.


• A policy or contract commonly known as Medicare Part C or Part D or any regulations issued
pursuant thereto.


LIMITS ON AMOUNT OF COVERAGE


The act also limits the amount the association is obligated to pay out as follows:


(1) The guaranty association cannot pay more than the insurance company would owe under the
policy or contract.


(2) Except as provided in (3), (4) and (5) below, the guaranty association will pay a maximum of
$300,000 per individual, per insolvency, no matter how many policies or types of policies issued
by the insolvent company.


(3) The guaranty association will pay a maximum of $500,000 with respect to basic hospital,
medical and surgical insurance and major medical insurance.


(4) The guaranty association will pay a maximum of $1,000,000 with respect to the payee of a
structured settlement annuity.


(5) The guaranty association will pay a maximum of $5,000,000 to any one unallocated annuity
contract holder.







North Dakota


NORTH DAKOTA


NOTICE OF PROTECTION PROVIDED BY THE
NORTH DAKOTA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the North Dakota Life and Health Insurance Guaranty Association
(“the Association”) and the protection it provides for policyholders. This safety net was created under North
Dakota law, which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, annuity or health
insurance company becomes financially unable to meet its obligations and is taken over by its Insurance
Department. If this should happen, the Association will typically arrange to continue coverage and pay claims,
in accordance with North Dakota law, with funding from assessments paid by other insurance companies.


The protections provided by the Association are based on contract obligations up to the following amounts:


· Life Insurance
* $300,000 in death benefits
* $100,000 in cash surrender or withdrawal values


· Health Insurance
* $500,000 in hospital, medical and surgical insurance benefits
* $300,000 in disability income insurance benefits
* $300,000 in long-term care insurance benefits
* $100,000 in other types of health insurance benefits


· Annuities
* $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of type of coverage is $300,000; however,
may be up to $500,000 with regard to hospital, medical and surgical insurance benefits.


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract. If
coverage is available, it will be subject to substantial limitations. There are also various residency
requirements and other limitations under North Dakota law. To learn more about the above protections, as
well as protections relating to group contracts or retirement plans, please visit the Association’s website at
www.ndlifega.org or contact:


North Dakota Life and Health Insurance North Dakota Insurance Department
Guaranty Association 600 East Boulevard Avenue, Dept. 401


P.O. Box 2422 Bismarck, ND 58505
Fargo, North Dakota 58108


COMPLAINTS AND COMPANY FINANCIAL INFORMATION
A written complaint to allege a violation of any provision of the Life and Health Insurance Guaranty
Association Act must be filed with the North Dakota Insurance Department, 600 East Boulevard Avenue,
Dept. 401, Bismarck, North Dakota 58505; telephone (701) 328-2440. Financial information for an insurance
company, if the information is not proprietary, is available at the same address and telephone number and on
the Insurance Department website at www.nd.gov/ndins.


Insurance companies and agents are not allowed by North Dakota law to use the existence of the
Association or its coverage to sell, solicit or induce you to purchase any form of insurance. When
selecting an insurance company, you should not rely on Association coverage. If there is any
inconsistency between this notice and North Dakota law, then North Dakota law will control.
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NEW JERSEY


NOTICE


NEW JERSEY LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION ACT


Residents of New Jersey who purchase life insurance, annuities or health insurance should know
that the insurance companies licensed in this state to write these types of insurance are members
of the New Jersey Life and Health Insurance Guaranty Association.


The purpose of this association is to assure that policyholders will be protected, within limits, in the
unlikely event that a member insurer becomes financially unable to meet its obligations. If this
should happen, the Guaranty Association will assess its other member insurance companies for the
money to pay the claims of insured persons who live in this state and, in some cases, to keep
coverage in force.


The valuable extra protection provided by these insurers through the Guaranty Association is not
unlimited, however. And, as noted below, this protection is not a substitute for consumers’ care in
selecting companies that are well-managed and financially stable.


DISCLAIMER


The New Jersey Life and Health Insurance Guaranty Association may not
provide coverage for this policy. If coverage is provided, it may be subject
to substantial limitations or exclusions, and require continued residency in
New Jersey. You should not rely on coverage by the New Jersey Life and
Health Insurance Guaranty Association in selecting an insurance company
or in selecting an insurance policy.


Coverage is NOT provided for your policy or any portion of it that is not
guaranteed by the insurer or for which you have assumed the risk, such as
a variable contract sold by prospectus. Insurance companies or their
agents are required by law to give or send you this notice. However,
insurance companies and their agents are prohibited by law from using the
existence of the guaranty association to induce you to purchase any kind
of insurance policy.


The New Jersey Life and Health Insurance Guaranty Association
11 Wharf Avenue


Suite One
Red Bank, NJ 07701


State of New Jersey
Department of Insurance


20 West State Street
CN-325


Trenton, NJ 08625


The state law that provides for this safety-net coverage is called the New Jersey Life and Health
Insurance Guaranty Association Act, N.J.S.A. 17B:32A-1, et seq. (the “Act”).
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COVERAGE


The following is a brief summary of this law’s coverages, exclusions and limits. This summary does
not cover all provisions of the law; nor does it in any way change anyone’s rights or obligations
under the act or the rights or obligations of the guaranty association.


Generally, individuals will be protected by the Life and Health Insurance Guaranty Association if
they live in New Jersey and hold a life, health or long-term care insurance contract, annuity
contract, or if they are insured under a group insurance contract, issued by a member insurer.


The beneficiaries, payees or assignees of insured persons are protected as well, even if they live in
another state.


EXCLUSIONS FROM
COVERAGE


However, persons holding such policies are not protected by this Association if:


· they are eligible for protection under the laws of another state (this may occur when the
insolvent insurer was incorporated in another state whose guaranty association protects
insureds who live outside that state);


· the insurer was not authorized to do business in this state;


· the policy is issued by an organization which is not a member of the New Jersey Life and
Health Insurance Guaranty Association.


The Association also does not provide coverage for:


· any policy or portion of a policy which is not guaranteed by the insurer or for which the
individual has assumed the risk, such as a variable contract sold by prospectus;


· any policy of reinsurance (unless an assumption certificate was issued);


· interest rate yields that exceed an average rate as more fully described in Section 3 of
the Act;


· dividends;


· credits given in connection with the administration of a policy by a group contractholder;


· employers’ plans to the extent they are self-funded (that is, not insured by an insurance
company, even if an insurance company administers them).


LIMITS ON AMOUNT
OF COVERAGE


The Act also limits the amount the Association is obligated to pay out. The Association cannot pay
more than what the insurance company would owe under a policy or contract.


With respect to any one insured individual, regardless of the number of policies or contracts, the
Association will pay not more than $500,000 in life insurance death benefits and present value
annuity benefits, including net cash surrender and net cash withdrawal values. Within this overall
limit, the Association will not pay more than $100,000 in cash surrender values for annuity benefits,
$500,000 in life insurance death benefits or $500,000 in present value of annuities--again no matter
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how many policies and contracts that were with the same company, and no matter how many
different types of coverages.


The Association will not pay more than $2,000,000 in benefits to any one contractholder under any
one unallocated annuity contract.


There are no limits on the benefits the Association will pay with respect to any one group, blanket or
individual accident and health insurance policy.
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NEW MEXICO
NOTICE OF


PROTECTION PROVIDED BY
NEW MEXICO LIFE INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the New Mexico Life Insurance Guaranty Association (“the
Association”) and the protection it provides for policyholders. This safety net was created under
New Mexico law, which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, annuity or
health insurance company becomes financially unable to meet its obligations and is taken over by
its Insurance Department. If this should happen, the Association will typically arrange to continue
coverage and pay claims, in accordance with New Mexico law, with funding from assessments paid
by other insurance companies.


The basic protections provided by the Association are:


Life Insurance
- $300,000 in death benefits
- $100,000 in cash surrender or withdrawal values


Health Insurance
- $500,000 in hospital, medical and surgical insurance benefits
- $300,000 in disability income insurance benefits
- $300,000 in long-term care insurance benefits
- $100,000 in other types of health insurance benefits


Annuities
- $250,000 in present value of annuity benefits


The maximum amount of protection for each individual, regardless of the number of policies or
contracts, is $300,000 ($500,000 for hospital, medical and surgical insurance policies).


Note to benefit plan trustees or other holders of unallocated annuities covered under the act: For
unallocated annuities that fund certain governmental retirement plans, the limit is $250,000 in
present value of annuity benefits per plan participant. For covered unallocated annuities that fund
other plans, a special limit of $5,000,000 applies to each contract holder, regardless of the number
of contracts held or number of persons covered.


Note: Certain policies and contracts may not be covered or fully covered. For example,
coverage does not extend to any portion(s) of a policy or contract that the insurer does not
guarantee, such as certain investment additions to the account value of a variable life insurance
policy or a variable annuity contract. There are also various residency requirements and other
limitations under New Mexico law.
To learn more about the above protections, please visit the Association’s website at
www.nmlifega.org, or contact:


New Mexico Life Insurance
Guaranty Association
PO Box 2880
Santa Fe, NM 87504-2880
505-820-7355


Insurance Division
Public Regulation Commission
PO Box 1269
Santa Fe, NM 87504-1269
888-427-5772


Insurance companies and agents are not allowed by New Mexico law to use the existence of
the Association or its coverage to encourage you to purchase any form of insurance. When
selecting an insurance company, you should not rely on Association coverage. If there is
any inconsistency between this notice and New Mexico law, then New Mexico law will
control.
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OHIO


Notice Concerning Coverage
Limitations and Exclusions under the Ohio Life
and Health Insurance Guaranty Association Act


Residents of Ohio who purchase life insurance, annuities or health insurance should know
that the insurance companies licensed in this state to write these types of insurance are
members of the Ohio Life and Health Insurance Guaranty Association. The purpose of this
association is to assure that policyholders will be protected, within limits, in the unlikely
event that a member insurer becomes financially unable to meet its obligations. If this
should happen, the guaranty association will assess its other member insurance
companies for the money to pay the claims of insured persons who live in this state and, in
some cases, to keep coverage in force. The valuable extra protection provided by these
insurers through the guaranty association is not unlimited, however. And, as noted in the
box below, this protection is not a substitute for consumers' care in selecting companies
that are well-managed and financially stable.


The Ohio Life and Health Insurance Guaranty Association may not provide
coverage for this policy. If coverage is provided, it may be subject to substantial
limitations or exclusions, and require continued residency in Ohio. You should
not rely on coverage by the Ohio Life and Health Insurance Guaranty Association
in selecting an insurance company or in selecting an insurance policy.


Coverage is NOT provided for your policy or any portion of it that is not
guaranteed by the insurer or for which you have assumed the risk, such as a
variable contract sold by prospectus. You should check with your insurance
company representative to determine if you are only covered in part or not
covered at all.


Insurance companies or their agents are required by law to give or send you
this notice. However, insurance companies and their agents are prohibited by
law from using the existence of the guaranty association to induce you to
purchase any kind of insurance policy.


Ohio Life and Health Insurance Guaranty Association
5005 Horizons Drive, Suite 200


Columbus, OH 43220


Ohio Department of Insurance
50 West Town Street
Third Floor-Suite 300
Columbus, OH 43215


The state law that provides for this safety-net coverage is called the Ohio Life and Health
Insurance Guaranty Association Act. On the back of this page is a brief summary of this
law's coverages, exclusions and limits. This summary does not cover all provisions of the
law nor does it in any way change anyone's rights or obligations under the act or the rights
or obligations of the guaranty association.


COVERAGE


Generally, individuals will be protected by the life and health insurance guaranty
association if they live in Ohio and hold a life or health insurance contract, annuity
contract, unallocated annuity contract; if they are insured under a group insurance
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contract, issued by a member insurer; or if they are the payee or beneficiary of a
structured settlement annuity contract. The beneficiaries, payees or assignees of insured
persons are protected as well, even if they live in another state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies are not protected by this association if:
· they are eligible for protection under the laws of another state (this may occur when the


insolvent insurer was incorporated in another state whose guaranty association protects
insureds who live outside that state);


· the insurer was not authorized to do business in this state;
· their policy was issued by a medical, health or dental care corporation, an HMO, a


fraternal benefit society, a mutual protective association or similar plan in which the
policyholder is subject to future assessments, or by an insurance exchange.


The association also does not provide coverage for:
· any policy or portion of a policy which is not guaranteed by the insurer or for which the


individual has assumed the risk, such as a variable contract sold by prospectus;
· any policy of reinsurance (unless an assumption certificate was issued);
· interest rate yields that exceed an average rate;
· dividends;
· credits given in connection with the administration of a policy by a group contract holder;
· employers’ plans to the extent they are self-funded (that is, not insured by an insurance


company, even if an insurance company administers them).


LIMITS ON AMOUNT OF COVERAGE


The act also limits the amount the association is obligated to pay out: The association
cannot pay more than what the insurance company would owe under a policy or contract.
Also, for any one insured life, the association will pay a maximum of $300,000, except as
specified below, no matter how many policies and contracts there were with the same
company, even if they provided different types of coverages. The association will not pay
more than $100,000 in cash surrender values, $500,000 in major medical insurance
benefits, $300,000 in disability or long-term care insurance benefits, $100,000 in
other health insurance benefits, $250,000 in present value of annuities, or $300,000 in life
insurance death benefits. Again, no matter how many policies and contracts there were
with the same company, and no matter how many different types of coverages, the
association will pay a maximum of $300,000, except for coverage involving major medical
insurance benefits, for which the maximum of all coverages is $500,000.
Note to benefit plan trustees or other holders of unallocated annuities (GICs, DA Cs, etc.)
covered by the act: For unallocated annuities that fund governmental retirement plans
under §§401, 403(b) or 457 of the Internal Revenue Code, the limit is $250,000 in present
value of annuity benefits including net cash surrender and net cash withdrawal per
participating individual. In no event shall the association be liable to spend more than
$300,000 in the aggregate per individual, except as noted above. For covered unallocated
annuities that fund other plans, a special limit of $1,000,000 applies to each contract
holder, regardless of the number of contracts held with the same company or number of
persons covered. In all cases, of course, the contract limits also apply.


For more information about the Ohio Life &Health Insurance Guaranty
Association, visit our website at: www. olhiga.org.


As of 11/15/2018
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OKLAHOMA


NOTICE OF
PROTECTION PROVIDED BY


OKLAHOMA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the Oklahoma Life and Health Insurance Guaranty Association (the
Association) and the protection it provides for policyholders. This safety net was created under Oklahoma law,
which determines who and what is covered and the amounts of coverage. The Association was established to
provide protection in the unlikely event that your life, annuity or health insurance company becomes
financially unable to meet its obligations and is taken over by its Insurance Department. If this should happen,
the Association will typically arrange to continue coverage and pay claims, in accordance with Oklahoma law,
with funding from assessments paid by other insurance companies (For purposes of this notice, the terms
“insurance company” and “insurer” include health maintenance organizations (HMOs).)


The basic protections provided by the Association are:


Life Insurance


o $300,000 in death benefits
o $100,000 in cash surrender or withdrawal values


Health Insurance


o $500,000 for health benefit plans (see definition below)
o $300,000 in disability income insurance benefits
o $300,000 in long-term care insurance benefits
o $100,000 in other types of health insurance benefits


Annuities


o $300,000 in the present value of annuity benefits, including net cash surrender and net cash withdrawal
values


The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$300,000, except with regard to health benefit plans for which, the maximum amount of protection is
$500,000 for each individual.


“Health benefit plan” is defined in 36 O.S. §2024(7) and generally includes hospital or medical expense
policies, contracts or certificates, or HMO subscriber contracts that provide comprehensive forms of coverage
for hospitalization or medical services, but excludes policies that provide coverages for limited benefits (such
as dental-only or vision-only insurance), Medicare Supplement insurance, disability income insurance and
long-term care insurance (LTCI).


Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
There are also various residency requirements and other limitations under Oklahoma law.


To learn more about the above protections, please visit the Association's website at www.oklifega.org, or
contact:


Oklahoma Life & Health Insurance Guaranty Association
201 Robert S. Kerr, Suite 600
Oklahoma City, OK 73102


Oklahoma Department of Insurance
3625 NW 56th Street, Suite 100
Oklahoma City, OK 73112
1-800-522-0071 or (405) 521-2828


Insurance companies and agents are not allowed by Oklahoma law to use the existence of the
Association or its coverage to encourage you to purchase any form of insurance or HMO coverage.
When selecting an insurance company, you should not rely on Association coverage. If there is any
inconsistency between this notice and Oklahoma law, then Oklahoma law will control.







Rhode Island


RHODE ISLAND
Metropolitan Life Insurance Company


SUMMARY
COVERAGE, LIMITATIONS AND EXCLUSIONS UNDER


RHODE ISLAND LIFE AND HEALTH INSURANCE
GUARANTY ASSOCIATION ACT ("Act")


A resident of Rhode Island who purchases life insurance, annuities, long-term care, or
accident and health insurance should know that an insurance company licensed in Rhode
Island to write these types of insurance is a member of the Rhode Island Life and Health
Insurance Guaranty Association ("Association"). The purpose of the Association is to
assure that a policyholder will be protected within the statutory limits, if a member insurer
becomes financially unable to meet its obligations. If this should happen, the Association
will, within the statutory limits, pay the claims of insured persons who live in this state, and
in some cases, keep coverage in force. However, the protection provided through the
Association is not unlimited. This protection is not a substitute for your care in selecting a
company that is well managed and financially stable.


LIFE AND HEALTH INSURANCE GUARANTY
ASSOCIATION DISCLAIMER


The Rhode Island Life and Health Insurance Guaranty Association provides
coverage of claims under some types of policies if the insurer becomes
impaired or insolvent. COVERAGE MAY NOT BE AVAILABLE FOR YOUR
POLICY. Even if coverage is provided, there are significant limits and
exclusions. Coverage is always conditioned on residence in this state. Other
conditions may also preclude coverage.


The Life and Health Insurance Guaranty Association will respond to any
questions you may have which are not answered by this document. Your
insurer and agent are prohibited by law from using the existence of the
association or its coverage to sell you an insurance policy.


You should not rely on availability of coverage under the Life and Health
Insurance Guaranty Association when selecting an insurer.


RHODE ISLAND LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION
235 Promenade Street, #426


Providence, RI 02908
TEL (401) 273-2921


RHODE ISLAND DIVISION OF INSURANCE
1511 Pontiac Avenue
Cranston, RI 02920


(401) 462-9520
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The full text of the state law that provides for this safety net coverage, Rhode Island Life
and Health Insurance Guaranty Association Act, ("the Act"), can be found beginning at R.I.
Gen Laws section 27-34.3-1. A brief summary of the Act is provided below. This summary
does not cover all provisions of the law, nor does it in any way change your rights or
obligations or those of the Association under the Act.


COVERAGE


Generally, individuals will be protected by the Association if the individual lives in Rhode
Island and: Holds a life or health insurance contract, long-term care contract or annuity
contract; or is insured under a group insurance contract issued by a member insurer. The
beneficiaries, payees, or assignees of insured persons are protected as well, even if they
live elsewhere.


EXCLUSIONS FROM COVERAGE


The Association does NOT protect a person holding a policy if:


· the individual is eligible for protection under a similar law of another state;
· the insurer was not authorized to do business in this state;
· the policy is issued by an organization that is not a member of the Association;
· the policy was issued by a nonprofit hospital or medical service organization (such as,


the "Blues"), an HMO, a fraternal benefit society, a mandatory state pooling plan, a
mutual assessment company or similar plan in which the policyholder is subject to
future assessments or by an insurance exchange.


The Association does not provide coverage for:


· a policy or portion of a policy not guaranteed by the insurer or for which the individual
has assumed the risk, such as a variable contract sold by prospectus; a policy of
reinsurance (unless an assumption certificate was issued);


· interest rate yields that exceed a rate specified by statute;
· dividends;
· credits given in connection with the administration of a policy by a group contract holder;
· an employer's plan to the extent that it is self-funded (that is, not insured by an


insurance company, even if an insurance company administers the plan);
· an unallocated annuity contract issued to an employee benefit plan protected under the


United States Pension Benefit Guaranty Corporation;
· that part of an unallocated annuity contract not issued to a specific employee, union,


association of natural persons benefit plan, or a government lottery;
· certain contracts which establish benefits by reference to a portfolio of assets not owned


by the insurer;
· any portion of a policy or contract to the extent that the required assessments are


preempted by federal or state law;
· an obligation that does not arise under the express written terms of the policy or


contract issued by the insurer.
· a policy or contract providing any hospital, medical, prescription drug or other health


care benefits pursuant to Part C or Part D of Subchapter XVIII, Chapter 7 of Title 42 of
the United States Code (commonly known as Medicare Part C & D) or any regulations
issued pursuant thereto.
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LIMITATIONS ON COVERAGE


The Act limits the amount the Association is obligated to pay. The Association cannot pay
more than what the insurer would have owed under a policy or contract. Also for any one
insured life, no matter how many policies or contracts were in force with the same insurer,
the Association will pay no more than:


· $300,000 in life insurance death benefits and no more than $100,000 in net cash
surrender and net cash withdrawal values for life insurance;


· $100,000 for health insurance benefits, coverages not defined as disability, basic
hospital, medical, and surgical, major medical insurance, or long-term care insurance
including any net cash surrender and net cash withdrawal values;


· $300,000 for disability insurance;
· $300,000 for long-term care insurance;
· $500,000 for basic hospital, medical, and surgical insurance;
· $250,000 in the present value of annuity benefits, including net cash surrender and net


cash withdrawal value;
· $250,000 in present value per payee with respect to a structured settlement annuity


benefits, in the aggregate, including net cash surrender and net cash withdrawal values;
· $250,000, in the aggregate, in present value of annuity benefits, including net cash


surrender and net cash withdrawal values, with respect to an individual participating in a
governmental retirement plan established under 26 U.S.C. §§401, 403(b), or 457
covered by an unallocated annuity contract, or the beneficiaries of each such individual
if deceased;


· $5,000,000 in unallocated annuity contract benefits, irrespective of the number of
contracts with respect to the contract owner or plan sponsor whose plan owns, directly
or in trust, one or more unallocated annuity contracts.


Note to benefit plan trustees or other holders of unallocated annuities (GICs, DACs, etc.)
covered by the Act: for unallocated annuities that fund government retirement plans under
sections 401, 403(b), or 457 of the Internal Revenue Code, the limit is $250,000 in present
value of annuity benefits including net cash surrender and net cash withdrawal per
participating individual. In no event shall the Association be liable to spend more than
$300,000 in the aggregate per individual except hospital insurance up to $500,000 per
individual. For covered unallocated annuities that fund other plans, a special limit of
$5,000,000 applies to each contract holder, regardless of the number of contracts held with
the same company or number of persons covered. In all cases, the contract limits also
apply.


These general statements as to Limitations on Coverage are only summaries of the law.
The actual limitations are set forth in R.I. Gen Laws section 27-34.3-3.


Any alleged violations of the provisions of the Rhode Island Life and Health Insurance
Guaranty Association Act may be reported to the Rhode Island Division of Insurance at the
address and telephone number above.


This information is provided by: The Association and by the Division of Insurance, whose
respective addresses are provided in the Disclaimer, above.
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SOUTH DAKOTA


NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER THE


SOUTH DAKOTA LIFE AND HEALTH INSURANCE
GUARANTY ASSOCIATION ACT


Residents of South Dakota who purchase life insurance, annuities or health insurance should know that the
insurance companies licensed in this state to write these types of insurance are members of the South Dakota
Life and Health Insurance Guaranty Association. The purpose of this association is to assure that policyholders
will be protected, within limits, in the unlikely event that a member insurer becomes financially unable to meet its
obligations. If this should happen, the Guaranty Association will assess its other member insurance companies
for the money to pay the claims of insured persons who live in this state and, in some cases, to keep coverage in
force. The valuable extra protection provided by these insurers through the Guaranty Association is not
unlimited, however. And, as noted in the box below, this protection is not a substitute for consumers' care in
selecting companies that are well-managed and financially stable.


The Guaranty Association does not provide coverage for all types of life, health, or
annuity benefits, and the Guaranty Association may not provide coverage for this
policy. If coverage is provided, it may be subject to substantial limitations or
exclusions, and require continued residency in South Dakota. You should not rely on
coverage by the South Dakota Life And Health Insurance Guaranty Association in
selecting an insurance company or in selecting an insurance policy.


Coverage is NOT provided for your policy or any portion of it that is not guaranteed by
the insurer or for which you have assumed the risk, such as a variable contract sold by
prospectus.


Insurance companies or their agents are required by law to give or send you this
notice. However, insurance companies and their agents are prohibited by law from
using the existence of the Guaranty Association for the purpose of sales, solicitation,
or inducement to purchase any kind of insurance policy.


The South Dakota Life and Health Insurance Guaranty Association
Charles D. Gullickson, Executive Director


206 West 14th Street
Sioux Falls, South Dakota 57104


Tel. (605) 336-0177
www.sdlifega.org


South Dakota Division of Insurance
124 S. Euclid Avenue, 2nd Floor


Pierre, South Dakota 57501
Tel. (605) 773-3563


www.dlr.sd.gov/insurance


The state law that provides for this safety-net coverage is called the South Dakota Life and Health Insurance
Guaranty Association Act. Below is a brief summary of this law's coverages, exclusions and limits. This
summary does not cover all provisions of the law, nor does it in any way change anyone's rights or obligations
under the act or the rights or obligations of the Guaranty Association.


(please see next page)
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COVERAGE


Generally, individuals will be protected by the Guaranty Association if they live in this state and hold a life or
health insurance contract, or an annuity, or if they are an insured certificateholder under a group insurance
contract, issued by a member insurer. The beneficiaries, payees or assignees of insured persons are
protected as well, even if they live in another state. Coverage is also provided by the Guaranty Association to
persons eligible to receive payment under structured settlement annuities who are residents of this state and,
under certain conditions, such persons even if they are not a resident of this state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies are not protected by the Guaranty Association if:


* they are eligible for protection under the laws of another state (this may occur when the insolvent insurer was
incorporated in another state whose guaranty association protects insureds who live outside that state);


* the insurer was not authorized to do business in this state;


* their policy was issued by an HMO, a fraternal benefit society, a mandatory state pooling plan, a mutual assessment
company or similar plan in which the policyholder is subject to future assessments, or by an insurance exchange.


The Guaranty Association also does not provide coverage for:


* any policy or portion of a policy which is not guaranteed by the insurer or for which the individual has assumed the
risk, such as a variable contract sold by prospectus;


* claims based on marketing materials or other documents which are not approved policy forms, claims based on
misrepresentations of policy benefits, and other extra-contractual claims;


* any policy of reinsurance (unless an assumption certificate was issued);


* interest rate yields that exceed an average rate specified by statute;


* dividends;


* credits given in connection with the administration of a policy by a group contractholder;


* employer's plans to the extent they are self-funded (that is, not insured by an insurance company, even if an
insurance company administers them);


* unallocated annuity contracts (which give rights to group contractholders, not individuals);


* certain contracts which establish benefits by reference to a portfolio of assets not owned by the insurer; or


* policies providing health care benefits for Medicare Parts C or D coverage.


(please see next page)
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LIMITS ON AMOUNT OF COVERAGE


The Guaranty Association in no event will pay more than what an insurance company would owe under a
policy or contract. In addition, state law limits the amount of benefits the guaranty association will pay for any
one insured life, and no matter how many policies or contracts there are with the same company, as follows:
(i) for life insurance, not more than $300,000 in death benefits and not more than $100,000 in net cash
surrender and net cash withdrawal values; (ii) for health insurance, not more than $500,000 for basic hospital,
medical and surgical insurance, not more than $300,000 for disability insurance and long term care insurance,
and not more than $100,000 for other types of health insurance; and (iii) for annuities, not more than
$250,000 in the present value of annuity benefits, including net cash surrender and net cash withdrawal
values. However, in no event will the Guaranty Association be obligated to cover more than an aggregate of
$300,000 in benefits with respect to any one life except with respect to benefits for basic hospital, medical and
surgical insurance, for which the aggregate liability of the guaranty association may not exceed $500,000.
These general statements of the limits on coverage are only summaries and the actual limitations are set forth
in South Dakota law.


ADDITIONAL INFORMATION


The statutes which govern the Guaranty Association are contained in SDCL Chapter 58-29C. Additional
information about the Guaranty Association may be found at www.sdlifega.org, which contains a link to SDCL
Chapter 58-29C.


Information about the financial condition of insurers is available from a variety of sources, including financial
rating agencies such as AM Best Company, Fitch Ratings, Moody's Investors Service, Inc., and Standard &
Poor's. Additional information about financial rating agencies may be obtained by clicking on "Useful Links" on
the website of the South Dakota Division of Insurance at www.dlr.sd.gov/insurance.


The Guaranty Association is subject to supervision and regulation by the director of the South Dakota Division
of Insurance. Persons who desire to file a complaint to allege a violation of the statutes governing the
Guaranty Association may contact the Division of Insurance. State law provides that any suit against the
Guaranty Association shall be brought in Hughes County, South Dakota.



http://www.sdlifega.org/
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TENNESSEE


NOTICE CONCERNING COVERAGE UNDER
THE TENNESSEE LIFE AND HEALTH INSURANCE GUARANTY


ASSOCIATION ACT


Residents of Tennessee who purchase life insurance, annuities or health insurance
should know that the insurance companies licensed in this state to write these types of
insurance are members of the Tennessee Life and Health Insurance Guaranty Association.
The purpose of this association is to assure that policyholders will be protected, within
limits, in the unlikely event that a member insurer becomes financially unable to meet its
obligations. If this should happen, the Guaranty Association will assess its other member
insurance companies for the money to pay the claims of insured persons who live in the
state and, in some cases, to keep coverage in force. The valuable extra protection provided
by these insurers through the Guaranty Association is not unlimited, however. And, as
noted below, this protection is not a substitute for consumers' care in selecting companies
that are well-managed and financially stable.


The state law that provides for this safety-net coverage is called the Tennessee Life
and Health Insurance Guaranty Association Act. The following is a brief summary of this
law's coverages, exclusions and limits. This summary does not cover all provisions of
the law or describe all of the conditions and limitations relating to coverage. This
summary does not in any way change anyone's rights or obligations under the act or
the rights or obligations of the Guaranty Association.


COVERAGE


Generally, individuals will be protected by the Life and Health Insurance Guaranty
Association if they live in this state and hold a life or health insurance contract, an annuity,
or if they are insured under a group insurance contract issued by an insurer authorized to
conduct business in Tennessee. Health insurance includes disability and long term care
policies. The beneficiaries, payees or assignees of insured persons are protected as well,
even if they live in another state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies are not protected by this Guaranty
Association if:


(1) they are eligible for protection under the laws of another state (this may
occur when the insolvent insurer was incorporated in another state whose
guaranty association protects insured who live outside that state);


(2) the insurer was not authorized to do business in this state;


(3) their policy was issued by an HMO, a fraternal benefit society, a mandatory
state pooling plan, a mutual assessment company or similar plan in which
the policyholder is subject to future assessments, or by an insurance
exchange.


The Guaranty Association also does not provide coverage for:
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(1) any policy or portion of a policy which is not guaranteed by the insurer or for
which the individual has assumed the risk, such as a variable contract sold
by prospectus;


(2) any policy of reinsurance (unless an assumption certificate was issued);


(3) interest rate yields that exceed an average rate;


(4) dividends;


(5) credits given in connection with the administration of a policy by a group
contractholder;


(6) employers' plan to the extent they are self funded (that is, not insured by an
insurance company, even if an insurance company administers them);


(7) unallocated annuity contracts (which give rights to group contractholders,
not individuals).


LIMITS ON AMOUNT OF COVERAGE


The act also limits the amount the Guaranty Association is obligated to pay out.
The Guaranty Association cannot pay more than what the insurance company would owe
under a policy or contract. For any one insured life, the Guaranty Association guarantees
payments up to a stated maximum no matter how many policies and contracts there were
with the same company, even if they provided different types of coverage. These
aggregate limits per life are as follows:


· $300,000 for policies and contracts of all types, except as described in the
next point


· $500,000 for basic hospital, medical and surgical insurance and major
medical insurance issued by companies that become insolvent after
January 1, 2010


Within these overall limits, the Guaranty Association cannot guarantee payment of
benefit greater than the following:


· life insurance death benefits - $300,000


· life insurance cash surrender value - $100,000


· present value of annuity benefits for companies insolvent before July 1,
2009 - $100,000


· present value of annuity benefits for companies insolvent after June 30,
2009 - $250,000


· health insurance benefits for companies declared insolvent before January
1, 2010 - $100,000
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· health insurance benefits for companies declared insolvent on or after
January 1, 2010:


o $100,000 for limited benefits and supplemental health coverages


o $300,000 for disability and long term care insurance


o $500,000 for basic hospital, medical and surgical insurance or
major medical insurance


**************************************************************************


The Tennessee Life and Health Insurance Guaranty Association may not provide coverage
for this policy. If coverage is provided, it may be subject to substantial limitations or
exclusions, and require continued residency in Tennessee. You should not rely on
coverage by the Tennessee Life and Health Insurance Guaranty Association in selecting an
insurance company or in selecting an insurance policy.


Coverage is NOT provided for your policy or any portion of it that is not guaranteed by the
insurer for which you have assumed the risk, such as a variable contract sold by
prospectus.


Insurance companies or their agents are required by law to give or send you this notice.
However, insurance companies and their agents are prohibited by law from using the
existence of the Guaranty Association to induce you to purchase any kind of insurance
policy.


Tennessee Life and Health Insurance Guaranty Association
150 Third Avenue South, Suite 1600


Nashville, TN 37201


Tennessee Department of Commerce and Insurance
500 James Robertson Parkway


Nashville, TN 37243


********************************************************************************************
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TEXAS
IMPORTANT INFORMATION ABOUT COVERAGE UNDER THE


TEXAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION
(For insurers declared insolvent or impaired on or after September 1, 2011)


Texas law establishes a system to protect Texas policyholders if their life or health insurance
company fails. The Texas Life and Health Insurance Guaranty Association (“the Association”)
administers this protection system. Only the policyholders of insurance companies that are
members of the Association are eligible for this protection which is subject to the terms, limitations,
and conditions of the Association law. (The law is found in the Texas Insurance Code, Chapter
463.)


It is possible that the Association may not protect all or part of your policy because of
statutory limitations.


Eligibility for Protection by the Association


When a member insurance company is found to be insolvent and placed under an order of
liquidation by a court or designated as impaired by the Texas Commissioner of Insurance, the
Association provides coverage to policyholders who are:
· Residents of Texas (regardless of where the policyholder lived when the policy was


issued)
· Residents of other states, ONLY if the following conditions are met:


1. The policyholder has a policy with a company domiciled in Texas;
2. The policyholder’s state of residence has a similar guaranty association; and
3. The policyholder is not eligible for coverage by the guaranty association of the


policyholder’s state of residence.


Limits of Protection by the Association


Accident, Accident and Health, or Health Insurance:
· For each individual covered under one or more policies: up to a total of $500,000 for basic


hospital, medical-surgical, and major medical insurance, $300,000 for disability or long term
care insurance, or $200,000 for other types of health insurance.


Life Insurance:
· Net cash surrender value or net cash withdrawal value up to a total of $100,000 under one or


more policies on a single life; or
· Death benefits up to a total of $300,000 under one or more policies on a single life; or
· Total benefits up to a total of $5,000,000 to any owner of multiple non-group life policies.
Individual Annuities:
· Present value of benefits up to a total of $250,000 under one or more contracts on any one life.
Group Annuities:
· Present value of allocated benefits up to a total of $250,000 on any one life; or
· Present value of unallocated benefits up to a total of $5,000,000 for one contractholder


regardless of the number of contracts.
Aggregate Limit:
· $300,000 on any one life with the exception of the $500,000 health insurance limit, the


$5,000,000 multiple owner life insurance limit, and the $5,000,000 unallocated group annuity
limit.


These limits are applied for each insolvent insurance company.
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Insurance companies and agents are prohibited by law from using the existence of the
Association for the purpose of sales, solicitation, or inducement to purchase any form of
insurance. When you are selecting an insurance company, you should not rely on
Association coverage. For additional questions on Association protection or general
information about an insurance company, please use the following contact information.


Texas Life and Health Insurance Texas Department of Insurance
Guaranty Association P.O. Box 149104
515 Congress Avenue, Suite 1875 Austin, Texas 78714-9104
Austin, Texas 78701 800-252-3439 or www.tdi.texas.gov
800-982-6362 or www.txlifega.org







Utah


UTAH


Notice of Protection Provided by
Utah Life and Health Insurance Guaranty Association


This notice provides a brief summary of the Utah Life and Health Insurance Guaranty
Association ("the Association") and the protection it provides for policyholders. This safety
net was created under Utah law, which determines who and what is covered and the
amounts of coverage.


The Association was established to provide protection in the unlikely event that your life,
health, or annuity insurance company becomes financially unable to meet its obligations
and is taken over by its insurance regulatory agency. If this should happen, the Association
will typically arrange to continue coverage and pay claims, in accordance with Utah law,
with funding from assessments paid by other insurance companies.


The basic protections provided by the Association are:
· Life Insurance


o $500,000 in death benefits
o $200,000 in cash surrender or withdrawal values


· Health Insurance
o $500,000 in hospital, medical and surgical insurance benefits
o $500,000 in long-term care insurance benefits
o $500,000 in disability income insurance benefits
o $500,000 in other types of health insurance benefits


· Annuities
o $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies
or contracts, is $500,000. Special rules may apply with regard to hospital, medical and
surgical insurance benefits.


Note: Certain policies and contracts may not be covered or fully covered. For
example, coverage does not extend to any portion of a policy or contract that the insurer
does not guarantee, such as certain investment additions to the account value of a variable
life insurance policy or a variable annuity contract. Coverage is conditioned on residency in
this state and there are substantial limitations and exclusions. For a complete description of
coverage, consult Utah Code, Title 3 lA, Chapter 28.


Insurance companies and agents are prohibited by Utah law to use the existence of
the Association or its coverage to encourage you to purchase insurance. When
selecting an insurance company, you should not rely on Association coverage. If
there is any inconsistency between Utah law and this notice, Utah law will control.







Utah


To learn more about the above protections, as well as protections relating to group
contracts or retirement plans, please visit the Association's website at www.utlifega.org or
contact:


Utah Life and Health Insurance Guaranty Assoc. Utah Insurance Department
60 East South Temple, Suite 500 3110 State Office Building
Salt Lake City UT 84111 Salt Lake City UT 84114-6901
(801) 320-9955 (801) 538-3800


A written complaint about misuse of this Notice or the improper use of the existence of the
Association may be filed with the Utah Insurance Department at the above address.
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VIRGINIA


NOTICE OF
PROTECTION PROVIDED BY


VIRGINIA LIFE, ACCIDENT AND SICKNESS
INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the Virginia Life, Accident and Sickness Insurance
Guaranty Association (“the Association”) and the protection it provides for policyholders.
This safety net was created under Virginia law, which determines who and what is covered
and the amounts of coverage.


The Association was established to provide protection in the unlikely event that a life,
annuity or accident and sickness insurance company (including a health maintenance
organization) licensed in the Commonwealth of Virginia becomes financially unable to meet
its obligations and is taken over by its Insurance Department. If this should happen, the
Association will typically arrange to continue coverage and pay claims, in accordance with
Virginia law, with funding from assessments paid by other life and health insurance
companies licensed in the Commonwealth of Virginia.


The basic protections provided by the Association are:
· Life Insurance


o $300,000 in death benefits
o $100,000 in cash surrender and withdrawal values


· Health Insurance
o $500,000 for health benefit plans
o $300,000 in disability income insurance benefits
o $300,000 in long-term care insurance benefits
o $100,000 in other types of accident and sickness insurance benefits


· Annuities
o $250,000 in withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies
or contracts, is $350,000, except for health benefit plans, for which the limit is increased to
$500,000.


Note: Certain policies and contracts may not be covered or fully covered. For
example, coverage does not extend to any portion(s) of a policy or contract that the insurer
does not guarantee, such as certain investment additions to the account value of a variable
life insurance policy or a variable annuity contract. There are also various residency
requirements and other limitations under Virginia law.
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To learn more about the above protections, please visit the Association’s website at
www.valifega.org or contact:


VIRGINIA LIFE, ACCIDENT AND SICKNESS
INSURANCE GUARANTY ASSOCIATION
c/o APM Management Services, Inc.
1503 Santa Rosa Road, Suite 101
Henrico, VA 23229-5105
804-282-2240


STATE CORPORATION COMMISSION
Bureau of Insurance
P. O. Box 1157
Richmond, VA 23218-1157
804-371-9741
Toll Free Virginia only: 1-800-552-7945
http://scc.virginia.gov/boi/index.aspx


Insurance companies and agents are not allowed by Virginia law to use the existence
of the Association or its coverage to encourage you to purchase any form of
insurance. When selecting an insurance company, you should not rely on
Association coverage. If there is any inconsistency between this notice and Virginia
law, then Virginia law will control.
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WEST VIRGINIA


SUMMARY OF THE
WEST VIRGINIA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION ACT


(Effective July 1, 2019)


Residents of West Virginia who purchase life insurance, annuities or health insurance should
know that the insurance companies and health maintenance organizations licensed in this state
to write these types of insurance are members of the West Virginia Life and Health Insurance
Guaranty Association. The purpose of this Association is to assure that policy and contract
owners, certificate holders and enrollees of covered policies and contracts will be protected,
within limits, in the unlikely event that a member insurer becomes financially unable to meet its
obligations. If this should happen, the Guaranty Association will assess its other member
insurers for the money to pay the claims of covered persons who live in this state and, in some
cases, to keep coverage in force. The valuable extra protection provided by these member
insurers through the Guaranty Association is not unlimited, however, and, as noted in the box
below, this protection is not a substitute for consumers' care in selecting companies that are
well-managed and financially stable.


The West Virginia Life and Health Insurance Guaranty Association may not provide coverage for this policy
or contract. If coverage is provided, it may be subject to substantial limitations or exclusions, and require
continued residency in West Virginia. You should not rely on coverage by the West Virginia Life and Health
Insurance Guaranty Association in selecting an insurance company or health maintenance organization or
in selecting an insurance policy or contract. For a complete description of coverage, consult Article 26A,
Chapter 33 of the West Virginia Code.


Coverage is NOT provided for any portion OF YOUR CONTRACT that is not guaranteed by the
insurer or for which you have assumed the risk.


Insurance companies and health maintenance organizations or their agents are required by law
to give or send you this notice. However, insurance companies, health maintenance
organizations and their agents are prohibited by law from using the existence of the guaranty
association to induce you to purchase any kind of insurance policy or health maintenance
organization coverage.
The Guaranty Association or the West Virginia Insurance Commission will respond to questions
you may have which are not answered by this document. Policyholders with additional questions
may contact:


West Virginia Life and Health Insurance Guaranty Association
P.O. Box 816


Huntington, West Virginia 25712


West Virginia Insurance Commissioner
Consumer Services Division
900 Pennsylvania Avenue


P. O. Box 50540
Charleston, West Virginia 25305 0540


(304) 558-3386
Toll Free 1-888-879-9842


TDD 1-800-435-7381


The state law that provides for this safety-net coverage is called the West Virginia Life and Health
Insurance Guaranty Association Act. On the back of this page is a brief summary of this law's
coverages, exclusions and limits. This summary does not cover all provisions of the law, nor does it
in any way change anyone's rights or obligations under the act or the rights or obligations of the
Guaranty Association.
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COVERAGE


Generally, individuals will be protected by the West Virginia Life and Health Insurance Guaranty
Association if they live in West Virginia and hold a life, health or annuity policy, plan or contract, or if
they are insured under a group life, health or annuity policy, plan or contract, issued by a member
insurer. Member insurer also includes non-profit service corporations (W. Va. Code §33-24), health
care corporations (W. Va. Code §33-25) and health maintenance organizations (W. Va. Code §33-
25A). The beneficiaries, payees or assignees of insured persons are protected as well, even if they
live in another state.


EXCLUSIONS FROM COVERAGE


However, persons holding such policies, plans or contracts are not protected by this Guaranty
Association if:


· They are eligible for protection under the laws of another state (this may occur when the
insolvent member insurer was incorporated in another state whose guaranty association
protects insureds who live outside that state);


· The member insurer was not authorized to do business in this state;
· The policy, plan or contract was issued at a time when the member insurer was not licensed or


authorized to do business in the state;
· The policy, plan or contract was issued by a fraternal benefit society, mandatory state pooling


plan, a mutual protective association or similar plan in which the policy, plan or contract holder
is subject to future assessments, an insurance exchange, an organization that has a certificate
or license limited to the issuance of charitable gift annuities or any entity similar to the above.


The Guaranty Association also does not provide coverage for:


· Any policy, plan or contract, or portion of a policy, plan or contract that is not guaranteed by the
member insurer or for which the individual or contract holder has assumed the risk;


· Any policy of reinsurance (unless an assumption certificate was issued);
· Interest rate yields that exceed an average rate;
· Dividends;
· Credits given in connection with the administration of a policy, plan or contract by a group


contract holder;
· Employer or association plans to the extent they are self-funded (that is, not insured by an


insurance company, even if an insurance company administers them) or uninsured, including:
I. multiple employer welfare arrangement;
II. minimum premium group insurance plan;


III. stop loss group insurance plan; or
IV. administrative services only contract;


· Any unallocated annuity contract issued to or in connection with a benefit plan protected under
the federal pension guaranty corporation;


· Any portion of any unallocated contract that is not issued to or in connection with a specific
employee, union or association's benefit plan or a governmental lottery;


· Any policy, plan or contract providing any hospital, medical, prescription drug or other health
care benefits pursuant to Medicare Part C and D or Medicaid;


· An obligation that does not arise under the written terms of the policy, plan or contract, including
claims based on marketing materials, claims based on side letters or riders not approved by the
Commissioner, misrepresentations regarding policy benefits, extracontractual claims or claims
for penalties or consequential or incidental damages;


· A contractual agreement that establishes the member insurer’s obligation to provide a book
value accounting guaranty for defined contribution benefit plan participants by reference to a
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portfolio of assets that is owned by the benefit plan or trustee, which is not an affiliate of the
insurer;


· Structured settlement annuity benefits, the rights to which have been transferred by the payee
or beneficiary in a structured settlement factoring transaction.


LIMITS ON AMOUNT OF COVERAGE


The Act also limits the amount the Guaranty Association is obligated to pay out. The Guaranty
Association cannot pay more than what the member insurer would owe under a policy, plan or
contract. Also for any one insured life, regardless of the number of policies, plans or contracts, the
Guaranty Association will only pay:


· $300,000 in life insurance benefits, but no more than $100,000 in net cash surrender and
net cash withdrawal values;


· $300,000 for disability income insurance;
· $300,000 for long term care insurance;
· $250,000 in the present value of annuity benefits, including net cash surrender and net cash


withdrawal values;
· $500,000 for health benefit plans (W. Va. Code §33-26A-5(10)); and
· $100,000 for all other types of accident and sickness insurance coverages not defined as


disability income insurance, long term care insurance, or health benefit plans.


Also for any one insured life, the Guaranty Association will only pay a maximum of $300,000 – no
matter how many policies and contracts there were with the same company - for all policies or
contracts other than health benefit plans, in which case the aggregate limit shall not exceed
$500,000 with respect to any one individual.


Note to benefit plan trustees or other holders of unallocated annuities (GICs, DACs, etc.) covered
by the Act: for unallocated annuities that fund governmental retirement plans under §§ 401(k),
403(b) or 457 of the Internal Revenue Code, the limit is $250,000 in the present value of annuity
benefits, including net cash surrender and net cash withdrawal values, per participating individual.
In no event shall the Guaranty Association be liable to spend more than $300,000 in the aggregate
per individual. For covered unallocated annuities that fund other plans, a special limit of $5,000,000
applies to each contract holder, regardless of the number of contracts held with the same company
or number of persons covered. In all cases, of course, the contract limits also apply.
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WYOMING
NOTICE OF


PROTECTION PROVIDED BY
WYOMING LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION


This notice provides a brief summary of the Wyoming Life and Health Insurance Guaranty
Association (“the Association”) and the protection it provides for policyholders. This safety net was created
under Wyoming law, which determines who and what is covered and the amounts of coverage.


The Association was established to provide protection in the unlikely event that your life, annuity or health
insurance company or health maintenance organization becomes financially unable to meet its obligations
and is taken over by its Insurance Department. If this should happen, the Association will typically arrange to
continue coverage and pay claims, in accordance with Wyoming law, with funding from assessments paid by
other insurance companies and health maintenance organizations.


The basic protections provided by the Association are:


* Life Insurance


- $300,000 in death benefits


- $100,000 in cash surrender or withdrawal values


* Health Insurance


- $300,000 in health benefit plan benefits


- $300,000 in disability insurance benefits


- $300,000 in disability income insurance


- $300,000 in long-term care insurance benefits


- $100,000 in other types of health insurance benefits


* Annuities


- $250,000 in present value of benefits including net withdrawal and cash values


The maximum amount of protection for each individual, regardless of the number of policies or
contracts, is $500,000.


Note: Certain policies and contracts may not be covered or fully covered. For example,
coverage does not extend to any portion(s) of a policy or contract that the insurer or health maintenance
organization does not guarantee, such as certain investment additions to the account value of a variable life
insurance policy or a variable annuity contract. There are also various residency requirements and other
limitations under Wyoming law.


EXCLUSIONS FROM COVERAGE


Policy owners, contract owners, policy holders, certificate holders and enrollees are not protected by
this Association if:


- they are eligible for protection under the laws of another state (this may occur when the insolvent
insurer or health maintenance organization was incorporated in another state whose guaranty
association protects insureds who live outside that state);
- the insurer or health maintenance organization was not authorized to do business in this state;
- their policy was issued by a fraternal benefit society, a mandatory state pooling plan, a stipulated
premium insurance company, a local mutual burial association, a mutual assessment company or
similar plan in which the policy-holder is subject to future assessments, by an insurance exchange, or
by an entity similar to those listed here.
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The Association also does not provide coverage for:


- any policy or portion of a policy which is not guaranteed by the insurer or health maintenance
organization or for which the individual has assumed the risk, such as a variable contract sold by
prospectus, claims based on side letters or other documents, or misrepresentations of or regarding
policy benefits;
-any policy of reinsurance (unless an assumption certificate was issued pursuant to the reinsurance
policy or contract);
- interest rate yields that exceed an average rate or interest earned on an equity indexed policy;
- dividends;
- experience rating credits given in connection with the administration of a policy to a group contract
holder;
-annuity contracts issued by a nonprofit insurance company exclusively for the benefit of nonprofit
educational institutions and their employees;
- unallocated annuity contracts (which give rights to group contract holders, not individuals);
- any plan or program of an employer or association that provides life, health or annuity benefits to its
employees or members to the extent the plan is self-funded or uninsured;
- an obligation that does not arise under the express written terms of the policy or contract;
-any policy providing benefits under Medicare Part C, Medicare Part D, or Medicaid;
- rights to receive payments acquired through a structured settlement factoring transaction.


To learn more about the above protections, protections relating to group contracts or retirement
plans, and all exclusions from coverage, please visit the Association’s website at www.wylifega.org or contact:


Wyoming Life and Health Wyoming Department of Insurance
Insurance Guaranty Association 106 East 6th Avenue
6700 N. Linder Rd, Suite 156, Box 139 Cheyenne, WY 82002
Meridian, ID 83646


Phone: (307) 777-7401
Toll Free: (800) 362-0944 Toll Free: (800) 438-5768
Fax: (208) 968-0206 Fax: (307) 777-2446
Website: www.wylifega.org Website: doi.wyo.gov
Email: administrator@wylifega.org Email: wyinsdep@wyo.gov


Insurance companies and agents are not allowed by Wyoming law to use the existence of the
Association or its coverage to encourage you to purchase any form of insurance. When selecting an
insurance company, you should not rely on Association coverage. If there is any inconsistency
between this notice and Wyoming law, then Wyoming law will control.



mailto:jkelldorf@aol.com

mailto:wyinsdep@wyo.gov
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COVERAGE OPTIONS 


Short Term Disability Insurance 


Eligible Individual Coverage Type Benefit Amount Requirements 


 
Employee 


 
Coverage for covered disabilities that 
occur while off the job only. 
 
 


 
$50- $1250 a week in $25 increments, 
up to 60% of your weekly earnings for 
employees working in states other 
than those noted below. 
 
25% for employees working in CA and 
RI 
 
50% for employees working in NY, HI, 
NJ, and PR 
 
 


 
Coverage is guaranteed 
provided you are actively at 
work. 1 


 


Full-time employees  


 


 


DEFINITION OF DISABILITY UNDER YOUR PLAN 


Short Term Disability (STD) insurance can help you replace a portion of your income while you are disabled. Generally, you 
are considered disabled and eligible for short term benefits if, due to sickness, pregnancy or accidental injury, you are: 
receiving appropriate care and treatment; complying with the requirements of the treatment; are not gainfully employed; and 
due to an impairment you are prevented from performing the material and substantial duties of your regular occupation.     
 
For a complete description of this and other requirements that must be met, refer to the Certificate of Insurance provided by 
MetLife or contact your MetLife benefits administrator with any questions.  


 
BENEFIT PAYMENT AND TERMS   


The Short Term Disability benefit replaces a portion of your earnings The benefit amount is the flat dollar amount you elect in 
increments of $25 per week. The minimum amount you can elect is $50 per week. The maximum amount you can elect is 
$1250 and it cannot exceed the salary percent of your weekly earnings as stated above. The benefit amount you elect will be 
described in a coverage confirmation sent to you by MetLife. 
 
Benefits begin after the end of the elimination period. The elimination period begins on the day you become disabled and is 
the length of time you must wait while being disabled before you are eligible to receive a benefit. The elimination periods 
are/is as follows: 
 


• For Injury:  Option 1 – 14 days,  Option 2 – 30 days  
• For Sickness (includes pregnancy):  Option 1 – 14 days,  Option 2 – 30 days 


 
Benefits continue for as long as you are disabled up to a maximum duration of 26 weeks of Disability. Your plan’s maximum 
benefit period and any specific limitations are described in the Certificate of Insurance provided by MetLife. 
 


 
 


MetLife Short Term Disability 
Insurance Plan Summary  
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ADDITIONAL FEATURES  


When you are ill or injured, MetLife believes you may need more than a supplement to your income. That’s why we offer 
return to work services and incentives, including:  
 
Nurse Consultant or Case Manager Services:  
Specialists who will contact you, your physician and your employer to coordinate an early return to work plan when 
appropriate. 
 
Return to Work or Partial Disability Incentives: 
Allow you to receive Disability benefits or partial benefits while attempting to return to work. 
 


QUESTIONS & ANSWERS  


Who is eligible to enroll? 
You are eligible to enroll if you are actively at work and part of an eligible class during the enrollment period. You must also 
be actively at work for your coverage to become effective.   
 
How do I pay for coverage?3 
Premiums will be conveniently paid through payroll deductions, so you never have to worry about writing a check or missing a 
payment. 
 
If I leave the company, can I keep my coverage?4 
Yes. This coverage is portable, meaning you can take it with you if your employment status changes as long as you continue 
to pay your premium payments directly to MetLife.   
 
Can I still receive benefits if I return to work part-time? 
Yes. As long as you are disabled and meet the terms of your Disability plan, you may qualify for adjusted Disability benefits.   
 
Your plan offers Financial and Rehabilitation incentives designed to help you to return to work when appropriate, even on a 
part-time basis when you participate in an approved Rehabilitation Program. 
 
While still employed by your covered employer and while disabled, you may receive up to 100% of your predisability earnings 
when combining benefits, Rehabilitation Incentives and part-time earnings. 
 
If you choose to continue your coverage through the portability feature, offered through the Continuation of Insurance with 
Premium Payment provision, you are eligible to receive 50% of your benefit amount.4  
 
With the Rehabilitation Incentive you can get a 10% increase in your weekly benefit. 
 
If you work or participate in a rehabilitation program while disabled, the Family Care Incentive provides reimbursement up to 
$100 per week for eligible expenses, such as child care. 
 
Are there any exclusions for pre-existing conditions? 
Yes. For the first 3 months after your coverage becomes effective your plan may not cover a sickness or accidental injury that 
arose in the 12 months prior to your participation in the plan. Thereafter, provided you remain disabled, the sickness or 
accidental injury may be covered. A complete description of the pre-existing conditions exclusion is included in the Certificate 
of Insurance provided by MetLife or you may contact your MetLife benefits administrator with any questions.  
 
State variations may apply to residents of certain states and will be reflected in your Certificate of Insurance.  
 
Are there any exclusions to my coverage? 
Yes. Your plan does not cover any Disability which results from or is caused or contributed to by: 


•  Elective treatment or procedures, such as cosmetic surgery, reversal of sterilization, liposuction, visual correction 
surgery, in-vitro fertilization, embryo transfer procedure, artificial insemination or other specific procedures. 
However, pregnancies and complications from any of these procedures will be treated as a sickness.  


•  War, whether declared or undeclared, or act of war, insurrection, rebellion or terrorist act; 
•  Active participation in a riot; 
•  Intentionally self-inflicted injury or attempted suicide; 
•  Commission of or attempt to commit a felony 


 
State variations may apply to residents of certain states and will be reflected in your Certificate of Insurance.  
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Are work related disabilities covered with this plan? 
No. This plan provides protection for covered disabilities that occur while off the job only. 
 
We will not pay benefits for any Disability: 


• which happens in the course of any work performed by You for wage or profit; or 
• for which You are eligible to receive benefits under workers’ compensation or a similar law. 


 
 
Please review your Certificate of Insurance for more information. 
 
Who do I call for assistance? 
Contact a MetLife Customer Service Representative at 1 800- GET-MET8 (1-800-438-6388), Monday through Friday from 
8:00 a.m. to 11:00 p.m., EST.   
 
 
 


 


 
1 Coverage is guaranteed subject to your employer's plan limitations and provided you are actively at work and 
part of an eligible class. You will be deemed actively at work provided you are performing all of the usual and 
customary duties of your job at the employer's place of business or at an alternate place approved by your 
employer.  
3 If you leave your current employer, you will need to continue to pay your premiums directly to MetLife for your 
coverage to remain in force. 
4 Not available in all states. Eligibility for portability through the Continuation of Insurance with Premium Payment 
provision may be subject to certain eligibility requirements and limitations. In Ohio, continued coverage will 
automatically end when the group policy ends. For more information, contact your MetLife representative. 
 
The Plan Summary provides only a brief overview of the STD plan. A more complete description of the benefits 
provisions, conditions, limitations, and exclusions will be included in the Certificate of Insurance. If any 
discrepancies exist between this information and the legal plan documents, the legal plan documents will govern.  


 
Short Term Disability (“STD”) coverage is provided under a group insurance policy (Form GPNP99) issued to 
your employer by MetLife. This STD coverage terminates when your employment ceases, when you cease to be 
an eligible employee, when your STD contributions cease (if applicable) or upon termination of the group 
contract by your employer. In certain circumstances coverage may be continued through the Continuation of 
Insurance with Premium Payment provision as described in the Certificate. 


 
Like most group insurance policies, MetLife’s group policies contain certain exclusions, elimination periods, 
reductions, limitations and terms for keeping them in force. State variations may apply. Please contact MetLife or 
your benefits administrator for more information. 


 
     


 








CDPHP Universal Benefits, Inc. 
500 Patroon Creek Boulevard 
Albany, New York 12206-1057 


(518) 641-3000 


This is Your 


EXCLUSIVE PROVIDER ORGANIZATION 
CERTIFICATE OF COVERAGE 


Issued by 


CDPHP Universal Benefits, Inc. 


This Certificate of Coverage ("Certificate") explains the benefits available to You under a 
Group Contract between CDPHP Universal Benefits, Inc. (hereinafter referred to as 
"We", "Us" or "Our") and the Group listed in the Group Contract. This Certificate is not a 
contract between You and Us. Amendments, riders or endorsements may be delivered 
with the Certificate or added thereafter. 


This Certificate offers You the option to receive Covered Services on two benefit levels: 
1. In-Network Preferred Benefits. In-network preferred benefits are the highest 


level of coverage available. In-network preferred benefits apply when Your care 
is provided by Preferred Providers in Our CDPHP UBI network. You should 
always consider receiving health services first through Our Preferred Providers in 
Our CDPHP UBI network. 


2. In-Network Benefits. In-network benefits are the lower level of coverage 
available. In-network benefits apply when Your care is provided by Participating 
Providers that are not Preferred Providers and are in Our CDPHP UBI network 
who are located within Our Service Area. You should always consider receiving 
services first through Preferred Providers and then from Participating Providers 
that are not Preferred Providers. 


READ THIS ENTIRE CERTIFICATE CAREFULLY. IT DESCRIBES THE BENEFITS 
AVAILABLE UNDER THE GROUP CONTRACT. IT IS YOUR RESPONSIBILITY TO 
UNDERSTAND THE TERMS AND CONDITIONS IN THIS CERTIFICATE. 


This Certificate is governed by the laws of New York State. 


CDPHP UNIVERSAL BENEFITS, INC. 
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By: 
John D. Bennett, MD, FACC 


President and CEO 


If You need foreign language assistance to understand this Certificate, You may call Us 
at the number on Your ID card. 
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SECTION I 


Definitions 


Defined terms will appear capitalized throughout this Certificate. 


Acute: The onset of disease or injury, or a change in the Member's condition that 
would require prompt medical attention. 


Allowed Amount: The maximum amount on which Our payment is based for Covered 
Services. See the Cost-Sharing Expenses and Allowed Amount section of this 
Certificate for a description of how the Allowed Amount is calculated. 


Ambulatory Surgical Center: A Facility currently licensed by the appropriate state 
regulatory agency for the provision of surgical and related medical services on an 
outpatient basis. 


Appeal: A request for Us to review a Utilization Review decision or a Grievance again. 


Balance Billing: When a Non-Participating Provider bills You for the difference 
between the Non-Participating Provider's charge and the Allowed Amount. A 
Participating Provider may not Balance Bill You for Covered Services. 


Certificate: This Certificate issued by CDPHP Universal Benefits, Inc., including the 
Schedule of Benefits and any attached riders. 


Child, Children: The Subscriber's Children, including any natural, adopted or step
children, unmarried disabled Children, newborn Children, or any other Children as 
described in the Who is Covered section of this Certificate. 


Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of 
the Allowed Amount for the service that You are required to pay to a Provider. The 
amount can vary by the type of Covered Service. 


Copayment: A fixed amount You pay directly to a Provider for a Covered Service when 
You receive the service. The amount can vary by the type of Covered Service. 


Cost-Sharing: Amounts You must pay for Covered Services, expressed as 
Copayments, Deductibles and/or Coinsurance. 


Cover, Covered or Covered Services: The Medically Necessary services paid for, 
arranged, or authorized for You by Us under the terms and conditions of this Certificate. 


Deductible: The amount You owe before We begin to pay for Covered Services. The 
Deductible applies before any Copayments or Coinsurance are applied. The Deductible 
may not apply to all Covered Services. You may also have a Deductible that applies to 
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a specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before 
We begin to pay for a particular Covered Service. 


Dependents: The Subscriber's Spouse and Children. 


Durable Medical Equipment ("DME"): Equipment which is: 
• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Emergency Condition: A medical or behavioral condition that manifests itself by Acute 
symptoms of sufficient severity, including severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably expect the 
absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


Emergency Department Care: Emergency Services You get in a Hospital emergency 
department. 


Emergency Services: A medical screening examination which is within the capability 
of the emergency department of a Hospital, including ancillary services routinely 
available to the emergency department to evaluate such Emergency Condition; and 
within the capabilities of the staff and facilities available at the Hospital, such further 
medical examination and treatment as are required to stabilize the patient. "To stabilize" 
is to provide such medical treatment of an Emergency Condition as may be necessary 
to assure that, within reasonable medical probability, no material deterioration of the 
condition is likely to result from or occur during the transfer of the patient from a Facility, 
or to deliver a newborn child (including the placenta). 


Exclusions: Health care services that We do not pay for or Cover. 


External Appeal Agent: An entity that has been certified by the New York State 
Department of Financial Services to perform external appeals in accordance with New 
York law. 


Facility: A Hospital; Ambulatory Surgical Center; birthing center; dialysis center; 
rehabilitation Facility; Skilled Nursing Facility; hospice; Home Health Agency or home 
care services agency certified or licensed under Article 36 of the New York Public 
Health Law; a comprehensive care center for eating disorders pursuant to Article 27-J of 
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the New York Public Health Law; and a Facility defined in New York Mental Hygiene 
Law Sections 1.03(10) and (33), certified by the New York State Office of Alcoholism 
and Substance Abuse Services, or certified under Article 28 of the New York Public 
Health Law (or, in other states, a similarly licensed or certified Facility). If You receive 
treatment for substance use disorder outside of New York State, a Facility also includes 
one which is accredited by the Joint Commission to provide a substance use disorder 
treatment program. 


Grievance: A complaint that You communicate to Us that does not involve a Utilization 
Review determination. 


Group: The employer or party that has entered into an agreement with Us as a 
contractholder. 


Habilitation Services: Health care services that help a person keep, learn or improve 
skills and functioning for daily living. Habilitative Services include the management of 
limitations and disabilities, including services or programs that help maintain or prevent 
deterioration in physical, cognitive, or behavioral function. These services consist of 
physical therapy, occupational therapy and speech therapy. 


Health Care Professional: An appropriately licensed, registered or certified 
Physician; dentist; optometrist; chiropractor; psychologist; social worker; podiatrist; 
physical therapist; occupational therapist; midwife; speech-language pathologist; 
audiologist; pharmacist; behavior analyst; or any other licensed, registered or certified 
Health Care Professional under Title 8 of the New York Education Law ( or other 
comparable state law, if applicable) that the New York Insurance Law requires to be 
recognized who charges and bills patients for Covered Services. The Health Care 
Professional's services must be rendered within the lawful scope of practice for that 
type of Provider in order to be covered under this Certificate. 


Home Health Agency: An organization currently certified or licensed by the State of 
New York or the state in which it operates and renders home health care services. 


Hospice Care: Care to provide comfort and support for persons in the last stages of a 
terminal illness and their families that are provided by a hospice organization certified 
pursuant to Article 40 of the New York Public Health Law or under a similar certification 
process required by the state in which the hospice organization is located. 


Hospital: A short term, acute, general Hospital, which: 
• Is primarily engaged in providing, by or under the continuous supervision of 


Physicians, to patients, diagnostic services and therapeutic services for 
diagnosis, treatment and care of injured or sick persons; 


• Has organized departments of medicine and major surgery; 
• Has a requirement that every patient must be under the care of a Physician or 


dentist; 


Form #02-0001-2018 HDEPOLGEMBED18 
6 







• Provides 24-hour nursing service by or under the supervision of a registered 
professional nurse (R.N.); 


• If located in New York State, has in effect a Hospitalization review plan 
applicable to all patients which meets at least the standards set forth in 42 U.S.C. 
Section 1395x(k); 


• Is duly licensed by the agency responsible for licensing such Hospitals; and 
• Is not, other than incidentally, a place of rest, a place primarily for the treatment 


of tuberculosis, a place for the aged, a place for drug addicts, alcoholics, or a 
place for convalescent, custodial, educational, or rehabilitory care. 


Hospital does not mean health resorts, spas, or infirmaries at schools or camps. 


Hospitalization: Care in a Hospital that requires admission as an inpatient and usually 
requires an overnight stay. 


Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight 
stay. 


Medically Necessary: See the How Your Coverage Works section of this Certificate 
for the definition. 


Medicare: Title XVIII of the Social Security Act, as amended. 


Member: The Subscriber or a covered Dependent for whom required Premiums have 
been paid. Whenever a Member is required to provide a notice pursuant to a Grievance 
or emergency department visit or admission, "Member" also means the Member's 
designee. 


Non-Participating Provider: A Provider who doesn't have a contract with Us to 
provide services to You. The services of Non-Participating Providers are Covered only 
for Emergency Services, Urgent Care or when authorized by Us. 


Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Sharing before We 
begin to pay 100% of the Allowed Amount for Covered Services. This limit never 
includes Your Premium, Balance Billing charges or the cost of health care services We 
do not Cover. 


Participating Provider: A Provider who has a contract with Us to provide services to 
You. A list of Participating Providers and their locations is available on Our website at 
www.cdphp.com or upon Your request to Us. The list will be revised from time to time 
by Us. You will pay higher Cost-Sharing to see a Participating Provider as compared to 
a Preferred Provider. 


Physician or Physician Services: Health care services a licensed medical Physician 
(M.D. - Medical Doctor or D.O. - Doctor of Osteopathic Medicine) provides or 
coordinates. 
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Plan Year: The 12-month period beginning on the effective date of the Certificate or 
any anniversary date thereafter, during which the Certificate is in effect. 


Preauthorization: A decision by Us prior to Your receipt of a Covered Service, 
procedure, treatment plan, device, or Prescription Drug that the Covered Service, 
procedure, treatment plan, device or Prescription Drug is Medically Necessary. We 
indicate which Covered Services require Preauthorization in the Schedule of Benefits 
section of this Certificate. 


Preferred Provider: A Provider who has a contract with Us to provide services to You 
at the highest level of coverage available to You. You will pay the least amount of Cost
Sharing to see a Preferred Provider. 


Premium: The amount that must be paid for Your health insurance coverage. 


Prescription Drugs: A medication, product or device that has been approved by the 
Food and Drug Administration ("FDA") and that can, under federal or state law, be 
dispensed only pursuant to a prescription order or refill and is on Our formulary. A 
Prescription Drug includes a medication that, due to its characteristics, is appropriate for 
self administration or administration by a non-skilled caregiver. 


Primary Care Physician ("PCP"): A participating nurse practitioner or Physician who 
typically is an internal medicine, family practice or pediatric Physician and who directly 
provides or coordinates a range of health care services for You. 


Provider: A Physician, Health Care Professional, or Facility licensed, registered, 
certified or accredited as required by state law. A Provider also includes a vendor or 
dispenser of diabetic equipment and supplies, durable medical equipment, medical 
supplies, or any other equipment or supplies that are Covered under this Certificate that 
is licensed, registered, certified or accredited as required by state law. 


Referral: An authorization given to one Participating Provider from another 
Participating Provider (usually from a PCP to a participating Specialist) in order to 
arrange for additional care for a Member. 


Rehabilitation Services: Health care services that help a person keep, get back, or 
improve skills and functioning for daily living that have been lost or impaired because a 
person was sick, hurt, or disabled. These services consist of physical therapy, 
occupational therapy, and speech therapy in an inpatient and/or outpatient setting. 


Schedule of Benefits: The section of this Certificate that describes the Copayments, 
Deductibles, Coinsurance, Out-of-Pocket Limits, Preauthorization requirements, and 
other limits on Covered Services. 


Service Area: The geographical area, designated by Us and approved by the State of 
New York, in which We provide coverage. Our Service Area consists of the following 
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counties: Albany, Broome, Chenango, Columbia, Delaware, Dutchess, Essex, Fulton, 
Greene, Hamilton, Herkimer, Madison, Montgomery, Oneida, Orange, Otsego, 
Rensselaer, Saratoga, Schenectady, Schoharie, Tioga, Ulster, Warren, Washington. 


Skilled Nursing Facility: An institution or a distinct part of an institution that is 
currently licensed or approved under state or local law; primarily engaged in providing 
skilled nursing care and related services as a Skilled Nursing Facility, extended care 
Facility, or nursing care Facility approved by the Joint Commission, or the Bureau of 
Hospitals of the American Osteopathic Association, or as a Skilled Nursing Facility 
under Medicare; or as otherwise determined by Us to meet the standards of any of 
these authorities. 


Specialist: A Physician who focuses on a specific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. 


Spouse: The person to whom the Subscriber is legally married, including a same sex 
Spouse. 


Subscriber: The person to whom this Certificate is issued. 


UCR (Usual, Customary and Reasonable): The cost of a medical service in a 
geographic area based on what Providers in the area usually charge for the same or 
similar medical service. 


Urgent Care: Medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
Emergency Department Care. Urgent Care may be rendered in a Physician's office or 
Urgent Care Center. 


Urgent Care Center: A licensed Facility that provides Urgent Care. 


Us, We, Our: CDPHP Universal Benefits, Inc. and anyone to whom We legally 
delegate performance, on Our behalf, under this Certificate. 


Utilization Review: The review to determine whether services are or were Medically 
Necessary or experimental or investigational (i.e., treatment for a rare disease or a 
clinical trial). 


You, Your: The Member. 
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SECTION II 


How Your Coverage Works 


A. Your Coverage Under this Certificate. 
Your employer (referred to as the "Group") has purchased a Group health insurance 
Contract from Us. We will provide the benefits described in this Certificate to covered 
Members of the Group, that is, to employees of the Group and their covered 
Dependents. However, this Certificate is not a contract between You and Us. You 
should keep this Certificate with Your other important papers so that it is available for 
Your future reference. 


B. Covered Services. 
You will receive Covered Services under the terms and conditions of this Certificate only 
when the Covered Service is: 


• Medically Necessary; 
• Provided by a Participating Provider; 
• Listed as a Covered Service; 
• Not in excess of any benefit limitations described in the Schedule of Benefits 


section of this Certificate; and 
• Received while Your Certificate is in force. 


When You are outside Our Service Area, coverage is limited to Emergency Services, 
Pre-Hospital Emergency Medical Services and ambulance services to treat Your 
Emergency Condition and Urgent Care. 


C. Participating Providers. 
To find out if a Provider is a Participating Provider, and for details about licensure and 
training: 


• Check Your Provider directory, available at Your request; 
• Call the number on Your ID card; or 
• Visit Our website at www.cdphp.com. 


D. Preferred Providers. 
Some Participating Providers are also Preferred Providers. Certain services may be 
obtained from Preferred Providers. If You receive Covered Services from Preferred 
Providers, Your Cost-Sharing may be lower than if You received the services from 
Participating Providers. See the Schedule of Benefits section of this Certificate for 
coverage of Preferred Provider services. 


E. The Role of Primary Care Physicians. 
This Certificate does not have a gatekeeper, usually known as a Primary Care 
Physician ("PCP"). You do not need a Referral from a PCP before receiving Specialist 
care. 


You may need to request Preauthorization before You receive certain services. 
See the Schedule of Benefits section of this Certificate for the services that 
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require Preauthorization. 


1. Access to Providers and Changing Providers. Sometimes Providers in Our 
Provider directory are not available. You should call the Provider to make sure he 
or she is a Participating Provider and is accepting new patients. 


To see a Provider, call his or her office and tell the Provider that You are a 
CDPHP UBI Member, and explain the reason for Your visit. Have Your ID card 
available. The Provider's office may ask You for Your Group or Member ID 
number. When You go to the Provider's office, bring Your ID card with You. 


F. Services Subject to Preauthorization. 
Our Preauthorization is required before You receive certain Covered Services. You are 
responsible for requesting Preauthorization for the in-network services listed in the 
Schedule of Benefits section of this Certificate. 


G. Preauthorization Procedure. 
If You seek coverage for services that require Preauthorization, You must call Us at the 
number on Your ID card. 


After receiving a request for approval, We will review the reasons for Your planned 
treatment and determine if benefits are available. Criteria will be based on multiple 
sources which may include medical policy, clinical guidelines, and pharmacy and 
therapeutic guidelines. 


H. Failure to Seek Preauthorization. 
If You fail to seek Our Preauthorization for benefits subject to this section, We will pay 
an amount of $500 less than We would otherwise have paid for the care, or We will pay 
only 50% of the amount We would otherwise have paid for the care, whichever results 
in a greater benefit for You. You must pay the remaining charges. We will pay the 
amount specified above only if We determine the care was Medically Necessary even 
though You did not seek Our Preauthorization. If We determine that the services were 
not Medically Necessary, You will be responsible for paying the entire charge for the 
service. 


I. Medical Management. 
The benefits available to You under this Certificate are subject to pre-service, 
concurrent and retrospective reviews to determine when services should be Covered by 
Us. The purpose of these reviews is to promote the delivery of cost-effective medical 
care by reviewing the use of procedures and, where appropriate, the setting or place 
the services are performed. Covered Services must be Medically Necessary for benefits 
to be provided. 


J. Medical Necessity. 
We Cover benefits described in this Certificate as long as the health care service, 
procedure, treatment, test, device, Prescription Drug or supply ( collectively, "service") 


Form #02-0001-2018 HDEPOLGEMBED18 
11 







is Medically Necessary. The fact that a Provider has furnished, prescribed, ordered, 
recommended, or approved the service does not make it Medically Necessary or mean 
that We have to Cover it. 


We may base Our decision on a review of: 
• Your medical records; 
• Our medical policies and clinical guidelines; 
• Medical opinions of a professional society, peer review committee or other 


groups of Physicians; 
• Reports in peer-reviewed medical literature; 
• Reports and guidelines published by nationally-recognized health care 


organizations that include supporting scientific data; 
• Professional standards of safety and effectiveness, which are generally


recognized in the United States for diagnosis, care, or treatment; 
• The opinion of Health Care Professionals in the generally-recognized health 


specialty involved; 
• The opinion of the attending Providers, which have credence but do not overrule 


contrary opinions. 


Services will be deemed Medically Necessary only if: 
• They are clinically appropriate in terms of type, frequency, extent, site, and 


duration, and considered effective for Your illness, injury, or disease; 
• They are required for the direct care and treatment or management of that 


condition; 
• Your condition would be adversely affected if the services were not provided; 
• They are provided in accordance with generally-accepted standards of medical 


practice; 
• They are not primarily for the convenience of You, Your family, or Your Provider; 
• They are not more costly than an alternative service or sequence of services, 


that is at least as likely to produce equivalent therapeutic or diagnostic results; 
• When setting or place of service is part of the review, services that can be safely 


provided to You in a lower cost setting will not be Medically Necessary if they are 
performed in a higher cost setting. For example, We will not provide coverage for 
an inpatient admission for surgery if the surgery could have been performed on 
an outpatient basis or an infusion or injection of a specialty drug provided in the 
outpatient department of a Hospital if the drug could be provided in a Physician's 
office or the home setting. 


See the Utilization Review and External Appeal sections of this Certificate for Your right 
to an internal Appeal and external appeal of Our determination that a service is not 
Medically Necessary. 


K. Protection from Surprise Bills. 
1. A surprise bill is a bill You receive for Covered Services in the following 


circumstances: 
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• For services performed by a non-participating Physician at a participating 
Hospital or Ambulatory Surgical Center, when: 


o A participating Physician is unavailable at the time the health care 
services are performed; 


o A non-participating Physician performs services without Your 
knowledge; or 


o Unforeseen medical issues or services arise at the time the health 
care services are performed. 


A surprise bill does not include a bill for health care services when a participating 
Physician is available and You elected to receive services from a non
participating Physician. 


• You were referred by a participating Physician to a Non-Participating 
Provider without Your explicit written consent acknowledging that the 
referral is to a Non-Participating Provider and it may result in costs not 
covered by Us. For a surprise bill, a referral to a Non-Participating 
Provider means: 


o Covered Services are performed by a Non-Participating Provider in 
the participating Physician's office or practice during the same visit; 


o The participating Physician sends a specimen taken from You in 
the participating Physician's office to a non-participating laboratory 
or pathologist; or 


o For any other Covered Services performed by a Non-Participating 
Provider at the participating Physician's request, when Referrals 
are required under Your Certificate. 


You will be held harmless for any Non-Participating Provider charges for the 
surprise bill that exceed Your Copayment, Deductible or Coinsurance if You 
assign benefits to the Non-Participating Provider in writing. In such cases, the 
Non-Participating Provider may only bill You for Your Copayment, Deductible or 
Coinsurance. 


The assignment of benefits form for surprise bills is available at www.dfs.ny.gov 
or You can visit Our website at www.cdphp.com for a copy of the form. You need 
to mail a copy of the assignment of benefits form to Us at the address on Our 
website and to Your Provider. 


2. Independent Dispute Resolution Process. Either We or a Provider may 
submit a dispute involving a surprise bill to an independent dispute resolution 
entity ("IDRE") assigned by the state. Disputes are submitted by completing the 
IDRE application form, which can be found at www.dfs.ny.gov. The IDRE will 
determine whether Our payment or the Provider's charge is reasonable within 30 
days of receiving the dispute. 


L. Delivery of Covered Services Using Telehealth. 
If Your Participating Provider offers Covered Services using telehealth, We will not deny 
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the Covered Services because they are delivered using telehealth. Covered Services 
delivered using telehealth may be subject to utilization review and quality assurance 
requirements and other terms and conditions of the Certificate that are at least as 
favorable as those requirements for the same service when not delivered using 
telehealth. "Telehealth" means the use of electronic information and communication 
technologies by a Participating Provider to deliver Covered Services to You while Your 
location is different than Your Provider's location. 


M. Case Management. 
Case management helps coordinate services for Members with health care needs due 
to serious, complex, and/or chronic health conditions. Our programs coordinate benefits 
and educate Members who agree to take part in the case management program to help 
meet their health-related needs. 


Our case management programs are confidential and voluntary. These programs are 
given at no extra cost to You and do not change Covered Services. If You meet 
program criteria and agree to take part, We will help You meet Your identified health 
care needs. This is reached through contact and team work with You and/or Your 
authorized representative, treating Physician(s), and other Providers. In addition, We 
may assist in coordinating care with existing community-based programs and services 
to meet Your needs, which may include giving You information about external agencies 
and community-based programs and services. 


In certain cases of severe or chronic illness or injury, We may provide benefits for 
alternate care through Our case management program that is not listed as a Covered 
Service. We may also extend Covered Services beyond the benefit maximums of this 
Certificate. We will make Our decision on a case-by-case basis if We determine the 
alternate or extended benefit is in the best interest of You and Us. 


Nothing in this provision shall prevent You from appealing Our decision. A decision to 
provide extended benefits or approve alternate care in one case does not obligate Us 
to provide the same benefits again to You or to any other Member. We reserve the 
right, at any time, to alter or stop providing extended benefits or approving alternate 
care. In such case, We will notify You or Your representative in writing. 


N. Important Telephone Numbers and Addresses. 


• CLAIMS 
CDPHP UBI, PO Box 66602, Albany, NY 12206 
(Submit claim forms to this address.) 


Log-in to the secure member portal at www.cdphp.com and select the "Mail 
Center" icon to submit claims via secure email. 
(Submit electronic claim forms to this e-mail address.) 


• COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS 
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Call the number on Your ID card 


• ASSIGNMENT OF BENEFITS FORM 
Refer to the address on Your ID card 
(Submit assignment of benefits forms for surprise bills to this address.) 


• MEMBER SERVICES 
Call the number on Your ID card 
(Member Services Representatives are available Monday - Friday, 8:00 a.m. -
5:00 p.m.) 


• PREAUTHORIZATION 
Call the number on Your ID card 


• BEHAVIORAL HEALTH SERVICES 
Call the number on Your ID card 


• OUR WEBSITE 
www.cdphp.com 


Form #02-0001-2018 HDEPOLGEMBED18 
15 







SECTION Ill 


Access to Care and Transitional Care 


A. Authorization to a Non-Participating Provider. 
If We determine that We do not have a Participating Provider that has the appropriate 
training and experience to treat Your condition, We will approve an authorization to an 
appropriate Non-Participating Provider. Your Participating Provider or You must request 
prior approval of the authorization to a specific Non-Participating Provider. Approvals of 
authorizations to Non-Participating Providers will not be made for the convenience of 
You or another treating Provider and may not necessarily be to the specific Non
Participating Provider You requested. If We approve the authorization, all services 
performed by the Non-Participating Provider are subject to a treatment plan approved 
by Us in consultation with Your PCP, the Non-Participating Provider and You. Covered 
Services rendered by the Non-Participating Provider will be paid as if they were 
provided by a Participating Provider. You will be responsible only for any applicable in
network Cost-Sharing. In the event an authorization is not approved, any services 
rendered by a Non-Participating Provider will not be Covered. 


8. When Your Provider Leaves the Network. 
If You are in an ongoing course of treatment when Your Provider leaves Our network, 
then You may be able to continue to receive Covered Services for the ongoing 
treatment from the former Participating Provider for up to 90 days from the date Your 
Provider's contractual obligation to provide services to You terminates. If You are 
pregnant and in Your second or third trimester, You may be able to continue care with a 
former Participating Provider through delivery and any postpartum care directly related 
to the delivery. 


In order for You to continue to receive Covered Services for up to 90 days or through a 
pregnancy with a former Participating Provider, the Provider must agree to accept as 
payment the negotiated fee that was in effect just prior to the termination of Our 
relationship with the Provider. The Provider must also agree to provide Us necessary 
medical information related to Your care and adhere to our policies and procedures, 
including those for assuring quality of care, obtaining Preauthorization, authorizations, 
and a treatment plan approved by Us. If the Provider agrees to these conditions, You 
will receive the Covered Services as if they were being provided by a Participating 
Provider. You will be responsible only for any applicable in-network Cost-Sharing. 
Please note that if the Provider was terminated by Us due to fraud, imminent harm to 
patients or final disciplinary action by a state board or agency that impairs the Provider's 
ability to practice, continued treatment with that Provider is not available. 


C. New Members In a Course of Treatment. 
If You are in an ongoing course of treatment with a Non-Participating Provider when 
Your coverage under this Certificate becomes effective, You may be able to receive 
Covered Services for the ongoing treatment from the Non-Participating Provider for up 
to 60 days from the effective date of Your coverage under this Certificate. This course of 
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treatment must be for a life-threatening disease or condition or a degenerative and 
disabling condition or disease. You may also continue care with a Non-Participating 
Provider if You are in the second or third trimester of a pregnancy when Your coverage 
under this Certificate becomes effective. You may continue care through delivery and 
any post-partum services directly related to the delivery. 


In order for You to continue to receive Covered Services for up to 60 days or through 
pregnancy, the Non-Participating Provider must agree to accept as payment Our fees 
for such services. The Provider must also agree to provide Us necessary medical 
information related to Your care and to adhere to Our policies and procedures including 
those for assuring quality of care, obtaining Preauthorization, Referrals, and a treatment 
plan approved by Us. If the Provider agrees to these conditions, You will receive the 
Covered Services as if they were being provided by a Participating Provider. You will be 
responsible only for any applicable in-network Cost-Sharing. 
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SECTION IV 


Cost-Sharing Expenses and Allowed Amount 


A. Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits 
section of this Certificate for Covered Services during each Plan Year before We 
provide coverage. If You have other than individual coverage, the individual Deductible 
applies to each person covered under this Certificate. Once a person within a family 
meets the individual Deductible, no further Deductible is required for the person that has 
met the individual Deductible for that Plan Year. However, after Deductible payments for 
persons covered under this Certificate collectively total the family Deductible amount in 
the Schedule of Benefits section of this Certificate in a Plan Year, no further Deductible 
will be required for any person covered under this Certificate for that Plan Year. In
network Cost-Sharing amounts to which a Deductible applies accumulate toward both 
the Deductibles for Preferred Providers and for Participating Providers. 


B. Copayments. 
Except where stated otherwise, after You have satisfied the Deductible as described 
above, You must pay the Copayments, or fixed amounts, in the Schedule of Benefits 
section of this Certificate for Covered Services. However, when the Allowed Amount for 
a service is less than the Copayment, You are responsible for the lesser amount. 


C. Coinsurance. 
Except where stated otherwise, after You have satisfied the Deductible described 
above, You must pay a percentage of the Allowed Amount for Covered Services. We 
will pay the remaining percentage of the Allowed Amount as Your benefit as shown in 
the Schedule of Benefits section of this Certificate. 


D. Out-of-Pocket Limit. 
When You have met Your Out-of-Pocket Limit in payment of Copayments, Deductibles 
and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, 
We will provide coverage for 100% of the Allowed Amount for Covered Services for the 
remainder of that Plan Year. If You have other than individual coverage, once a person 
within a family meets the individual Out-of-Pocket Limit in the Schedule of Benefits 
section of this Certificate, We will provide coverage for 100% of the Allowed Amount for 
the rest of that Plan Year for that person. If other than individual coverage applies, when 
persons in the same family covered under this Certificate have collectively met the 
family Out-of-Pocket Limit in payment of Copayments, Deductibles and Coinsurance for 
a Plan Year in the Schedule of Benefits section of this Certificate, We will provide 
coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire 
family. In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will 
accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for 
Participating Providers. 


E. Allowed Amount. 
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"Allowed Amount" means the maximum amount We will pay for the services or supplies 
Covered under this Certificate, before any applicable Copayment, Deductible and 
Coinsurance amounts are subtracted. We determine Our Allowed Amount as follows: 


The Allowed Amount for Participating Providers will be the amount We have negotiated 
with the Participating Provider, or the Participating Provider's charge. 


Our payments to Participating Providers may include financial incentives to help 
improve the quality or coordination of care and promote the delivery of Covered 
Services in a cost-efficient manner. Payments under this financial incentive program are 
not made as payment for a specific Covered Service provided to You. Your Cost
Sharing will not change based on any payments made to or received from Participating 
Providers as part of the financial incentive program. 


See the Emergency Services and Urgent Care section of this Certificate for the Allowed 
Amount for Emergency Services rendered by Non-Participating Providers. See the 
Ambulance and Pre-Hospital Emergency Medical Services section of this Certificate for 
the Allowed Amount for Pre-Hospital Emergency Medical Services rendered by Non
Participating Providers. 
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SECTION V 


Who is Covered 


A. Who is Covered Under this Certificate. 
You, the Subscriber to whom this Certificate is issued, are covered under this 
Certificate. You must live, work, or reside in Our Service Area to be covered under this 
Certificate. Members of Your family may also be covered depending on the type of 
coverage You selected. 


B. Types of Coverage. 
We offer the following types of coverage: 


1. Individual. If You selected individual coverage, then You are covered. 


2. Individual and Spouse. If You selected individual and Spouse coverage, then 
You and Your Spouse are covered. 


3. Parent and Child/Children. If You selected parent and child/children coverage, 
then You and Your Child or Children, as described below, are covered. 


4. Family. If You selected family coverage, then You and Your Spouse and Your 
Child or Children, as described below, are covered. 


C. Children Covered Under this Certificate. 
If You selected parent and child/children or family coverage, Children covered under 
this Certificate include Your natural Children, legally adopted Children, step Children, 
and Children for whom You are the proposed adoptive parent without regard to financial 
dependence, residency with You, student status or employment. A proposed adopted 
Child is eligible for coverage on the same basis as a natural Child during any waiting 
period prior to the finalization of the Child's adoption. Coverage lasts until the end of the 
month in which the Child turns 26 years of age. Coverage also includes Children for 
whom You are a permanent legal guardian if the Children are chiefly dependent upon 
You for support and You have been appointed the legal guardian by a court order. 
Foster Children and grandchildren are not covered. 


Any unmarried dependent Child, regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental disability, mental retardation 
(as defined in the New York Mental Hygiene Law), or physical handicap and who 
became so incapable prior to attainment of the age at which the Child's coverage would 
otherwise terminate and who is chiefly dependent upon You for support and 
maintenance, will remain covered while Your insurance remains in force and Your Child 
remains in such condition. You have 31 days from the date of Your Child's attainment of 
the termination age to submit an application to request that the Child be included in 
Your coverage and proof of the Child's incapacity. We have the right to check whether a 
Child is and continues to qualify under this section. 
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We have the right to request and be furnished with such proof as may be needed to 
determine eligibility status of a prospective or covered Subscriber and all other 
prospective or covered Members in relation to eligibility for coverage under this 
Certificate at any time. 


D. When Coverage Begins. 
Coverage under this Certificate will begin as follows: 


1. If You, the Subscriber, elect coverage before becoming eligible, or within 30 days 
of becoming eligible for other than a special enrollment period, coverage begins 
on the date You become eligible, or on the date determined by Your Group. 
Groups cannot impose waiting periods that exceed 90 days. 


2. If You, the Subscriber, do not elect coverage upon becoming eligible or within 30 
days of becoming eligible for other than a special enrollment period, You must 
wait until the Group's next open enrollment period to enroll, except as provided 
below. 


3. If You, the Subscriber, marry while covered, and We receive notice of such 
marriage within 30 days thereafter, coverage for Your Spouse and Child starts on 
the first day of the month following such marriage. If We do not receive notice 
within 30 days of the marriage, You must wait until the Group's next open 
enrollment period to add Your Spouse or Child. 


4. If You, the Subscriber, have a newborn or adopted newborn Child and We 
receive notice of such birth within 30 days thereafter, coverage for Your newborn 
starts at the moment of birth; otherwise, coverage begins on the date on which 
We receive notice. Your adopted newborn Child will be covered from the moment 
of birth if You take physical custody of the infant as soon as the infant is released 
from the Hospital after birth and You file a petition pursuant to Section 115-c of 
the New York Domestic Relations Law within 30 days of the infant's birth; and 
provided further that no notice of revocation to the adoption has been filed 
pursuant to Section 115-b of the New York Domestic Relations Law, and consent 
to the adoption has not been revoked. However, We will not provide Hospital 
benefits for the adopted newborn's initial Hospital stay if one of the infant's 
natural parents has coverage for the newborn's initial Hospital stay. If You have 
individual or individual and Spouse coverage, You must also notify Us of Your 
desire to switch to parent and child/children or family coverage and pay any 
additional Premium within 30 days of the birth or adoption in order for coverage 
to start at the moment of birth. Otherwise, coverage begins on the date on which 
We receive notice, provided that You pay any additional Premium when due. 


E. Special Enrollment Periods. 
You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of 
coverage in another group health plan if coverage was terminated because You, Your 
Spouse or Child are no longer eligible for coverage under the other group health plan 
due to: 


1. Termination of employment; 
2. Termination of the other group health plan; 
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3. Death of the Spouse; 
4. Legal separation, divorce or annulment; 
5. Reduction of hours of employment; 
6. Employer contributions toward the group health plan were terminated for You or 


Your Dependents' coverage; or 
7. A Child no longer qualifies for coverage as a Child under the other group health 


plan. 


You, Your Spouse or Child can also enroll 30 days from exhaustion of Your COBRA or 
continuation coverage or if You gain a Dependent or become a Dependent through 
marriage, birth, adoption, or placement for adoption. 


We must receive notice and Premium payment within 30 days of the loss of coverage. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 


In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of 
the occurrence of one of the following events: 


1. You or Your Spouse or Child loses eligibility for Medicaid or Child Health Plus; or 
2. You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus. 


We must receive notice and Premium payment within 60 days of one of these events. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 
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SECTION VI 


Preventive Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


Preventive Care. 
We Cover the following services for the purpose of promoting good health and early 
detection of disease. Preventive services are not subject to Cost-Sharing (Copayments, 
Deductibles or Coinsurance) when performed by a Participating Provider and provided 
in accordance with the comprehensive guidelines supported by the Health Resources 
and Services Administration ("HRSA"), or if the items or services have an "A" or "B" 
rating from the United States Preventive Services Task Force ("USPSTF"), or if the 
immunizations are recommended by the Advisory Committee on Immunization 
Practices ("ACIP"). However, Cost-Sharing may apply to services provided during the 
same visit as the preventive services. Also, if a preventive service is provided during an 
office visit wherein the preventive service is not the primary purpose of the visit, the 
Cost-Sharing amount that would otherwise apply to the office visit will still apply. You 
may contact Us at the number on Your ID card or visit Our website at www.cdphp.com 
for a copy of the comprehensive guidelines supported by H RSA, items or services with 
an "A" or "B" rating from USPSTF, and immunizations recommended by ACIP. 


A. Well-Baby and Well-Child Care. We Cover well-baby and well-child care which 
consists of routine physical examinations including vision screenings and hearing 
screenings, developmental assessment, anticipatory guidance, and laboratory 
tests ordered at the time of the visit as recommended by the American Academy 
of Pediatrics. We also Cover preventive care and screenings as provided for in 
the comprehensive guidelines supported by HRSA and items or services with an 
"A" or "B" rating from USPSTF. If the schedule of well-child visits referenced 
above permits one (1) well-child visit per Plan Year, We will not deny a well-child 
visit if 365 days have not passed since the previous well-child visit. 
Immunizations and boosters as required by ACIP are also Covered. This benefit 
is provided to Members from birth through attainment of age 19 and is not 
subject to Copayments, Deductibles or Coinsurance. 


B. Adult Annual Physical Examinations. We Cover adult annual physical 
examinations and preventive care and screenings as provided for in the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF. 


Examples of items or services with an "A" or "B" rating from USPSTF include, but 
are not limited to, blood pressure screening for adults, lung cancer screening, 
colorectal cancer screening, alcohol misuse screening, depression screening, 
and diabetes screening. A complete list of the Covered preventive Services is 
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available on Our website at www.cdphp.com, or will be mailed to You upon 
request. 


You are eligible for a physical examination once every Plan Year, regardless of 
whether or not 365 days have passed since the previous physical examination 
visit. Vision screenings do not include refractions. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


C. Adult Immunizations. We Cover adult immunizations as recommended by 
ACIP. This benefit is not subject to Copayments, Deductibles or Coinsurance 
when provided in accordance with the recommendations of ACIP. 


D. Well-Woman Examinations. We Cover well-woman examinations which 
consist of a routine gynecological examination, breast examination and annual 
Pap smear, including laboratory and diagnostic services in connection with 
evaluating the Pap smear. We also Cover preventive care and screenings as 
provided for in the comprehensive guidelines supported by HRSA and items or 
services with an "A" or "B" rating from USPSTF. A complete list of the Covered 
preventive Services is available on Our website at www.cdphp.com, or will be 
mailed to You upon request. This benefit is not subject to Copayments, 
Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF, which may be less frequent than described above, 
and when provided by a Participating Provider. 


E. Mammograms, Screening and Diagnostic Imaging for the Detection of 
Breast Cancer. We Cover mammograms for the screening of breast cancer as 


follows: 
• One (1) baseline screening mammogram for Members age 35 through 39; 


and 
• One (1) screening mammogram annually for Members age 40 and over. 


If a Member of any age has a history of breast cancer or a first degree relative 
has a history of breast cancer, We Cover mammograms as recommended by the 
Member's Provider. However, in no event will more than one (1) preventive 
screening per Plan Year be Covered. 


Mammograms for the screening of breast cancer are not subject to Copayments, 
Deductibles or Coinsurance. 


We also Cover additional screening and diagnostic imaging for the detection of 
breast cancer, including diagnostic mammograms, breast ultrasounds and MRls. 
Screening and diagnostic imaging for the detection of breast cancer, including 
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diagnostic mammograms, breast ultrasounds and MRls are not subject to 
Copayments, Deductibles or Coinsurance when provided by a Participating 
Provider. 


F. Family Planning and Reproductive Health Services. We Cover family 
planning services which consist of FDA-approved contraceptive methods 
prescribed by a Provider, not otherwise Covered under Your Prescription Drug 
Coverage Rider, if applicable, counseling on use of contraceptives and related 
topics, and sterilization procedures for women. Such services are not subject to 
Copayments, Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF and when provided by a Participating Provider. 


We also Cover vasectomies subject to Copayments, Deductibles or Coinsurance. 


We do not Cover services related to the reversal of elective sterilizations. 


G. Bone Mineral Density Measurements or Testing. We Cover bone mineral 
density measurements or tests, and Prescription Drugs and devices approved by 
the FDA or generic equivalents as approved substitutes. Coverage of 
Prescription Drugs is subject to Your Prescription Drug Coverage Rider, if 
applicable. Bone mineral density measurements or tests, drugs or devices shall 
include those covered for individuals meeting the criteria under the federal 
Medicare program and those in accordance with the criteria of the National 
Institutes of Health. You will also qualify for Coverage of bone mineral density 
measurements and testing if You meet any of the following: 


• Previously diagnosed as having osteoporosis or having a family history of 
osteoporosis; 


• With symptoms or conditions indicative of the presence or significant risk 
of osteoporosis; 


• On a prescribed drug regimen posing a significant risk of osteoporosis; 
• With lifestyle factors to a degree as posing a significant risk of 


osteoporosis; or 
• With such age, gender, and/or other physiological characteristics which 


pose a significant risk for osteoporosis. 


We also Cover bone mineral density measurements or tests, and Prescription 
Drugs and devices as provided for in the comprehensive guidelines supported by 
HRSA and items or services with an "A" or "B" rating from USPSTF. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF, which may not 
include all of the above services such as drugs and devices and when provided 
by a Participating Provider. 
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H. Screening for Prostate Cancer. We Cover an annual standard diagnostic 
examination including, but not limited to, a digital rectal examination and a 
prostate specific antigen test for men age 50 and over who are asymptomatic 
and for men age 40 and over with a family history of prostate cancer or other 
prostate cancer risk factors. We also Cover standard diagnostic testing including, 
but not limited to, a digital rectal examination and a prostate-specific antigen test, 
at any age for men having a prior history of prostate cancer. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided by a Participating Provider. 
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SECTION VII 


Ambulance and Pre-Hospital Emergency Medical Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. Pre-Hospital Emergency Medical Services and ambulance 
services for the treatment of an Emergency Condition do not require Preauthorization. 


A. Emergency Ambulance Transportation. 
We Cover Pre-Hospital Emergency Medical Services for the treatment of an Emergency 
Condition when such services are provided by an ambulance service. 


"Pre-Hospital Emergency Medical Services" means the prompt evaluation and treatment 
of an Emergency Condition and/or non-airborne transportation to a Hospital. The 
services must be provided by an ambulance service issued a certificate under the New 
York Public Health Law. We will, however, only Cover transportation to a Hospital 
provided by such an ambulance service when a prudent layperson, possessing an 
average knowledge of medicine and health, could reasonably expect the absence of 
such transportation to result in: 


• Placing the health of the person afflicted with such condition or, with 
respect to a pregnant woman, the health of the woman or her unborn child in 
serious jeopardy, or in the case of a behavioral condition, placing the health of 
such person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


An ambulance service may not charge or seek reimbursement from You for Pre
Hospital Emergency Medical Services except for the collection of any applicable 
Copayment, Deductible or Coinsurance. In the absence of negotiated rates, We will pay 
a Non-Participating Provider the usual and customary charge for Pre-Hospital 
Emergency Medical Services, which shall not be excessive or unreasonable. 


We also Cover emergency ambulance transportation by a licensed ambulance service 
(either ground, water or air ambulance) to the nearest Hospital where Emergency 
Services can be performed. 


We Cover Pre-Hospital Emergency Medical Services and emergency ambulance 
transportation worldwide. 


B. Non-Emergency Ambulance Transportation. 
We Cover non-emergency ambulance transportation by a licensed ambulance service 
(either ground or air ambulance, as appropriate) between Facilities when the transport 
is any of the following: 


Form #02-0001-2018 HDEPOLGEMBED18 
27 







• From a non-participating Hospital to a participating Hospital; 
• To a Hospital that provides a higher level of care that was not available at the 


original Hospital; 
• To a more cost-effective Acute care Facility; or 
• From an Acute care Facility to a sub-Acute setting. 


C. Limitations/Terms of Coverage. 
• We do not Cover travel or transportation expenses, unless connected to an 


Emergency Condition or due to a Facility transfer approved by Us, even though 
prescribed by a Physician. 


• We do not Cover non-ambulance transportation such as ambulette, van or taxi 
cab. 


• Coverage for air ambulance related to an Emergency Condition or air ambulance 
related to non-emergency transportation is provided when Your medical condition 
is such that transportation by land ambulance is not appropriate; and Your 
medical condition requires immediate and rapid ambulance transportation that 
cannot be provided by land ambulance; and one (1) of the following is met: 


o The point of pick-up is inaccessible by land vehicle; or 
o Great distances or other obstacles (e.g., heavy traffic) prevent Your timely 


transfer to the nearest Hospital with appropriate facilities. 
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SECTION VIII 


Emergency Services and Urgent Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Emergency Services. 
We Cover Emergency Services for the treatment of an Emergency Condition in a 
Hospital. 


We define an "Emergency Condition" to mean: A medical or behavioral condition that 
manifests itself by Acute symptoms of sufficient severity, including severe pain, such 
that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


For example, an Emergency Condition may include, but is not limited to, the following 
conditions: 


• Severe chest pain 
• Severe or multiple injuries 
• Severe shortness of breath 
• Sudden change in mental status (e.g., disorientation) 
• Severe bleeding 
• Acute pain or conditions requiring immediate attention such as suspected heart 


attack or appendicitis 
• Poisonings 
• Convulsions 


Coverage of Emergency Services for treatment of Your Emergency Condition will be 
provided regardless of whether the Provider is a Participating Provider. We will also 
Cover Emergency Services to treat Your Emergency Condition worldwide. However, 
We will Cover only those Emergency Services and supplies that are Medically 
Necessary and are performed to treat or stabilize Your Emergency Condition in a 
Hospital. 


Please follow the instructions listed below regardless of whether or not You are in Our 
Service Area at the time Your Emergency Condition occurs: 


Form #02-0001-2018 HDEPOLGEMBED18 
29 







1. Hospital Emergency Department Visits. In the event that You require 
treatment for an Emergency Condition, seek immediate care at the nearest 
Hospital emergency department or call 911. Emergency Department Care does 
not require Preauthorization. However, only Emergency Services for the 
treatment of an Emergency Condition are Covered in an emergency 
department. 


We do not Cover follow-up care or routine care provided in a Hospital 
emergency department. 


2. Emergency Hospital Admissions. In the event that You are admitted to the 
Hospital, You or someone on Your behalf must notify Us at the number on Your 
ID card within 48 hours of Your admission, or as soon as is reasonably possible. 


We Cover inpatient Hospital services at a non-participating Hospital at the in
network Cost-Sharing for as long as Your medical condition prevents Your 
transfer to a participating Hospital, unless We authorize continued treatment at 
the non-participating Hospital. If Your medical condition permits Your transfer to 
a participating Hospital, We will notify You and arrange the transfer. Any inpatient 
Hospital services received from a non-participating Hospital after We have 
notified You and offered assistance in arranging for a transfer to a participating 
Hospital will not be Covered. 


3. Payments Relating to Emergency Services Rendered. The amount We pay a 
Non-Participating Provider for Emergency Services will be 


the greater of: 1) the amount We have negotiated with Participating Providers for 
the Emergency Service (and if more than one amount is negotiated, the median 
of the amounts); 2) 100% of the Allowed Amount for services provided by a Non
Participating Provider (i.e., the amount We would pay in the absence of any 
Cost-Sharing that would otherwise apply for services of Non-Participating 
Providers); or 3) the amount that would be paid under Medicare. The amounts 
described above exclude any Copayment or Coinsurance that applies to 
Emergency Services provided by a Participating Provider. 


If a dispute involving a payment for physician services is submitted to an 
independent dispute resolution entity ("IDRE"), We will pay the amount, if any, 
determined by the IDRE for physician services. 


You are responsible for any Copayment, Deductible or Coinsurance. You will be 
held harmless for any Non-Participating Provider charges that exceed Your 
Copayment, Deductible or Coinsurance. 


B. Urgent Care. 
Urgent Care is medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
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Emergency Department Care. Urgent Care is typically available after normal business 
hours, including evenings and weekends. Urgent Care is Covered in or out of Our 
Service Area. 


1. In-Network. We Cover Urgent Care from a participating Physician or a 
participating Urgent Care Center. You do not need to contact Us prior to or after 
Your visit. 


2. Out-of-Network. We Cover Urgent Care from a non-participating Urgent Care 
Center outside Our Service Area. We are available 24 hours a day, seven (7) 
days a week to help You in urgent medical situations. 


We do not Cover Urgent Care from non-participating Urgent Care Centers in Our 
Service Area. 


If Urgent Care results in an emergency admission, please follow the instructions 
for emergency Hospital admissions described above. 
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SECTION IX 


Outpatient and Professional Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Acupuncture. 
We Cover acupuncture services. 


B. Advanced Imaging Services. 
We Cover PET scans, MRI, nuclear medicine, and CAT scans. 


C. Allergy Testing and Treatment. 
We Cover testing and evaluations including injections, and scratch and prick tests to 
determine the existence of an allergy. We also Cover allergy treatment, including 
desensitization treatments, routine allergy injections and serums. 


D. Ambulatory Surgical Center Services. 
We Cover surgical procedures performed at Ambulatory Surgical Centers including 
services and supplies provided by the center the day the surgery is performed. 


E. Chemotherapy. 
We Cover chemotherapy in an outpatient Facility or in a Health Care Professional's 
office. Orally-administered anti-cancer drugs are Covered under Your Prescription Drug 
Coverage Rider, if applicable. 


F. Chiropractic Services. 
We Cover chiropractic care when performed by a Doctor of Chiropractic ("chiropractor") 
in connection with the detection or correction by manual or mechanical means of 
structural imbalance, distortion or subluxation in the human body for the purpose of 
removing nerve interference and the effects thereof, where such interference is the 
result of or related to distortion, misalignment or subluxation of the vertebral column. 
This includes assessment, manipulation and any modalities. Any laboratory tests will be 
Covered in accordance with the terms and conditions of this Certificate. 


G. Clinical Trials. 
We Cover the routine patient costs for Your participation in an approved clinical trial and 
such coverage shall not be subject to Utilization Review if You are: 


• Eligible to participate in an approved clinical trial to treat either cancer or other 
life-threatening disease or condition; and 


• Referred by a Participating Provider who has concluded that Your participation in 
the approved clinical trial would be appropriate. 


All other clinical trials, including when You do not have cancer or other life-threatening 
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disease or condition, may be subject to the Utilization Review and External Appeal 
sections of this Certificate. 


We do not Cover: the costs of the investigational drugs or devices; the costs of non
health services required for You to receive the treatment; the costs of managing the 
research; or costs that would not be covered under this Certificate for non
investigational treatments provided in the clinical trial. 


An "approved clinical trial" means a phase I, 11111, or IV clinical trial that is: 
• A federally funded or approved trial; 
• Conducted under an investigational drug application reviewed by the federal 


Food and Drug Administration; or 
• A drug trial that is exempt from having to make an investigational new drug 


application. 


H. Dialysis. 
We Cover dialysis treatments of an Acute or chronic kidney ailment. 
We also Cover dialysis treatments provided by a Non-Participating Provider subject to 
all the following conditions: 


• The Non-Participating Provider is duly licensed to practice and authorized to 
provide such treatment. 


• The Non-Participating Provider is located outside Our Service Area. 
• The Participating Provider who is treating You has issued a written order 


indicating that dialysis treatment by the Non-Participating Provider is necessary. 
• You notify Us in writing at least 30 days in advance of the proposed treatment 


date(s) and include the written order referred to above. The 30-day advance 
notice period may be shortened when You need to travel on sudden notice due 
to a family or other emergency, provided that We have a reasonable opportunity 
to review Your travel and treatment plans. 


• We have the right to Preauthorize the dialysis treatment and schedule. 
• Benefits for services of a Non-Participating Provider are Covered when all the 


above conditions are met and are subject to any applicable Cost-Sharing that 
applies to dialysis treatments by a Participating Provider. However, You are also 
responsible for paying any difference between the amount We would have paid 
had the service been provided by a Participating Provider and the Non
Participating Provider's charge. 


I. Home Health Care. 
We Cover care provided in Your home by a Home Health Agency certified or licensed 
by the appropriate state agency. The care must be provided pursuant to Your 
Physician's written treatment plan and must be in lieu of Hospitalization or confinement 
in a Skilled Nursing Facility. Home care includes: 


• Part-time or intermittent nursing care by or under the supervision of a registered 
professional nurse; 


• Part-time or intermittent services of a home health aide; 
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• Physical, occupational or speech therapy provided by the Home Health Agency; 
and 


• Medical supplies, Prescription Drugs and medications prescribed by a Physician, 
and laboratory services by or on behalf of the Home Health Agency to the extent 
such items would have been Covered during a Hospitalization or confinement in 
a Skilled Nursing Facility. 


Each visit by a member of the Home Health Agency is considered one (1) visit. Each 
visit of up to four (4) hours by a home health aide is considered one (1) visit. Any 
Rehabilitation Services received under this benefit will not reduce the amount of 
services available under the Rehabilitation Services benefits. 


J. Infertility Treatment. 
We Cover services for the diagnosis and treatment (surgical and medical) of infertility 
when such infertility is the result of malformation, disease or dysfunction. Such 
Coverage is available as follows: 


1. Basic Infertility Services. Basic infertility services will be provided to a Member 
who is an appropriate candidate for infertility treatment. In order to determine 
eligibility, We will use guidelines established by the American College of 
Obstetricians and Gynecologists, the American Society for Reproductive 
Medicine, and the State of New York. However, Members must be between the 
ages of 21 and 44 (inclusive) in order to be considered a candidate for these 
services. 


Basic infertility services include: 
• Initial evaluation; 
• Semen analysis; 
• Laboratory evaluation; 
• Evaluation of ovulatory function; 
• Postcoital test; 
• Endometrial biopsy; 
• Pelvic ultra sound; 
• Hysterosalpingogram; 
• Sono-hystogram; 
• Testis biopsy; 
• Blood tests; and 
• Medically appropriate treatment of ovulatory dysfunction. 


Additional tests may be Covered if the tests are determined to be Medically 
Necessary. 


2. Comprehensive Infertility Services. If the basic infertility services do not result 
in increased fertility, We Cover comprehensive infertility services. 


Comprehensive infertility services include: 
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• Ovulation induction and monitoring; 
• Pelvic ultra sound; 
• Artificial insemination; 
• Hysteroscopy; 
• Laparoscopy; and 
• Laparotomy. 


3. Exclusions and Limitations. We do not Cover: 
• In vitro fertilization, gamete intrafallopian tube transfers or zygote 


intrafallopian tube transfers; 
• Costs for an ovum donor or donor sperm; 
• Sperm storage costs; 
• Cryopreservation and storage of embryos; 
• Ovulation predictor kits; 
• Reversal of tubal ligations; 
• Reversal of vasectomies; 
• Costs for and relating to surrogate motherhood (maternity services are 


Covered for Members acting as surrogate mothers); 
• Cloning; or 
• Medical and surgical procedures that are experimental or investigational, 


unless Our denial is overturned by an External Appeal Agent. 


All services must be provided by Providers who are qualified to provide such 
services in accordance with the guidelines established and adopted by the 
American Society for Reproductive Medicine. 


K. Infusion Therapy. 
We Cover infusion therapy which is the administration of drugs using specialized 
delivery systems which otherwise would have required You to be hospitalized. Drugs or 
nutrients administered directly into the veins are considered infusion therapy. Drugs 
taken by mouth or self-injected are not considered infusion therapy. The services must 
be ordered by a Physician or other authorized Health Care Professional and provided in 
an office or by an agency licensed or certified to provide infusion therapy. 


L. Interruption of Pregnancy. 
We Cover medically necessary abortions including abortions in cases of rape, incest or 
fetal malformation. We Cover elective abortions. 


M. Laboratory Procedures, Diagnostic Testing and Radiology Services. 
We Cover x-ray, laboratory procedures and diagnostic testing, services and materials, 
including diagnostic x-rays, x-ray therapy, fluoroscopy, electrocardiograms, 
electroencephalograms, laboratory tests, and therapeutic radiology services. 


N. Maternity and Newborn Care. 
We Cover services for maternity care provided by a Physician or midwife, nurse 
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practitioner, Hospital or birthing center. We Cover prenatal care (including one (1) visit 
for genetic testing), postnatal care, delivery, and complications of pregnancy. In order 
for services of a midwife to be Covered, the midwife must be licensed pursuant to 
Article 140 of the New York Education Law, practicing consistent with Section 6951 of 
the New York Education Law and affiliated or practicing in conjunction with a Facility 
licensed pursuant to Article 28 of the New York Public Health Law. We will not pay for 
duplicative routine services provided by both a midwife and a Physician. See the 
Inpatient Services section of this Certificate for Coverage of inpatient maternity care. 


We Cover breastfeeding support, counseling and supplies, including the cost of renting 
or the purchase of one (1) breast pump per pregnancy or, if greater, one (1) per 
calendar year for the duration of breast feeding. 


0. Office Visits. 
We Cover office visits for the diagnosis and treatment of injury, disease and medical 
conditions. Office visits may include house calls. 


P. Outpatient Hospital Services. 
We Cover Hospital services and supplies as described in the Inpatient Services section 
of this Certificate that can be provided to You while being treated in an outpatient 
Facility. For example, Covered Services include but are not limited to inhalation therapy, 
pulmonary rehabilitation, infusion therapy and cardiac rehabilitation. 


Q. Preadmission Testing. 
We Cover preadmission testing ordered by Your Physician and performed in Hospital 
outpatient Facilities prior to a scheduled surgery in the same Hospital provided that: 


• The tests are necessary for and consistent with the diagnosis and treatment of 
the condition for which the surgery is to be performed; 


• Reservations for a Hospital bed and operating room were made prior to the 
performance of the tests; 


• Surgery takes place within seven (7) days of the tests; and 
• The patient is physically present at the Hospital for the tests. 


R. Prescription Drugs for Use in the Office and Outpatient Facilities. 
We Cover Prescription Drugs (excluding self-injectable drugs) used by Your Provider in 
the Provider's office and Outpatient Facility for preventive and therapeutic purposes. 
This benefit applies when Your Provider orders the Prescription Drug and administers it 
to You. When Prescription Drugs are Covered under this benefit, they will not be 
Covered under Your Prescription Drug Coverage Rider, if applicable. 


S. Rehabilitation Services. 
We Cover Rehabilitation Services consisting of physical therapy, speech therapy and 
occupational therapy in the outpatient department of a Facility or in a Health Care 
Professional's office. 


• Physical Therapy is limited to 30 visits per Plan Year 
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• Occupational Therapy is limited to 30 visits per Plan Year 
• Speech Therapy is limited to 20 visits per Plan Year 


We Cover speech and physical therapy only when: 
• Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); 


• The therapy is ordered by a Physician. 


T. Second Opinions. 
1. Second Cancer Opinion. We Cover a second medical opinion by an 


appropriate Specialist, including but not limited to a Specialist affiliated with a 
specialty care center, in the event of a positive or negative diagnosis of cancer or 
a recurrence of cancer or a recommendation of a course of treatment for cancer. 
You may obtain a second opinion from a Non-Participating Provider on an in
network basis. 


2. Second Surgical Opinion. We Cover a second surgical opinion by a qualified 
Physician on the need for surgery. 


3. Required Second Surgical Opinion. We may require a second opinion before 
We preauthorize a surgical procedure. There is no cost to You when We request 
a second opinion. 


• The second opinion must be given by a board certified Specialist who 
personally examines You. 


• If the first and second opinions do not agree, You may obtain a third 
opinion. 


4. Second Opinions in Other Cases. There may be other instances when You 
will disagree with a Provider's recommended course of treatment. In such cases, 
You may request that we designate another Provider to render a second opinion. 
If the first and second opinions do not agree, We will designate another Provider 
to render a third opinion. After completion of the second opinion process, We will 
approve Covered Services supported by a majority of the Providers reviewing 
Your case. 


U. Surgical Services. 
We Cover Physicians' services for surgical procedures, including operating and cutting 
procedures for the treatment of a sickness or injury, and closed reduction of fractures 
and dislocations of bones, endoscopies, incisions, or punctures of the skin on an 
inpatient and outpatient basis, including the services of the surgeon or Specialist, 
assistant (including a Physician's assistant or a nurse practitioner), and anesthetist or 
anesthesiologist, together with preoperative and post-operative care. Benefits are not 
available for anesthesia services provided as part of a surgical procedure when 
rendered by the surgeon or the surgeon's assistant. 
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Sometimes two (2) or more surgical procedures can be performed during the same 
operation. 


1. Through the Same Incision. If Covered multiple surgical procedures are 
performed through the same incision, We will pay for the procedure with the 
highest Allowed Amount. 


2. Through Different Incisions. If Covered multiple surgical procedures are 
performed during the same operative session but through different incisions, We 
will pay: 


• For the procedure with the highest Allowed Amount; and 
• 50% of the amount We would otherwise pay for the other procedures. 


V. Oral Surgery. 
We Cover the following limited dental and oral surgical procedures: 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
for the repair or replacement of sound natural teeth that are required due to 
accidental injury. Replacement is Covered only when repair is not possible. 
Dental services must be obtained within 12 months of the injury. 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
necessary due to congenital disease or anomaly. 


• Oral surgical procedures required for the correction of a non-dental physiological 
condition which has resulted in a severe functional impairment. 


• Removal of tumors and cysts requiring pathological examination of the jaws, 
cheeks, lips, tongue, roof and floor of the mouth. Cysts related to teeth are not 
Covered. 


• Surgical/nonsurgical medical procedures for temporomandibular joint disorders 
and orthognathic surgery. 


W. Reconstructive Breast Surgery. 
We Cover breast reconstruction surgery after a mastectomy or partial mastectomy. 
Coverage includes: all stages of reconstruction of the breast on which the mastectomy 
or partial mastectomy has been performed; surgery and reconstruction of the other 
breast to produce a symmetrical appearance; and physical complications of the 
mastectomy or partial mastectomy, including lymphedemas, in a manner determined by 
You and Your attending Physician to be appropriate. We also Cover implanted breast 
prostheses following a mastectomy or partial mastectomy. 


X. Other Reconstructive and Corrective Surgery. 
We Cover reconstructive and corrective surgery other than reconstructive breast 
surgery only when it is: 


• Performed to correct a congenital birth defect of a covered Child which has 
resulted in a functional defect; 


• Incidental to surgery or follows surgery that was necessitated by trauma, 
infection or disease of the involved part; or 
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• Otherwise Medically Necessary. 


Z. Telemedicine Program. 
In addition to providing Covered Services via telehealth, We Cover online internet 
consultations between You and Providers who participate in Our telemedicine program 
for medical conditions that are not an Emergency Condition. Not all Participating 
Providers participate in Our telemedicine program. You can check Our Provider 
directory or contact Us for a listing of the Providers that participate in Our telemedicine 
program. 


Our telemedicine program allows members to communicate with Providers through two
way video and can be easily accessed through our Member site at www.cdphp.com. 


AA. Transplants. 
We Cover only those transplants determined to be non-experimental and non
investigational. Covered transplants include but are not limited to: kidney, corneal, liver, 
heart, and heart/lung transplants; and bone marrow transplants for aplastic anemia, 
leukemia, severe combined immunodeficiency disease and Wiskott-Aldrich Syndrome. 


All transplants must be prescribed by Your Specialist(s). Additionally, all 
transplants must be performed at Hospitals that We have specifically approved 
and designated to perform these procedures. 


We Cover the Hospital and medical expenses, including donor search fees, of the 
Member-recipient. We Cover transplant services required by You when You serve as an 
organ donor only if the recipient is a Member. We do not Cover the medical expenses of 
a non-Member acting as a donor for You if the non-Member's expenses will be Covered 
under another health plan or program. 


We do not Cover: travel expenses, lodging, meals, or other accommodations for donors 
or guests; donor fees in connection with organ transplant surgery; or routine harvesting 
and storage of stem cells from newborn cord blood. 
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SECTION X 


Additional Benefits, Equipment and Devices 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Autism Spectrum Disorder. 
We Cover the following services when such services are prescribed or ordered by a 
licensed Physician or a licensed psychologist and are determined by Us to be Medically 
Necessary for the screening, diagnosis, and treatment of autism spectrum disorder. For 
purposes of this benefit, "autism spectrum disorder" means any pervasive 
developmental disorder defined in the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders at the time services are rendered. 


1. Screening and Diagnosis. We Cover assessments, evaluations, and tests to 
determine whether someone has autism spectrum disorder. 


2. Assistive Communication Devices. We Cover a formal evaluation by a 
speech-language pathologist to determine the need for an assistive 
communication device. Based on the formal evaluation, We Cover the rental or 
purchase of assistive communication devices when ordered or prescribed by a 
licensed Physician or a licensed psychologist if You are unable to communicate 
through normal means (i.e., speech or writing) when the evaluation indicates that 
an assistive communication device is likely to provide You with improved 
communication. Examples of assistive communication devices include 
communication boards and speech-generating devices. Coverage is limited to 
dedicated devices. We will only Cover devices that generally are not useful to a 
person in the absence of a communication impairment. We do not Cover items, 
such as, but not limited to, laptop, desktop or tablet computers. We Cover 
software and/or applications that enable a laptop, desktop or tablet computer to 
function as a speech-generating device. Installation of the program and/or 
technical support is not separately reimbursable. We will determine whether the 
device should be purchased or rented. 


We Cover repair, replacement fitting and adjustments of such devices when 
made necessary by normal wear and tear or significant change in Your physical 
condition. We do not Cover the cost of repair or replacement made necessary 
because of loss or damage caused by misuse, mistreatment, or theft; however, 
We Cover one (1) repair or replacement per device type that is necessary due to 
behavioral issues. Coverage will be provided for the device most appropriate to 
Your current functional level. We do not Cover delivery or service charges or 
routine maintenance. 
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3. Behavioral Health Treatment. We Cover counseling and treatment programs 
that are necessary to develop, maintain, or restore, to the maximum extent 
practicable, the functioning of an individual. We will provide such Coverage when 
provided by a licensed Provider. We Cover applied behavior analysis when 
provided by a licensed or certified applied behavior analysis Health Care 
Professional. "Applied behavior analysis" means the design, implementation, and 
evaluation of environmental modifications, using behavioral stimuli and 
consequences, to produce socially significant improvement in human behavior, 
including the use of direct observation, measurement, and functional analysis of 
the relationship between environment and behavior. The treatment program must 
describe measurable goals that address the condition and functional impairments 
for which the intervention is to be applied and include goals from an initial 
assessment and subsequent interim assessments over the duration of the 
intervention in objective and measurable terms. 


4. Psychiatric and Psychological Care. We Cover direct or consultative services 
provided by a psychiatrist, psychologist or a licensed clinical social worker with 
the experience required by the New York Insurance Law, licensed in the state in 
which they are practicing. 


5. Therapeutic Care. We Cover therapeutic services necessary to develop, 
maintain, or restore, to the greatest extent practicable, functioning of the 
individual when such services are provided by licensed or certified speech 
therapists, occupational therapists, physical therapists and social workers to treat 
autism spectrum disorder and when the services provided by such Providers are 
otherwise Covered under this Certificate. Except as otherwise prohibited by law, 
services provided under this paragraph shall be included in any visit maximums 
applicable to services of such therapists or social workers under this Certificate. 


6. Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum disorder 
that are prescribed by a Provider legally authorized to prescribe under Title 8 of 
the New York Education Law. Coverage of such Prescription Drugs is subject to 
all the terms, provisions, and limitations that apply to Prescription Drug benefits 
under this Certificate. 


7. Limitations. We do not Cover any services or treatment set forth above when 
such services or treatment are provided pursuant to an individualized education 
plan under the New York Education Law. The provision of services pursuant to 
an individualized family service plan under Section 2545 of the New York Public 
Health Law, an individualized education plan under Article 89 of the New York 
Education Law, or an individualized service plan pursuant to regulations of the 
New York State Office for People With Developmental Disabilities shall not affect 
coverage under this Certificate for services provided on a supplemental basis 
outside of an educational setting if such services are prescribed by a licensed 
Physician or licensed psychologist. 
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You are responsible for any applicable Copayment, Deductible or Coinsurance 
provisions under this Certificate for similar services. For example, any 
Copayment, Deductible or Coinsurance that applies to physical therapy visits will 
generally also apply to physical therapy services Covered under this benefit; and 
any Copayment, Deductible or Coinsurance for Prescription Drugs will generally 
also apply to Prescription Drugs Covered under this benefit. See the Schedule of 
Benefits section of this Certificate for the Cost-Sharing requirements that apply to 
applied behavior analysis services and assistive communication devices. 


Nothing in this Certificate shall be construed to affect any obligation to provide 
coverage for otherwise-Covered Services solely on the basis that the services 
constitute early intervention program services pursuant to Section 3235-a of the 
New York Insurance Law or an individualized service plan pursuant to 
regulations of the New York State Office for People With Developmental 
Disabilities. 


B. Diabetic Equipment, Supplies and Self-Management Education. 
We Cover diabetic equipment, supplies, and self-management education if 
recommended or prescribed by a Physician or other licensed Health Care Professional 
legally authorized to prescribe under Title 8 of the New York Education Law as 
described below: 


1. Equipment and Supplies. 
We Cover the following equipment and related supplies for the treatment of 
diabetes when prescribed by Your Physician or other Provider legally authorized 
to prescribe: 


• Acetone reagent strips 
• Acetone reagent tablets 
• Alcohol or peroxide by the pint 
• Alcohol wipes 
• All insulin preparations 
• Automatic blood lance kit 
• Blood glucose kit 
• Blood glucose strips (test or reagent) 
• Blood glucose monitor with or without special features for visually 


impaired, control solutions, and strips for home blood glucose monitor 
• Cartridges for the visually impaired 
• Diabetes data management systems 
• Disposable insulin and pen cartridges 
• Drawing-up devices for the visually impaired 
• Equipment for use of the pump 
• Glucagon for injection to increase blood glucose concentration 
• Glucose acetone reagent strips 
• Glucose reagent strips 
• Glucose reagent tape 
• Injection aides 
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• Injector (Busher) Automatic 
• Insulin 
• Insulin cartridge delivery 
• Insulin infusion devices 
• Insulin pump 
• Lancets 
• Oral agents such as glucose tablets and gels 
• Oral anti-diabetic agents used to reduce blood sugar levels 
• Syringe with needle; sterile 1 cc box 
• Urine testing products for glucose and ketones 
• Additional supplies, as the New York State Commissioner of Health shall 


designate by regulation as appropriate for the treatment of diabetes. 


Diabetic equipment and supplies are Covered only when obtained from a 
designated diabetic equipment or supply manufacturer which has an agreement 
with Us to provide all diabetic equipment or supplies required by law for Members 
through participating pharmacies. If You require a certain item not available from 
Our designated diabetic equipment or supply manufacturer, You or Your Provider 
must submit a request for a medical exception by calling the number on Your ID 
card. Our medical director will make all medical exception determinations. 


2. Self-Management Education. 
Diabetes self-management education is designed to educate persons with 
diabetes as to the proper self-management and treatment of their diabetic 
condition, including information on proper diets. We Cover education on self
management and nutrition when: diabetes is initially diagnosed; a Physician 
diagnoses a significant change in Your symptoms or condition which 
necessitates a change in Your self-management education; or when a refresher 
course is necessary. It must be provided in accordance with the following: 


• By a Physician, other health care Provider authorized to prescribe under 
Title 8 of the New York Education Law, or their staff during an office visit; 


• Upon the Referral of Your Physician or other health care Provider 
authorized to prescribe under Title 8 of the New York Education Law to 
the following non-Physician, medical educators: certified diabetes nurse 
educators; certified nutritionists; certified dietitians; and registered 
dietitians in a group setting when practicable; and 


• Education will also be provided in Your home when Medically Necessary. 


3. Limitations. 
The items will only be provided in amounts that are in accordance with the 
treatment plan developed by the Physician for You. We Cover only basic models 
of blood glucose monitors unless You have special needs relating to poor vision 
or blindness or as otherwise Medically Necessary. 


C. Durable Medical Equipment and Braces. 
We Cover the rental or purchase of durable medical equipment and braces. 
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1. Durable Medical Equipment. 
Durable Medical Equipment is equipment which is: 


• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Coverage is for standard equipment only. We Cover the cost of repair or 
replacement when made necessary by normal wear and tear. We do not Cover 
the cost of repair or replacement that is the result of misuse or abuse by You. 
We will determine whether to rent or purchase such equipment. We do not Cover 
over-the-counter durable medical equipment. 


We do not Cover equipment designed for Your comfort or convenience (e.g., 
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise 
equipment), as it does not meet the definition of durable medical equipment. 


2. Braces. 
We Cover braces, including orthotic braces, that are worn externally and that 
temporarily or permanently assist all or part of an external body part function that 
has been lost or damaged because of an injury, disease or defect. Coverage is 
for standard equipment only. We Cover replacements when growth or a change 
in Your medical condition make replacement necessary. We do not Cover the 
cost of repair or replacement that is the result of misuse or abuse by You. 


D. Hospice. 
Hospice Care is available if Your primary attending Physician has certified that You 
have six (6) months or less to live. We Cover inpatient Hospice Care in a Hospital or 
hospice and home care and outpatient services provided by the hospice, including 
drugs and medical supplies. Coverage is provided for 21 O days of Hospice Care. We 
also Cover five (5) visits for supportive care and guidance for the purpose of helping 
You and Your immediate family cope with the emotional and social issues related to 
Your death, either before or after Your death. 


We Cover Hospice Care only when provided as part of a Hospice Care program 
certified pursuant to Article 40 of the New York Public Health Law. If care is provided 
outside New York State, the hospice must be certified under a similar certification 
process required by the state in which the hospice is located. We do not Cover: funeral 
arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or 
respite care. 


E. Medical Supplies. 
We Cover medical supplies that are required for the treatment of a disease or injury 
which is Covered under this Certificate. We also Cover maintenance supplies (e.g., 
ostomy supplies) for conditions Covered under this Certificate. All such supplies must 
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be in the appropriate amount for the treatment or maintenance program in progress. We 
do not Cover over-the-counter medical supplies. See the Diabetic Equipment, Supplies, 
and Self-Management Education section above for a description of diabetic supply 
Coverage. 


F. Prosthetics. 
1. External Prosthetic Devices. 


We Cover prosthetic devices (including wigs) that are worn externally and that 
temporarily or permanently replace all or part of an external body part that has 
been lost or damaged because of an injury or disease. We Cover wigs only when 
You have severe hair loss due to injury or disease or as a side effect of the 
treatment of a disease (e.g., chemotherapy). We do not Cover wigs made from 
human hair unless You are allergic to all synthetic wig materials. 


We do not Cover dentures or other devices used in connection with the teeth 
unless required due to an accidental injury to sound natural teeth or necessary 
due to congenital disease or anomaly. 


Eyeglasses and contact lenses are not Covered. 


We do not Cover shoe inserts. 


We Cover external breast prostheses following a mastectomy, which are not 
subject to any lifetime limit. 


Coverage is for standard equipment only. 


We Cover the cost of repair and replacement of prosthetic devices and its parts. 
We do not Cover the cost of repair or replacement covered under warranty or if 
the repair or replacement is the result of misuse or abuse by You. 


2. Internal Prosthetic Devices. 
We Cover surgically implanted prosthetic devices and special appliances if they 
improve or restore the function of an internal body part which has been removed 
or damaged due to disease or injury. This includes implanted breast prostheses 
following a mastectomy or partial mastectomy in a manner determined by You 
and Your attending Physician to be appropriate. 


Coverage also includes repair and replacement due to normal growth or normal 
wear and tear. 


Coverage is for standard equipment only. 
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SECTION XI 


Inpatient Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Hospital Services. 
We Cover inpatient Hospital services for Acute care or treatment given or ordered by a 
Health Care Professional for an illness, injury or disease of a severity that must be 
treated on an inpatient basis, including: 


• Semiprivate room and board; 
• General, special and critical nursing care; 
• Meals and special diets; 
• The use of operating, recovery and cystoscopic rooms and equipment; 
• The use of intensive care, special care or cardiac care units and equipment; 
• Diagnostic and therapeutic items, such as drugs and medications, sera, 


biologicals and vaccines, intravenous preparations and visualizing dyes and 
administration, but not including those which are not commercially available for 
purchase and readily obtainable by the Hospital; 


• Dressings and casts; 
• Supplies and the use of equipment in connection with oxygen, anesthesia, 


physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x
ray examinations and radiation therapy, laboratory and pathological 
examinations; 


• Blood and blood products except when participation in a volunteer blood 
replacement program is available to You; 


• Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, 
infusion therapy and cardiac rehabilitation; 


• Short-term physical, speech and occupational therapy; and 
• Any additional medical services and supplies which are provided while You are a 


registered bed patient and which are billed by the Hospital. 


The Cost-Sharing requirements in the Schedule of Benefits section of this Certificate 
apply to a continuous Hospital confinement, which is consecutive days of in-Hospital 
service received as an inpatient or successive confinements when discharge from and 
readmission to the Hospital occur within a period of not more than 90 days. 


B. Observation Services. 
We Cover observation services in a Hospital. Observation services are Hospital 
outpatient services provided to help a Physician decide whether to admit or discharge 
You. These services include use of a bed and periodic monitoring by nursing or other 
licensed staff. 
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C. Inpatient Medical Services. 
We Cover medical visits by a Health Care Professional on any day of inpatient care 
Covered under this Certificate. 


D. Inpatient Stay for Maternity Care. 
We Cover inpatient maternity care in a Hospital for the mother, and inpatient newborn 
care in a Hospital for the infant, for at least 48 hours following a normal delivery and at 
least 96 hours following a caesarean section delivery, regardless of whether such care 
is Medically Necessary. The care provided shall include parent education, assistance, 
and training in breast or bottle-feeding, and the performance of any necessary maternal 
and newborn clinical assessments. We will also Cover any additional days of such care 
that We determine are Medically Necessary. In the event the mother elects to leave the 
Hospital and requests a home care visit before the end of the 48-hour or 96-hour 
minimum Coverage period, We will Cover a home care visit. The home care visit will be 
provided within 24 hours after the mother's discharge, or at the time of the mother's 
request, whichever is later. Our Coverage of this home care visit shall be in addition to 
home health care visits under this Certificate and shall not be subject to any Cost
Sharing amounts in the Schedule of Benefits section of this Certificate that apply to 
home care benefits. 


E. Inpatient Stay for Mastectomy Care. 
We Cover inpatient services for Members undergoing a lymph node dissection, 
lumpectomy, mastectomy or partial mastectomy for the treatment of breast cancer and 
any physical complications arising from the mastectomy, including lymphedema, for a 
period of time determined to be medically appropriate by You and Your attending 
Physician. 


F. Autologous Blood Banking Services. 
We Cover autologous blood banking services only when they are being provided in 
connection with a scheduled, Covered inpatient procedure for the treatment of a 
disease or injury. In such instances, We Cover storage fees for a reasonable storage 
period that is appropriate for having the blood available when it is needed. 


G. Rehabilitation Services. 
We Cover inpatient Rehabilitation Services consisting of physical therapy, speech 
therapy and occupational therapy for 60 days per Plan Year. The visit limit applies to all 
therapies combined. 


We Cover speech and physical therapy only when: 
1. Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); and 


2. The therapy is ordered by a Physician. 


Covered Rehabilitation Services must begin within six (6) months of the later to occur: 
1. The date of the injury or illness that caused the need for the therapy; 
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2. The date You are discharged from a Hospital where surgical treatment was 
rendered; or 


3. The date outpatient surgical care is rendered. 


H. Skilled Nursing Facility. 
We Cover services provided in a Skilled Nursing Facility, including care and treatment in 
a semi-private room, as described in "Hospital Services" above. Custodial, convalescent 
or domiciliary care is not Covered (see the Exclusions and Limitations section of this 
Certificate). An admission to a Skilled Nursing Facility must be supported by a treatment 
plan prepared by Your Provider and approved by Us. We Cover up to 45 days per Plan 
Year for non-custodial care. 


I. End of Life Care. 
If You are diagnosed with advanced cancer and You have fewer than 60 days to live, 
We will Cover Acute care provided in a licensed Article 28 Facility or Acute care Facility 
that specializes in the care of terminally ill patients. Your attending Physician and the 
Facility's medical director must agree that Your care will be appropriately provided at 
the Facility. If We disagree with Your admission to the Facility, We have the right to 
initiate an expedited external appeal to an External Appeal Agent. We will Cover and 
reimburse the Facility for Your care, subject to any applicable limitations in this 
Certificate until the External Appeal Agent renders a decision in Our favor. 


We will reimburse Non-Participating Providers for this end of life care as follows: 
1. We will reimburse a rate that has been negotiated between Us and the Provider. 
2. If there is no negotiated rate, We will reimburse Acute care at the Facility's 


current Medicare Acute care rate. 
3. If it is an alternate level of care, We will reimburse at 75% of the appropriate 


Medicare Acute care rate. 


J. Limitations/Terms of Coverage. 
1. When You are receiving inpatient care in a Facility, We will not Cover additional 


charges for special duty nurses, charges for private rooms (unless a private room 
is Medically Necessary), or medications and supplies You take home from the 
Facility. If You occupy a private room, and the private room is not Medically 
Necessary, Our Coverage will be based on the Facility's maximum semi-private 
room charge. You will have to pay the difference between that charge and the 
private room charge. 


2. We do not Cover radio, telephone or television expenses, or beauty or barber 
services. 


3. We do not Cover any charges incurred after the day We advise You it is no 
longer Medically Necessary for You to receive inpatient care, unless Our denial is 
overturned by an External Appeal Agent. 
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SECTION XII 


Mental Health Care and Substance Use Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits which are no more restrictive than those that apply to medical 
and surgical benefits in accordance with the federal Mental Health Parity and Addiction 
Equity Act of 2008. 


A. Mental Health Care Services. 
1. Inpatient Services. We Cover inpatient mental health care services relating to 


the diagnosis and treatment of mental, nervous and emotional disorders 
comparable to other similar Hospital, medical and surgical coverage provided 
under this Certificate. Coverage for inpatient services for mental health care is 
limited to Facilities defined in New York Mental Hygiene Law Section 1.03(10), 
such as: 


• A psychiatric center or inpatient Facility under the jurisdiction of the New 
York State Office of Mental Health; 


• A state or local government run psychiatric inpatient Facility; 
• A part of a Hospital providing inpatient mental health care services under 


an operating certificate issued by the New York State Commissioner of 
Mental Health; 


• A comprehensive psychiatric emergency program or other Facility 
providing inpatient mental health care that has been issued an operating 
certificate by the New York State Commissioner of Mental Health; 


and, in other states, to similarly licensed or certified Facilities. 


We also Cover inpatient mental health care services relating to the diagnosis and 
treatment of mental, nervous and emotional disorders received at Facilities that 
provide residential treatment, including room and board charges. Coverage for 
residential treatment services is limited to Facilities defined in New York Mental 
Hygiene Law Section 1.03(33) and to residential treatment facilities that are part 
of a comprehensive care center for eating disorders identified pursuant to Article 
27-J of the New York Public Health Law; and, in other states, to Facilities that are 
licensed or certified to provide the same level of treatment. 


2. Outpatient Services. We Cover outpatient mental health care services, 
including but not limited to partial hospitalization program services and intensive 
outpatient program services, relating to the diagnosis and treatment of mental, 
nervous and emotional disorders. Coverage for outpatient services for mental 
health care includes Facilities that have been issued an operating certificate 
pursuant to Article 31 of the New York Mental Hygiene Law or are operated by 
the New York State Office of Mental Health and, in other states, to similarly 
licensed or certified Facilities; and services provided by a licensed psychiatrist or 
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psychologist; a licensed clinical social worker who has at least three (3) years of 
additional experience in psychotherapy; a licensed mental health counselor; a 
licensed marriage and family therapist; a psychiatric nurse, licensed as a nurse 
practitioner or clinical nurse specialist; or a professional corporation or a 
university faculty practice corporation thereof. 


3. Limitations/Terms of Coverage. We do not Cover: 
• Benefits or services deemed to be cosmetic in nature on the grounds that 


changing or improving an individual's appearance is justified by the 
individual's mental health needs; 


• Mental health benefits or services for individuals who are incarcerated, 
confined or committed to a local correctional facility or prison, or a custodial 
facility for youth operated by the New York State Office of Children and 
Family Services; or 


• Services solely because they are ordered by a court. 


B. Substance Use Services. 
1. Inpatient Services. We Cover inpatient substance use services relating to the 


diagnosis and treatment of substance use disorder. This includes Coverage for 
detoxification and rehabilitation services as a consequence of chemical use 
and/or substance use. Inpatient substance use services are limited to Facilities in 
New York State which are certified by the Office of Alcoholism and Substance 
Abuse Services ("OASAS"); and, in other states, to those Facilities that are 
licensed or certified by a similar state agency or which are accredited by the Joint 
Commission as alcoholism, substance abuse or chemical dependence treatment 
programs. 


We also Cover inpatient substance use services relating to the diagnosis and 
treatment of substance use disorder received at Facilities that provide residential 
treatment, including room and board charges. Coverage for residential treatment 
services is limited to OASAS-certified Facilities that provide services defined in 
14 NYCRR 819.2(a)(1), 820.3(a)(1) and (2) and Part 817; and, in other states, to 
those Facilities that are licensed or certified by a similar state agency or which 
are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs to provide the same level of 
treatment. 


2. Outpatient Services. We Cover outpatient substance use services relating to 
the diagnosis and treatment of substance use disorder, including but not limited 
to partial hospitalization program services, intensive outpatient program services, 
and medication-assisted treatment. Such Coverage is limited to Facilities in New 
York State that are certified by OASAS or licensed by OASAS as outpatient 
clinics or medically supervised ambulatory substance abuse programs, and, in 
other states, to those that are licensed or certified by a similar state agency or 
which are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs. Coverage in an OASAS-certified 
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Facility includes services relating to the diagnosis and treatment of a substance 
use disorder provided by an OASAS credentialed Provider. Coverage is also 
available in a professional office setting for outpatient substance use disorder 
services relating to the diagnosis and treatment of alcoholism, substance use 
and dependency or by Physicians who have been granted a waiver pursuant to 
the federal Drug Addiction Treatment Act of 2000 to prescribe Schedule Ill, IV 
and V narcotic medications for the treatment of opioid addiction during the Acute 
detoxification stage of treatment or during stages of rehabilitation. 


We also Cover up to 20 outpatient visits per Plan Year for family counseling. A 
family member will be deemed to be covered, for the purposes of this provision, 
so long as that family member: 1) identifies himself or herself as a family member 
of a person suffering from substance use disorder; and 2) is covered under the 
same family Certificate that covers the person receiving, or in need of, treatment 
for substance use disorder. Our payment for a family member therapy session 
will be the same amount, regardless of the number of family members who 
attend the family therapy session. 
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SECTION XIII 


Wellness Benefits 


A. Wellness Program. 
1. Purpose. 
The purpose of this wellness program is to encourage You to take a more active role in 
managing Your health and well-being. 


2. Description. 
This program encourages you to participate in a variety of health and wellness 
programs designed to help you better manage your health, while providing you 
incentives to be proactive and live a healthier, happier, and more productive life. 
Participation in the program as well as more information can be easily accessed through 
our member site at www.cdphp.com. 


Rewards: 
Participants are eligible to receive points per contract, per calendar year for completion 
of various programs and activities focused on improving health and wellness of the 
member. Activities for which points can be earned include, but are not limited to: 
Completion of an annual physical exam, completion of personal health assessment, and 
participation in cancer screenings. Descriptions of all the activities available for 
completion in the program are available on our member site at www.cdphp.com. 


Each point translates into one dollar and can be redeemed for gift cards from a variety 
of retailers. CDPHP UBI encourages members to continue making positive healthy 
choices by using gift cards for products or services that promote a healthy lifestyle. 


Program guidelines: 
The program is available to subscribers that 18 and older and their covered dependents 
and spouses. Points earned under this program are automatically reported through 
claims or are self- reported by the member. Members can self report activities, track 
activity completion and points earned, and redeem gift cards through our website at 
www.cdphp.com or by calling our member services department at the number on their 
ID card. 


The eligibility period of the program is on a plan year basis. All activities must be 
complete and points must be earned and redeemed within your plan year. Any points 
not redeemed by the last day of the plan year will be forfeited. 


Accommodations: 
If a member is unable to participate in this program due to a medical condition, CDPHP 
UBI will work with the member to develop alternative offerings. 


B. National Diabetes Prevention Program Reimbursement 
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1. Purpose. 
The Diabetes Prevention Program helps you take control of your health by adopting 
habits to reduce your chances of developing type 2 diabetes and improve your overall 
health and well-being. The CDC-led National Diabetes Prevention Program is an 
evidence-based lifestyle change program for preventing type 2 diabetes. Diabetes 
Prevention Programs encourages collaboration among federal agencies, community
based organizations, employers, insurers, health care professionals, academia, and 
other stakeholders to prevent or delay the onset of type 2 diabetes among people with 
pre-diabetes. 


2. Description. 


• The Diabetes Prevention Program is a year-long program that helps participants 
make real lifestyle changes such as eating healthier, including physical activity 
into their daily lives, and improving problem-solving and coping skills. 


• Participants meet with a trained Lifestyle Coach and a small group of people in a 
classroom setting to learn about healthier eating and increasing their physical 
activity in order to reduce their risk for developing type 2 diabetes. 


• The program, which is led by a trained Lifestyle Coach in a classroom setting, is 
generally delivered over a 12-month period, beginning with 16 weekly sessions 
followed by monthly maintenance (sessions are usually weekly for 6 months and 
then monthly for 6 months.) 


• The National Diabetes Prevention Program can help people make achievable 
and realistic lifestyle changes and cut their risk of developing type 2 diabetes 


3. Eligibility. 
You, the Subscriber, and each covered Dependent can participate in the Diabetes 
Prevention Program. 


4. Rewards. 
Rewards for participation in a Diabetes Prevention Program include: 


Reimbursement 
• We will reimburse you for the Diabetes Prevention Program up to a maximum of 


five hundred dollars ($500) per Subscriber, per Plan Year. 
• Reimbursement for the Diabetes Prevention Program apply to the Calendar Year 


in which the service is paid. 
• Reimbursement cannot be combined with any other monetary reimbursement 


from CDPHP. 
• You are responsible for any tax consequences related to reimbursement for the 


Diabetes Prevention Program. 


Reimbursement upon submission of the required materials. You will need to submit an 
original, paid receipt for the Diabetes Prevention Program, along with a completed 
Form. This form can be found in you member packet or on the web at www.cdphp.com 
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by searching for Wellness Program. It can also be requested from our Member Services 
center at phone number listed on Your ID Card. 
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SECTION XIV 


Exclusions and Limitations 


No coverage is available under this Certificate for the following: 


A. Aviation. 
We do not Cover services arising out of aviation, other than as a fare-paying passenger 
on a scheduled or charter flight operated by a scheduled airline. 


B. Convalescent and Custodial Care. 
We do not Cover services related to rest cures, custodial care or transportation. 
"Custodial care" means help in transferring, eating, dressing, bathing, toileting and other 
such related activities. Custodial care does not include Covered Services determined to 
be Medically Necessary. 


C. Conversion Therapy. 
We do not Cover conversion therapy. Conversion therapy is any practice by a mental 
health professional that seeks to change the sexual orientation or gender identity of a 
Member under 18 years of age, including efforts to change behaviors, gender 
expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward 
individuals of the same sex. Conversion therapy does not include counseling or therapy 
for an individual who is seeking to undergo a gender transition or who is in the process 
of undergoing a gender transition, that provides acceptance, support, and 
understanding of an individual or the facilitation of an individual's coping, social support, 
and identity exploration and development, including sexual orientation-neutral 
interventions to prevent or address unlawful conduct or unsafe sexual practices, 
provided that the counseling or therapy does not seek to change sexual orientation or 
gender identity. 


D. Cosmetic Services. 
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise 
specified, except that cosmetic surgery shall not include reconstructive surgery when 
such service is incidental to or follows surgery resulting from trauma, infection or 
diseases of the involved part, and reconstructive surgery because of congenital disease 
or anomaly of a covered Child which has resulted in a functional defect. We also Cover 
services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Certificate. Cosmetic surgery does not include surgery determined to 
be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain 
plastic surgery and dermatology procedures) is submitted retrospectively and without 
medical information, any denial will not be subject to the Utilization Review process in 
the Utilization Review and External Appeal sections of this Certificate unless medical 
information is submitted. 


E. Coverage Outside of the United States, Canada or Mexico. 
We do not Cover care or treatment provided outside of the United States, its 
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possessions, Canada or Mexico except for Emergency Services, Pre-Hospital 
Emergency Medical Services and ambulance services to treat Your Emergency 
Condition. 


F. Dental Services. 
We do not Cover dental services except for: care or treatment due to accidental injury to 
sound natural teeth within 12 months of the accident; dental care or treatment 
necessary due to congenital disease or anomaly; or dental care or treatment specifically 
stated in the Outpatient and Professional Services section of this Certificate. 


G. Experimental or lnvestigational Treatment. 
We do not Cover any health care service, procedure, treatment, device or Prescription 
Drug that is experimental or investigational. However, We will Cover experimental or 
investigational treatments, including treatment for Your rare disease or patient costs for 
Your participation in a clinical trial as described in the Outpatient and Professional 
Services section of this Certificate, when Our denial of services is overturned by an 
External Appeal Agent certified by the State. However, for clinical trials, We will not 
Cover the costs of any investigational drugs or devices, non-health services required for 
You to receive the treatment, the costs of managing the research, or costs that would 
not be Covered under this Certificate for non-investigational treatments. See the 
Utilization Review and External Appeal sections of this Certificate for a further 
explanation of Your Appeal rights. 


H. Felony Participation. 
We do not Cover any illness, treatment or medical condition due to Your participation in 
a felony, riot or insurrection. This exclusion does not apply to Coverage for services 
involving injuries suffered by a victim of an act of domestic violence or for services as a 
result of Your medical condition (including both physical and mental health conditions). 


I. Foot Care. 
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen 
arches, weak feet, chronic foot strain or symptomatic complaints of the feet. However, 
we will Cover foot care when You have a specific medical condition or disease resulting 
in circulatory deficits or areas of decreased sensation in Your legs or feet. 


J. Government Facility. 
We do not Cover care or treatment provided in a Hospital that is owned or operated by 
any federal, state or other governmental entity, except as otherwise required by law 
unless You are taken to the Hospital because it is close to the place where You were 
injured or became ill and Emergency Services are provided to treat Your Emergency 
Condition. 


K. Medically Necessary. 
In general, We will not Cover any health care service, procedure, treatment, test, device 
or Prescription Drug that We determine is not Medically Necessary. If an External 
Appeal Agent certified by the State overturns Our denial, however, We will Cover the 
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service, procedure, treatment, test, device or Prescription Drug for which coverage has 
been denied, to the extent that such service, procedure, treatment, test, device or 
Prescription Drug is otherwise Covered under the terms of this Certificate. 


L. Medicare or Other Governmental Program. 
We do not Cover services if benefits are provided for such services under the federal 
Medicare program or other governmental program (except Medicaid). 


M. Military Service. 
We do not Cover an illness, treatment or medical condition due to service in the Armed 
Forces or auxiliary units. 


N. No-Fault Automobile Insurance. 
We do not Cover any benefits to the extent provided for any loss or portion thereof for 
which mandatory automobile no-fault benefits are recovered or recoverable. This 
exclusion applies even if You do not make a proper or timely claim for the benefits 
available to You under a mandatory no-fault policy. 


0. Services Not Listed. 
We do not Cover services that are not listed in this Certificate as being Covered. 


P. Services Provided by a Family Member. 
We do not Cover services performed by a member of the covered person's immediate 
family. "Immediate family" shall mean a child, spouse, mother, father, sister or brother of 
You or Your Spouse. 


Q. Services Separately Billed by Hospital Employees. 
We do not Cover services rendered and separately billed by employees of Hospitals, 
laboratories or other institutions. 


R. Services with No Charge. 
We do not Cover services for which no charge is normally made. 


S. Vision Services. 
We do not Cover the examination or fitting of eyeglasses or contact lenses. 


T. War. 
We do not Cover an illness, treatment or medical condition due to war, declared or 
undeclared. 


U. Workers' Compensation. 
We do not Cover services if benefits for such services are provided under any state or 
federal Workers' Compensation, employers' liability or occupational disease law. 
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SECTION XV 


Claim Determinations 


A. Claims. 
A claim is a request that benefits or services be provided or paid according to the terms 
of this Certificate. When You receive services from a Participating Provider, You will not 
need to submit a claim form. However, if You receive services from a Non-Participating 
Provider either You or the Provider must file a claim form with Us. If the Non
Participating Provider is not willing to file the claim form, You will need to file it with Us. 
See the Coordination of Benefits section of this Certificate for information on how We 
coordinate benefit payments when You also have group health coverage with another 
plan. 


B. Notice of Claim. 
Claims for services must include all information designated by Us as necessary to 
process the claim, including, but not limited to: Member identification number; name; 
date of birth; date of service; type of service; the charge for each service; procedure 
code for the service as applicable; diagnosis code; name and address of the Provider 
making the charge; and supporting medical records, when necessary. A claim that fails 
to contain all necessary information will not be accepted and must be resubmitted with 
all necessary information. Claim forms are available from Us by calling the number on 
Your ID card or visiting Our website at www.cdphp.com. Completed claim forms should 
be sent to the address in the How Your Coverage Works section of this Certificate. You 
may also submit a claim to Us electronically by sending it to the e-mail address in the 
How Your Coverage Works section of this Certificate or visiting Our website at 
www.cdphp.com. 


C. Timeframe for Filing Claims. 
Claims for services must be submitted to Us for payment within 120 days after You 
receive the services for which payment is being requested. If it is not reasonably 
possible to submit a claim within the 120-day period, You must submit it as soon as 
reasonably possible. 


D. Claims for Prohibited Referrals. 
We are not required to pay any claim, bill or other demand or request by a Provider for 
clinical laboratory services, pharmacy services, radiation therapy services, physical 
therapy services or x-ray or imaging services furnished pursuant to a referral prohibited 
by Section 238-a(1) of the New York Public Health Law. 


E. Claim Determinations. 
Our claim determination procedure applies to all claims that do not relate to a medical 
necessity or experimental or investigational determination. For example, Our claim 
determination procedure applies to contractual benefit denials. If You disagree with Our 
claim determination, You may submit a Grievance pursuant to the Grievance 
Procedures section of this Certificate. 
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For a description of the Utilization Review procedures and Appeal process for medical 
necessity or experimental or investigational determinations, see the Utilization Review 
and External Appeal sections of this Certificate. 


F. Pre-Service Claim Determinations. 
1. A pre-service claim is a request that a service or treatment be approved before 


it has been received. If We have all the information necessary to make a 
determination regarding a pre-service claim (e.g., a covered benefit 
determination), We will make a determination and provide notice to You (or Your 
designee) within 15 days from receipt of the claim. 


If We need additional information, We will request it within 15 days from receipt 
of the claim. You will have 45 calendar days to submit the information. If We 
receive the information within 45 days, We will make a determination and provide 
notice to You (or Your designee) in writing, within 15 days of Our receipt of the 
information. If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the end of the 45-day period. 


2. Urgent Pre-Service Reviews. With respect to urgent pre-service requests, if 
We have all information necessary to make a determination, We will make a 
determination and provide notice to You (or Your designee) by telephone, within 
72 hours of receipt of the request Written notice will follow within three (3) 
calendar days of the decision. If We need additional information, We will request 
it within 24 hours. You will then have 48 hours to submit the information. We will 
make a determination and provide notice to You (or Your designee) by telephone 
within 48 hours of the earlier of Our receipt of the information or the end of the 
48-hour period. Written notice will follow within three (3) calendar days of the 
decision. 


G. Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already 
received. If We have all information necessary to make a determination regarding a 
post-service claim, We will make a determination and notify You (or Your designee) 
within 30 calendar days of the receipt of the claim. If We need additional information, 
We will request it within 30 calendar days. You will then have 45 calendar days to 
provide the information. We will make a determination and provide notice to You (or 
Your designee) in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 


H. Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 
days of receipt of the claim (when submitted through the internet or e-mail) and 45 days 
of receipt of the claim (when submitted through other means, including paper or fax). If 
We request additional information, We will pay the claim within 30 days (for claims 
submitted through the internet or e-mail) or 45 days (for claims submitted through other 
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means, including paper or fax) of receipt of the information. 
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SECTION XVI 


Grievance Procedures 


A. Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or 
experimental or investigational determination by Us. For example, it applies to 
contractual benefit denials or issues or concerns You have regarding Our administrative 
policies or access to Providers. 


B. Filing a Grievance. 
You can contact Us by phone at the number on Your ID card, in person, or in writing to 
file a Grievance. You must use Our Grievance form for written Grievances. You may 
submit an oral Grievance in connection with a denial of a Referral or a covered benefit 
determination. We may require that You sign a written acknowledgement of Your oral 
Grievance, prepared by Us. You or Your designee has up to 180 calendar days from 
when You received the decision You are asking Us to review to file the Grievance. 


When We receive Your Grievance, We will mail an acknowledgment letter within 15 
business days. The acknowledgment letter will include the name, address, and 
telephone number of the person handling Your Grievance, and indicate what additional 
information, if any, must be provided. 


We keep all requests and discussions confidential and We will take no discriminatory 
action because of Your issue. We have a process for both standard and expedited 
Grievances, depending on the nature of Your inquiry. 


C. Grievance Determination. 
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, 
certified or registered Health Care Professional will look into it. We will decide the 
Grievance and notify You within the following timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment 
that has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 
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By phone, within the earlier of 48 hours of 
receipt of all necessary information or 72 
hours of receipt of Your Grievance. Written 
notice will be provided within 72 hours of 
receipt of Your Grievance. 


In writing, within 15 calendar days of 
receipt of Your Grievance. 


In writing, within 30 calendar days of 
receipt of Your Grievance. 
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All Other Grievances: 
(That are not in relation to a claim or 
request for a service or treatment.) 


D. Grievance Appeals. 


In writing, within 45 calendar days of 
receipt of all necessary information but no 
more than 60 calendar days of receipt of 
Your Grievance. 


If You are not satisfied with the resolution of Your Grievance, You or Your designee 
may file an Appeal by phone at the number on Your ID card, in person, or in writing. 
You have up to 60 business days from receipt of the Grievance determination to file an 
Appeal. 


When We receive Your Appeal, We will mail an acknowledgment letter within 15 
business days. The acknowledgement letter will include the name, address, and 
telephone number of the person handling Your Appeal and indicate what additional 
information, if any, must be provided. 


One or more qualified personnel at a higher level than the personnel that rendered the 
Grievance determination will review it, or if it is a clinical matter, a clinical peer reviewer 
will look into it. We will decide the Appeal and notify You in writing within the following 
timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment that 
has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 


All Other Grievances: (That are not in 
relation to a claim or request for a service 
or treatment.) 


E. Assistance. 


The earlier of two (2) business days of 
receipt of all necessary information or 72 
hours of receipt of Your Appeal. 


15 calendar days of receipt of Your 
Appeal. 


30 calendar days of receipt of Your 
Appeal. 


30 business days of receipt of all 
necessary information to make a 
determination. 


If You remain dissatisfied with Our Appeal determination, or at any other time You are 
dissatisfied, You may: 


Call the New York State Department of Financial Services at 1-800-342-3736 or 
write them at: 
New York State Department of Financial Services 
Consumer Assistance Unit 
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One Commerce Plaza 
Albany, NY 12257 
Website: www.dfs.ny.gov 


If You need assistance filing a Grievance or Appeal, You may also contact the state 
independent Consumer Assistance Program at: 
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVII 


Utilization Review 


A. Utilization Review. 
We review health services to determine whether the services are or were Medically 
Necessary or experimental or investigational ("Medically Necessary"). This process is 
called Utilization Review. Utilization Review includes all review activities, whether they 
take place prior to the service being performed (Preauthorization); when the service is 
being performed (concurrent); or after the service is performed (retrospective). If You 
have any questions about the Utilization Review process, please call the number on 
Your ID card. The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 


All determinations that services are not Medically Necessary will be made by: 1) 
licensed Physicians; or 2) licensed, certified, registered or credentialed Health Care 
Professionals who are in the same profession and same or similar specialty as the 
Provider who typically manages Your medical condition or disease or provides the 
health care service under review; or 3) with respect to substance use disorder 
treatment, licensed Physicians or licensed, certified, registered or credentialed Health 
Care Professionals who specialize in behavioral health and have experience in the 
delivery of substance use disorder courses of treatment. We do not compensate or 
provide financial incentives to Our employees or reviewers for determining that services 
are not Medically Necessary. We have developed guidelines and protocols to assist Us 
in this process. For substance use disorder treatment, We will use evidence-based and 
peer reviewed clinical review tools designated by OASAS that are appropriate to the 
age of the patient. Specific guidelines and protocols are available for Your review upon 
request. For more information, call the number on Your ID card or visit Our website at 
www.cdphp.com. 


B. Preauthorization Reviews. 
1. Non-Urgent Preauthorization Reviews. If We have all the information 


necessary to make a determination regarding a Preauthorization review, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of receipt of 
the request. 


If We need additional information, We will request it within three (3) business 
days. You or Your Provider will then have 45 calendar days to submit the 
information. If We receive the requested information within 45 days, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information. If all necessary information is not received within 45 
days, We will make a determination within 15 calendar days of the end of the 45-
day period. 
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2. Urgent Preauthorization Reviews. With respect to urgent Preauthorization 
requests, if We have all information necessary to make a determination, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone, within 72 hours of receipt of the request. Written notice 
will be provided within three (3) business days of receipt of the request. If We 
need additional information, We will request it within 24 hours. You or Your 
Provider will then have 48 hours to submit the information. We will make a 
determination and provide notice to You (or Your designee) and Your Provider by 
telephone and in writing within 48 hours of the earlier of Our receipt of the 
information or the end of the 48 hour period. 


3. Court Ordered Treatment. With respect to requests for mental health and/or 
substance use disorder services that have not yet been provided, if You (or Your 
designee) certify, in a format prescribed by the Superintendent of Financial 
Services, that You will be appearing, or have appeared, before a court of 
competent jurisdiction and may be subject to a court order requiring such 
services, We will make a determination and provide notice to You (or Your 
designee) and Your Provider by telephone within 72 hours of receipt of the 
request. Written notification will be provided within three (3) business days of Our 
receipt of the request. Where feasible, the telephonic and written notification will 
also be provided to the court. 


C. Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services 


during the course of care (concurrent reviews) will be made, and notice provided 
to You (or Your designee) and Your Provider, by telephone and in writing, within 
one (1) business day of receipt of all necessary information. If We need 
additional information, We will request it within one (1) business day. You or Your 
Provider will then have 45 calendar days to submit the information. We will make 
a determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of Our receipt of the 
information or, if We do not receive the information, within 15 calendar days of 
the end of the 45-day period. 


2. Urgent Concurrent Reviews. For concurrent reviews that involve an extension 
of urgent care, if the request for coverage is made at least 24 hours prior to the 
expiration of a previously approved treatment, We will make a determination and 
provide notice to You (or Your designee) and Your Provider by telephone within 
24 hours of receipt of the request. Written notice will be provided within one (1) 
business day of receipt of the request. 


If the request for coverage is not made at least 24 hours prior to the expiration of 
a previously approved treatment and We have all the information necessary to 
make a determination, We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of 72 hours or one 
(1) business day of receipt of the request. If We need additional information, We 
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will request it within 24 hours. You or Your Provider will then have 48 hours to 
submit the information. We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of one (1) 
business day or 48 hours of Our receipt of the information or, if we do not receive 
the information, within 48 hours of the end of the 48-hour period. 


3. Home Health Care Reviews. After receiving a request for coverage of home 
care services following an inpatient Hospital admission, We will make a 
determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of receipt of the 
necessary information. If the day following the request falls on a weekend or 
holiday, We will make a determination and provide notice to You (or Your 
designee) and Your Provider within 72 hours of receipt of the necessary 
information. When We receive a request for home care services and all 
necessary information prior to Your discharge from an inpatient hospital 
admission, We will not deny coverage for home care services while Our decision 
on the request is pending. 


4. Inpatient Substance Use Disorder Treatment Reviews. If a request for 
inpatient substance use disorder treatment is submitted to Us at least 24 hours 
prior to discharge from an inpatient substance use disorder treatment admission, 
We will make a determination within 24 hours of receipt of the request and We 
will provide coverage for the inpatient substance use disorder treatment while 
Our determination is pending. 


5. Inpatient Substance Use Disorder Treatment at Participating OASAS
Certified Facilities. Coverage for inpatient substance use disorder treatment at 
a participating OASAS-certified Facility is not subject to Preauthorization. 
Coverage will not be subject to concurrent review for the first 14 days of the 
inpatient admission if the OASAS-certified Facility notifies Us of both the 
admission and the initial treatment plan within 48 hours of the admission. After 
the first 14 days of the inpatient admission, We may review the entire stay to 
determine whether it is Medically Necessary and We will use clinical review tools 
designated by OASAS. If any portion of the stay is denied as not Medically 
Necessary, You are only responsible for the in-network Cost-Sharing that would 
otherwise apply to Your inpatient admission. 


D. Retrospective Reviews. 
If We have all information necessary to make a determination regarding a retrospective 
claim, We will make a determination and notify You and Your Provider within 30 
calendar days of the receipt of the request. If We need additional information, We will 
request it within 30 calendar days. You or Your Provider will then have 45 calendar days 
to provide the information. We will make a determination and provide notice to You and 
Your Provider in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 
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Once We have all the information to make a decision, Our failure to make a Utilization 
Review determination within the applicable time frames set forth above will be deemed 
an adverse determination subject to an internal Appeal. 


E. Retrospective Review of Preauthorized Services. 
We may only reverse a preauthorized treatment, service or procedure on retrospective 
review when: 


• The relevant medical information presented to Us upon retrospective review is 
materially different from the information presented during the Preauthorization 
review; 


• The relevant medical information presented to Us upon retrospective review 
existed at the time of the Preauthorization but was withheld or not made available 
to Us; 


• We were not aware of the existence of such information at the time of the 
Preauthorization review; and 


• Had We been aware of such information, the treatment, service or procedure 
being requested would not have been authorized. The determination is made 
using the same specific standards, criteria or procedures as used during the 
Preauthorization review. 


F. Step Therapy Override Determinations. 
You, Your designee, or Your Health Care Professional may request a step therapy 
protocol override determination for Coverage of a Prescription Drug selected by Your 
Health Care Professional. When conducting Utilization Review for a step therapy 
protocol override determination, We will use recognized evidence-based and peer 
reviewed clinical review criteria that is appropriate for You and Your medical condition. 


1. Supporting Rationale and Documentation. A step therapy protocol override 
determination request must include supporting rationale and documentation from 
a Health Care Professional, demonstrating that: 
• The required Prescription Drug(s) is contraindicated or will likely cause an 


adverse reaction or physical or mental harm to You; 
• The required Prescription Drug(s) is expected to be ineffective based on Your 


known clinical history, condition, and Prescription Drug regimen; 
• You have tried the required Prescription Drug(s) while covered by Us or under 


Your previous health insurance coverage, or another Prescription Drug in the 
same pharmacologic class or with the same mechanism of action, and that 
Prescription Drug(s) was discontinued due to lack of efficacy or effectiveness, 
diminished effect, or an adverse event; 


• You are stable on a Prescription Drug(s) selected by Your Health Care 
Professional for Your medical condition, provided this does not prevent Us 
from requiring You to try an AB-rated generic equivalent; or 


• The required Prescription Drug(s) is not in Your best interest because it will 
likely cause a significant barrier to Your adherence to or compliance with Your 
plan of care, will likely worsen a comorbid condition, or will likely decrease 
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Your ability to achieve or maintain reasonable functional ability in performing 
daily activities. 


2. Standard Review. We will make a step therapy protocol override determination 
and provide notification to You (or Your designee) and where appropriate, Your 
Health Care Professional, within 72 hours of receipt of the supporting rationale 
and documentation. 


3. Expedited Review. If You have a medical condition that places Your health in 
serious jeopardy without the Prescription Drug prescribed by Your Health Care 
Professional, We will make a step therapy protocol override determination and 
provide notification to You (or Your designee) and Your Health Care Professional 
within 24 hours of receipt of the supporting rationale and documentation. 


If the required supporting rationale and documentation are not submitted with a step 
therapy protocol override determination request, We will request the information within 
72 hours for Preauthorization and retrospective reviews, the lesser of 72 hours or one 
(1) business day for concurrent reviews, and 24 hours for expedited reviews. You or 
Your Health Care Professional will have 45 calendar days to submit the information for 
Preauthorization, concurrent and retrospective reviews, and 48 hours for expedited 
reviews. For Preauthorization reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For concurrent reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 72 hours or one (1) business day of Our receipt of the 
information or 15 calendar days of the end of the 45-day period if the information is not 
received. For retrospective reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For expedited reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 24 hours of Our receipt of the information or 48 hours 
of the end of the 48-hour period if the information is not received. 


If We do not make a determination within 72 hours (or 24 hours for expedited reviews) 
of receipt of the supporting rationale and documentation, the step therapy protocol 
override request will be approved. 


If We determine that the step therapy protocol should be overridden, We will authorize 
immediate coverage for the Prescription Drug prescribed by Your treating Health Care 
Professional. An adverse step therapy override determination is eligible for an Appeal. 


G. Reconsideration. 
If We did not attempt to consult with Your Provider who recommended the Covered 
Service before making an adverse determination, the Provider may request 
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reconsideration by the same clinical peer reviewer who made the adverse determination 
or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable. 
For Preauthorization and concurrent reviews, the reconsideration will take place within 
one (1) business day of the request for reconsideration. If the adverse determination is 
upheld, a notice of adverse determination will be given to You and Your Provider, by 
telephone and in writing. 


H. Utilization Review Internal Appeals. 
You, Your designee, and, in retrospective review cases, Your Provider, may request an 
internal Appeal of an adverse determination, either by phone, in person, or in writing. 


You have up to 180 calendar days after You receive notice of the adverse determination 
to file an Appeal. We will acknowledge Your request for an internal Appeal within 15 
calendar days of receipt. This acknowledgment will if necessary, inform You of any 
additional information needed before a decision can be made. The Appeal will be 
decided by a clinical peer reviewer who is not subordinate to the clinical peer reviewer 
who made the initial adverse determination and who is 1) a Physician or 2) a Health 
Care Professional in the same or similar specialty as the Provider who typically 
manages the disease or condition at issue. 


1. Out-of-Network Service Denial. You also have the right to Appeal the denial of 
a Preauthorization request for an out-of-network health service when We 
determine that the out-of-network health service is not materially different from an 
available in-network health service. A denial of an out-of-network health service 
is a service provided by a Non-Participating Provider, but only when the service 
is not available from a Participating Provider. For a Utilization Review Appeal of 
denial of an out-of-network health service, You or Your designee must submit: 
• A written statement from Your attending Physician, who must be a licensed, 


board-certified or board-eligible Physician qualified to practice in the specialty 
area of practice appropriate to treat Your condition, that the requested out-of
network health service is materially different from the alternate health service 
available from a Participating Provider that We approved to treat Your 
condition; and · 


• Two (2) documents from the available medical and scientific evidence that the 
out-of-network service: 1) is likely to be more clinically beneficial to You than 
the alternate in-network service; and 2) that the adverse risk of the out-of
network service would likely not be substantially increased over the in
network health service. 


2. Out-of-Network Authorization Denial. You also have the right to Appeal the 
denial of a request for an authorization to a Non-Participating Provider when We 
determine that We have a Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide the 
requested health care service. For a Utilization Review Appeal of an out-of
network authorization denial, You or Your designee must submit a written 
statement from Your attending Physician, who must be a licensed, board-certified 
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or board-eligible Physician qualified to practice in the specialty area of practice 
appropriate to treat Your condition: 
• That the Participating Provider recommended by Us does not have the 


appropriate training and experience to meet Your particular health care needs 
for the health care service; and 


• Recommending a Non-Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide 
the requested health care service. 


I. First Level Appeal. 
1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 


We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. An Appeal of a review of continued or extended health care 
services, additional services rendered in the course of continued treatment, 
home health care services following discharge from an inpatient Hospital 
admission, services in which a Provider requests an immediate review, mental 
health and/or substance use disorder services that may be subject to a court 
order, or any other urgent matter will be handled on an expedited basis. An 
expedited Appeal is not available for retrospective reviews. For an expedited 
Appeal, Your Provider will have reasonable access to the clinical peer reviewer 
assigned to the Appeal within one (1) business day of receipt of the request for 
an Appeal. Your Provider and a clinical peer reviewer may exchange information 
by telephone or fax. An expedited Appeal will be determined within the earlier of 
72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination 
will be provided to You (or Your designee) within 24 hours after the determination 
is made, but no later than 72 hours after receipt of the Appeal request. 


If You are not satisfied with the resolution of Your expedited Appeal, You may file 
a standard internal Appeal or an external appeal. 


Our failure to render a determination of Your Appeal within 60 calendar days of 
receipt of the necessary information for a standard Appeal or within two (2) 
business days of receipt of the necessary information for an expedited Appeal 
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will be deemed a reversal of the initial adverse determination. 


4. Substance Use Appeal. If We deny a request for inpatient substance use 
disorder treatment that was submitted at least 24 hours prior to discharge from 
an inpatient admission, and You or Your Provider file an expedited internal 
Appeal of Our adverse determination, We will decide the Appeal within 24 hours 
of receipt of the Appeal request. If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of 
Our adverse determination, We will also provide coverage for the inpatient 
substance use disorder treatment while a determination on the internal Appeal 
and external appeal is pending. 


J. Second Level Appeal. 
If You disagree with the first level Appeal determination, You or Your designee can file a 
second level Appeal. You or Your designee can also file an external appeal. The four 
(4) month timeframe for filing an external appeal begins on receipt of the final 
adverse determination on the first level of Appeal. By choosing to file a second 
level Appeal, the time may expire for You to file an external appeal. 


A second level Appeal must be filed within 45 days of receipt of the final adverse 
determination on the first level Appeal. We will acknowledge Your request for an internal 
Appeal within 15 calendar days of receipt. This acknowledgment will inform You, if 
necessary, of any additional information needed before a decision can be made. 


1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 
We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. If Your Appeal relates to an urgent matter, We will decide 
the Appeal and provide written notice of the determination to You (or Your 
designee), and where appropriate, Your Provider, within 72 hours of receipt of 
the Appeal request. 


K. Appeal Assistance. 
If You need Assistance filing an Appeal, You may contact the state independent 
Consumer Assistance Program at: 
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Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVIII 


External Appeal 


A. Your Right to an External Appeal. 
In some cases, You have a right to an external appeal of a denial of coverage. If We 
have denied coverage on the basis that a service is not Medically Necessary (including 
appropriateness, health care setting, level of care or effectiveness of a Covered 
benefit); or is an experimental or investigational treatment (including clinical trials and 
treatments for rare diseases); or is an out-of-network treatment, You or Your 
representative may appeal that decision to an External Appeal Agent, an independent 
third party certified by the State to conduct these appeals. 


In order for You to be eligible for an external appeal You must meet the following two (2) 
requirements: 


• The service, procedure, or treatment must otherwise be a Covered Service under 
this Certificate; and 


• In general, You must have received a final adverse determination through the 
first level of Our internal Appeal process. But, You can file an external appeal 
even though You have not received a final adverse determination through the 
first level of Our internal Appeal process if: 


o We agree in writing to waive the internal Appeal. We are not required to 
agree to Your request to waive the internal Appeal; or 


o You file an external appeal at the same time as You apply for an 
expedited internal Appeal; or 


o We fail to adhere to Utilization Review claim processing requirements 
(other than a minor violation that is not likely to cause prejudice or harm to 
You, and We demonstrate that the violation was for good cause or due to 
matters beyond Our control and the violation occurred during an ongoing, 
good faith exchange of information between You and Us). 


B. Your Right to Appeal a Determination that a Service is Not Medically 
Necessary. 
If We have denied coverage on the basis that the service is not Medically Necessary, 
You may appeal to an External Appeal Agent if You meet the requirements for an 
external appeal in paragraph "A" above. 


C. Your Right to Appeal a Determination that a Service is Experimental or 
lnvestigational. 
If We have denied coverage on the basis that the service is an experimental or 
investigational treatment (including clinical trials and treatments for rare diseases), You 
must satisfy the two (2) requirements for an external appeal in paragraph "A" above and 
Your attending Physician must certify that Your condition or disease is one for which: 


1. Standard health services are ineffective or medically inappropriate; or 
2. There does not exist a more beneficial standard service or procedure Covered by 


Us; or 
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3. There exists a clinical trial or rare disease treatment (as defined by law). 


In addition, Your attending Physician must have recommended one (1) of the following: 
1. A service, procedure or treatment that two (2) documents from available medical 


and scientific evidence indicate is likely to be more beneficial to You than any 
standard Covered Service (only certain documents will be considered in support 
of this recommendation - Your attending Physician should contact the State for 
current information as to what documents will be considered or acceptable); or 


2. A clinical trial for which You are eligible (only certain clinical trials can be 
considered); or 


3. A rare disease treatment for which Your attending Physician certifies that there is 
no standard treatment that is likely to be more clinically beneficial to You than the 
requested service, the requested service is likely to benefit You in the treatment 
of Your rare disease, and such benefit outweighs the risk of the service. In 
addition, Your attending Physician must certify that Your condition is a rare 
disease that is currently or was previously subject to a research study by the 
National Institutes of Health Rare Disease Clinical Research Network or that it 
affects fewer than 200,000 U.S. residents per year. 


For purposes of this section, Your attending Physician must be a licensed, board
certified or board eligible Physician qualified to practice in the area appropriate to treat 
Your condition or disease. In addition, for a rare disease treatment, the attending 
Physician may not be Your treating Physician. 


D. Your Right to Appeal a Determination that a Service is Out-of-Network. 
If We have denied coverage of an out-of-network treatment because it is not materially 
different than the health service available in-network, You may appeal to an External 
Appeal Agent if You meet the two (2) requirements for an external appeal in paragraph 
"A" above, and You have requested Preauthorization for the out-of-network treatment. 


In addition, Your attending Physician must certify that the out-of-network service is 
materially different from the alternate recommended in-network health service, and 
based on two (2) documents from available medical and scientific evidence, is likely to 
be more clinically beneficial than the alternate in-network treatment and that the 
adverse risk of the requested health service would likely not be substantially increased 
over the alternate in-network health service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


E. Your Right to Appeal an Out-of-Network Authorization Denial to a Non
Participating Provider. 
If We have denied coverage of a request for an authorization to a Non-Participating 
Provider because We determine We have a Participating Provider with the appropriate 
training and experience to meet Your particular health care needs who is able to provide 
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the requested health care service, You may appeal to an External Appeal Agent if You 
meet the two (2) requirements for an external appeal in paragraph "A" above. 


In addition, Your attending Physician must: 1) certify that the Participating Provider 
recommended by Us does not have the appropriate training and experience to meet 
Your particular health care needs; and 2) recommend a Non-Participating Provider with 
the appropriate training and experience to meet Your particular health care needs who 
is able to provide the requested health care service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


F. Your Right to Appeal a Formulary Exception Denial. 
If We have denied Your request for coverage of a non-formulary Prescription Drug 
through Our formulary exception process, You, Your designee or the prescribing Health 
Care Professional may appeal the formulary exception denial to an External Appeal 
Agent. See Your Prescription Drug Coverage Rider, if applicable, for more information 
on the formulary exception process. 


G. The External Appeal Process. 
You have four (4) months from receipt of a final adverse determination or from receipt of 
a waiver of the internal Appeal process to file a written request for an external appeal. If 
You are filing an external appeal based on Our failure to adhere to claim processing 
requirements, You have four (4) months from such failure to file a written request for an 
external appeal. 


We will provide an external appeal application with the final adverse determination 
issued through the first level of Our internal Appeal process or Our written waiver of an 
internal Appeal. You may also request an external appeal application from the New 
York State Department of Financial Services at 1-800-400-8882. Submit the completed 
application to the Department of Financial Services at the address indicated on the 
application. If You meet the criteria for an external appeal, the State will forward the 
request to a certified External Appeal Agent. 


You can submit additional documentation with Your external appeal request. If the 
External Appeal Agent determines that the information You submit represents a material 
change from the information on which We based Our denial, the External Appeal Agent 
will share this information with Us in order for Us to exercise Our right to reconsider Our 
decision. If We choose to exercise this right, We will have three (3) business days to 
amend or confirm Our decision. Please note that in the case of an expedited external 
appeal (described below), We do not have a right to reconsider Our decision. 


In general, the External Appeal Agent must make a decision within 30 days of receipt of 
Your completed application. The External Appeal Agent may request additional 
information from You, Your Physician, or Us. If the External Appeal Agent requests 
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additional information, it will have five (5) additional business days to make its decision. 
The External Appeal Agent must notify You in writing of its decision within two (2) 
business days. 


If Your attending Physician certifies that a delay in providing the service that has been 
denied poses an imminent or serious threat to Your health; or if Your attending 
Physician certifies that the standard external appeal time frame would seriously 
jeopardize Your life, health or ability to regain maximum function; or if You received 
Emergency Services and have not been discharged from a Facility and the denial 
concerns an admission, availability of care or continued stay, You may request an 
expedited external appeal. In that case, the External Appeal Agent must make a 
decision within 72 hours of receipt of Your completed application. Immediately after 
reaching a decision, the External Appeal Agent must notify You and Us by telephone or 
facsimile of that decision. The External Appeal Agent must also notify You in writing of 
its decision. 


If Your internal formulary exception request received a standard review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 72 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You are 
taking the Prescription Drug, including any refills. 


If Your internal formulary exception request received an expedited review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 24 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You 
suffer from the health condition that may seriously jeopardize Your health, life or ability 
to regain maximum function or for the duration of Your current course of treatment using 
the non-formulary Prescription Drug. 


If the External Appeal Agent overturns Our decision that a service is not Medically 
Necessary or approves coverage of an experimental or investigational treatment or an 
out-of-network treatment, We will provide coverage subject to the other terms and 
conditions of this Certificate. Please note that if the External Appeal Agent approves 
coverage of an experimental or investigational treatment that is part of a clinical trial, 
We will only Cover the cost of services required to provide treatment to You according 
to the design of the trial. We will not be responsible for the costs of investigation al drugs 
or devices, the costs of non-health care services, the costs of managing the research, 
or costs that would not be Covered under this Certificate for non-investigational 
treatments provided in the clinical trial. 


The External Appeal Agent's decision is binding on both You and Us. The External 
Appeal Agent's decision is admissible in any court proceeding. 
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H. Your Responsibilities. 
It is Your responsibility to start the external appeal process. You may start the 
external appeal process by filing a completed application with the New York State 
Department of Financial Services. You may appoint a representative to assist You with 
Your application; however, the Department of Financial Services may contact You and 
request that You confirm in writing that You have appointed the representative. 


Under New York State law, Your completed request for external appeal must be 
filed within four (4) months of either the date upon which You receive a final 
adverse determination, or the date upon which You receive a written waiver of 
any internal Appeal, or Our failure to adhere to claim processing requirements. 
We have no authority to extend this deadline. 
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SECTION XIX 


Coordination of Benefits 


This section applies when You also have group health coverage with another plan. 
When You receive a Covered Service, We will coordinate benefit payments with any 
payment made by another plan. The primary plan will pay its full benefits and the other 
plan may pay secondary benefits, if necessary, to cover some or all of the remaining 
expenses. This coordination prevents duplicate payments and overpayments. We do 
not coordinate benefit payments for vision benefits. 


A. Definitions. 
1. "Allowable expense" is the necessary, reasonable, and customary item of 


expense for health care, when the item is covered at least in part under any of 
the plans involved, except where a statute requires a different definition. When a 
plan provides benefits in the form of services, the reasonable cash value of each 
service will be considered as both an allowable expense and a benefit paid. 


2. "Plan" is other group health coverage with which We will coordinate benefits. 
The term "plan" includes: 


• Group health benefits and group blanket or group remittance health 
benefits coverage, whether insured, self-insured, or self-funded. This 
includes group HMO and other prepaid group coverage, but does not 
include blanket school accident coverage or coverages issued to a 
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the 
school or organization pays the premiums. 


• Medical benefits coverage, in group and individual automobile "no-fault" 
and traditional liability "fault" type contracts. 


• Hospital, medical, and surgical benefits coverage of Medicare or a 
governmental plan offered, required, or provided by law, except Medicaid 
or any other plan whose benefits are by law excess to any private 
insurance coverage. 


3. "Primary plan" is one whose benefits must be determined without taking the 
existence of any other plan into consideration. A plan is primary if either: 1) the 
plan has no order of benefits rules or its rules differ from those required by 
regulation; or 2) all plans which cover the person use the order of benefits rules 
required by regulation and under those rules the plan determines its benefits first. 
More than one plan may be a primary plan (for example, two plans which have 
no order of benefit determination rules). 


4. "Secondary plan" is one which is not a primary plan. If a person is covered by 
more than one secondary plan, the order of benefit determination rules decide 
the order in which their benefits are determined in relation to each other. 


B. Rules to Determine Order of Payment 
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The first of the rules listed below in paragraphs 1-6 that applies will determine which 
plan will be primary: 


1. If the other plan does not have a provision similar to this one, then the other plan 
will be primary. 


2. If the person receiving benefits is the Subscriber and is only covered as a 
Dependent under the other plan, this Certificate will be primary. 


3. If a child is covered under the plans of both parents and the parents are not 
separated or divorced, the plan of the parent whose birthday falls earlier in the 
year will be primary. If both parents have the same birthday, the plan which 
covered the parent longer will be primary. To determine whose birthday falls 
earlier in the year, only the month and day are considered. However, if the other 
plan does not have this birthday rule, but instead has a rule based on the sex of 
the parent and as a result the plans do not agree on which is primary, then the 
rule in the other plan will determine which plan is primary. 


4. If a child is covered by both parents' plans, the parents are separated or 
divorced, and there is no court decree between the parents that establishes 
financial responsibility for the child's health care expenses: 


• The plan of the parent who has custody will be primary; 
• If the parent with custody has remarried, and the child is also covered as a 


child under the step-parent's plan, the plan of the parent with custody will 
pay first, the step-parent's plan will pay second, and the plan of the parent 
without custody will pay third; and 


• If a court decree between the parents says which parent is responsible for 
the child's health care expenses, then that parent's plan will be primary if 
that plan has actual knowledge of the decree. 


5. If the person receiving services is covered under one plan as an active employee 
or member (i.e., not laid-off or retired), or as the spouse or child of such an active 
employee, and is also covered under another plan as a laid-off or retired 
employee or as the spouse or child of such a laid-off or retired employee, the 
plan that covers such person as an active employee or spouse or child of an 
active employee will be primary. If the other plan does not have this rule, and as 
a result the plans do not agree on which will be primary, this rule will be ignored. 


6. If none of the above rules determine which plan is primary, the plan that covered 
the person receiving services longer will be primary. 


C. Effects of Coordination. 
When this plan is secondary, its benefits will be reduced so that the total benefits paid 
by the primary plan and this plan during a claim determination period will not exceed 
Our maximum available benefit for each Covered Service. Also, the amount We pay will 
not be more than the amount We would pay if We were primary. As each claim is 
submitted, We will determine Our obligation to pay for allowable expenses based upon 
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all claims that have been submitted up to that point in time during the claim 
determination period. 


D. Right to Receive and Release Necessary Information. 
We may release or receive information that We need to coordinate benefits. We do not 
need to tell anyone or receive consent to do this. We are not responsible to anyone for 
releasing or obtaining this information. You must give Us any needed information for 
coordination purposes, in the time frame requested. 


E. Our Right to Recover Overpayment. 
If We made a payment as a primary plan, You agree to pay Us any amount by which 
We should have reduced Our payment. Also, We may recover any overpayment from 
the primary plan or the Provider receiving payment and You agree to sign all documents 
necessary to help Us recover any overpayment. 


F. Coordination with "Always Excess," "Always Secondary," or "Non
complying" Plans. 
Except as described below, We will coordinate benefits with plans, whether insured or 
self-insured, that provide benefits that are stated to be always excess or always 
secondary or use order of benefit determination rules that are inconsistent with the rules 
described above in the following manner: 


1. If this Certificate is primary, as defined in this section, We will pay benefits first. 


2. If this Certificate is secondary, as defined in this section, We will pay only the 
amount We would pay as the secondary insurer. 


3. If We request information from a non-complying plan and do not receive it within 
30 days, We will calculate the amount We should pay on the assumption that the 
non-complying plan and this Certificate provide identical benefits. When the 
information is received, We will make any necessary adjustments. 


If a blanket accident insurance policy issued in accordance with Section 1015.11 of the 
General Business Law contains a provision that its benefits are excess or always 
secondary, then this Certificate is primary. 
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SECTION XX 


Termination of Coverage 


Coverage under this Certificate will automatically be terminated on the first of the 
following to apply: 


1. The Group and/or Subscriber has failed to pay Premiums within 30 days of when 
Premiums are due. Coverage will terminate as of the last day for which 
Premiums were paid. 


2. The end of the month in which the Subscriber ceases to meet the eligibility 
requirements as defined by the Group. 


3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has 
coverage for Dependents. If the Subscriber has coverage for Dependents, then 
coverage will terminate as of the last day of the month for which the Premium 
had been paid. 


4. For Spouses in cases of divorce, the date of the divorce. 


5. For Children, until the end of the month in which the Child turns 26 years of age. 


6. For all other Dependents, the end of the month in which the Dependent ceases 
to be eligible. 


7. The end of the month during which the Group or Subscriber provides written 
notice to Us requesting termination of coverage, or on such later date requested 
for such termination by the notice. 


8. If the Subscriber or the Subscriber's Dependent has performed an act that 
constitutes fraud or the Subscriber has made an intentional misrepresentation of 
material fact in writing on his or her enrollment application, or in order to obtain 
coverage for a service, coverage will terminate immediately upon written notice 
of termination delivered by Us to the Subscriber and/or the Subscriber's 
Dependent, as applicable. However, if the Subscriber makes an intentional 
misrepresentation of material fact in writing on his or her enrollment application, 
We will rescind coverage if the facts misrepresented would have led Us to refuse 
to issue the coverage. Rescission means that the termination of Your coverage 
will have a retroactive effect of up to Your enrollment under the Certificate. If 
termination is a result of the Subscriber's action, coverage will terminate for the 
Subscriber and any Dependents. If termination is a result of the Dependent's 
action, coverage will terminate for the Dependent. 
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9. The date that the Group Contract is terminated. If We terminate and/or decide to 
stop offering a particular class of group contracts, without regard to claims 
experience or health related status, to which this Certificate belongs, We will 
provide the Group and Subscribers at least 90 days' prior written notice. 


10. If We elect to terminate or cease offering all hospital, surgical and medical 
expense coverage in the large group market in this state, We will provide written 
notice to the Group and Subscriber at least 180 days prior to when the coverage 
will cease. 


11. The Group has performed an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact under the terms of the coverage. 


12. The Group ceases to meet the statutory requirements to be defined as a group 
for the purposes of obtaining coverage. We will provide written notice to the 
Group and Subscriber at least 30 days prior to when the coverage will cease. 


13. The date there is no longer any Subscriber who lives, resides, or works in Our 
Service Area. 


No termination shall prejudice the right to a claim for benefits which arose prior to such 
termination. 


See the Continuation of Coverage section of this Certificate for Your right to 
continuation of this coverage. See the Conversion Right to a New Contract after 
Termination section of this Certificate for Your right to conversion to an individual 
Contract. 
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SECTION XXI 


Extension of Benefits 


When Your coverage under this Certificate ends, benefits stop. But, if You are totally 
disabled on the date the Group Contract terminates, or on the date Your coverage 
under this Certificate terminates, continued benefits may be available for the treatment 
of the injury or sickness that is the cause of the total disability. 


For purposes of this section, "total disability" means You are prevented because of 
injury or disease from engaging in any work or other gainful activity. Total disability for a 
minor means that the minor is prevented because of injury or disease from engaging in 
substantially all of the normal activities of a person of like age and sex who is in good 
health. 


A. When You May Continue Benefits. 
When Your coverage under this Certificate ends, We will provide benefits during a 
period of total disability for a Hospital stay commencing, or surgery performed, within 31 
days from the date Your coverage ends. The Hospital stay or surgery must be for the 
treatment of the injury, sickness, or pregnancy causing the total disability. 


If Your coverage ends because You are no longer employed, We will provide benefits 
during a period of total disability for up to 12 months from the date Your coverage ends 
for Covered services to treat the injury, sickness, or pregnancy that caused the total 
disability, unless these services are covered under another group health plan. 


B. Termination of Extension of Benefits. 
Extended benefits will end on the earliest of the following: 


• The date You are no longer totally disabled; 
• The date the contractual benefit has been exhausted; 
• 12 months from the date extended benefits began (if Your benefits are extended 


based on termination of employment); or 
• With respect to the 12-month extension of coverage, the date You become 


eligible for benefits under any group policy providing medical benefits. 


C. Limits on Extended Benefits. 
We will not pay extended benefits: 


• For any Member who is not totally disabled on the date coverage under this 
Certificate ends; or 


• Beyond the extent to which We would have paid benefits under this Certificate if 
coverage had not ended. 
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SECTION XXII 


Continuation of Coverage 


Under the continuation of coverage provisions of the federal Consolidated Omnibus 
Budget Reconciliation Act of 1985 ("COBRA"), most employer-sponsored group health 
plans must offer employees and their families the opportunity for a temporary 
continuation of health insurance coverage when their coverage would otherwise end. If 
You are not entitled to temporary continuation of coverage under COBRA, You may be 
entitled to temporary continuation coverage under the New York Insurance Law as 
described below. Call or write Your employer to find out if You are entitled to temporary 
continuation of coverage under COBRA or under the New York Insurance Law. Any 
period of continuation of coverage will terminate automatically at the end of the period of 
continuation provided under COBRA or the New York Insurance Law. 


A. Qualifying Events. 
Pursuant to federal COBRA and state continuation coverage laws, You, the Subscriber, 
Your Spouse and Your Children may be able to temporarily continue coverage under 
this Certificate in certain situations when You would otherwise lose coverage, known as 
qualifying events. 


1. If Your coverage ends due to voluntary or involuntary termination of employment 
or a change in Your employee class (e.g., a reduction in the number of hours of 
employment), You may continue coverage. Coverage may be continued for You, 
Your Spouse and any of Your covered Children. 


2. If You are a covered Spouse, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Divorce or legal separation from the Subscriber; or 
• Death of the Subscriber. 


3. If You are a covered Child, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Loss of covered Child status under the plan rules; or 
• Death of the Subscriber. 


If You want to continue coverage, You must request continuation from the Group in 
writing and make the first Premium payment within the 60-day period following the later 
of: 
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1. The date coverage would otherwise terminate; or 
2. The date You are sent notice by first class mail of the right of continuation by the 


Group. 


The Group may charge up to 102% of the Group Premium for continued coverage. 


Continued coverage under this section will terminate at the earliest of the following: 
1. The date 36 months after the Subscriber's coverage would have terminated 


because of termination of employment; 
2. If You are a covered Spouse or Child, the date 36 months after coverage would 


have terminated due to the death of the Subscriber, divorce or legal separation, 
the Subscriber's eligibility for Medicare, or the failure to qualify under the 
definition of "Children"; 


3. The date You become covered by an insured or uninsured arrangement that 
provides group hospital, surgical or medical coverage; 


4. The date You become entitled to Medicare; 
5. The date to which Premiums are paid if You fail to make a timely payment; or 
6. The date the Group Contract terminates. However, if the Group Contract is 


replaced with similar coverage, You have the right to become covered under the 
new Group Contract for the balance of the period remaining for Your continued 
coverage. 


When Your continuation of coverage ends, You may have a right to conversion. See the 
Conversion Right to a New Contract after Termination section of this Certificate. 


B. Supplementary Continuation, Conversion, and Temporary Suspension Rights 
During Active Duty. 
If You, the Subscriber are a member of a reserve component of the armed forces of the 
United States, including the National Guard, You have the right to continuation, 
conversion, or a temporary suspension of coverage during active duty and 
reinstatement of coverage at the end of active duty if Your Group does not voluntarily 
maintain Your coverage and if: 


1. Your active duty is extended during a period when the president is authorized to 
order units of the reserve to active duty, provided that such additional active duty 
is at the request and for the convenience of the federal government; and 


2. You serve no more than four (4) years of active duty. 


When Your Group does not voluntarily maintain Your coverage during active duty, 
coverage under this Certificate will be suspended unless You elect to continue coverage 
in writing within 60 days of being ordered to active duty and You pay the Group the 
required Premium payment but not more frequently than on a monthly basis in advance. 
This right of continuation extends to You and Your eligible Dependents. Continuation of 
coverage is not available for any person who is eligible to be covered under Medicare; 
or any person who is covered as an employee, member or dependent under any other 
insured or uninsured arrangement which provides group hospital, surgical or medical 
coverage, except for coverage available to active duty members of the uniformed 
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services and their family members. 


Upon completion of active duty: 
1. Your coverage under this Certificate may be resumed as long as You are 


reemployed or restored to participation in the Group upon return to civilian status. 
The right of resumption extends to coverage for Your covered Dependents. For 
coverage that was suspended while on active duty, coverage under the Group 
plan will be retroactive to the date on which active duty terminated. 


2. If You are not reemployed or restored to participation in Your Group upon return 
to civilian status, You will be eligible for continuation and conversion as long as 
You apply to Us for coverage within 31 days of the termination of active duty or 
discharge from a Hospitalization resulting from active duty as long as the 
Hospitalization was not in excess of one ( 1) year. 


C. Availability of Age 29 Dependent Coverage Extension - Young Adult Option. 
The Subscriber's Child may be eligible to purchase continuation coverage under the 
Group's Contract through the age of 29 if he or she: 


1. Is under the age of 30; 
2. Is not married; 
3. Is not insured by or eligible for coverage under an employer-sponsored health 


benefit plan covering him or her as an employee or member, whether insured or 
self-insured; 


4. Lives, works or resides in New York State or Our Service Area; and 
5. Is not covered by Medicare. 


The Child may purchase continuation coverage even if he or she is not financially 
dependent on his or her parent(s) and does not need to live with his or her parent(s). 


The Subscriber's Child may elect this coverage: 
1. Within 60 days of the date that his or her coverage would otherwise end due to 


reaching the maximum age for Dependent coverage, in which case coverage will 
be retroactive to the date that coverage would otherwise have terminated; 


2. Within 60 days of newly meeting the eligibility requirements, in which case 
coverage will be prospective and start within 30 days of when the Group or the 
Group's designee receives notice and We receive Premium payment; or 


3. During an annual 30-day open enrollment period, in which case coverage will be 
prospective and will start within 30 days of when the Group or the Group's 
designee receives notice of election and We receive Premium payment. 


The Subscriber or Subscriber's Child must pay the Premium rate that applies to 
individual coverage. Coverage will be the same as the coverage provided under this 
Certificate. The Child's children are not eligible for coverage under this option. 
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SECTION XXIII 


Conversion Right to a New Contract after Termination 


A. Circumstances Giving Rise to Right to Conversion. 
You have the right to convert to a new Contract if coverage under this Certificate 
terminates under the circumstances described below. 


1. Termination of the Group Contract. If the Group Contract between Us and the 
Group is terminated as set forth in the Termination of Coverage section of this 
Certificate, and the Group has not replaced the coverage with similar and 
continuous health care coverage, whether insured or self-insured, You are 
entitled to purchase a new Contract as a direct payment member. 


2. If You Are No Longer Covered in a Group. If Your coverage terminates under 
the Termination of Coverage section of this Certificate because You are no 
longer a member of a Group, You are entitled to purchase a new Contract as a 
direct payment member. 


3. On the Death of the Subscriber. If coverage terminates under the Termination 
of Coverage section of this Certificate because of the death of the Subscriber, 
the Subscriber's Dependents are entitled to purchase a new Contract as direct 
payment members. 


4. Termination of Your Marriage. If a Spouse's coverage terminates under the 
Termination of Coverage section of this Certificate because the Spouse becomes 
divorced from the Subscriber or the marriage is annulled, that former Spouse is 
entitled to purchase a new Contract as a direct payment member. 


5. Termination of Coverage of a Child. If a Child's coverage terminates under the 
Termination of Coverage section of this Certificate because the Child no longer 
qualifies as a Child, the Child is entitled to purchase a new Contract as a direct 
payment member. 


6. Termination of Your Temporary Continuation of Coverage. If coverage 
terminates under the Termination of Coverage section of this Certificate because 
You are no longer eligible for continuation of coverage, You are entitled to 
purchase a new Contract as a direct payment member. 


7. Termination of Your Young Adult Coverage. If a Child's young adult coverage 
terminates under the Termination of Coverage section of this Certificate, the 
Child is entitled to purchase a new Contract as a direct payment member. 


B. When to Apply for the New Contract. 
If You are entitled to purchase a new Contract as described above, You must apply to 
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Us for the new Contract within 60 days after termination of coverage under this 
Certificate. You must also pay the first Premium of the new Contract at the time You 
apply for coverage. 


C. The New Contract. 
We will offer You an individual direct payment Contract at each level of coverage (i.e., 
bronze, silver, gold or platinum) that Covers all benefits required by state and federal 
law. You may choose among any of the four (4) Contracts offered by Us. The coverage 
may not be the same as Your current coverage. 
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SECTION XXIV 


General Provisions 


1. Agreements Between Us and Participating Providers. 
Any agreement between Us and Participating Providers may only be terminated by Us 
or the Providers. This Certificate does not require any Provider to accept a Member as a 
patient. We do not guarantee a Member's admission to any Participating Provider or 
any health benefits program. 


2. Assignment. 
You cannot assign any benefits under this Certificate or legal claims based on a denial 
of benefits to any person, corporation or other organization. You cannot assign any 
monies due under this Certificate to any person, corporation or other organization 
unless it is an assignment to Your Provider for a surprise bill. See the How Your 
Coverage Works section of this Certificate for more information about surprise bills. Any 
assignment of benefits or legal claims based on a denial of benefits by You other than 
for monies due for a surprise bill will be void. Assignment means the transfer to another 
person or to an organization of Your right to the services provided under this Certificate 
or Your right to collect money from Us for those services. Nothing in this paragraph shall 
affect Your right to appoint a designee or representative as otherwise permitted by 
applicable law. 


3. Changes in this Certificate. 
We may unilaterally change this Certificate upon renewal, if We give the Group 30 days' 
prior written notice. 


4. Choice of Law. 
This Certificate shall be governed by the laws of the State of New York. 


5. Clerical Error. 
Clerical error, whether by the Group or Us, with respect to this Certificate, or any other 
documentation issued by Us in connection with this Certificate, or in keeping any record 
pertaining to the coverage hereunder, will not modify or invalidate coverage otherwise 
validly in force or continue coverage otherwise validly terminated. 


6. Conformity with Law. 
Any term of this Certificate which is in conflict with New York State law or with any 
applicable federal law that imposes additional requirements from what is required under 
New York State law will be amended to conform with the minimum requirements of such 
law. 


7. Continuation of Benefit Limitations. 
Some of the benefits in this Certificate may be limited to a specific number of visits, 
and/or subject to a Deductible. You will not be entitled to any additional benefits if Your 
coverage status should change during the year. For example, if Your coverage status 
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changes from covered family member to Subscriber, all benefits previously utilized 
when You were a covered family member will be applied toward Your new status as a 
Subscriber. 


8. Enrollment ERISA. 
The Group will develop and maintain complete and accurate payroll records, as well as 
any other records of the names, addresses, ages, and social security numbers of all 
Group Members covered under this Certificate, and any other information required to 
confirm their eligibility for coverage. 


The Group will provide Us with this information upon request. The Group may also have 
additional responsibilities as the "plan administrator" as defined by the Employee 
Retirement Income Security Act of 1974 ("ERISA"), as amended. The "plan 
administrator" is the Group, or a third party appointed by the Group. We are not the 
ERISA plan administrator. 


9. Entire Agreement. 
This Certificate, including any endorsements, riders and the attached applications, if 
any, constitutes the entire Certificate. 


1 O. Fraud and Abusive Billing. 
We have processes to review claims before and after payment to detect fraud and 
abusive billing. Members seeking services from Non-Participating Providers could be 
balance billed by the Non-Participating Provider for those services that are determined 
to be not payable as a result of a reasonable belief of fraud or other intentional 
misconduct or abusive billing. 


11. Furnishing Information and Audit. 
The Group and all persons covered under this Certificate will promptly furnish Us with 
all information and records that We may require from time to time to perform Our 
obligations under this Certificate. You must provide Us with information over the 
telephone for reasons such as the following: to allow Us to determine the level of care 
You need; so that We may certify care authorized by Your Physician; or to make 
decisions regarding the Medical Necessity of Your care. The Group will, upon 
reasonable notice, make available to Us, and We may audit and make copies of, any 
and all records relating to Group enrollment at the Group's New York office. 


12. Identification Cards. 
Identification ("ID") cards are issued by Us for identification purposes only. Possession 
of any ID card confers no right to services or benefits under this Certificate. To be 
entitled to such services or benefits, Your Premiums must be paid in full at the time the 
services are sought to be received. 


13. Incontestability. 
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No statement made by You will be the basis for avoiding or reducing coverage unless it 
is in writing and signed by You. All statements contained in any such written instrument 
shall be deemed representations and not warranties. 


14. Independent Contractors. 
Participating Providers are independent contractors. They are not Our agents or 
employees. We and Our employees are not the agent or employee of any Participating 
Provider. We are not liable for any claim or demand on account of damages arising out 
of, or in any manner connected with, any injuries alleged to be suffered by You, Your 
covered Spouse or Children while receiving care from any Participating Provider or in 
any Participating Provider's Facility. 


15. Input in Developing Our Policies. 
Subscribers may participate in the development of Our policies by forwarding your 
suggestions or ideas to our Member Mailbox; Attn: CDPHP UBI Member Services 
Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057. 


16. Material Accessibility. 
We will give the Group, and the Group will give You ID cards, Certificates, riders and 
other necessary materials. 


17. More Information about Your Health Plan. 
You can request additional information about Your coverage under this Certificate. 
Upon Your request, We will provide the following information: 


• A list of the names, business addresses and official positions of Our board of 
directors, officers and members; and Our most recent annual certified financial 
statement which includes a balance sheet and a summary of the receipts and 
disbursements. 


• The information that We provide the State regarding Our consumer complaints. 
• A copy of Our procedures for maintaining confidentiality of Member information. 
• A copy of Our drug formulary. You may also inquire if a specific drug is 


Covered under this Certificate. 
• A written description of Our quality assurance program. 
• A copy of Our medical policy regarding an experimental or investigational drug, 


medical device or treatment in clinical trials. 
• Provider affiliations with participating Hospitals. 
• A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and 


where appropriate, other clinical information We may consider regarding a 
specific disease, course of treatment or Utilization Review guidelines, including 
clinical review criteria relating to a step therapy protocol override determination. 


• Written application procedures and minimum qualification requirements for 
Providers. 


• Documents that contain the processes, strategies, evidentiary standards, and 
other factors used to apply a treatment limitation with respect to 
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medical/surgical benefits and mental health or substance use disorder benefits 
under the Certificate. 


18. Notice. 
Any notice that We give You under this Certificate will be mailed to Your address as it 
appears in Our records or delivered electronically if You consent to electronic delivery or 
to the address of the Group. If notice is delivered to You electronically, You may also 
request a copy of the notice from Us. You agree to provide Us with notice of any change 
of Your address. If You have to give Us any notice, it should be sent by U.S. mail, first 
class, postage prepaid to: the address on Your ID card. 


19. Premium Refund. 
We will give any refund of Premiums, if due, to the Group. 


20. Recovery of Overpayments. 
On occasion, a payment will be made to You when You are not covered, for a service 
that is not Covered, or which is more than is proper. When this happens, We will explain 
the problem to You and You must return the amount of the overpayment to Us within 60 
days after receiving notification from Us. However, We shall not initiate overpayment 
recovery efforts more than 24 months after the original payment was made unless We 
have a reasonable belief of fraud or other intentional misconduct. 


21. Renewal Date. 
The renewal date for this Certificate is the anniversary of the effective date of the Group 
Contract of each year. This Certificate will automatically renew each year on the 
renewal date, unless otherwise terminated by Us as permitted by this Certificate or by 
the Group upon 30 days' prior written notice to Us. 


22. Right to Develop Guidelines and Administrative Rules. 
We may develop or adopt standards that describe in more detail when We will or will not 
make payments under this Certificate. Examples of the use of the standards are to 
determine whether: Hospital inpatient care was Medically Necessary; surgery was 
Medically Necessary to treat Your illness or injury; or certain services are skilled care. 
Those standards will not be contrary to the descriptions in this Certificate. If You have a 
question about the standards that apply to a particular benefit, You may contact Us and 
We will explain the standards or send You a copy of the standards. We may also 
develop administrative rules pertaining to enrollment and other administrative matters. 
We shall have all the powers necessary or appropriate to enable Us to carry out Our 
duties in connection with the administration of this Certificate. 


We review and evaluate new technology according to technology evaluation criteria 
developed by Our medical directors and reviewed by a designated committee, which 
consists of Health Care Professionals from various medical specialties. Conclusions of 
the committee are incorporated into Our medical policies to establish decision protocols 
for determining whether a service is Medically Necessary, experimental or 
investigational, or included as a Covered benefit. 
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23. Right to Offset. 
If We make a claim payment to You or on Your behalf in error or You owe Us any 
money, You must repay the amount You owe Us. Except as otherwise required by law, 
if We owe You a payment for other claims received, We have the right to subtract any 
amount You owe Us from any payment We owe You. 


24. Severability. 
The unenforceability or invalidity of any provision of this Certificate shall not affect the 
validity and enforceability of the remainder of this Certificate. 


25. Significant Change in Circumstances. 
If We are unable to arrange for Covered Services as provided under this Certificate as 
the result of events outside of Our control, We will make a good faith effort to make 
alternative arrangements. These events would include a major disaster, epidemic, the 
complete or partial destruction of facilities, riot, civil insurrection, disability of a 
significant part of Participating Providers' personnel, or similar causes. We will make 
reasonable attempts to arrange for Covered Services. We and Our Participating 
Providers will not be liable for delay, or failure to provide or arrange for Covered 
Services if such failure or delay is caused by such an event. 


26. Subrogation and Reimbursement. 
These paragraphs apply when another party (including any insurer) is, or may be found 
to be, responsible for Your injury, illness or other condition and We have provided 
benefits related to that injury, illness or condition. As permitted by applicable state law, 
unless preempted by federal law, We may be subrogated to all rights of recovery 
against any such party (including Your own insurance carrier) for the benefits We have 
provided to You under this Certificate. Subrogation means that We have the right, 
independently of You, to proceed directly against the other party to recover the benefits 
that We have provided. 


Subject to applicable state law, unless preempted by federal law, We may have a right 
of reimbursement if You or anyone on Your behalf receives payment from any 
responsible party (including Your own insurance carrier) from any settlement, verdict or 
insurance proceeds, in connection with an injury, illness, or condition for which We 
provided benefits. Under Section 5-335 of the New York General Obligations Law, Our 
right of recovery does not apply when a settlement is reached between a plaintiff and 
defendant, unless a statutory right of reimbursement exists. The law also provides that, 
when entering into a settlement, it is presumed that You did not take any action against 
Our rights or violate any contract between You and Us. The law presumes that the 
settlement between You and the responsible party does not include compensation for 
the cost of health care services for which We provided benefits. 


We request that You notify Us within 30 days of the date when any notice is given to 
any party, including an insurance company or attorney, of Your intention to pursue or 
investigate a claim to recover damages or obtain compensation due to injury, illness or 
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condition sustained by You for which We have provided benefits. You must provide all 
information requested by Us or Our representatives including, but not limited to, 
completing and submitting any applications or other forms or statements as We may 
reasonably request. 


27. Third Party Beneficiaries. 
No third party beneficiaries are intended to be created by this Certificate and nothing in 
this Certificate shall confer upon any person or entity other than You or Us any right, 
benefit, or remedy of any nature whatsoever under or by reason of this Certificate. No 
other party can enforce this Certificate's provisions or seek any remedy arising out of 
either Our or Your performance or failure to perform any portion of this Certificate, or to 
bring an action or pursuit for the breach of any terms of this Certificate. 


28. Time to Sue. 
No action at law or in equity may be maintained against Us prior to the expiration of 60 
days after written submission of a claim has been furnished to Us as required in this 
Certificate. You must start any lawsuit against Us under this Certificate within two (2) 
years from the date the claim was required to be filed. 


29. Translation Services. 
Translation services are available under this Certificate for non-English speaking 
Members. Please contact Us at the number on Your ID card to access these services. 


30. Venue for Legal Action. 
If a dispute arises under this Certificate, it must be resolved in a court located in the 
State of New York. You agree not to start a lawsuit against Us in a court anywhere else. 
You also consent to New York State courts having personal jurisdiction over You. That 
means that, when the proper procedures for starting a lawsuit in these courts have been 
followed, the courts can order You to defend any action We bring against You. 


31. Waiver. 
The waiver by any party of any breach of any provision of this Certificate will not be 
construed as a waiver of any subsequent breach of the same or any other provision. 
The failure to exercise any right hereunder will not operate as a waiver of such right. 


32. Who May Change this Certificate. 
This Certificate may not be modified, amended, or changed, except in writing and 
signed by Our Chief Executive Officer ("CEO") or a person designated by the CEO. No 
employee, agent, or other person is authorized to interpret, amend, modify, or otherwise 
change this Certificate in a manner that expands or limits the scope of coverage, or the 
conditions of eligibility, enrollment, or participation, unless in writing and signed by the 
CEO or person designated by the CEO. 


33. Who Receives Payment under this Certificate. 
Payments under this Certificate for services provided by a Participating Provider will be 
made directly by Us to the Provider. If You receive services from a Non-Participating 
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Provider, We reserve the right to pay either You or the Provider. If You assign benefits 
for a surprise bill to a Non-Participating Provider, We will pay the Non-Participating 
Provider directly. See the How Your Coverage Works section of this Certificate for more 
information about surprise bills. 


34. Workers' Compensation Not Affected. 
The coverage provided under this Certificate is not in lieu of and does not affect any 
requirements for coverage by workers' compensation insurance or law. 


35. Your Medical Records and Reports. 
In order to provide Your coverage under this Certificate, it may be necessary for Us to 
obtain Your medical records and information from Providers who treated You. Our 
actions to provide that coverage include processing Your claims, reviewing Grievances, 
Appeals or complaints involving Your care, and quality assurance reviews of Your care, 
whether based on a specific complaint or a routine audit of randomly selected cases. By 
accepting coverage under this Certificate, except as prohibited by state or federal law, 
You automatically give Us or Our designee permission to obtain and use Your medical 
records for those purposes and You authorize each and every Provider who renders 
services to You to: 


• Disclose all facts pertaining to Your care, treatment, and physical condition to 
Us or to a medical, dental, or mental health professional that We may engage 
to assist Us in reviewing a treatment or claim, or in connection with a complaint 
or quality of care review; 


• Render reports pertaining to Your care, treatment, and physical condition to Us, 
or to a medical, dental, or mental health professional that We may engage to 
assist Us in reviewing a treatment or claim; and 


• Permit copying of Your medical records by Us. 


We agree to maintain Your medical information in accordance with state and federal 
confidentiality requirements. However, to the extent permitted under state or federal 
law, You automatically give Us permission to share Your information with the New York 
State Department of Health, quality oversight organizations, and third parties with which 
We contract to assist Us in administering this Certificate, so long as they also agree to 
maintain the information in accordance with state and federal confidentiality 
requirements. 


36. Your Rights. 
You have the right to obtain complete and current information concerning a diagnosis, 
treatment and prognosis from a Physician or other Provider in terms You can 
reasonably understand. When it is not advisable to give such information to You, the 
information shall be made available to an appropriate person acting on Your behalf. 


You have the right to receive information from Your Physician or other Provider that You 
need in order to give Your informed consent prior to the start of any procedure or 
treatment. 
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You have the right to refuse treatment to the extent permitted by law and to be informed 
of the medical consequences of that action. 


You have the right to formulate advance directives regarding Your care. 
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Section XXV 


Other Covered Services 


Preventive Prescription drugs 
Preventive Prescription drugs as defined by the Capital District Physicians' Health Plan 
formulary are not subject to the plan Deductible. They are subject only to the 
Coinsurance or Copayment listed in the Schedule of Benefits of Your member. 


Out of Service Area Benefit for Covered Student Dependents 


Full-Time Student Dependent: A full-time student in a degree program at a 
postsecondary educational institution as found in Section 102 of the Higher Education 
Act of 1965; or, a full-time student participating in an extended course of study at a 
registered or licensed business or trade school leading to eligibility for licensure or 
certification in a vocation or technical field. 


In addition to the Medically Necessary services Covered under the Certificate, when a 
Covered student Dependent is attending school outside of CDPHP UBl's Service Area, 
CDPHP UBI will provide additional Coverage for the following: 


i. Medically Necessary services rendered outside the CDPHP UBI Service Area, subject 
to the prior approval requirement stated below. 


ii. Coverage outside of the Service Area does not apply during vacations and/or summer 
recess. If a student Dependent is enrolled in classes required toward their elected 
course of study during periods usually deemed to be vacation and/or summer recess, 
Coverage outside of the Service Area as described above will remain in effect. 


iii. Preventive Care rendered outside the Service Area which is not for the purpose of 
treating a particular illness, injury or disease is excluded. Preventive Care will be 
Covered under the Certificate only when it is provided or arranged by the Member's 
Primary Care Physician in the Service Area. 


iv. Out of area coverage for student Dependents is not limited to students age 19 and 
older, as long as the other requirements stated in this section are met. 


Prior Approval Requirement for Out of Service Area Coverage 
i. Except for Emergency care as provided by the Certificate, prior approval must be 
obtained before services rendered to student Dependents out of the Service Area under 
this Contract 
ii. If a student Dependent has an illness, injury or disease which 
a. Results in absence from classes for more than two consecutive school weeks or; 
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b. Requires continued medical treatment for more than 60 days, then CDPHP UBI 
reserves the right to require the student Dependent to return to CDPHP UBl's Service 
Area to obtain Medically Necessary services from Participating Providers. 
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CDPHP UBI SCHEDULE OF BENEFITS 


COST -SHARING Preferred Provider Member Participating Provider Non-Participating Provider 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Deductible 


• Individual Included with Participating $2,700 None 
Provider Deductible 


• Family Included with Participating $5,400 None 
Provider Deductible 


Out-of-Pocket Limit 


• Individual Included with Participating $5,000 None 
Provider Out-of-Pocket Limit 


• Family Included with Participating $10,000 None 
Provider Out-of-Pocket Limit 


Non-Participating Provider 
services are not Covered 
except as required for 
emergency care and Urgent 
Care. 


OFFICE VISITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Primary Care Office Visits ( or N/A $40 Copayment after Non-Participating Provider See benefit for 


Home Visits) Deductible services are not Covered and description 
You nav the full cost 


Specialist Office Visits ( or N/A $40 Copayment after Non-Participating Provider See benefit for 


Home Visits) Deductible services are not Covered and description 
You pay the full cost 


Preauthorization required for 
Sleeo Studies 


PREVENTIVE CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


• Well Child Visits and N/A Covered in full Non-Participating Provider See benefit for 
services are not Covered and description 


Immunizations* You pay the full cost 


Preauthorization Required 
for Immunizations for 
Resoiratorv Svnc"+ial Virus 
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• Adult Annual Physical N/A Covered in full Non-Participating Provider 


Examinations* services are not Covered and 
You pay the full cost 


• Adult Immunizations* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Routine Gynecological N/A Covered in full Non-Participating Provider 


Services/Well Woman services are not Covered and 
You pay the full cost 


Exams* 


• Mammograms, Screening N/A Covered in full Non-Participating Provider 


and Diagnostic Imaging for 
services are not Covered and 
You pay the full cost 


the Detection of Breast 


Cancer 


• Sterilization Procedures for N/A Covered in full Non-Participating Provider 


Women* services are not Covered and 
You pay the full cost 


• Vasectomy N/A See Surgical Services Cost- Non-Participating Provider 
Sharing services are not Covered and 


You pay the full cost 


• Bone Density Testing * N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Screening for Prostate 


Cancer 


. Performed in PCP Office N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in Specialist N/A Covered in full Non-Participating Provider 


Office 
services are not Covered and 
You pay the full cost 


• All other preventive services N/A Covered in full Non-Participating Provider 


required by USPSTF and 
services are not Covered and 
You pay the full cost 


HRSA 
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• *When preventive services N/A Use Cost-Sharing for Use Cost-Sharing for 


are not provided in 
appropriate service (Primary appropriate service (Primary 
Care Office Visit; Specialist Care Office Visit; Specialist 


accordance with the Office Visit; Diagnostic Office Visit; Diagnostic 


comprehensive guidelines 
Radiology Services; Radiology Services; 
Laboratory Procedures and Laboratory Procedures and 


supported by USPSTF and Diagnostic Testing) Diagnostic Testing) 


HRSA 


EMERGENCY CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Pre-Hospital Emergency N/A $100 Copayment after $100 Copayment after See benefit for 
Medical Services (Ambulance Deductible Deductible description 
Services\ 


Non-Emergency Ambulance N/A $100 Copayment after Non-Participating Provider See benefit for 
Services Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
all Non-Emergency 
Ambulance Services 
lncludina Air Ambulance 


Emergency Department N/A $100 Copayment after $100 Copayment after See benefit for 
Deductible Deductible description 


Copayment / Coinsurance 
waived if Hospital admission 


Urgent Care Center N/A $50 Copayment after $50 Copayment after See benefit for 
Deductible Deductible description 


PROFESSIONAL SERVICES Preferred Provider Member Participating Provider Non-Participating Provider Limits 
and OUTPATIENT CARE Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharing Cost-Sharina 


Acupuncture N/A $40 Copayment after Non-Participating Provider Limited to 10 Visits 
Deductible services are not Covered and per Plan Year 


You pay the full cost 


Advanced Imaging Services See benefit for 
description 


• Performed in a Specialist $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You oav the full cost 
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• Performed as Outpatient $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Allergy Testing and Treatment See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


Preauthorization required 
after 60 tests 


Ambulatory Surgical Center $150 Copayment after $200 Copayment after Non-Participating Provider See benefit for 


Facility Fee Deductible Deductible services are not Covered and description 
You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Anesthesia Service (all N/A Cost-Sharing included as part Non-Participating Provider See benefit for 


settings) of associated service services are not Covered and description 
You oav the full cost 


Autologous Blood Banking N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
of associated service services are not Covered and description 


You oav the full cost 


Cardiac and Pulmonary See benefit for 


Rehabilitation description 


• Performed in a Specialist N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Performed as Inpatient N/A Included as part of inpatient Included as part of inpatient 


Hospital Services 
Hospital service Cost-Sharing Hospital service Cost-Sharing 


N/A 


Preauthorization required 
Bevond 36 Visits 
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Chemotherapy See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You oav the full cost 


Chiropractic Services N/A $40 Copayment after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Clinical Trials Use Cost-Sharing for Use Cost-Sharing for Use Cost-Sharing for See benefit for 
appropriate service appropriate service appropriate service description 


Preauthorization reauired 


Diagnostic Testing See benefit for 
description 


• Performed in a PCP Office $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Dialysis See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment after Non-Participating Provider There are no visit 
Deductible services are not Covered and limits for Dialysis 


You pay the full cost treatments by a 
Non-Participating 
Provider. 
Preauthorization 
reauired. 
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• Performed in a Specialist N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Center You pay the full cost 


• Performed as Outpatient N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You nav the full cost 


Home Health Care N/A $0 Copayment after Deductible Non-Participating Provider 
services are not Covered and 
You pay the full cost 


Preauthorization required There are no visit 
limits for Home 
Health Care 


Infertility Services N/A Use Cost-Sharing for Non-Participating Provider See benefit for 
appropriate service (Office services are not Covered and description 
Visit; Diagnostic Radiology You pay the full cost 
Services; Surgery; Laboratory 
& Diaqnostic Procedures) 


Infusion Therapy See benefit for 
description 


• Performed in a PCP Office N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


• Home Infusion Therapy N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Infusion Therapy in All 
Locations 


Inpatient Medical Visits N/A Included as part of the Non-Participating Provider See benefit for 
Inpatient Hospital Cost-Sharing services are not Covered and description 


You nav the full cost 


lnterruntion of Preanancv 
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. Medically Necessary N/A Covered in Full after Non-Participating Provider Unlimited 
Deductible services are not Covered and 


Abortions You pay the full cost 


• Elective Abortions N/A See Outpatient Hospital Non-Participating Provider 
Surgery Facility Charge Cost- services are not Covered and 
Sharinq You nav the full cost 


Laboratory Procedures See benefit for 
description 


• Performed in a PCP Office $0 Copayment after Deductible $40 Copayment after 
Deductible 


Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in a Specialist $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Laboratory Facility You pay the full cost 


• Performed as Outpatient $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization required for 
Genetic Testinc, 


Maternity and Newborn Care See benefit for 
description 


• Prenatal Care 


• Prenatal Care provided in N/A Covered in full Non-Participating Provider 
services are not Covered and 


accordance with the You pay the full cost 


comprehensive guidelines 


supported by USPSTF and 


HRSA 


• Prenatal Care that is not N/A Use Cost-Sharing for Non-Participating Provider 


provided in accordance 
appropriate service (Primary services are not Covered and 
Care Office Visit; Specialist You pay the full cost 


with the comprehensive Office Visit; Diagnostic 


guidelines supported by 
Radiology Services; 
Laboratory Procedures and 


USPSTF and HRSA Diagnostic Testing) 


02-0001-2018 7 







• Inpatient Hospital Service N/A $500 Copayment after Non-Participating Provider One ( 1) home care 


and Birthing Center 
Deductible services are not Covered and visit is Covered at 


You pay the full cost no Cost-Sharing if 
mother is 
discharged from 
Hospital early 


• Physician and Midwife N/A $0 Copayment after Deductible Non-Participating Provider 
services are not Covered and 


Services for Delivery You pay the full cost 


• Breastfeeding Support, N/A Covered in full Non-Participating Provider Covered for 
services are not Covered and duration of breast 


Counseling and Supplies, You pay the full cost feeding 


Including Breast Pumps 


• Postnatal Care N/A Covered in full Non-Participating Provider 
services are not Covered and 
You oav the full cost 


Outpatient Hospital Surgery N/A $200 Copayment after Non-Participating Provider See benefit for 


Facility Charge Deductible services are not Covered and description 
You pay the full cost 


Preauthorization required for 
Sleeo Studies 


Preadmission Testing N/A $40 Copayment after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Prescription Drugs 
Administered in Office or 
Outpatient Facilities 


• Performed in a PCP Office N/A Included as part of the PCP Non-Participating Provider 
office visit Cost-Sharing services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A Included as part of the Non-Participating Provider 


Office 
Specialist office visit Cost- services are not Covered and 
Sharing You pay the full cost 


• Performed in Outpatient N/A Use Cost-Sharing for Primary Non-Participating Provider 
Care Office Visit services are not Covered and 


Facilities You pay the full cost 


Preauthorization reauired 


Diagnostic Radiology Services See benefit for 
descrintion 
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• Performed in a PCP Office $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


. Performed in a Specialist $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Therapeutic Radiology See benefit for 


Services description 


• Performed in a Specialist $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient $0 Copayment after Deductible $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Rehabilitation Services N/A $40 Copayment after Non-Participating Provider Physical Therapy 


(Physical Therapy, Deductible services are not Covered and is limited to 30 


Occupational Therapy or You pay the full cost visits per Plan 


Speech Therapy) Year. Occupational 
Therapy is limited 
to 30 visits per 
Plan Year. Speech 
Therapy is limited 
to 20 visits per 
Plan Year. 


Preauthorization required for 
Speech Therapy Beyond the 
First Visit 


Second Opinions on the N/A $40 Copayment after Non-Participating Provider See benefit for 


Diagnosis of Cancer, Surgery Deductible services are not Covered and description 


and Other You nav the full cost 
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Second opinions on diagnosis 
of cancer are Covered at 
participating Cost-Sharing for 
non-participating Specialist. 


Preauthorization reauired 


Surgical Services (including See benefit for 
Oral Surgery; Reconstructive description 
Breast Surgery; Other 
Reconstructive and Corrective 
Surgery; Transplants; and 
Interruption of Pregnancy) 


• Inpatient Hospital Surgery N/A Included as part of Inpatient Non-Participating Provider All transplants 
Hospital Cost-Sharing services are not Covered and must be 


You pay the full cost performed at 
designated 
Facilities 


• Outpatient Hospital Surgery N/A Included as part of the Non-Participating Provider 
Outpatient Hospital Surgery services are not Covered and 
Facility Charge You pay the full cost 


• Surgery Performed at an N/A Included as part of Ambulatory Non-Participating Provider 


Ambulatory Surgical Center 
Surgical Center Cost-Sharing services are not Covered and 


You pay the full cost 


• Office Surgery N/A Included as Part of Office Visit Non-Participating Provider 
Cost-Share services are not Covered and 


You pay the full cost 


Preauthorization required 
For Cosmetic & 
Reconstructive Surgery, 
Bariatric Surgery, 
Abdominoplasty, 
Panniculectomy, Organ 
Transplant, Meniscal 
Allograft Transplant, and 
Dental Services Covered 
Under the Medical Benefit, 
including services required 
beyond initial Emergency 
Care for Accidental Dental 
(includes Orthodontia), and 
dental services required as a 
result of a Congenital 
Anomalv 
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Telemedicine Program N/A Use Cost-Sharing for Primary Non-Participating Provider See benefit for 
Care Office Visit services are not Covered and description 


You pav the full cost 


ADDITIONAL SERVICES, Preferred Provider Member Participating Provider Non-Participating Provider Limits 
EQUIPMENT and DEVICES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharina Cost-Sharina 


ABA Treatment for Autism N/A $40 Copayment after Non-Participating Provider See benefit for 
Spectrum Disorder Deductible services are not Covered and description 


You pay the full cost 


Assistive Communication N/A $40 Copayment after Non-Participating Provider See benefit for 
Devices for Autism Spectrum Deductible services are not Covered and description 
Disorder You pay the full cost 


Preauthorization reauired 


Diabetic Equipment, Supplies See benefit for 
and Self-Management description 
Education 


• Diabetic Equipment, Supplies N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


and Insulin (30-day supply) You pay the full cost 


• Diabetic Education N/A $40 Copayment after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
insulin pump 


Durable Medical Equipment N/A 50% Coinsurance after Non-Participating Provider See benefit for 


and Braces Deductible services are not Covered and description 
You pay the full cost 


Preauthorization required 
For items exceeding $500 
and for Left Ventricular 
Assist Devices 


Cochlear Implants N/A 50% Coinsurance after Non-Participating Provider One ( 1) per ear per 
Deductible services are not Covered and time Covered 


You pay the full cost 


Preauthorization required 
For items exceedina $500 


Hospice Care 


• Inpatient N/A $500 Copayment after Non-Participating Provider 21 O days per Plan 
Deductible per admission services are not Covered and Year 


You pay the full cost 
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• Outpatient N/A $40 Copayment after Non-Participating Provider (5) visits for family 
Deductible services are not Covered and bereavement 


You nav the full cost counselinn 


Medical Supplies N/A 50% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Preauthorization reauired 


Prosthetic Devices 


• External N/A 50% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Internal N/A Included as part of inpatient Non-Participating Provider Unlimited;See 
Hospital Cost-Sharing services are not Covered and benefit for 


You pay the full cost description 


Preauthorization required 
For items exceedina $500 


INPATIENT SERVICES and Preferred Provider Member Participating Provider Non-Participating Provider Limits 


FACILITIES Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Inpatient Hospital for a N/A $500 Copayment after Non-Participating Provider See benefit for 


Continuous Confinement Deductible per admission services are not Covered and description 


(including an Inpatient Stay for You pay the full cost 
Mastectomy Care, Cardiac and 
Pulmonary Rehabilitation, and 
End of Life Care\ 


Observation Stay N/A $100 Copayment after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You nav the full cost 


Skilled Nursing Facility N/A $500 Copayment after Non-Participating Provider 45 days per Plan 


(including Cardiac and Deductible per admission services are not Covered and Year 


Pulmonary Rehabilitation) You pay the full cost 


Preauthorization reauired 


Inpatient Rehabilitation N/A $500 Copayment after Non-Participating Provider 60 days per Plan 


Services (Physical, Speech Deductible per admission services are not Covered and Year combined 


and Occupational Therapy) You pay the full cost therapies 


Preauthorization reauired 


MENTAL HEALTH and Preferred Provider Member Participating Provider Non-Participating Provider Limits 


SUBSTANCE USE Responsibility for Cost- Member Responsibility for Member Responsibility for 
DISORDER SERVICES Sharina Cost-Sharina Cost-Sharinq 
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Inpatient Mental Health Care N/A $500 Copayment after Non-Participating Provider See benefit for 
including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Mental Health Care N/A $40 Copayment after Non-Participating Provider See benefit for 
(including Partial Deductible services are not Covered and description 
Hospitalization and Intensive You pay the full cost 
Outpatient Proqram Services\ 


Inpatient Substance Use N/A $500 Copayment after Non-Participating Provider See benefit for 
Services including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Substance Use N/A $40 Copayment after Non-Participating Provider Unlimited; Up to 20 
Services (including Partial Deductible services are not Covered and visits per Plan Year 
Hospitalization, Intensive You pay the full cost may be used for 
Outpatient Program Services, family counseling 
and Medication Assisted 
Treatment) 


WELLNESS BENEFITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Wellness Programs Not applicable Not applicable Not applicable Additional rewards 
available for 
engaging in 
designated 
wellness activities 
as defined in the 
Wellness section of 
the Contract. 


National Diabetes Prevention Not applicable Not applicable Not applicable Reimbursement up 


Program Reimbursement to a maximum of 
five hundred 
dollars ($500) per 
Subscriber, per 
Plan Year. 
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Prescription Drug Coverage Rider 


Please refer to the Schedule of Benefits section of this Rider for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Covered Prescription Drugs. 
We Cover Medically Necessary Prescription Drugs that, except as specifically provided 
otheiwise, can be dispensed only pursuant to a prescription and are: 


• Required by law to bear the legend "Caution - Federal Law prohibits dispensing 
without a prescription"; 


• FDA approved; 
• Ordered by a Provider authorized to prescribe and within the Provider's scope of 


practice; 
• Prescribed within the approved FDA administration and dosing guidelines; 
• On Our Formulary; and 
• Dispensed by a licensed pharmacy. 


Covered Prescription Drugs include, but are not limited to: 
• Self-injectable/administered Prescription Drugs. 
• Inhalers (with spacers). 
• Topical dental preparations. 
• Pre-natal vitamins, vitamins with fluoride, and single entity vitamins. 
• Osteoporosis drugs and devices approved by the FDA, or generic equivalents as 


approved substitutes, for the treatment of osteoporosis and consistent with the 
criteria of the federal Medicare program or the National Institutes of Health. 


• Nutritional formulas for the treatment of phenylketonuria, branched-chain 
ketonuria, galactosemia and homocystinuria. 


• Prescription or non-prescription enteral formulas for home use, whether 
administered orally or via tube feeding, for which a Physician or other licensed 
Provider has issued a written order. The written order must state that the enteral 
formula is Medically Necessary and has been proven effective as a disease
specific treatment regimen for patients whose condition would cause them to 
become malnourished or suffer from disorders resulting in chronic disability, 
mental retardation, or death, if left untreated, including but not limited to: inherited 
diseases of amino acid or organic acid metabolism; Crohn's disease; 
gastroesophageal reflux with failure to thrive; gastroesophageal motility such as 
chronic intestinal pseudo-obstruction; and multiple severe food allergies. 


• Modified solid food products that are low in protein or which contain modified 
protein to treat certain inherited diseases of amino acid and organic acid 
metabolism. 


• Prescription Drugs prescribed in conjunction with treatment or services Covered 
under the infertility treatment benefit in the Outpatient and Professional Services 
section of this Your Certificate. 


• Off-label cancer drugs, so long as the Prescription Drug is recognized for the 
treatment of the specific type of cancer for which it has been prescribed in one 
(1) of the following reference compendia: the American Hospital Formulary 
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Service-Drug Information; National Comprehensive Cancer Networks Drugs and 
Biologics Compendium; Thomson Micromedex DrugDex; Elsevier Gold 
Standard's Clinical Pharmacology; or other authoritative compendia as identified 
by the Federal Secretary of Health and Human Services or the Centers for 
Medicare and Medicaid Services; or recommended by review article or editorial 
comment in a major peer reviewed professional journal. 


• Orally administered anticancer medication used to kill or slow the growth of 
cancerous cells. 


• Smoking cessation drugs, including over-the-counter drugs for which there is a 
written order and Prescription Drugs prescribed by a Provider. 


• Prescription Drugs for the treatment of mental health and substance use 
disorders, including drugs for detoxification, maintenance and overdose reversal. 


• Contraceptive drugs or devices or generic equivalents approved as substitutes 
by the FDA. 


You may request a copy of Our Formulary. Our Formulary is also available on Our 
website at www.cdphp.com. You may inquire if a specific drug is Covered under this 
Rider by contacting Us at the number on Your ID card. 


B. Refills. 
We Cover Refills of Prescription Drugs only when dispensed at a retail, mail order or 
designated pharmacy as ordered by an authorized Provider. Benefits for Refills will not 
be provided beyond one (1) year from the original prescription date. For prescription eye 
drop medication, We allow for the limited refilling of the prescription prior to the last day 
of the approved dosage period without regard to any coverage restrictions on early 
Refill of renewals. To the extent practicable, the quantity of eye drops in the early Refill 
will be limited to the amount remaining on the dosage that was initially dispensed. Your 
Cost-Sharing for the limited Refill is the amount that applies to each prescription or Refill 
as set forth in the Schedule of Benefits section of this Rider. 


C. Benefit and Payment Information. 
1. Cost-Sharing Expenses. You are responsible for paying the costs outlined in 


the Schedule of Benefits section of this Rider when Covered Prescription Drugs 
are obtained from a retail, mail order or designated pharmacy. 


You have a three (3) tier plan design, which means that Your out-of-pocket 
expenses will generally be lowest for Prescription Drugs on tier 1 and highest for 
Prescription Drugs on tier 3. Your out-of-pocket expense for Prescription Drugs 
on tier 2 will generally be more than for tier 1 but less than tier 3. 


You are responsible for paying the full cost (the amount the pharmacy charges 
You) for any non-Covered Prescription Drug, and Our contracted rates (Our 
Prescription Drug Cost) will not be available to You. 


2. Participating Pharmacies. For Prescription Drugs purchased at a retail, mail 
order or designated Participating Pharmacy, You are responsible for paying the 
lower of: 
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• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


In the event that Our Participating Pharmacies are unable to provide the Covered 
Prescription Drug, and cannot order the Prescription Drug within a reasonable 
time, You may, with Our prior written approval, go to a Non-Participating 
Pharmacy that is able to provide the Prescription Drug. We will pay You the 
Prescription Drug Cost for such approved Prescription Drug less Your required 
in-network Cost-Sharing. Contact Us at the number on Your ID card or visit Our 
website at www.cdphp.com to request approval. 


3. Non-Participating Pharmacies. We will not pay for any Prescription Drugs that 
You purchase at a Non-Participating retail or mail order Pharmacy other than as 
described above. 


4. Designated Pharmacies. If You require certain Prescription Drugs including, 
but not limited to specialty Prescription Drugs, We may direct You to a 
Designated Pharmacy with whom We have an arrangement to provide those 
Prescription Drugs. 


Generally, specialty Prescription Drugs are Prescription Drugs that are approved 
to treat limited patient populations or conditions; are normally injected, infused or 
require close monitoring by a Provider; or have limited availability, special 
dispensing and delivery requirements and/or require additional patient supports. 


If You are directed to a Designated Pharmacy and You choose not to obtain Your 
Prescription Drug from a Designated Pharmacy, You will not have coverage for 
that Prescription Drug. 


Following are the therapeutic classes of Prescription Drugs or conditions that are 
included in this program: 


• Age related macular edema; 
• Anemia, neutropenia, thrombocytopenia; 
• Contraceptives; 
• Cardiovascular; 
• Crohn's disease; 
• Cystic fibrosis; 
• Cytomegalovirus; 
• Endocrine disorders/neurologic disorders such as infantile spasms; 
• Enzyme deficiencies/liposomal storage disorders; 
• Gaucher's disease; 
• Growth hormone; 
• Hemophilia; 
• Hepatitis B, hepatitis C; 
• Hereditary angioedema; 
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• HIV/AIDS; 
• Immune deficiency; 
• Immune modulator; 
• Infertility; 
• Iron overload; 
• Iron toxicity; 
• Multiple sclerosis; 
• Oncology; 
• Osteoarthritis; 
• Osteoporosis; 
• Parkinson's disease; 
• Pulmonary arterial hypertension; 
• Respiratory condition; 
• Rheumatologic and related conditions (rheumatoid arthritis, psoriatic 


arthritis, ankylosing spondylitis, juvenile rheumatoid arthritis, psoriasis) 
• Transplant; 
• RSV prevention; 
• Inherited Autoinflammatory Diseases; 
• Phenylketonuria (PKU); 
• Ulcerative Colitis. 


5. Mail Order. Certain Prescription Drugs may be ordered through Our mail order 
pharmacy. You are responsible for paying the lower of: 


• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


To maximize Your benefit, ask Your Provider to write Your Prescription Order or 
Refill for a 90-day supply, with Refills when appropriate (not a 30-day supply with 
three (3) Refills). You may be charged the mail order Cost-Sharing for any 
Prescription Orders or Refills sent to the mail order pharmacy regardless of the 
number of days supply written on the Prescription Order or Refill. 


Prescription Drugs purchased through mail order will be delivered directly to Your 
home or office. 


We will provide benefits that apply to drugs dispensed by a mail order pharmacy 
to drugs that are purchased from a retail pharmacy when that retail pharmacy 
has a participation agreement with Us and Our vendor in which it agrees to be 
bound by the same terms and conditions as a participating mail order pharmacy. 


You or Your Provider may obtain a copy of the list of Prescription Drugs available 
through mail order by visiting Our website at www.cdphp.com or by calling the 
number on Your ID card. 


6. Tier Status. The tier status of a Prescription Drug may change periodically. 
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Changes will generally be quarterly, but no more than six (6) times per calendar 
year, based on Our periodic tiering decisions. These changes may occur without 
prior notice to You. However, if You have a prescription for a drug that is being 
moved to a higher tier (other than a Brand-Name Drug that becomes available as 
a Generic Drug as described below) We will notify You. When such changes 
occur, Your out-of-pocket expense may change. You may access the most up to 
date tier status on Our website at www.cdphp.com or by calling the number on 
Your ID card. 


7. When a Brand-Name Drug Becomes Available as a Generic Drug. When a 
Brand-Name Drug becomes available as a Generic Drug, the tier placement of 
the Brand-Name Prescription Drug may change. If this happens, the Brand
Name Drug will be removed from the Formulary and You no longer have benefits 
for that particular Brand-Name Drug. Please note, if You are taking a Brand
Name Drug that is being excluded due to a Generic Drug becoming available, 
You will receive advance written notice of the Brand-Name Drug exclusion. You 
may request a Formulary exception as outlined below and in the External Appeal 
section of Your Certificate. 


8. Formulary Exception Process. If a Prescription Drug is not on Our Formulary, 
You, Your designee or Your prescribing Health Care Professional may request a 
Forrnulary exception for a clinically-appropriate Prescription Drug in writing, 
electronically or telephonically. The request should include a statement from 
Your prescribing Health Care Professional that all Forrnulary drugs will be or 
have been ineffective, would not be as effective as the non-Formulary drug, or 
would have adverse effects. If coverage is denied under Our standard or 
expedited Formulary exception process, You are entitled to an external appeal as 
outlined in the External Appeal section of Your Certificate. Visit Our website at 
www.cdphp.com or call the number on Your ID card to find out more about this 
process. 


Standard Review of a Formulary Exception. We will make a decision and 
notify You or Your designee and the prescribing Health Care Professional no 
later than 72 hours after Our receipt of Your request. If We approve the request, 
We will Cover the Prescription Drug while You are taking the Prescription Drug, 
including any refills. 


Expedited Review of a Formulary Exception. If You are suffering from a 
health condition that may seriously jeopardize Your health, life or ability to regain 
maximum function or if You are undergoing a current course of treatment using a 
non-Formulary Prescription Drug, You may request an expedited review of a 
Formulary exception. The request should include a statement from Your 
prescribing Health Care Professional that harm could reasonably come to You if 
the requested drug is not provided within the timeframes for Our standard 
Formulary exception process. We will make a decision and notify You or Your 
designee and the prescribing Health Care Professional no later than 24 hours 
after Our receipt of Your request. If We approve the request, We will Cover the 
Prescription Drug while You suffer from the health condition that may seriously 
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jeopardize Your health, life or ability to regain maximum function or for the 
duration of Your current course of treatment using the non-Formulary 
Prescription Drug. 


9. Supply Limits. Except for contraceptive drugs or devices, We will pay for no 
more than a 30-day supply of a Prescription Drug purchased at a retail pharmacy 
or Designated Pharmacy. You are responsible for one (1) Cost-Sharing amount 
for up to a 30-day supply. 


You may have an initial three-month supply of a contraceptive drug or device 
dispensed to You. For subsequent dispensing of the same contraceptive drug or 
device, You may have the entire prescribed supply (of up to 12 months) of the 
contraceptive drug or device dispensed at the same time. Contraceptive drugs 
and devices are not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


Benefits will be provided for Prescription Drugs dispensed by a mail order 
pharmacy in a quantity of up to a 90-day supply. You are responsible for one (1) 
Cost-Sharing amount for a 30-day supply up to a maximum of two and a half 
(2.5) Cost-Sharing amounts for a 90-day supply. 


Specialty Prescription Drugs may be limited to a 30-day supply when obtained at 
a retail or mail order pharmacy. You may access Our website at www.cdphp.com 
or by calling the number on Your ID card for more information on supply limits for 
specialty Prescription Drugs. 


Some Prescription Drugs may be subject to quantity limits based on criteria that 
We have developed, subject to Our periodic review and modification. The limit 
may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. You can determine whether a 
Prescription Drug has been assigned a maximum quantity level for dispensing by 
accessing Our website at www.cdphp.com or by calling the number on Your ID 
card. If We deny a request to Cover an amount that exceeds Our quantity level, 
You are entitled to an Appeal pursuant to the Utilization Review and External 
Appeal sections of Your Certificate. 


10. Emergency Supply of Prescription Drugs for Substance Use Disorder 
Treatment. If You have an Emergency Condition, You may immediately access, 
without Preauthorization, a five (5) day emergency supply of a Covered 
Prescription Drug for the treatment of a substance use disorder, including a 
Prescription Drug to manage opioid withdrawal and/or stabilization and for opioid 
overdose reversal. If You have a Copayment, it will be prorated. If You receive an 
additional supply of the Prescription Drug within the 30-day period in which You 
received the emergency supply, Your Copayment for the remainder of the 30-day 
supply will also be prorated. In no event will the prorated Copayment(s) total 
more than Your Copayment for a 30-day supply. 
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In this paragraph, "Emergency Condition" means a substance use disorder 
condition that manifests itself by Acute symptoms of sufficient severity, including 
severe pain or the expectation of severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably 
expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition or, with respect 


to a pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


11. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial 
limited prescription for a seven (7) day supply or less of any schedule II, Ill, or IV 
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment 
will be prorated. If You receive an additional supply of the Prescription Drug 
within the 30-day period in which You received the seven (7) day supply, Your 
Copayment for the remainder of the 30-day supply will also be prorated. In no 
event will the prorated Copayment(s) total more than Your Copayment for a 30-
day supply. 


12. Cost-Sharing for Orally-Administered Anti-Cancer Drugs. Your Cost-Sharing 
for orally-administered anti-cancer drugs is at least as favorable to You as the 
Cost-Sharing amount, if any, that applies to intravenous or injected anticancer 
medications Covered under the Outpatient and Professional Services section of 
Your Certificate. 


13. Split Fill Dispensing Program. The split fill dispensing program is designed to 
prevent wasted Prescription Drugs if Your Prescription Drug or dose changes. 
The Prescription Drugs that are included under this program have been identified 
as requiring more frequent follow up to monitor response to treatment and 
reactions. You will initially get a 15-day supply of Your Prescription Order for 
certain drugs tilled at a pharmacy instead of the full Prescription Order. You 
initially pay a lesser Cost-Sharing based on what is dispensed. The therapeutic 
classes of Prescription Drugs that are included in this program are: 
Antivirals/Anti-infectives and Oncology. This program applies for the first 60 days 
when You start a new Prescription Drug. This program will not apply upon You or 
Your Provider's request. You or Your Provider can opt out by visiting Our website 
at www.cdphp.com or by calling the number on Your ID card. 


D. Medical Management. 
This Rider includes certain features to determine when Prescription Drugs should be 
Covered, which are described below. As part of these features, Your prescribing 
Provider may be asked to give more details before We can decide if the Prescription 
Drug is Medically Necessary. 
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1. Preauthorization. Preauthorization may be needed for certain Prescription 
Drugs to make sure proper use and guidelines for Prescription Drug coverage 
are followed. When appropriate, Your Provider will be responsible for obtaining 
Preauthorization for the Prescription Drug. 


For a list of Prescription Drugs that need Preauthorization, please visit Our 
website at www.cdphp.com or by calling the number on Your ID card. The list will 
be reviewed and updated from time to time. We also reserve the right to require 
Preauthorization for any new Prescription Drug on the market orfor any currently 
available Prescription Drug which undergoes a change in prescribing protocols 
and/or indications regardless of the therapeutic classification, Including if a 
Prescription Drug or related item on the list is not Covered under this Rider. Your 
Provider may check with Us to find out which Prescription Drugs are Covered. 


2. Step Therapy. Step therapy is a process in which You may need to use one (1) 
or more types of Prescription Drugs before We will Cover another as Medically 
Necessary. A "step therapy protocol" means Our policy, protocol or program that 
establishes the sequence in which We approve Prescription Drugs for Your 
medical condition. When establishing a step therapy protocol, We will use 
recognized evidence-based and peer reviewed clinical review criteria that also 
takes into account the needs of atypical patient populations and diagnoses. We 
check certain Prescription Drugs to make sure that proper prescribing guidelines 
are followed. These guidelines help You get high quality and cost-effective 
Prescription Drugs. The Prescription Drugs that require Preauthorization under 
the step therapy program are also included on the Preauthorization drug list. If a 
step therapy protocol is applicable to Your request for coverage of a Prescription 
Drug, You, Your designee, or Your Health Care Professional can request a step 
therapy override determination as outlined in the Utilization Review section of 
Your Certificate. 


3. Therapeutic Substitution. Therapeutic substitution is an optional program that 
tells You and Your Providers about alternatives to certain prescribed drugs. We 
may contact You and Your Provider to make You aware of these choices. Only 
You and Your Provider can determine if the therapeutic substitute is right for You. 
We have a therapeutic drug substitutes list, which We review and update from 
time to time. For questions or issues about therapeutic drug substitutes, visit Our 
website at www.cdphp.com or by calling the number on Your ID card. 


E. Limitations/Terms of Coverage. 
1. We reserve the right to limit quantities, day supply, early Refill access and/or 


duration of therapy for certain medications based on Medical Necessity including 
acceptable medical standards and/or FDA recommended guidelines. 


2. If We determine that You may be using a Prescription Drug in a harmful or 
abusive manner, or with harmful frequency, Your selection of Participating 
Pharmacies may be limited. If this happens, We may require You to select a 
single Participating Pharmacy that will provide and coordinate all future 
pharmacy services. Benefits will be paid only if You use the selected single 
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Participating Pharmacy. If You do not make a selection within 31 days of the date 
We notify You, We will select a single Participating Pharmacy for You. 


3. Compounded Prescription Drugs will be Covered only when they contain at least 
one (1) ingredient that is a Covered legend Prescription Drug, and are obtained 
from a pharmacy that is approved for compounding. All compounded Prescription 
Drugs require Your Provider to obtain Preauthorization. Compounded 
Prescription Drugs are on tier 3. 


4. Various specific and/or generalized "use management" protocols will be used 
from time to time in order to ensure appropriate utilization of medications. Such 
protocols will be consistent with standard medical/drug treatment guidelines. The 
primary goal of the protocols is to provide Our Members with a quality-focused 
Prescription Drug benefit. In the event a use management protocol is 
implemented, and You are taking the drug(s) affected by the protocol, You will be 
notified in advance. 


5. Injectable drugs (other than self-administered injectable drugs) and diabetic 
insulin, oral hypoglycemics, and diabetic supplies and equipment are not 
Covered under this Rider but are Covered under other sections of Your 
Certificate. 


6. We do not Cover charges for the administration or injection of any Prescription 
Drug. Prescription Drugs given or administered in a Physician's office are 
Covered under the Outpatient and Professional Services section of Your 
Certificate. 


7. We do not Cover drugs that do not by law require a prescription, except for 
smoking cessation drugs, over-the-counter preventive drugs or devices provided 
in accordance with the comprehensive guidelines supported by HRSA or with an 
"A" or "B" rating from USPSTF, or as otherwise provided in this Rider. We do not 
Cover Prescription Drugs that have over-the-counter non-prescription 
equivalents, except if specifically designated as Covered in the drug Formulary. 
Non-prescription equivalents are drugs available without a prescription that have 
the same name/chemical entity as their prescription counterparts. 


8. We do not Cover Prescription Drugs to replace those that may have been lost or 
stolen. 


9. We do not Cover Prescription Drugs dispensed to You while in a Hospital, 
nursing home, other institution, Facility, or if You are a home care patient, except 
in those cases where the basis of payment by or on behalf of You to the Hospital, 
nursing home, Home Health Agency or home care services agency, or other 
institution, does not include services for drugs. 


10. We reserve the right to deny benefits as not Medically Necessary or experimental 
or investigational for any drug prescribed or dispensed in a manner contrary to 
standard medical practice. If coverage is denied, You are entitled to an Appeal as 
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described in the Utilization Review and External Appeal sections of Your 
Certificate. 


11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's 
professional judgment, should not be filled. 


F. General Conditions. 
1. You must show Your ID card to a retail pharmacy at the time You obtain Your 


Prescription Drug or You must provide the pharmacy with identifying information 
that can be verified by Us during regular business hours. You must include Your 
identification number on the forms provided by the mail order pharmacy from 
which You make a purchase. 


2. Drug Utilization, Cost Management and Rebates. We conduct various 
utilization management activities designed to ensure appropriate Prescription 
Drug usage, to avoid inappropriate usage, and to encourage the use of cost
effective drugs. Through these efforts, You benefit by obtaining appropriate 
Prescription Drugs in a cost-effective manner. The cost savings resulting from 
these activities are reflected in the premiums for Your coverage. We may also, 
from time to time, enter into agreements that result in Us receiving rebates or 
other funds ("rebates") directly or indirectly from Prescription Drug 
manufacturers, Prescription Drug distributors or others. Any rebates are based 
upon utilization of Prescription Drugs across all of Our business and not solely on 
any one Member's utilization of Prescription Drugs. Any rebates received by Us 
may or may not be applied, in whole or part, to reduce premiums either through 
an adjustment to claims costs or as an adjustment to the administrative expenses 
component of Our Prescription Drug premiums. Instead, any such rebates may 
be retained by Us, in whole or part, in order to fund such activities as new 
utilization management activities, community benefit activities and increasing 
reserves for the protection of Members. Rebates will not change or reduce the 
amount of any Copayment or Coinsurance applicable under Our Prescription 
Drug coverage. 


G. Definitions. 
Terms used in this section are defined as follows. (Other defined terms can be found in 
the Definitions section of Your Certificate). 


1. Brand-Name Drug: A Prescription Drug that: 1) is manufactured and 
marketed under a trademark or name by a specific drug manufacturer; or 2) We 
identify as a Brand-Name Prescription Drug, based on available data resources. 
All Prescription Drugs identified as "brand name" by the manufacturer, pharmacy, 
or Your Physician may not be classified as a Brand-Name Drug by Us. 


2. Designated Pharmacy: A pharmacy that has entered into an agreement with 
Us or with an organization contracting on Our behalf, to provide specific 
Prescription Drugs, including but not limited to, specialty Prescription Drugs. The 
fact that a pharmacy is a Participating Pharmacy does not mean that it is a 
Designated Pharmacy. 
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3. Formulary: The list that identifies those Prescription Drugs for which coverage 
may be available under this Rider. This list is subject to Our periodic review and 
modification (generally quarterly, but no more than six (6) times per calendar 
year). You may determine to which tier a particular Prescription Drug has been 
assigned by visiting Our website at www.cdphp.com or by calling the number on 
Your ID card. 


4. Generic Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand
Name Drug; or 2) We identify as a Generic Prescription Drug based on available 
data resources. All Prescription Drugs identified as "generic" by the 
manufacturer, pharmacy or Your Physician may not be classified as a Generic 
Drug by Us. 


5. Non-Participating Pharmacy: A pharmacy that has not entered into an 
agreement with Us to provide Prescription Drugs to Members. We will not make 
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy 
other than as described above. 


6. Participating Pharmacy: A pharmacy that has: 
• Entered into an agreement with Us or Our designee to provide 


Prescription Drugs to Members; 
• Agreed to accept specified reimbursement rates for dispensing 


Prescription Drugs; and 
• Been designated by Us as a Participating Pharmacy. 


A Participating Pharmacy can be either a retail or mail-order pharmacy. 


7. Prescription Drug: A medication, product or device that has been approved by 
the FDA and that can, under federal or state law, be dispensed only pursuant to 
a Prescription Order or Refill and is on Our Formulary. A Prescription Drug 
includes a medication that, due to its characteristics, is appropriate for self 
administration or administration by a non-skilled caregiver. 


8. Prescription Drug Cost: The amount, including a dispensing fee and any sales 
tax, We have agreed to pay Our Participating Pharmacies; as contracted 
between Us and Our pharmacy benefit manager for a Covered Prescription Drug 
dispensed at a Participating Pharmacy. If this Rider includes coverage at Non
Participating Pharmacies, the Prescription Drug Cost for a Prescription Drug 
dispensed at a Non-Participating Pharmacy is calculated using the Prescription 
Drug Cost that applies for that particular Prescription Drug at most Participating 
Pharmacies. 


9. Prescription Order or Refill: The directive to dispense a Prescription Drug 
issued by a duly licensed Health Care Professional who is acting within the 
scope of his or her practice. 


10.Usual and Customary Charge: The usual fee that a pharmacy charges 
individuals for a Prescription Drug without reference to reimbursement to the 
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pharmacy by third parties as required by Section 6826-a of the New York 
Education Law. 


Prescription Drug Coverage Schedule of Benefits 


PRESCRIPTION Preferred Participating Non-Participating 
DRUGS Provider Provider Member Provider Member 


Member Responsibility for Responsibility for 
Responsibility Cost-Sharing Cost-Sharing 
for Cost-


*Certain Sharing 
Prescription Drugs 
are not subject to 
Cost-Sharing 
when provided in 
accordance with 
the comprehensive 
guidelines 
supported by 
HRSA or if the 
item or service has 
an "A" or "B" rating 
from the USPSTF 
and obtained at a 
participating 
pharmacy 


Deductible Deductible then 


Retail Pharmacy 
30-day supply 


Tier 1 N/A $10 Copayment Non-Participating 
Provider services 


Tier2 N/A $40 Copayment are not Covered 
and You pay the 


Tier 3 N/A $70 Copayment full cost 


If You have an 
Emergency 
Condition, 
Preauthorization is 
not required for a 
five (5) day 
emergency supply 
of a Covered 
Prescription Drua 
Form #UBIRX18 HDRXL35A18 
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Limits 


See 
benefit 
for 
descrip 
tion 







used to treat a 
substance use 
disorder, including 
a Prescription 
Drug to manage 
opioid withdrawal 
and/or 
stabilization and 
for opioid 
overdose reversal. 
Mail Order Up to a 90-day 
Pharmacy supply 


Up to a 90-day 
supply 


Tier 1 N/A $25 Copayment Non-Participating See 
Provider services benefit 


Tier2 N/A $100 Copayment are not Covered for 
and You pay the descrip 


Tier 3 N/A $175 Copayment full cost tion 


Enteral Formulas N/A Follows Cost-Share Non-Participating See 
for Retail Pharmacy Provider services benefit 
or Mail Order are not Covered for 
Pharmacy above and You pay the descrip 


full cost tion 


Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this 
Rider is attached shall also apply to this Rider except where specifically changed by this 
Rider. 
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Rider to Change DME Cost-Share 


Participating Provider Member Responsibility for Cost-Sharing for Durable Medical 
Equipment and Braces, Cochlear Implants, Medical Supplies and External Prosthetic Devices 
outlined in the Schedule of Benefits section of Your Certificate under the Participating 
Provider Member Responsibility for Cost-Sharing column has been changed. 


ADDITIONAL SERVICES, Participating Provider Limits 
EQUIPMENT and DEVICES Member Responsibility for 


Cost-Sharina 
Durable Medical Equipment 20% Coinsurance, after See benefit for description 


and Braces Deductible 


Preauthorization required for 
items exceeding $500 and for 
Left Ventricular Assist Devices 


Cochlear Implants 20% Coinsurance, after One (1) per ear per time 
Deductible Covered 


Preauthorization required for 
items exceeding $500 


Medical Supplies 20% Coinsurance, after See benefit for description 
Deductible 


Preauthorization required 


Prosthetic Devices 20% Coinsurance, after 
Deductible One (1) prosthetic device, per 


• External limb, per lifetime with coverage 
for repairs and replacements 


Preauthorization required for 
items exceedina $500 


All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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Domestic Partner Rider 


A. Domestic Partner Coverage. 
This rider amends Your Certificate to provide coverage for domestic partners. This rider covers 
same or opposite gender domestic partners of Subscribers as Spouses. If You selected family 
coverage, Children covered under the Certificate also include the Children of Your domestic 
partner. Proof of the domestic partnership and financial interdependence must be submitted in 
the form of: 


1. Registration as a domestic partnership indicating that neither individual has been registered 
as a member of another domestic partnership within the last six (6) months, where such 
registry exists; or 


2. For partners residing where registration does not exist, by an alternative affidavit of 
domestic partnership. 
a. The affidavit must be notarized and must contain the following: 


• The partners are both 18 years of age or older and are mentally competent to 
consent to contract; 


• The partners are not related by blood in a manner that would bar marriage under 
laws of the State of New York; 


• The partners have been living together on a continuous basis prior to the date of 
the application; 


• Neither individual has been registered as a member of another domestic 
partnership within the last six (6) months; and 


b. Proof of cohabitation (e.g., a driver's license, tax return or other sufficient proof); and 
c. Proof that the partners are financially interdependent. Two (2) or more of the following 


are collectively sufficient to establish financial interdependence: 
• A joint bank account; 
• A joint credit card or charge card; 
• Joint obligation on a loan; 
• Status as an authorized signatory on the partner's bank account, credit card or 


charge card; 
• Joint ownership of holdings or investments; 
• Joint ownership of residence; 
• Joint ownership of real estate other than residence; 
• Listing of both partners as tenants on the lease of the shared residence; 
• Shared rental payments of residence (need not be shared 50/50); 
• Listing of both partners as tenants on a lease, or shared rental payments, for 


property other than residence; 
• A common household and shared household expenses, e.g., grocery bills, utility 


bills, telephone bills, etc. (need not be shared 50/50); 
• Shared household budget for purposes of receiving government benefits; 
• Status of one as representative payee for the other's government benefits; 
• Joint ownership of major items of personal property (e.g., appliances, furniture); 
• Joint ownership of a motor vehicle; 
• Joint responsibility for child care (e.g., school documents, guardianship); 
• Shared child-care expenses, e.g., babysitting, day care, school bills (need not be 


shared 50/50); 
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• Execution of wills naming each other as executor and/or beneficiary; 
• Designation as beneficiary under the other's life insurance policy; 
• Designation as beneficiary under the other's retirement benefits account; 
• Mutual grant of durable power of attorney; 
• Mutual grant of authority to make health care decisions (e.g., health care power 


of attorney); 
• Affidavit by creditor or other individual able to testify to partners' financial 


interdependence; or 
• other item(s) of proof sufficient to establish economic interdependency under the 


circumstances of the particular case. 


B. Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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CDPHP UNIVERSAL BENEFITS,® INC. 
500 Patroon Creek Blvd. • Albany, NY 12206-1057 


The terms of the Contract to which these Riders are attached shall remain in full force 
and effect, except as amended by these Riders. 


By: 


CDPHP UNIVERSAL BENEFITS,® INC. 


John D. Bennett, MD, FACC 
President and CEO 











Stephen Obermayer 
BBL Construction Services LLC 
302 Washington Ave Ext 
Albany, NY 12203 






























































BBL CONSTRUCTION SERVICES, LLC 
 


SUMMARY OF MATERIAL MODIFICATION TO THE 
BBL CONSTRUCTION SERVICES, LLC HEALTH INSURANCE PLAN 


 
This Summary of Material Modification (“SMM”), effective as indicated below, amends your Summary 
Plan Description (“SPD”) for the BBL Construction Services, LLC Health Insurance Plan as follows: 


The section titled “Introduction” is amended by adding the following paragraph to the end thereof:   


Section 6001 of the Families First Coronavirus Response Act (“FFCRA”), as Amended and Expanded by 
Sections 3201, 3202 and 3203 of the Coronavirus Aid, Relief and Economic Security (“CARES”) Act - 
Coverage of Testing, Vaccinations and Other Preventive Services for COVID-19.  Federal law requires 
any group health plan and health insurance issuer offering group or individual health insurance coverage 
(other than plans providing excepted benefits; retiree-only plans and short-term, limited-duration 
insurance plans) to cover COVID-19 testing and related services and not impose any cost-sharing 
requirements or prior authorization or other medical management requirements consistent with the 
FFCRA as amended by the CARES Act.  This Section, which applies to all employers regardless of size, is 
effective immediately and will continue throughout the public health emergency.  The U.S. Department 
of Health and Human Services (“HHS”) will determine when the public health emergency has expired.  
Effective January 15, 2022, this Section has also been deemed to cover over the counter COVID-19 tests 
at a minimum of $12 per test, limited to 8 individual tests per 30-day period per participant, beneficiary, 
or enrollee. 


Section 3203 of the CARES Act adds to the testing mandate and requires group health plans (other than 
plans providing excepted benefits; grandfathered group health plans; retiree only plans and short-term, 
limited-duration insurance plans) and health insurance issuers to cover COVID-19 vaccines, as well as 
any qualifying coronavirus preventive services, without cost sharing.  Such qualifying coronavirus 
preventive services are defined in Section 3203(b)(1) as “an item, service or immunization that is 
intended to prevent or mitigate COVID-19.” 


The Department of Labor (“DOL”) and HHS issued an interim final rule to implement the requirements of 
the CARES Act to cover qualifying coronavirus preventive services without a cost share requirement for 
both in-network and out-of-network providers.  The vaccine coverage mandate and no cost share 
requirement for qualifying coronavirus preventive services will not expire for all in-network providers.  
The requirement for the extension of such coverage to out-of-network providers will cease when HHS 
determines the public health emergency has expired. 


The Consolidated Appropriations Act, 2022 (“CAA 2022”).  The CAA 2022 extends health savings 
account (“HSA”) relief permitting high deductible health plans (“HDHPs”) to provide first-dollar 
telehealth and other remote care services from April 1, 2022 through December 31, 2022, regardless of 
plan year, and allows HDHPs to choose to waive the deductible for any telehealth services without 
causing participants to lose HSA eligibility.  Those telehealth or other remote care services do not need 
to be preventive or related to COVID-19 to qualify for the relief. 


This provision is an optional extension of the CARES Act provision, which provided the same telehealth 
relief for plan years beginning on or before December 31, 2021. 


For calendar plan year HDHPs that choose to adopt the CAA 2022 extension, there will be a three-month 
gap from January 1, 2022 through March 31, 2022, during which the standard deductible will still apply. 







Deadline Extensions. In response to the COVID-19 outbreak, certain departments, including the DOL, 
Department of the Treasury and HHS have issued extensions with respect to standard timeframes 
relating to HIPAA, COBRA, and the ACA.  These departments may make further extensions and may do 
so with other similar laws generally relating to ERISA which shall be incorporated in this document as 
appropriate.  For additional information regarding fully insured plans, please refer to your insurance 
carrier certificate of coverage and/or policy.  For additional information regarding self-insured plans, 
please reach out to your Employer and/or Plan Administrator. 


******* 


This SMM merely highlights the COVID-19 legislative changes as they have impacted your Plan. 
Please keep this important Summary of Material Modification with your Summary Plan Description. 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered 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                            .  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.cdphp.com/contracts or call                            to request a copy. 
  


Important Questions Answers Why This Matters: 


What is the overall 
deductible? 


 
 
  


Are there services 
covered before you meet 
your deductible? 


 


 
 
 
 


Are there other 
deductibles for specific 
services? 


 
 
  


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


 
 
  


What is not included in 
the out-of-pocket limit? 


 
 
 


 
 
 


Will you pay less if you 
use a network provider?  


 
 
 
 
 


Do you need a referral to 
see a specialist?   


 


All Tiers


20028760


1-877-269-2134


1-877-269-2134


UBI : QEPOL1821 HDEPO


11/01/2021 - 10/31/2022


In-Network: $3,500 
individual/$7,000 family. 


If you have other family members on the policy, the overall family deductible must be met before 
the plan begins to pay. 


Deductible does not apply to 
preventive care and preventive 
prescription drugs. 


This plan covers some items and services even if you haven’t yet met the deductible amount. But 
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/. 


No. You don’t have to meet deductibles for specific services. 


In-Network: $4,500 individual/ 
$8,000 family. 


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. 


Premiums, balance billed 
charges, and health care this plan 
doesn't cover. 


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


Yes. See www.cdphp.com or call 
1-877-269-2134 for a list of 
network providers . 


This plan uses a provider network. You will pay less if you use a provider in the plan’s network. 
You will pay the most if 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-network provider for some 
services (such as lab work). Check with your provider before you get services. 


No. You can see the specialist you choose without a referral. 


*If applicable, you may be able to use your Flexible Spending Account and/or your Health Reimbursement Arrangement to cover these costs. Refer to 
the Summary Plan Description and Plan Document for more information. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 


 


Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


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


Primary care visit to treat an 
injury or illness 


  
 


 
 
 
 


Specialist visit 
 
 
 


  


Preventive care/screening/ 
immunization   


  


If you have a test 


Diagnostic test (x-ray, blood 
work)    


Imaging (CT/PET scans, MRIs)   


 
 
 
 
 
 
 
 
 
 
 


 


97795


No Charge Not Covered 
You may use live video visits at 
www.doctorondemand.com. 


No Charge Not Covered 
Preauthorization required for Sleep Studies, 
Neurofeedback & Transcranial Magnetic 
Stimulation (TMS) 


No Charge Not Covered 
Preauthorization required for Genetic Testing 
and Immunizations for RSV. 


No Charge Not Covered 
Preauthorization required for Genetic Testing. 
Coinsurance waived if performed at a 
designated laboratory/preferred center. 


No Charge Not Covered 
Copayment waived if performed at a preferred 
center. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
http://www.cdphp.c 
om/Members/Rx- 
Corner 


Tier 1 drugs  
 
 
 
 


 


Tier 2 drugs  
 
 
 
 


Tier 3 drugs  
 
 
 
 


Specialty drugs   


 
 
 
 


If you have outpatient 
surgery 


Facility fee (e.g., ambulatory 
surgery center)   


  


Physician/surgeon fees   
  


If you need immediate 
medical attention 


Emergency room care    
Emergency medical 
transportation 


 
 


 
  


Urgent care  
 
 
  


If you have a hospital 
stay 


Facility fee (e.g., hospital room)  


 
 
 
 
 
 
 


 


Physician/surgeon fees  
   


 


97795


Retail: $10 copay 
Mail-Order: $20 copay 


Not Covered Covers up to a 30-day supply (retail 
prescription); 90 day supply (mail order 
prescription) Prescriptions must be written by a 
duly licensed health care provider and filled at a 
participating pharmacy, unless otherwise 
authorized in advance by CDPHP. Preventive 
Prescription Drugs, as defined by the CDPHP 
formulary, are not subject to the plan Deductible. 
Specialty drugs are not eligible for the mail order 
program and require preauthorization to be 
obtained through CDPHP's participating 
specialty vendors. This plan has Formulary 1 
and the Premier Rx Network. 


Retail: $40 copay 
Mail-Order: $80 copay 


Not Covered 


Retail: $70 copay 
Mail-Order: $140 copay 


Not Covered 


Retail: $10 copay /$40 
copay /$70 copay 


Not Covered 


No Charge Not Covered 
You may have reduced cost share for preferred 
ambulatory surgery centers. 


No Charge Not Covered None. 


No Charge No Charge All Emergency Care is considered In-Network. 


No Charge No Charge All Emergency Care is considered In-Network. 


No Charge No Charge You may use live video visits. 


No Charge Not Covered None. 


No Charge Not Covered None. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


If you need mental 
health, behavioral 
health, or substance 
abuse services 


Outpatient services  
   


Inpatient services  
   


If you are pregnant 


Office visits 
 
 
 


 
  
 
 
 


Childbirth/delivery professional 
services 


 
   


Childbirth/delivery facility 
services 


 
 
 
 
 
 
 


  


If you need help 
recovering or have 
other special health 
needs 


Home health care 


 
 
 
 
 
 


  


Rehabilitation services 


 
 
 
 
 
 


  


Habilitation services  


 
 
 
 
 
 


 


 


97795


No Charge Not Covered None. 


No Charge Not Covered 
Preauth required for Residential Treatment, with 
the exception of some scenarios. 


No Charge Not Covered 
Cost share applies for Initial visit to determine 
pregnancy, subsequent visits are Covered in Full 


No Charge Not Covered None. 


No Charge Not Covered None. 


No Charge Not Covered None. 


No Charge Not Covered 
60 consecutive inpatient days per plan year for 
PT/OT/ST services. 


No Charge Not Covered 


Limited to coverage for Applied Behavioral 
Analysis when necessary for the treatment of 
Autism Spectrum Disorder. All contract limits 
and provisions for managed benefits apply. 
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Common  
Medical Event Services You May Need 


What You Will Pay Limitations, Exceptions, & Other Important 
Information Network Provider 


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


 
 


Skilled nursing care 


 
 
 
 
 
 


  


Durable medical equipment 


 
 
 
 
 
 
 
 
 


  


Hospice services    
 


If your child needs 
dental or eye care 


Children’s eye exam  
   


Children’s glasses 


 
 
 
 
 


  


Children’s dental check-up 
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No Charge Not Covered 
Preauthorization required. Limited to 45 days per 
plan year. 


No Charge No Charge 


Durable medical equipment that is rented, 
repaired, replaced or costs more than $1000 
requires prior authorization before receiving 
care. 


No Charge Not Covered 
Limited to 210 days combined Inpatient and 
Outpatient. 


Not Covered Not Covered None. 


Not Covered Not Covered None. 


Not Covered Not Covered 
Preventive Dental is not covered under your 
medical benefits. 
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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.) 


   


 


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


   


 
 
 


97795


• Cosmetic surgery 
• Dental care (Adult) 
• Dental checkup 
• Eye exam 
• Glasses 
• Hearing aids 
• Long term care 


• Non-emergency care when traveling outside the 
U.S. 
• Private-duty nursing 
• Routine eye care (Adult) 
• Routine foot care 
• Weight loss programs 


• Acupuncture (Limits Apply) 
• Bariatric surgery (Limits Apply) 
• Chiropractic care 


• Infertility treatment 
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Does this plan provide Minimum Essential Coverage?    
Minimum Essential Coverage generally includes plans,health insurance available through marketplace or other individual market policies, Medicare, Medicaid, CHIP, 
TRICARE and certain other coverage. If you are eligible for Essential Coverage,you may not be eligible for the premium tax credit.  
 
 
Does this plan meet the Minimum Value Standards?    
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. 
 
 
 
 
 
 
 
 


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


97795


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 as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711),The New York State of Health NYS Department of Financial Services at (800) 342-3736 
or http://www.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323 
x61565 or www.cciio.cms.gov, the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html. 


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 l. For more information about your rights, look 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: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 
342-3736 or http://www.dfs.ny.gov/, or Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 


Yes


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


Peg is Having a Baby 
(9 months of in-network pre-natal care and a 


hospital delivery) 


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


up care) 


Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-


controlled condition)  


 
 


 
 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 $12,686.85 


In this example, Peg would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Peg would pay is 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


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 Example Cost $5,601.10 


In this example, Joe would pay: 
Cost Sharing 


Deductibles
Copayments  
Coinsurance  


What isn’t covered 
Limits or exclusions 
The total Joe would pay is 


 


 The plan’s overall deductible
 Specialist cost sharing
 Hospital (facility) cost sharing
 Other cost sharing


This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 


Total Example Cost $2,800.17 


In this example, Mia would pay: 
Cost Sharing 


Deductibles
Copayments
Coinsurance


What isn’t covered 
Limits or exclusions 
The total Mia would pay is 


About these Coverage Examples: 


 
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.    


Note: These numbers assume the patient does not participate in the plan’s wellness program.   
If you participate in the plan’s wellness program, you may be able to reduce your costs.  


$3,500 .00
0%
0%
0%


$3500.00


$96.80
$0.00


$0.00


$3596.80


$3,500 .00
0%
0%
0%


$3377.71


$164.27
$0.00


$0.00


$3541.98


$3,500 .00
0%
0%
0%


$1763.04


$0.00
$0.00


$211.56


$1974.60
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Discrimination is Against the Law 
Capital District Physicians’ Health Plan, Inc. (CDPHP®) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 


color, national origin, age, disability, or sex. CDPHP does not exclude people or treat them differently because of race, color, national origin, age, 


disability, or sex. 


 


CDPHP: 


 Provides free aids and services to people with disabilities to communicate effectively with us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats,  


other formats) 


 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 


 


If you need these services, contact the CDPHP Civil Rights Coordinator. 


 


If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, 


or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803 (TTY/TDD: 711), 


Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-support/email-cdphp. If you need help 


filing a grievance, the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of 


Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., 


Room 509F, HHH Building, Washington, DC 20201,  


1-800-368-1019 (TDD 1-800-537-7697).  


 


Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.   


 


Multi-language Interpreter Services 


ATTENTION: If you speak a non-English language, language assistance services, free of charge, are available to you. Call the number 


on your member ID card (TTY: 711).  


ATENCIÓN: Si habla otro idioma que no es el inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 


número que figura en su tarjeta de identificación de miembro (TTY: 711).  


注意：如果您使用的語言不是英語，您可以免費獲得語言援助服務。請致電您會員 ID卡上的電話（聽力障礙電傳：711）。  
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ВНИМАНИЕ: Если вы говорите на иностранном языке, вы можете воспользоваться бесплатными услугами перевода. 


Позвоните по номеру на вашей ID карточке участника (Телетайп: 711).  


ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sèvis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm 


ou a (TTY: 711).  


주의: 영어 이외의 언어를 사용하는 경우 무료로 언어 지원 서비스를 받을 수 있습니다. 귀하의 회원 ID 카드에 있는 번호로 


전화하십시오(TTY: 711).  


ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il 


numero presente sulla scheda ID dei membri (TTY: 711).  


 קארטל ID מעמבער אייער אויף נומער דעם רופט. זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל, אויב איר רעדט : אויפמערקזאם


(TTY:711 ) 


মন োন োগ দি ঃ আপদ   দি ইংনেদি বদির্ভু ত ক ো  র্োষোয়  থো বনে  ,আপ োে ি য দব ো খেচোয় র্োষো সিোয়তো উপের্য েনয়নে। আপ োে সিসয আইদি 


 োনিুে  ম্বনে  ে  রু  (TTY: 711(।  


UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer na Twojej członkowskiej 
karcie ID (TTY: 711).  


 (. TTY :711تنبيه: إذا كنت تتحدث لغة غير الإنجليزية، تتوفر إليك خدمات مساعدة اللغة مجاناً.  اتصل بالرقم الموجود ببطاقة الهوية لعضويتك )


ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué 


sur votre carte de membre (ATS : 711).  


دستياب ہيں۔ اپنے ممبر آئی ڈی کارڈ پر درج نمبر پر توجہ ديں: اگر آپ انگريزی کے علاوہ دوسری زبان بولتے ہيں تو، آپ کے ليے زبان کی اعانت کی خدمات مفت 


 (۔TTY: 711) کال کريں


ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad. 


Tawagan ang numero sa inyong card miyembro ID (TTY: 711).  


ΠΡΟΣΟΧΗ: Αν δεν μιλάτε Αγγλικά, υπάρχουν στη διάθεσή σας υπηρεσίες γλωσσικής υποστήριξης οι οποίες παρέχονται δωρεάν. Καλέστε τον αριθμό 


που θα βρείτε στην ατομική σας ταυτότητα μέλους (TTY: 711). 


VINI RE: Nëse flisni një gjuhë jo-anglisht, shërbime falas të ndihmës së gjuhës janë në dispozicion për ju.  Telefonojini numrit në 


kartën tuaj të ID të anëtarit (TTY: 711).  
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CDPHP Universal Benefits, Inc. 
500 Patroon Creek Boulevard 
Albany, New York 12206-1057 


(518) 641-3000 


This is Your 


EXCLUSIVE PROVIDER ORGANIZATION 
CERTIFICATE OF COVERAGE 


Issued by 


CDPHP Universal Benefits, Inc. 


This Certificate of Coverage ("Certificate") explains the benefits available to You under a 
Group Contract between CDPHP Universal Benefits, Inc. (hereinafter referred to as 
"We", "Us" or "Our") and the Group listed in the Group Contract. This Certificate is not a 
contract between You and Us. Amendments, riders or endorsements may be delivered 
with the Certificate or added thereafter. 


This Certificate offers You the option to receive Covered Services on two benefit levels: 
1. In-Network Preferred Benefits. In-network preferred benefits are the highest 


level of coverage available. In-network preferred benefits apply when Your care 
is provided by Preferred Providers in Our CDPHP UBI network. You should 
always consider receiving health services first through Our Preferred Providers in 
Our CDPHP UBI network. 


2. In-Network Benefits. In-network benefits are the lower level of coverage 
available. In-network benefits apply when Your care is provided by Participating 
Providers that are not Preferred Providers and are in Our CDPHP UBI network 
who are located within Our Service Area. You should always consider receiving 
services first through Preferred Providers and then from Participating Providers 
that are not Preferred Providers. 


READ THIS ENTIRE CERTIFICATE CAREFULLY. IT DESCRIBES THE BENEFITS 
AVAILABLE UNDER THE GROUP CONTRACT. IT IS YOUR RESPONSIBILITY TO 
UNDERSTAND THE TERMS AND CONDITIONS IN THIS CERTIFICATE. 


This Certificate is governed by the laws of New York State. 


CDPHP UNIVERSAL BENEFITS, INC. 


Form #02-0001-2018 HDEPOLG18 







By: 
John D. Bennett, MD, FACC 


President and CEO 


If You need foreign language assistance to understand this Certificate, You may call Us 
at the number on Your ID card. 
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SECTION I 


Definitions 


Defined terms will appear capitalized throughout this Certificate. 


Acute: The onset of disease or injury, or a change in the Member's condition that 
would require prompt medical attention. 


Allowed Amount: The maximum amount on which Our payment is based for Covered 
Services. See the Cost-Sharing Expenses and Allowed Amount section of this 
Certificate for a description of how the Allowed Amount is calculated. 


Ambulatory Surgical Center: A Facility currently licensed by the appropriate state 
regulatory agency for the provision of surgical and related medical services on an 
outpatient basis. 


Appeal: A request for Us to review a Utilization Review decision or a Grievance again. 


Balance Billing: When a Non-Participating Provider bills You for the difference 
between the Non-Participating Provider's charge and the Allowed Amount. A 
Participating Provider may not Balance Bill You for Covered Services. 


Certificate: This Certificate issued by CDPHP Universal Benefits, Inc., including the 
Schedule of Benefits and any attached riders. 


Child, Children: The Subscriber's Children, including any natural, adopted or step
children, unmarried disabled Children, newborn Children, or any other Children as 
described in the Who is Covered section of this Certificate. 


Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of 
the Allowed Amount for the service that You are required to pay to a Provider. The 
amount can vary by the type of Covered Service. 


Copayment: A fixed amount You pay directly to a Provider for a Covered Service when 
You receive the service. The amount can vary by the type of Covered Service. 


Cost-Sharing: Amounts You must pay for Covered Services, expressed as 
Copayments, Deductibles and/or Coinsurance. 


Cover, Covered or Covered Services: The Medically Necessary services paid for, 
arranged, or authorized for You by Us under the terms and conditions of this Certificate. 


Deductible: The amount You owe before We begin to pay for Covered Services. The 
Deductible applies before any Copayments or Coinsurance are applied. The Deductible 
may not apply to all Covered Services. You may also have a Deductible that applies to 
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a specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before 
We begin to pay for a particular Covered Service. 


Dependents: The Subscriber's Spouse and Children. 


Durable Medical Equipment ("DME"): Equipment which is: 
• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Emergency Condition: A medical or behavioral condition that manifests itself by Acute 
symptoms of sufficient severity, including severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably expect the 
absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


Emergency Department Care: Emergency Services You get in a Hospital emergency 
department. 


Emergency Services: A medical screening examination which is within the capability 
of the emergency department of a Hospital, including ancillary services routinely 
available to the emergency department to evaluate such Emergency Condition; and 
within the capabilities of the staff and facilities available at the Hospital, such further 
medical examination and treatment as are required to stabilize the patient. "To stabilize" 
is to provide such medical treatment of an Emergency Condition as may be necessary 
to assure that, within reasonable medical probability, no material deterioration of the 
condition is likely to result from or occur during the transfer of the patient from a Facility, 
or to deliver a newborn child (including the placenta). 


Exclusions: Health care services that We do not pay for or Cover. 


External Appeal Agent: An entity that has been certified by the New York State 
Department of Financial Services to perform external appeals in accordance with New 
York law. 


Facility: A Hospital; Ambulatory Surgical Center; birthing center; dialysis center; 
rehabilitation Facility; Skilled Nursing Facility; hospice; Home Health Agency or home 
care services agency certified or licensed under Article 36 of the New York Public 
Health Law; a comprehensive care center for eating disorders pursuant to Article 27-J of 
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the New York Public Health Law; and a Facility defined in New York Mental Hygiene 
Law Sections 1.03(10) and (33), certified by the New York State Office of Alcoholism 
and Substance Abuse Services, or certified under Article 28 of the New York Public 
Health Law (or, in other states, a similarly licensed or certified Facility). If You receive 
treatment for substance use disorder outside of New York State, a Facility also includes 
one which is accredited by the Joint Commission to provide a substance use disorder 
treatment program. 


Grievance: A complaint that You communicate to Us that does not involve a Utilization 
Review determination. 


Group: The employer or party that has entered into an agreement with Us as a 
contractholder. 


Habilitation Services: Health care services that help a person keep, learn or improve 
skills and functioning for daily living. Habilitative Services include the management of 
limitations and disabilities, including services or programs that help maintain or prevent 
deterioration in physical, cognitive, or behavioral function. These services consist of 
physical therapy, occupational therapy and speech therapy. 


Health Care Professional: An appropriately licensed, registered or certified 
Physician; dentist; optometrist; chiropractor; psychologist; social worker; podiatrist; 
physical therapist; occupational therapist; midwife; speech-language pathologist; 
audiologist; pharmacist; behavior analyst; or any other licensed, registered or certified 
Health Care Professional under Title 8 of the New York Education Law (or other 
comparable state law, if applicable) that the New York Insurance Law requires to be 
recognized who charges and bills patients for Covered Services. The Health Care 
Professional's services must be rendered within the lawful scope of practice for that 
type of Provider in order to be covered under this Certificate. 


Home Health Agency: An organization currently certified or licensed by the State of 
New York or the state in which it operates and renders home health care services. 


Hospice Care: Care to provide comfort and support for persons in the last stages of a 
terminal illness and their families that are provided by a hospice organization certified 
pursuant to Article 40 of the New York Public Health Law or under a similar certification 
process required by the state in which the hospice organization is located. 


Hospital: A short term, acute, general Hospital, which: 
• Is primarily engaged in providing, by or under the continuous supervision of 


Physicians, to patients, diagnostic services and therapeutic services for 
diagnosis, treatment and care of injured or sick persons; 


• Has organized departments of medicine and major surgery; 
• Has a requirement that every patient must be under the care of a Physician or 


dentist; 
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• Provides 24-hour nursing service by or under the supervision of a registered 
professional nurse (R.N.); 


• If located in New York State, has in effect a Hospitalization review plan 
applicable to all patients which meets at least the standards set forth in 42 U.S.C. 
Section 1395x(k); 


• Is duly licensed by the agency responsible for licensing such Hospitals; and 
• Is not, other than incidentally, a place of rest, a place primarily for the treatment 


of tuberculosis, a place for the aged, a place for drug addicts, alcoholics, or a 
place for convalescent, custodial, educational, or rehabilitory care. 


Hospital does not mean health resorts, spas, or infirmaries at schools or camps. 


Hospitalization: Care in a Hospital that requires admission as an inpatient and usually 
requires an overnight stay. 


Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight 
stay. 


Medically Necessary: See the How Your Coverage Works section of this Certificate 
for the definition. 


Medicare: Title XVIII of the Social Security Act, as amended. 


Member: The Subscriber or a covered Dependent for whom required Premiums have 
been paid. Whenever a Member is required to provide a notice pursuant to a Grievance 
or emergency department visit or admission, "Member" also means the Member's 
designee. 


Non-Participating Provider: A Provider who doesn't have a contract with Us to 
provide services to You. The services of Non-Participating Providers are Covered only 
for Emergency Services, Urgent Care or when authorized by Us. 


Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Sharing before We 
begin to pay 100% of the Allowed Amount for Covered Services. This limit never 
includes Your Premium, Balance Billing charges or the cost of health care services We 
do not Cover. 


Participating Provider: A Provider who has a contract with Us to provide services to 
You. A list of Participating Providers and their locations is available on Our website at 
www.cdphp.com or upon Your request to Us. The list will be revised from time to time 
by Us. You will pay higher Cost-Sharing to see a Participating Provider as compared to 
a Preferred Provider. 


Physician or Physician Services: Health care services a licensed medical Physician 
(M.D. - Medical Doctor or D.O. - Doctor of Osteopathic Medicine) provides or 
coordinates. 
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Plan Year: The 12-month period beginning on the effective date of the Certificate or 
any anniversary date thereafter, during which the Certificate is in effect. 


Preauthorization: A decision by Us prior to Your receipt of a Covered Service, 
procedure, treatment plan, device, or Prescription Drug that the Covered Service, 
procedure, treatment plan, device or Prescription Drug is Medically Necessary. We 
indicate which Covered Services require Preauthorization in the Schedule of Benefits 
section of this Certificate. 


Preferred Provider: A Provider who has a contract with Us to provide services to You 
at the highest level of coverage available to You. You will pay the least amount of Cost
Sharing to see a Preferred Provider. 


Premium: The amount that must be paid for Your health insurance coverage. 


Prescription Drugs: A medication, product or device that has been approved by the 
Food and Drug Administration ("FDA") and that can, under federal or state law, be 
dispensed only pursuant to a prescription order or refill and is on Our formulary. A 
Prescription Drug includes a medication that, due to its characteristics, is appropriate for 
self administration or administration by a non-skilled caregiver. 


Primary Care Physician ("PCP"): A participating nurse practitioner or Physician who 
typically is an internal medicine, family practice or pediatric Physician and who directly 
provides or coordinates a range of health care services for You. 


Provider: A Physician, Health Care Professional, or Facility licensed, registered, 
certified or accredited as required by state law. A Provider also includes a vendor or 
dispenser of diabetic equipment and supplies, durable medical equipment, medical 
supplies, or any other equipment or supplies that are Covered under this Certificate that 
is licensed, registered, certified or accredited as required by state law. 


Referral: An authorization given to one Participating Provider from another 
Participating Provider (usually from a PCP to a participating Specialist) in order to 
arrange for additional care for a Member. 


Rehabilitation Services: Health care services that help a person keep, get back, or 
improve skills and functioning for daily living that have been lost or impaired because a 
person was sick, hurt, or disabled. These services consist of physical therapy, 
occupational therapy, and speech therapy in an inpatient and/or outpatient setting. 


Schedule of Benefits: The section of this Certificate that describes the Copayments, 
Deductibles, Coinsurance, Out-of-Pocket Limits, Preauthorization requirements, and 
other limits on Covered Services. 


Service Area: The geographical area, designated by Us and approved by the State of 
New York, in which We provide coverage. Our Service Area consists of the following 
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counties: Albany, Broome, Chenango, Columbia, Delaware, Dutchess, Essex, Fulton, 
Greene, Hamilton, Herkimer, Madison, Montgomery, Oneida, Orange, Otsego, 
Rensselaer, Saratoga, Schenectady, Schoharie, Tioga, Ulster, Warren, Washington. 


Skilled Nursing Facility: An institution or a distinct part of an institution that is 
currently licensed or approved under state or local law; primarily engaged in providing 
skilled nursing care and related services as a Skilled Nursing Facility, extended care 
Facility, or nursing care Facility approved by the Joint Commission, or the Bureau of 
Hospitals of the American Osteopathic Association, or as a Skilled Nursing Facility 
under Medicare; or as otherwise determined by Us to meet the standards of any of 
these authorities. 


Specialist: A Physician who focuses on a specific area of medicine or a group of 
patients to diagnose, manage, prevent or treat certain types of symptoms and 
conditions. 


Spouse: The person to whom the Subscriber is legally married, including a same sex 
Spouse. 


Subscriber: The person to whom this Certificate is issued. 


UCR (Usual, Customary and Reasonable): The cost of a medical service in a 
geographic area based on what Providers in the area usually charge for the same or 
similar medical service. 


Urgent Care: Medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
Emergency Department Care. Urgent Care may be rendered in a Physician's office or 
Urgent Care Center. 


Urgent Care Center: A licensed Facility that provides Urgent Care. 


Us, We, Our: CDPHP Universal Benefits, Inc. and anyone to whom We legally 
delegate performance, on Our behalf, under this Certificate. 


Utilization Review: The review to determine whether services are or were Medically 
Necessary or experimental or investigational (i.e., treatment for a rare disease or a 
clinical trial). 


You, Your: The Member. 
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SECTION II 


How Your Coverage Works 


A. Your Coverage Under this Certificate. 
Your employer (referred to as the "Group") has purchased a Group health insurance 
Contract from Us. We will provide the benefits described in this Certificate to covered 
Members of the Group, that is, to employees of the Group and their covered 
Dependents. However, this Certificate is not a contract between You and Us. You 
should keep this Certificate with Your other important papers so that it is available for 
Your future reference. 


B. Covered Services. 
You will receive Covered Services under the terms and conditions of this Certificate only 
when the Covered Service is: 


• Medically Necessary; 
• Provided by a Participating Provider; 
• Listed as a Covered Service; 
• Not in excess of any benefit limitations described in the Schedule of Benefits 


section of this Certificate; and 
• Received while Your Certificate is in force. 


When You are outside Our Service Area, coverage is limited to Emergency Services, 
Pre-Hospital Emergency Medical Services and ambulance services to treat Your 
Emergency Condition and Urgent Care. 


C. Participating Providers. 
To find out if a Provider is a Participating Provider, and for details about licensure and 
training: 


• Check Your Provider directory, available at Your request; 
• Call the number on Your ID card; or 
• Visit Our website at www.cdphp.com. 


D. Preferred Providers. 
Some Participating Providers are also Preferred Providers. Certain services may be 
obtained from Preferred Providers. If You receive Covered Services from Preferred 
Providers, Your Cost-Sharing may be lower than if You received the services from 
Participating Providers. See the Schedule of Benefits section of this Certificate for 
coverage of Preferred Provider services. 


E. The Role of Primary Care Physicians. 
This Certificate does not have a gatekeeper, usually known as a Primary Care 
Physician ("PCP"). You do not need a Referral from a PCP before receiving Specialist 
care. 


You may need to request Preauthorization before You receive certain services. 
See the Schedule of Benefits section of this Certificate for the services that 
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require Preauthorization. 


1. Access to Providers and Changing Providers. Sometimes Providers in Our 
Provider directory are not available. You should call the Provider to make sure he 
or she is a Participating Provider and is accepting new patients. 


To see a Provider, call his or her office and tell the Provider that You are a 
CDPHP UBI Member, and explain the reason for Your visit. Have Your ID card 
available. The Provider's office may ask You for Your Group or Member ID 
number. When You go to the Provider's office, bring Your ID card with You. 


F. Services Subject to Preauthorization. 
Our Preauthorization is required before You receive certain Covered Services. You are 
responsible for requesting Preauthorization for the in-network services listed in the 
Schedule of Benefits section of this Certificate. 


G. Preauthorization Procedure. 
If You seek coverage for services that require Preauthorization, You must call Us at the 
number on Your ID card. 


After receiving a request for approval, We will review the reasons for Your planned 
treatment and determine if benefits are available. Criteria will be based on multiple 
sources which may include medical policy, clinical guidelines, and pharmacy and 
therapeutic guidelines. 


H. Failure to Seek Preauthorization. 
If You fail to seek Our Preauthorization for benefits subject to this section, We will pay 
an amount of $500 less than We would otherwise have paid for the care, or We will pay 
only 50% of the amount We would otherwise have paid for the care, whichever results 
in a greater benefit for You. You must pay the remaining charges. We will pay the 
amount specified above only if We determine the care was Medically Necessary even 
though You did not seek Our Preauthorization. If We determine that the services were 
not Medically Necessary, You will be responsible for paying the entire charge for the 
service. 


I. Medical Management. 
The benefits available to You under this Certificate are subject to pre-service, 
concurrent and retrospective reviews to determine when services should be Covered by 
Us. The purpose of these reviews is to promote the delivery of cost-effective medical 
care by reviewing the use of procedures and, where appropriate, the setting or place 
the services are performed. Covered Services must be Medically Necessary for benefits 
to be provided. 


J. Medical Necessity. 
We Cover benefits described in this Certificate as long as the health care service, 
procedure, treatment, test, device, Prescription Drug or supply (collectively, "service") 
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is Medically Necessary. The fact that a Provider has furnished, prescribed, ordered, 
recommended, or approved the service does not make it Medically Necessary or mean 
that We have to Cover it. 


We may base Our decision on a review of: 
• Your medical records; 
• Our medical policies and clinical guidelines; 
• Medical opinions of a professional society, peer review committee or other 


groups of Physicians; 
• Reports in peer-reviewed medical literature; 
• Reports and guidelines published by nationally-recognized health care 


organizations that include supporting scientific data; 
• Professional standards of safety and effectiveness, which are generally


recognized in the United States for diagnosis, care, or treatment; 
• The opinion of Health Care Professionals in the generally-recognized health 


specialty involved; 
• The opinion of the attending Providers, which have credence but do not overrule 


contrary opinions. 


Services will be deemed Medically Necessary only if: 
• They are clinically appropriate in terms of type, frequency, extent, site, and 


duration, and considered effective for Your illness, injury, or disease; 
• They are required for the direct care and treatment or management of that 


condition; 
• Your condition would be adversely affected if the services were not provided; 
• They are provided in accordance with generally-accepted standards of medical 


practice; 
• They are not primarily for the convenience of You, Your family, or Your Provider; 
• They are not more costly than an alternative service or sequence of services, 


that is at least as likely to produce equivalent therapeutic or diagnostic results; 
• When setting or place of service is part of the review, services that can be safely 


provided to You in a lower cost setting will not be Medically Necessary if they are 
performed in a higher cost setting. For example, We will not provide coverage for 
an inpatient admission for surgery if the surgery could have been performed on 
an outpatient basis or an infusion or injection of a specialty drug provided in the 
outpatient department of a Hospital if the drug could be provided in a Physician's 
office or the home setting. 


See the Utilization Review and External Appeal sections of this Certificate for Your right 
to an internal Appeal and external appeal of Our determination that a service is not 
Medically Necessary. 


K. Protection from Surprise Bills. 
1. A surprise bill is a bill You receive for Covered Services in the following 


circumstances: 
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• For services performed by a non-participating Physician at a participating 
Hospital or Ambulatory Surgical Center, when: 


o A participating Physician is unavailable at the time the health care 
services are performed; 


o A non-participating Physician performs services without Your 
knowledge; or 


o Unforeseen medical issues or services arise at the time the health 
care services are performed. 


A surprise bill does not include a bill for health care services when a participating 
Physician is available and You elected to receive services from a non
participating Physician. 


• You were referred by a participating Physician to a Non-Participating 
Provider without Your explicit written consent acknowledging that the 
referral is to a Non-Participating Provider and it may result in costs not 
covered by Us. For a surprise bill, a referral to a Non-Participating 
Provider means: 


o Covered Services are performed by a Non-Participating Provider in 
the participating Physician's office or practice during the same visit; 


o The participating Physician sends a specimen taken from You in 
the participating Physician's office to a non-participating laboratory 
or pathologist; or 


o For any other Covered Services performed by a Non-Participating 
Provider at the participating Physician's request, when Referrals 
are required under Your Certificate. 


You will be held harmless for any Non-Participating Provider charges for the 
surprise bill that exceed Your Copayment, Deductible or Coinsurance if You 
assign benefits to the Non-Participating Provider in writing. In such cases, the 
Non-Participating Provider may only bill You for Your Copayment, Deductible or 
Coinsurance. 


The assignment of benefits form for surprise bills is available at www.dfs.ny.gov 
or You can visit Our website at www.cdphp.com for a copy of the form. You need 
to mail a copy of the assignment of benefits form to Us at the address on Our 
website and to Your Provider. 


2. Independent Dispute Resolution Process. Either We or a Provider may 
submit a dispute involving a surprise bill to an independent dispute resolution 
entity ("IDRE") assigned by the state. Disputes are submitted by completing the 
IDRE application form, which can be found at www.dfs.ny.gov. The IDRE will 
determine whether Our payment or the Provider's charge is reasonable within 30 
days of receiving the dispute. 


L. Delivery of Covered Services Using Telehealth. 
If Your Participating Provider offers Covered Services using telehealth, We will not deny 
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the Covered Services because they are delivered using telehealth. Covered Services 
delivered using telehealth may be subject to utilization review and quality assurance 
requirements and other terms and conditions of the Certificate that are at least as 
favorable as those requirements for the same service when not delivered using 
telehealth. "Telehealth" means the use of electronic information and communication 
technologies by a Participating Provider to deliver Covered Services to You while Your 
location is different than Your Provider's location. 


M. Case Management. 
Case management helps coordinate services for Members with health care needs due 
to serious, complex, and/or chronic health conditions. Our programs coordinate benefits 
and educate Members who agree to take part in the case management program to help 
meet their health-related needs. 


Our case management programs are confidential and voluntary. These programs are 
given at no extra cost to You and do not change Covered Services. If You meet 
program criteria and agree to take part, We will help You meet Your identified health 
care needs. This is reached through contact and team work with You and/or Your 
authorized representative, treating Physician(s), and other Providers. In addition, We 
may assist in coordinating care with existing community-based programs and services 
to meet Your needs, which may include giving You information about external agencies 
and community-based programs and services. 


In certain cases of severe or chronic illness or injury, We may provide benefits for 
alternate care through Our case management program that is not listed as a Covered 
Service. We may also extend Covered Services beyond the benefit maximums of this 
Certificate. We will make Our decision on a case-by-case basis if We determine the 
alternate or extended benefit is in the best interest of You and Us. 


Nothing in this provision shall prevent You from appealing Our decision. A decision to 
provide extended benefits or approve alternate care in one case does not obligate Us 
to provide the same benefits again to You or to any other Member. We reserve the 
right, at any time, to alter or stop providing extended benefits or approving alternate 
care. In such case, We will notify You or Your representative in writing. 


N. Important Telephone Numbers and Addresses. 


• CLAIMS 
CDPHP UBI, PO Box 66602, Albany, NY 12206 
(Submit claim forms to this address.) 


Log-in to the secure member portal at www.cdphp.com and select the "Mail 
Center" icon to submit claims via secure email. 
(Submit electronic claim forms to this e-mail address.) 


• COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS 
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Call the number on Your ID card 


• ASSIGNMENT OF BENEFITS FORM 
Refer to the address on Your ID card 
(Submit assignment of benefits forms for surprise bills to this address.) 


• MEMBER SERVICES 
Call the number on Your ID card 
(Member Services Representatives are available Monday - Friday, 8:00 a.m. -
5:00 p.m.) 


• PREAUTHORIZA TION 
Call the number on Your ID card 


• BEHAVIORAL HEAL TH SERVICES 
Call the number on Your ID card 


• OUR WEBSITE 
www.cdphp.com 


Form #02-0001-2018 
HDEPOLG18 


15 







SECTION Ill 


Access to Care and Transitional Care 


A. Authorization to a Non-Participating Provider. 
If We determine that We do not have a Participating Provider that has the appropriate 
training and experience to treat Your condition, We will approve an authorization to an 
appropriate Non-Participating Provider. Your Participating Provider or You must request 
prior approval of the authorization to a specific Non-Participating Provider. Approvals of 
authorizations to Non-Participating Providers will not be made for the convenience of 
You or another treating Provider and may not necessarily be to the specific Non
Participating Provider You requested. If We approve the authorization, all services 
performed by the Non-Participating Provider are subject to a treatment plan approved 
by Us in consultation with Your PCP, the Non-Participating Provider and You. Covered 
Services rendered by the Non-Participating Provider will be paid as if they were 
provided by a Participating Provider. You will be responsible only for any applicable in
network Cost-Sharing. In the event an authorization is not approved, any services 
rendered by a Non-Participating Provider will not be Covered. 


B. When Your Provider Leaves the Network. 
If You are in an ongoing course of treatment when Your Provider leaves Our network, 
then You may be able to continue to receive Covered Services for the ongoing 
treatment from the former Participating Provider for up to 90 days from the date Your 
Provider's contractual obligation to provide services to You terminates. If You are 
pregnant and in Your second or third trimester, You may be able to continue care with a 
former Participating Provider through delivery and any postpartum care directly related 
to the delivery. 


In order for You to continue to receive Covered Services for up to 90 days or through a 
pregnancy with a former Participating Provider, the Provider must agree to accept as 
payment the negotiated fee that was in effect just prior to the termination of Our 
relationship with the Provider. The Provider must also agree to provide Us necessary 
medical information related to Your care and adhere to our policies and procedures, 
including those for assuring quality of care, obtaining Preauthorization, authorizations, 
and a treatment plan approved by Us. If the Provider agrees to these conditions, You 
will receive the Covered Services as if they were being provided by a Participating 
Provider. You will be responsible only for any applicable in-network Cost-Sharing. 
Please note that if the Provider was terminated by Us due to fraud, imminent harm to 
patients or final disciplinary action by a state board or agency that impairs the Provider's 
ability to practice, continued treatment with that Provider is not available. 


C. New Members In a Course of Treatment. 
If You are in an ongoing course of treatment with a Non-Participating Provider when 
Your coverage under this Certificate becomes effective, You may be able to receive 
Covered Services for the ongoing treatment from the Non-Participating Provider for up 
to 60 days from the effective date of Your coverage under this Certificate. This course of 
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treatment must be for a life-threatening disease or condition or a degenerative and 
disabling condition or disease. You may also continue care with a Non-Participating 
Provider if You are in the second or third trimester of a pregnancy when Your coverage 
under this Certificate becomes effective. You may continue care through delivery and 
any post-partum services directly related to the delivery. 


In order for You to continue to receive Covered Services for up to 60 days or through 
pregnancy, the Non-Participating Provider must agree to accept as payment Our fees 
for such services. The Provider must also agree to provide Us necessary medical 
information related to Your care and to adhere to Our policies and procedures including 
those for assuring quality of care, obtaining Preauthorization, Referrals, and a treatment 
plan approved by Us. If the Provider agrees to these conditions, You will receive the 
Covered Services as if they were being provided by a Participating Provider. You will be 
responsible only for any applicable in-network Cost-Sharing. 
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SECTION IV 


Cost-Sharing Expenses and Allowed Amount 


A. Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits 
section of this Certificate for Covered Services during each Plan Year before We 
provide coverage. If You have other than individual coverage, You must pay the family 
Deductible in the Schedule of Benefits section of this Certificate for Covered Services 
under this Certificate during each Plan Year before We provide coverage for any person 
covered under this Certificate. However, after Deductible payments for persons covered 
under this Certificate collectively total the family Deductible amount in the Schedule of 
Benefits section of this Certificate in a Plan Year, no further Deductible will be required 
for any person covered under this Certificate for that Plan Year. In-network Cost
Sharing amounts to which a Deductible applies accumulate toward both the Deductibles 
for Preferred Providers and for Participating Providers. 


B. Copayments. 
Except where stated otherwise, after You have satisfied the Deductible as described 
above, You must pay the Copayments, or fixed amounts, in the Schedule of Benefits 
section of this Certificate for Covered Services. However, when the Allowed Amount for 
a service is less than the Copayment, You are responsible for the lesser amount. 


C. Coinsurance. 
Except where stated otherwise, after You have satisfied the Deductible described 
above, You must pay a percentage of the Allowed Amount for Covered Services. We 
will pay the remaining percentage of the Allowed Amount as Your benefit as shown in 
the Schedule of Benefits section of this Certificate. 


D. Out-of-Pocket Limit. 
When You have met Your Out-of-Pocket Limit in payment of Copayments, Deductibles 
and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, 
We will provide coverage for 100% of the Allowed Amount for Covered Services for the 
remainder of that Plan Year. If You have other than individual coverage, once a person 
within a family meets the individual Out-of-Pocket Limit in the Schedule of Benefits 
section of this Certificate, We will provide coverage for 100% of the Allowed Amount for 
the rest of that Plan Year for that person. If other than individual coverage applies, when 
persons in the same family covered under this Certificate have collectively met the 
family Out-of-Pocket Limit in payment of Copayments, Deductibles and Coinsurance for 
a Plan Year in the Schedule of Benefits section of this Certificate, We will provide 
coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire 
family. In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will 
accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for 
Participating Providers. 


E. Allowed Amount. 
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"Allowed Amount" means the maximum amount We will pay for the services or supplies 
Covered under this Certificate, before any applicable Copayment, Deductible and 
Coinsurance amounts are subtracted. We determine Our Allowed Amount as follows: 


The Allowed Amount for Participating Providers will be the amount We have negotiated 
with the Participating Provider, or the Participating Provider's charge. 


Our payments to Participating Providers may include financial incentives to help 
improve the quality or coordination of care and promote the delivery of Covered 
Services in a cost-efficient manner. Payments under this financial incentive program are 
not made as payment for a specific Covered Service provided to You. Your Cost
Sharing will not change based on any payments made to or received from Participating 
Providers as part of the financial incentive program. 


See the Emergency Services and Urgent Care section of this Certificate for the Allowed 
Amount for Emergency Services rendered by Non-Participating Providers. See the 
Ambulance and Pre-Hospital Emergency Medical Services section of this Certificate for 
the Allowed Amount for Pre-Hospital Emergency Medical Services rendered by Non
Participating Providers. 
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SECTION V 


Who is Covered 


A. Who is Covered Under this Certificate. 
You, the Subscriber to whom this Certificate is issued, are covered under this 
Certificate. You must live, work, or reside in Our Service Area to be covered under this 
Certificate. Members of Your family may also be covered depending on the type of 
coverage You selected. 


B. Types of Coverage. 
We offer the following types of coverage: 


1. Individual. If You selected individual coverage, then You are covered. 


2. Individual and Spouse. If You selected individual and Spouse coverage, then 
You and Your Spouse are covered. 


3. Parent and Child/Children. If You selected parent and child/children coverage, 
then You and Your Child or Children, as described below, are covered. 


4. Family. If You selected family coverage, then You and Your Spouse and Your 
Child or Children, as described below, are covered. 


C. Children Covered Under this Certificate. 
If You selected parent and child/children or family coverage, Children covered under 
this Certificate include Your natural Children, legally adopted Children, step Children, 
and Children for whom You are the proposed adoptive parent without regard to financial 
dependence, residency with You, student status or employment. A proposed adopted 
Child is eligible for coverage on the same basis as a natural Child during any waiting 
period prior to the finalization of the Child's adoption. Coverage lasts until the end of the 
month in which the Child turns 26 years of age. Coverage also includes Children for 
whom You are a permanent legal guardian if the Children are chiefly dependent upon 
You for support and You have been appointed the legal guardian by a court order. 
Foster Children and grandchildren are not covered. 


Any unmarried dependent Child, regardless of age, who is incapable of self-sustaining 
employment by reason of mental illness, developmental disability, mental retardation 
(as defined in the New York Mental Hygiene Law), or physical handicap and who 
became so incapable prior to attainment of the age at which the Child's coverage would 
otherwise terminate and who is chiefly dependent upon You for support and 
maintenance, will remain covered while Your insurance remains in force and Your Child 
remains in such condition. You have 31 days from the date of Your Child's attainment of 
the termination age to submit an application to request that the Child be included in 
Your coverage and proof of the Child's incapacity. We have the right to check whether a 
Child is and continues to qualify under this section. 


Form #02-0001-2018 HDEPOLG18 
20 







We have the right to request and be furnished with such proof as may be needed to 
determine eligibility status of a prospective or covered Subscriber and all other 
prospective or covered Members in relation to eligibility for coverage under this 
Certificate at any time. 


D. When Coverage Begins. 
Coverage under this Certificate will begin as follows: 


1. If You, the Subscriber, elect coverage before becoming eligible, or within 30 days 
of becoming eligible for other than a special enrollment period, coverage begins 
on the date You become eligible, or on the date determined by Your Group. 
Groups cannot impose waiting periods that exceed 90 days. 


2. If You, the Subscriber, do not elect coverage upon becoming eligible or within 30 
days of becoming eligible for other than a special enrollment period, You must 
wait until the Group's next open enrollment period to enroll, except as provided 
below. 


3. If You, the Subscriber, marry while covered, and We receive notice of such 
marriage within 30 days thereafter, coverage for Your Spouse and Child starts on 
the first day of the month following such marriage. If We do not receive notice 
within 30 days of the marriage, You must wait until the Group's next open 
enrollment period to add Your Spouse or Child. 


4. If You, the Subscriber, have a newborn or adopted newborn Child and We 
receive notice of such birth within 30 days thereafter, coverage for Your newborn 
starts at the moment of birth; otherwise, coverage begins on the date on which 
We receive notice. Your adopted newborn Child will be covered from the moment 
of birth if You take physical custody of the infant as soon as the infant is released 
from the Hospital after birth and You file a petition pursuant to Section 115-c of 
the New York Domestic Relations Law within 30 days of the infant's birth; and 
provided further that no notice of revocation to the adoption has been filed 
pursuant to Section 115-b of the New York Domestic Relations Law, and consent 
to the adoption has not been revoked. However, We will not provide Hospital 
benefits for the adopted newborn's initial Hospital stay if one of the infant's 
natural parents has coverage for the newborn's initial Hospital stay. If You have 
individual or individual and Spouse coverage, You must also notify Us of Your 
desire to switch to parent and child/children or family coverage and pay any 
additional Premium within 30 days of the birth or adoption in order for coverage 
to start at the moment of birth. Otherwise, coverage begins on the date on which 
We receive notice, provided that You pay any additional Premium when due. 


E. Special Enrollment Periods. 
You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of 
coverage in another group health plan if coverage was terminated because You, Your 
Spouse or Child are no longer eligible for coverage under the other group health plan 
due to: 


1. Termination of employment; 
2. Termination of the other group health plan; 
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3. Death of the Spouse; 
4. Legal separation, divorce or annulment; 
5. Reduction of hours of employment; 
6. Employer contributions toward the group health plan were terminated for You or 


Your Dependents' coverage; or 
7. A Child no longer qualifies for coverage as a Child under the other group health 


plan. 


You, Your Spouse or Child can also enroll 30 days from exhaustion of Your COBRA or 
continuation coverage or if You gain a Dependent or become a Dependent through 
marriage, birth, adoption, or placement for adoption. 


We must receive notice and Premium payment within 30 days of the loss of coverage. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 


In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of 
the occurrence of one of the following events: 


1. You or Your Spouse or Child loses eligibility for Medicaid or Child Health Plus; or 
2. You or Your Spouse or Child becomes eligible for Medicaid or Child Health Plus. 


We must receive notice and Premium payment within 60 days of one of these events. 
The effective date of Your coverage will depend on when We receive Your application. 
If Your application is received between the first and fifteenth day of the month, Your 
coverage will begin on the first day of the following month. If Your application is received 
between the sixteenth day and the last day of the month, Your coverage will begin on 
the first day of the second month. 
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SECTION VI 


Preventive Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


Preventive Care. 
We Cover the following services for the purpose of promoting good health and early 
detection of disease. Preventive services are not subject to Cost-Sharing (Copayments, 
Deductibles or Coinsurance) when performed by a Participating Provider and provided 
in accordance with the comprehensive guidelines supported by the Health Resources 
and Services Administration ("HRSA"), or if the items or services have an "A" or "B" 
rating from the United States Preventive Services Task Force ("USPSTF"), or if the 
immunizations are recommended by the Advisory Committee on Immunization 
Practices ("ACIP"). However, Cost-Sharing may apply to services provided during the 
same visit as the preventive services. Also, if a preventive service is provided during an 
office visit wherein the preventive service is not the primary purpose of the visit, the 
Cost-Sharing amount that would otherwise apply to the office visit will still apply. You 
may contact Us at the number on Your ID card or visit Our website at www.cdphp.com 
for a copy of the comprehensive guidelines supported by HRSA, items or services with 
an "A" or "B" rating from USPSTF, and immunizations recommended by ACIP. 


A. Well-Baby and Well-Child Care. We Cover well-baby and well-child care which 
consists of routine physical examinations including vision screenings and hearing 
screenings, developmental assessment, anticipatory guidance, and laboratory 
tests ordered at the time of the visit as recommended by the American Academy 
of Pediatrics. We also Cover preventive care and screenings as provided for in 
the comprehensive guidelines supported by HRSA and items or services with an 
"A" or "B" rating from USPSTF. If the schedule of well-child visits referenced 
above permits one (1) well-child visit per Plan Year, We will not deny a well-child 
visit if 365 days have not passed since the previous well-child visit. 
Immunizations and boosters as required by ACIP are also Covered. This benefit 
is provided to Members from birth through attainment of age 19 and is not 
subject to Copayments, Deductibles or Coinsurance. 


8. Adult Annual Physical Examinations. We Cover adult annual physical 
examinations and preventive care and screenings as provided for in the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF. 


Examples of items or services with an "A" or "B" rating from USPSTF include, but 
are not limited to, blood pressure screening for adults, lung cancer screening, 
colorectal cancer screening, alcohol misuse screening, depression screening, 
and diabetes screening. A complete list of the Covered preventive Services is 
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available on Our website at www.cdphp.com, or will be mailed to You upon 
request. 


You are eligible for a physical examination once every Plan Year, regardless of 
whether or not 365 days have passed since the previous physical examination 
visit. Vision screenings do not include refractions. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


C. Adult Immunizations. We Cover adult immunizations as recommended by 
ACIP. This benefit is not subject to Copayments, Deductibles or Coinsurance 
when provided in accordance with the recommendations of ACIP. 


D. Well-Woman Examinations. We Cover well-woman examinations which 
consist of a routine gynecological examination, breast examination and annual 
Pap smear, including laboratory and diagnostic services in connection with 
evaluating the Pap smear. We also Cover preventive care and screenings as 
provided for in the comprehensive guidelines supported by HRSA and items or 
services with an "A" or "B" rating from USPSTF. A complete list of the Covered 
preventive Services is available on Our website at www.cdphp.com, or will be 
mailed to You upon request. This benefit is not subject to Copayments, 
Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF, which may be less frequent than described above, 
and when provided by a Participating Provider. 


E. Mammograms, Screening and Diagnostic Imaging for the Detection of 
Breast Cancer. We Cover mammograms for the screening of breast cancer as 


follows: 
• One (1) baseline screening mammogram for Members age 35 through 39; 


and 
• One (1) screening mammogram annually for Members age 40 and over. 


If a Member of any age has a history of breast cancer or a first degree relative 
has a history of breast cancer, We Cover mammograms as recommended by the 
Member's Provider. However, in no event will more than one (1) preventive 
screening per Plan Year be Covered. 


Mammograms for the screening of breast cancer are not subject to Copayments, 
Deductibles or Coinsurance. 


We also Cover additional screening and diagnostic imaging for the detection of 
breast cancer, including diagnostic mammograms, breast ultrasounds and MRls. 
Screening and diagnostic imaging for the detection of breast cancer, including 
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diagnostic mammograms, breast ultrasounds and MRls are not subject to 
Copayments, Deductibles or Coinsurance when provided by a Participating 
Provider. 


F. Family Planning and Reproductive Health Services. We Cover family 
planning services which consist of FDA-approved contraceptive methods 
prescribed by a Provider, not otherwise Covered under Your Prescription Drug 
Coverage Rider, if applicable, counseling on use of contraceptives and related 
topics, and sterilization procedures for women. Such services are not subject to 
Copayments, Deductibles or Coinsurance when provided in accordance with the 
comprehensive guidelines supported by HRSA and items or services with an "A" 
or "B" rating from USPSTF and when provided by a Participating Provider. 


We also Cover vasectomies subject to Copayments, Deductibles or Coinsurance. 


We do not Cover services related to the reversal of elective sterilizations. 


G. Bone Mineral Density Measurements or Testing. We Cover bone mineral 
density measurements or tests, and Prescription Drugs and devices approved by 
the FDA or generic equivalents as approved substitutes. Coverage of 
Prescription Drugs is subject to Your Prescription Drug Coverage Rider, if 
applicable. Bone mineral density measurements or tests, drugs or devices shall 
include those covered for individuals meeting the criteria under the federal 
Medicare program and those in accordance with the criteria of the National 
Institutes of Health. You will also qualify for Coverage of bone mineral density 
measurements and testing if You meet any of the following: 


• Previously diagnosed as having osteoporosis or having a family history of 
osteoporosis; 


• With symptoms or conditions indicative of the presence or significant risk 
of osteoporosis; 


• On a prescribed drug regimen posing a significant risk of osteoporosis; 
• With lifestyle factors to a degree as posing a significant risk of 


osteoporosis; or 
• With such age, gender, and/or other physiological characteristics which 


pose a significant risk for osteoporosis. 


We also Cover bone mineral density measurements or tests, and Prescription 
Drugs and devices as provided for in the comprehensive guidelines supported by 
HRSA and items or services with an "A" or "B" rating from USPSTF. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF, which may not 
include all of the above services such as drugs and devices and when provided 
by a Participating Provider. 


Form #02-0001-2018 HDEPOLG18 
25 







H. Screening for Prostate Cancer. We Cover an annual standard diagnostic 
examination including, but not limited to, a digital rectal examination and a 
prostate specific antigen test for men age 50 and over who are asymptomatic 
and for men age 40 and over with a family history of prostate cancer or other 
prostate cancer risk factors. We also Cover standard diagnostic testing including, 
but not limited to, a digital rectal examination and a prostate-specific antigen test, 
at any age for men having a prior history of prostate cancer. 


This benefit is not subject to Copayments, Deductibles or Coinsurance when 
provided by a Participating Provider. 


Form #02-0001-2018 
HDEPOLG18 


26 







SECTION VII 


Ambulance and Pre-Hospital Emergency Medical Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. Pre-Hospital Emergency Medical Services and ambulance 
services for the treatment of an Emergency Condition do not require Preauthorization. 


A. Emergency Ambulance Transportation. 
We Cover Pre-Hospital Emergency Medical Services for the treatment of an Emergency 
Condition when such services are provided by an ambulance service. 


"Pre-Hospital Emergency Medical Services" means the prompt evaluation and treatment 
of an Emergency Condition and/or non-airborne transportation to a Hospital. The 
services must be provided by an ambulance service issued a certificate under the New 
York Public Health Law. We will, however, only Cover transportation to a Hospital 
provided by such an ambulance service when a prudent layperson, possessing an 
average knowledge of medicine and health, could reasonably expect the absence of 
such transportation to result in: 


• Placing the health of the person afflicted with such condition or, with 
respect to a pregnant woman, the health of the woman or her unborn child in 
serious jeopardy, or in the case of a behavioral condition, placing the health of 
such person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


An ambulance service may not charge or seek reimbursement from You for Pre
Hospital Emergency Medical Services except for the collection of any applicable 
Copayment, Deductible or Coinsurance. In the absence of negotiated rates, We will pay 
a Non-Participating Provider the usual and customary charge for Pre-Hospital 
Emergency Medical Services, which shall not be excessive or unreasonable. 


We also Cover emergency ambulance transportation by a licensed ambulance service 
(either ground, water or air ambulance) to the nearest Hospital where Emergency 
Services can be performed. 


We Cover Pre-Hospital Emergency Medical Services and emergency ambulance 
transportation worldwide. 


B. Non-Emergency Ambulance Transportation. 
We Cover non-emergency ambulance transportation by a licensed ambulance service 
(either ground or air ambulance, as appropriate) between Facilities when the transport 
is any of the following: 
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• From a non-participating Hospital to a participating Hospital; 
• To a Hospital that provides a higher level of care that was not available at the 


original Hospital; 
• To a more cost-effective Acute care Facility; or 
• From an Acute care Facility to a sub-Acute setting. 


C. Limitations/Terms of Coverage. 
• We do not Cover travel or transportation expenses, unless connected to an 


Emergency Condition or due to a Facility transfer approved by Us, even though 
prescribed by a Physician. 


• We do not Cover non-ambulance transportation such as ambulette, van or taxi 
cab. 


• Coverage for air ambulance related to an Emergency Condition or air ambulance 
related to non-emergency transportation is provided when Your medical condition 
is such that transportation by land ambulance is not appropriate; and Your 
medical condition requires immediate and rapid ambulance transportation that 
cannot be provided by land ambulance; and one (1) of the following is met: 


o The point of pick-up is inaccessible by land vehicle; or 
o Great distances or other obstacles (e.g., heavy traffic) prevent Your timely 


transfer to the nearest Hospital with appropriate facilities. 
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SECTION VIII 


Emergency Services and Urgent Care 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Emergency Services. 
We Cover Emergency Services for the treatment of an Emergency Condition in a 
Hospital. 


We define an "Emergency Condition" to mean: A medical or behavioral condition that 
manifests itself by Acute symptoms of sufficient severity, including severe pain, such 
that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 


• Placing the health of the person afflicted with such condition or, with respect to a 
pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


For example, an Emergency Condition may include, but is not limited to, the following 
conditions: 


• Severe chest pain 
• Severe or multiple injuries 
• Severe shortness of breath 
• Sudden change in mental status (e.g., disorientation) 
• Severe bleeding 
• Acute pain or conditions requiring immediate attention such as suspected heart 


attack or appendicitis 
• Poisonings 
• Convulsions 


Coverage of Emergency Services for treatment of Your Emergency Condition will be 
provided regardless of whether the Provider is a Participating Provider. We will also 
Cover Emergency Services to treat Your Emergency Condition worldwide. However, 
We will Cover only those Emergency Services and supplies that are Medically 
Necessary and are performed to treat or stabilize Your Emergency Condition in a 
Hospital. 


Please follow the instructions listed below regardless of whether or not You are in Our 
Service Area at the time Your Emergency Condition occurs: 
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1. Hospital Emergency Department Visits. In the event that You require 
treatment for an Emergency Condition, seek immediate care at the nearest 
Hospital emergency department or call 911. Emergency Department Care does 
not require Preauthorization. However, only Emergency Services for the 
treatment of an Emergency Condition are Covered in an emergency 
department. 


We do not Cover follow-up care or routine care provided in a Hospital 
emergency department. 


2. Emergency Hospital Admissions. In the event that You are admitted to the 
Hospital, You or someone on Your behalf must notify Us at the number on Your 
ID card within 48 hours of Your admission, or as soon as is reasonably possible. 


We Cover inpatient Hospital services at a non-participating Hospital at the in
network Cost-Sharing for as long as Your medical condition prevents Your 
transfer to a participating Hospital, unless We authorize continued treatment at 
the non-participating Hospital. If Your medical condition permits Your transfer to 
a participating Hospital, We will notify You and arrange the transfer. Any inpatient 
Hospital services received from a non-participating Hospital after We have 
notified You and offered assistance in arranging for a transfer to a participating 
Hospital will not be Covered. 


3. Payments Relating to Emergency Services Rendered. The amount We pay a 
Non-Participating Provider for Emergency Services will be 


the greater of: 1) the amount We have negotiated with Participating Providers for 
the Emergency Service (and if more than one amount is negotiated, the median 
of the amounts); 2) 100% of the Allowed Amount for services provided by a Non
Participating Provider (i.e., the amount We would pay in the absence of any 
Cost-Sharing that would otherwise apply for services of Non-Participating 
Providers); or 3) the amount that would be paid under Medicare. The amounts 
described above exclude any Copayment or Coinsurance that applies to 
Emergency Services provided by a Participating Provider. 


If a dispute involving a payment for physician services is submitted to an 
independent dispute resolution entity ("IDRE"), We will pay the amount, if any, 
determined by the IDRE for physician services. 


You are responsible for any Copayment, Deductible or Coinsurance. You will be 
held harmless for any Non-Participating Provider charges that exceed Your 
Copayment, Deductible or Coinsurance. 


8. Urgent Care. 
Urgent Care is medical care for an illness, injury or condition serious enough that a 
reasonable person would seek care right away, but not so severe as to require 
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Emergency Department Care. Urgent Care is typically available after normal business 
hours, including evenings and weekends. Urgent Care is Covered in or out of Our 
Service Area. 


1. In-Network. We Cover Urgent Care from a participating Physician or a 
participating Urgent Care Center. You do not need to contact Us prior to or after 
Your visit. 


2. Out-of-Network. We Cover Urgent Care from a non-participating Urgent Care 
Center outside Our Service Area. We are available 24 hours a day, seven (7) 
days a week to help You in urgent medical situations. 


We do not Cover Urgent Care from non-participating Urgent Care Centers in Our 
Service Area. 


If Urgent Care results in an emergency admission, please follow the instructions 
for emergency Hospital admissions described above. 
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SECTION IX 


Outpatient and Professional Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Acupuncture. 
We Cover acupuncture services. 


B. Advanced Imaging Services. 
We Cover PET scans, MRI, nuclear medicine, and CAT scans. 


C. Allergy Testing and Treatment. 
We Cover testing and evaluations including injections, and scratch and prick tests to 
determine the existence of an allergy. We also Cover allergy treatment, including 
desensitization treatments, routine allergy injections and serums. 


D. Ambulatory Surgical Center Services. 
We Cover surgical procedures performed at Ambulatory Surgical Centers including 
services and supplies provided by the center the day the surgery is performed. 


E. Chemotherapy. 
We Cover chemotherapy in an outpatient Facility or in a Health Care Professional's 
office. Orally-administered anti-cancer drugs are Covered under Your Prescription Drug 
Coverage Rider, if applicable. 


F. Chiropractic Services. 
We Cover chiropractic care when performed by a Doctor of Chiropractic ("chiropractor") 
in connection with the detection or correction by manual or mechanical means of 
structural imbalance, distortion or subluxation in the human body for the purpose of 
removing nerve interference and the effects thereof, where such interference is the 
result of or related to distortion, misalignment or subluxation of the vertebral column. 
This includes assessment, manipulation and any modalities. Any laboratory tests will be 
Covered in accordance with the terms and conditions of this Certificate. 


G. Clinical Trials. 
We Cover the routine patient costs for Your participation in an approved clinical trial and 
such coverage shall not be subject to Utilization Review if You are: 


• Eligible to participate in an approved clinical trial to treat either cancer or other 
life-threatening disease or condition; and 


• Referred by a Participating Provider who has concluded that Your participation in 
the approved clinical trial would be appropriate. 


All other clinical trials, including when You do not have cancer or other life-threatening 
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disease or condition, may be subject to the Utilization Review and External Appeal 
sections of this Certificate. 


We do not Cover: the costs of the investigational drugs or devices; the costs of non
health services required for You to receive the treatment; the costs of managing the 
research; or costs that would not be covered under this Certificate for non
investigational treatments provided in the clinical trial. 


An "approved clinical trial" means a phase I, II 111, or IV clinical trial that is: 
• A federally funded or approved trial; 
• Conducted under an investigational drug application reviewed by the federal 


Food and Drug Administration; or 
• A drug trial that is exempt from having to make an investigational new drug 


application. 


H. Dialysis. 
We Cover dialysis treatments of an Acute or chronic kidney ailment. 
We also Cover dialysis treatments provided by a Non-Participating Provider subject to 
all the following conditions: 


• The Non-Participating Provider is duly licensed to practice and authorized to 
provide such treatment. 


• The Non-Participating Provider is located outside Our Service Area. 
• The Participating Provider who is treating You has issued a written order 


indicating that dialysis treatment by the Non-Participating Provider is necessary. 
• You notify Us in writing at least 30 days in advance of the proposed treatment 


date(s) and include the written order referred to above. The 30-day advance 
notice period may be shortened when You need to travel on sudden notice due 
to a family or other emergency, provided that We have a reasonable opportunity 
to review Your travel and treatment plans. 


• We have the right to Preauthorize the dialysis treatment and schedule. 
• Benefits for services of a Non-Participating Provider are Covered when all the 


above conditions are met and are subject to any applicable Cost-Sharing that 
applies to dialysis treatments by a Participating Provider. However, You are also 
responsible for paying any difference between the amount We would have paid 
had the service been provided by a Participating Provider and the Non
Participating Provider's charge. 


I. Home Health Care. 
We Cover care provided in Your home by a Home Health Agency certified or licensed 
by the appropriate state agency. The care must be provided pursuant to Your 
Physician's written treatment plan and must be in lieu of Hospitalization or confinement 
in a Skilled Nursing Facility. Home care includes: 


• Part-time or intermittent nursing care by or under the supervision of a registered 
professional nurse; 


• Part-time or intermittent services of a home health aide; 
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• Physical, occupational or speech therapy provided by the Home Health Agency; 
and 


• Medical supplies, Prescription Drugs and medications prescribed by a Physician, 
and laboratory services by or on behalf of the Home Health Agency to the extent 
such items would have been Covered during a Hospitalization or confinement in 
a Skilled Nursing Facility. 


Each visit by a member of the Home Health Agency is considered one ( 1) visit. Each 
visit of up to four (4) hours by a home health aide is considered one (1) visit. Any 
Rehabilitation Services received under this benefit will not reduce the amount of 
services available under the Rehabilitation Services benefits. 


J. Infertility Treatment. 
We Cover services for the diagnosis and treatment (surgical and medical) of infertility 
when such infertility is the result of malformation, disease or dysfunction. Such 
Coverage is available as follows: 


1. Basic Infertility Services. Basic infertility services will be provided to a Member 
who is an appropriate candidate for infertility treatment. In order to determine 
eligibility, We will use guidelines established by the American College of 
Obstetricians and Gynecologists, the American Society for Reproductive 
Medicine, and the State of New York. However, Members must be between the 
ages of 21 and 44 (inclusive) in order to be considered a candidate for these 
services. 


Basic infertility services include: 
• Initial evaluation; 
• Semen analysis; 
• Laboratory evaluation; 
• Evaluation of ovulatory function; 
• Postcoital test; 
• Endometrial biopsy; 
• Pelvic ultra sound; 
• Hysterosalpingogram; 
• Sono-hystogram; 
• Testis biopsy; 
• Blood tests; and 
• Medically appropriate treatment of ovulatory dysfunction. 


Additional tests may be Covered if the tests are determined to be Medically 
Necessary. 


2. Comprehensive Infertility Services. If the basic infertility services do not result 
in increased fertility, We Cover comprehensive infertility services. 


Comprehensive infertility services include: 
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• Ovulation induction and monitoring; 
• Pelvic ultra sound; 
• Artificial insemination; 
• Hysteroscopy; 
• Laparoscopy; and 
• Laparotomy. 


3. Exclusions and Limitations. We do not Cover: 
• In vitro fertilization, gamete intrafallopian tube transfers or zygote 


intrafallopian tube transfers; 
• Costs for an ovum donor or donor sperm; 
• Sperm storage costs; 
• Cryopreservation and storage of embryos; 
• Ovulation predictor kits; 
• Reversal of tubal ligations; 
• Reversal of vasectomies; 
• Costs for and relating to surrogate motherhood (maternity services are 


Covered for Members acting as surrogate mothers); 
• Cloning; or 
• Medical and surgical procedures that are experimental or investigational, 


unless Our denial is overturned by an External Appeal Agent. 


All services must be provided by Providers who are qualified to provide such 
services in accordance with the guidelines established and adopted by the 
American Society for Reproductive Medicine. 


K. Infusion Therapy. 
We Cover infusion therapy which is the administration of drugs using specialized 
delivery systems which otherwise would have required You to be hospitalized. Drugs or 
nutrients administered directly into the veins are considered infusion therapy. Drugs 
taken by mouth or self-injected are not considered infusion therapy. The services must 
be ordered by a Physician or other authorized Health Care Professional and provided in 
an office or by an agency licensed or certified to provide infusion therapy. 


L. Interruption of Pregnancy. 
We Cover medically necessary abortions including abortions in cases of rape, incest or 
fetal malformation. We Cover elective abortions. 


M. Laboratory Procedures, Diagnostic Testing and Radiology Services. 
We Cover x-ray, laboratory procedures and diagnostic testing, services and materials, 
including diagnostic x-rays, x-ray therapy, fluoroscopy, electrocardiograms, 
electroencephalograms, laboratory tests, and therapeutic radiology services. 


N. Maternity and Newborn Care. 
We Cover services for maternity care provided by a Physician or midwife, nurse 
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practitioner, Hospital or birthing center. We Cover prenatal care (including one (1) visit 
for genetic testing), postnatal care, delivery, and complications of pregnancy. In order 
for services of a midwife to be Covered, the midwife must be licensed pursuant to 
Article 140 of the New York Education Law, practicing consistent with Section 6951 of 
the New York Education Law and affiliated or practicing in conjunction with a Facility 
licensed pursuant to Article 28 of the New York Public Health Law. We will not pay for 
duplicative routine services provided by both a midwife and a Physician. See the 
Inpatient Services section of this Certificate for Coverage of inpatient maternity care. 


We Cover breastfeeding support, counseling and supplies, including the cost of renting 
or the purchase of one (1) breast pump per pregnancy or, if greater, one (1) per 
calendar year for the duration of breast feeding. 


0. Office Visits. 
We Cover office visits for the diagnosis and treatment of injury, disease and medical 
conditions. Office visits may include house calls. 


P. Outpatient Hospital Services. 
We Cover Hospital services and supplies as described in the Inpatient Services section 
of this Certificate that can be provided to You while being treated in an outpatient 
Facility. For example, Covered Services include but are not limited to inhalation therapy, 
pulmonary rehabilitation, infusion therapy and cardiac rehabilitation. 


Q. Preadmission Testing. 
We Cover preadmission testing ordered by Your Physician and performed in Hospital 
outpatient Facilities prior to a scheduled surgery in the same Hospital provided that: 


• The tests are necessary for and consistent with the diagnosis and treatment of 
the condition for which the surgery is to be performed; 


• Reservations for a Hospital bed and operating room were made prior to the 
performance of the tests; 


• Surgery takes place within seven (7) days of the tests; and 
• The patient is physically present at the Hospital for the tests. 


R. Prescription Drugs for Use in the Office and Outpatient Facilities. 
We Cover Prescription Drugs (excluding self-injectable drugs) used by Your Provider in 
the Provider's office and Outpatient Facility for preventive and therapeutic purposes. 
This benefit applies when Your Provider orders the Prescription Drug and administers it 
to You. When Prescription Drugs are Covered under this benefit, they will not be 
Covered under Your Prescription Drug Coverage Rider, if applicable. 


S. Rehabilitation Services. 
We Cover Rehabilitation Services consisting of physical therapy, speech therapy and 
occupational therapy in the outpatient department of a Facility or in a Health Care 
Professional's office. 


• Physical Therapy is limited to 30 visits per Plan Year 
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• Occupational Therapy is limited to 30 visits per Plan Year 
• Speech Therapy is limited to 20 visits per Plan Year 


We Cover speech and physical therapy only when: 
• Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); 


• The therapy is ordered by a Physician. 


T. Second Opinions. 
1. Second Cancer Opinion. We Cover a second medical opinion by an 


appropriate Specialist, including but not limited to a Specialist affiliated with a 
specialty care center, in the event of a positive or negative diagnosis of cancer or 
a recurrence of cancer or a recommendation of a course of treatment for cancer. 
You may obtain a second opinion from a Non-Participating Provider on an in
network basis. 


2. Second Surgical Opinion. We Cover a second surgical opinion by a qualified 
Physician on the need for surgery. 


3. Required Second Surgical Opinion. We may require a second opinion before 
We preauthorize a surgical procedure. There is no cost to You when We request 
a second opinion. 


• The second opinion must be given by a board certified Specialist who 
personally examines You. 


• If the first and second opinions do not agree, You may obtain a third 
opinion. 


4. Second Opinions in Other Cases. There may be other instances when You 
will disagree with a Provider's recommended course of treatment. In such cases, 
You may request that we designate another Provider to render a second opinion. 
If the first and second opinions do not agree, We will designate another Provider 
to render a third opinion. After completion of the second opinion process, We will 
approve Covered Services supported by a majority of the Providers reviewing 
Your case. 


U. Surgical Services. 
We Cover Physicians' services for surgical procedures, including operating and cutting 
procedures for the treatment of a sickness or injury, and closed reduction of fractures 
and dislocations of bones, endoscopies, incisions, or punctures of the skin on an 
inpatient and outpatient basis, including the services of the surgeon or Specialist, 
assistant (including a Physician's assistant or a nurse practitioner), and anesthetist or 
anesthesiologist, together with preoperative and post-operative care. Benefits are not 
available for anesthesia services provided as part of a surgical procedure when 
rendered by the surgeon or the surgeon's assistant. 
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Sometimes two (2) or more surgical procedures can be performed during the same 
operation. 


1. Through the Same Incision. If Covered multiple surgical procedures are 
performed through the same incision, We will pay for the procedure with the 
highest Allowed Amount. 


2. Through Different Incisions. If Covered multiple surgical procedures are 
performed during the same operative session but through different incisions, We 
will pay: 


• For the procedure with the highest Allowed Amount; and 
• 50% of the amount We would otherwise pay for the other procedures. 


V. Oral Surgery. 
We Cover the following limited dental and oral surgical procedures: 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
for the repair or replacement of sound natural teeth that are required due to 
accidental injury. Replacement is Covered only when repair is not possible. 
Dental services must be obtained within 12 months of the injury. 


• Oral surgical procedures for jaw bones or surrounding tissue and dental services 
necessary due to congenital disease or anomaly. 


• Oral surgical procedures required for the correction of a non-dental physiological 
condition which has resulted in a severe functional impairment. 


• Removal of tumors and cysts requiring pathological examination of the jaws, 
cheeks, lips, tongue, roof and floor of the mouth. Cysts related to teeth are not 
Covered. 


• Surgical/nonsurgical medical procedures for temporomandibular joint disorders 
and orthognathic surgery. 


W. Reconstructive Breast Surgery. 
We Cover breast reconstruction surgery after a mastectomy or partial mastectomy. 
Coverage includes: all stages of reconstruction of the breast on which the mastectomy 
or partial mastectomy has been performed; surgery and reconstruction of the other 
breast to produce a symmetrical appearance; and physical complications of the 
mastectomy or partial mastectomy, including lymphedemas, in a manner determined by 
You and Your attending Physician to be appropriate. We also Cover implanted breast 
prostheses following a mastectomy or partial mastectomy. 


X. Other Reconstructive and Corrective Surgery. 
We Cover reconstructive and corrective surgery other than reconstructive breast 
surgery only when it is: 


• Performed to correct a congenital birth defect of a covered Child which has 
resulted in a functional defect; 


• Incidental to surgery or follows surgery that was necessitated by trauma, 
infection or disease of the involved part; or 
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• Otherwise Medically Necessary. 


Z. Telemedicine Program. 
In addition to providing Covered Services via telehealth, We Cover online internet 
consultations between You and Providers who participate in Our telemedicine program 
for medical conditions that are not an Emergency Condition. Not all Participating 
Providers participate in Our telemedicine program. You can check Our Provider 
directory or contact Us for a listing of the Providers that participate in Our telemedicine 
program. 


Our telemedicine program allows members to communicate with Providers through two
way video and can be easily accessed through our Member site at www.cdphp.com. 


AA. Transplants. 
We Cover only those transplants determined to be non-experimental and non
investigational. Covered transplants include but are not limited to: kidney, corneal, liver, 
heart, and heart/lung transplants; and bone marrow transplants for aplastic anemia, 
leukemia, severe combined immunodeficiency disease and Wiskott-Aldrich Syndrome. 


All transplants must be prescribed by Your Specialist(s). Additionally, all 
transplants must be performed at Hospitals that We have specifically approved 
and designated to perform these procedures. 


We Cover the Hospital and medical expenses, including donor search fees, of the 
Member-recipient. We Cover transplant services required by You when You serve as an 
organ donor only if the recipient is a Member. We do not Cover the medical expenses of 
a non-Member acting as a donor for You if the non-Member's expenses will be Covered 
under another health plan or program. 


We do not Cover: travel expenses, lodging, meals, or other accommodations for donors 
or guests; donor fees in connection with organ transplant surgery; or routine harvesting 
and storage of stem cells from newborn cord blood. 
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SECTION X 


Additional Benefits, Equipment and Devices 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Autism Spectrum Disorder. 
We Cover the following services when such services are prescribed or ordered by a 
licensed Physician or a licensed psychologist and are determined by Us to be Medically 
Necessary for the screening, diagnosis, and treatment of autism spectrum disorder. For 
purposes of this benefit, "autism spectrum disorder" means any pervasive 
developmental disorder defined in the most recent edition of the Diagnostic and 
Statistical Manual of Mental Disorders at the time services are rendered. 


1. Screening and Diagnosis. We Cover assessments, evaluations, and tests to 
determine whether someone has autism spectrum disorder. 


2. Assistive Communication Devices. We Cover a formal evaluation by a 
speech-language pathologist to determine the need for an assistive 
communication device. Based on the formal evaluation, We Cover the rental or 
purchase of assistive communication devices when ordered or prescribed by a 
licensed Physician or a licensed psychologist if You are unable to communicate 
through normal means (i.e., speech or writing) when the evaluation indicates that 
an assistive communication device is likely to provide You with improved 
communication. Examples of assistive communication devices include 
communication boards and speech-generating devices. Coverage is limited to 
dedicated devices. We will only Cover devices that generally are not useful to a 
person in the absence of a communication impairment. We do not Cover items, 
such as, but not limited to, laptop, desktop or tablet computers. We Cover 
software and/or applications that enable a laptop, desktop or tablet computer to 
function as a speech-generating device. Installation of the program and/or 
technical support is not separately reimbursable. We will determine whether the 
device should be purchased or rented. 


We Cover repair, replacement fitting and adjustments of such devices when 
made necessary by normal wear and tear or significant change in Your physical 
condition. We do not Cover the cost of repair or replacement made necessary 
because of loss or damage caused by misuse, mistreatment, or theft; however, 
We Cover one (1) repair or replacement per device type that is necessary due to 
behavioral issues. Coverage will be provided for the device most appropriate to 
Your current functional level. We do not Cover delivery or service charges or 
routine maintenance. 
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3. Behavioral Health Treatment. We Cover counseling and treatment programs 
that are necessary to develop, maintain, or restore, to the maximum extent 
practicable, the functioning of an individual. We will provide such Coverage when 
provided by a licensed Provider. We Cover applied behavior analysis when 
provided by a licensed or certified applied behavior analysis Health Care 
Professional. "Applied behavior analysis" means the design, implementation, and 
evaluation of environmental modifications, using behavioral stimuli and 
consequences, to produce socially significant improvement in human behavior, 
including the use of direct observation, measurement, and functional analysis of 
the relationship between environment and behavior. The treatment program must 
describe measurable goals that address the condition and functional impairments 
for which the intervention is to be applied and include goals from an initial 
assessment and subsequent interim assessments over the duration of the 
intervention in objective and measurable terms. 


4. Psychiatric and Psychological Care. We Cover direct or consultative services 
provided by a psychiatrist, psychologist or a licensed clinical social worker with 
the experience required by the New York Insurance Law, licensed in the state in 
which they are practicing. 


5. Therapeutic Care. We Cover therapeutic services necessary to develop, 
maintain, or restore, to the greatest extent practicable, functioning of the 
individual when such services are provided by licensed or certified speech 
therapists, occupational therapists, physical therapists and social workers to treat 
autism spectrum disorder and when the services provided by such Providers are 
otherwise Covered under this Certificate. Except as otherwise prohibited by law, 
services provided under this paragraph shall be included in any visit maximums 
applicable to services of such therapists or social workers under this Certificate. 


6. Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum disorder 
that are prescribed by a Provider legally authorized to prescribe under Title 8 of 
the New York Education Law. Coverage of such Prescription Drugs is subject to 
all the terms, provisions, and limitations that apply to Prescription Drug benefits 
under this Certificate. 


7. Limitations. We do not Cover any services or treatment set forth above when 
such services or treatment are provided pursuant to an individualized education 
plan under the New York Education Law. The provision of services pursuant to 
an individualized family service plan under Section 2545 of the New York Public 
Health Law, an individualized education plan under Article 89 of the New York 
Education Law, or an individualized service plan pursuant to regulations of the 
New York State Office for People With Developmental Disabilities shall not affect 
coverage under this Certificate for services provided on a supplemental basis 
outside of an educational setting if such services are prescribed by a licensed 
Physician or licensed psychologist. 
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You are responsible for any applicable Copayment, Deductible or Coinsurance 
provisions under this Certificate for similar services. For example, any 
Copayment, Deductible or Coinsurance that applies to physical therapy visits will 
generally also apply to physical therapy services Covered under this benefit; and 
any Copayment, Deductible or Coinsurance for Prescription Drugs will generally 
also apply to Prescription Drugs Covered under this benefit. See the Schedule of 
Benefits section of this Certificate for the Cost-Sharing requirements that apply to 
applied behavior analysis services and assistive communication devices. 


Nothing in this Certificate shall be construed to affect any obligation to provide 
coverage for otherwise-Covered Services solely on the basis that the services 
constitute early intervention program services pursuant to Section 3235-a of the 
New York Insurance Law or an individualized service plan pursuant to 
regulations of the New York State Office for People With Developmental 
Disabilities. 


B. Diabetic Equipment, Supplies and Self-Management Education. 
We Cover diabetic equipment, supplies, and self-management education if 
recommended or prescribed by a Physician or other licensed Health Care Professional 
legally authorized to prescribe under Title 8 of the New York Education Law as 
described below: 


1. Equipment and Supplies. 
We Cover the following equipment and related supplies for the treatment of 
diabetes when prescribed by Your Physician or other Provider legally authorized 
to prescribe: 


• Acetone reagent strips 
• Acetone reagent tablets 
• Alcohol or peroxide by the pint 
• Alcohol wipes 
• All insulin preparations 
• Automatic blood lance kit 
• Blood glucose kit 
• Blood glucose strips (test or reagent) 
• Blood glucose monitor with or without special features for visually 


impaired, control solutions, and strips for home blood glucose monitor 
• Cartridges for the visually impaired 
• Diabetes data management systems 
• Disposable insulin and pen cartridges 
• Drawing-up devices for the visually impaired 
• Equipment for use of the pump 
• Glucagon for injection to increase blood glucose concentration 
• Glucose acetone reagent strips 
• Glucose reagent strips 
• Glucose reagent tape 
• Injection aides 
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• Injector (Busher) Automatic 
• Insulin 
• Insulin cartridge delivery 
• Insulin infusion devices 
• Insulin pump 
• Lancets 
• Oral agents such as glucose tablets and gels 
• Oral anti-diabetic agents used to reduce blood sugar levels 
• Syringe with needle; sterile 1 cc box 
• Urine testing products for glucose and ketones 
• Additional supplies, as the New York State Commissioner of Health shall 


designate by regulation as appropriate for the treatment of diabetes. 


Diabetic equipment and supplies are Covered only when obtained from a 
designated diabetic equipment or supply manufacturer which has an agreement 
with Us to provide all diabetic equipment or supplies required by law for Members 
through participating pharmacies. If You require a certain item not available from 
Our designated diabetic equipment or supply manufacturer, You or Your Provider 
must submit a request for a medical exception by calling the number on Your ID 
card. Our medical director will make all medical exception determinations. 


2. Self-Management Education. 
Diabetes self-management education is designed to educate persons with 
diabetes as to the proper self-management and treatment of their diabetic 
condition, including information on proper diets. We Cover education on self
management and nutrition when: diabetes is initially diagnosed; a Physician 
diagnoses a significant change in Your symptoms or condition which 
necessitates a change in Your self-management education; or when a refresher 
course is necessary. It must be provided in accordance with the following: 


• By a Physician, other health care Provider authorized to prescribe under 
Title 8 of the New York Education Law, or their staff during an office visit; 


• Upon the Referral of Your Physician or other health care Provider 
authorized to prescribe under Title 8 of the New York Education Law to 
the following non-Physician, medical educators: certified diabetes nurse 
educators; certified nutritionists; certified dietitians; and registered 
dietitians in a group setting when practicable; and 


• Education will also be provided in Your home when Medically Necessary. 


3. Limitations. 
The items will only be provided in amounts that are in accordance with the 
treatment plan developed by the Physician for You. We Cover only basic models 
of blood glucose monitors unless You have special needs relating to poor vision 
or blindness or as otherwise Medically Necessary. 


C. Durable Medical Equipment and Braces. 
We Cover the rental or purchase of durable medical equipment and braces. 
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1. Durable Medical Equipment. 
Durable Medical Equipment is equipment which is: 


• Designed and intended for repeated use; 
• Primarily and customarily used to serve a medical purpose; 
• Generally not useful to a person in the absence of disease or injury; and 
• Appropriate for use in the home. 


Coverage is for standard equipment only. We Cover the cost of repair or 
replacement when made necessary by normal wear and tear. We do not Cover 
the cost of repair or replacement that is the result of misuse or abuse by You. 
We will determine whether to rent or purchase such equipment. We do not Cover 
over-the-counter durable medical equipment. 


We do not Cover equipment designed for Your comfort or convenience (e.g., 
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise 
equipment), as it does not meet the definition of durable medical equipment. 


2. Braces. 
We Cover braces, including orthotic braces, that are worn externally and that 
temporarily or permanently assist all or part of an external body part function that 
has been lost or damaged because of an injury, disease or defect. Coverage is 
for standard equipment only. We Cover replacements when growth or a change 
in Your medical condition make replacement necessary. We do not Cover the 
cost of repair or replacement that is the result of misuse or abuse by You. 


D. Hospice. 
Hospice Care is available if Your primary attending Physician has certified that You 
have six (6) months or less to live. We Cover inpatient Hospice Care in a Hospital or 
hospice and home care and outpatient services provided by the hospice, including 
drugs and medical supplies. Coverage is provided for 210 days of Hospice Care. We 
also Cover five (5) visits for supportive care and guidance for the purpose of helping 
You and Your immediate family cope with the emotional and social issues related to 
Your death, either before or after Your death. 


We Cover Hospice Care only when provided as part of a Hospice Care program 
certified pursuant to Article 40 of the New York Public Health Law. If care is provided 
outside New York State, the hospice must be certified under a similar certification 
process required by the state in which the hospice is located. We do not Cover: funeral 
arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or 
respite care. 


E. Medical Supplies. 
We Cover medical supplies that are required for the treatment of a disease or injury 
which is Covered under this Certificate. We also Cover maintenance supplies (e.g., 
ostomy supplies) for conditions Covered under this Certificate. All such supplies must 
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be in the appropriate amount for the treatment or maintenance program in progress. We 
do not Cover over-the-counter medical supplies. See the Diabetic Equipment, Supplies, 
and Self-Management Education section above for a description of diabetic supply 
Coverage. 


F. Prosthetics. 
1. External Prosthetic Devices. 


We Cover prosthetic devices (including wigs) that are worn externally and that 
temporarily or permanently replace all or part of an external body part that has 
been lost or damaged because of an injury or disease. We Cover wigs only when 
You have severe hair loss due to injury or disease or as a side effect of the 
treatment of a disease (e.g., chemotherapy). We do not Cover wigs made from 
human hair unless You are allergic to all synthetic wig materials. 


We do not Cover dentures or other devices used in connection with the teeth 
unless required due to an accidental injury to sound natural teeth or necessary 
due to congenital disease or anomaly. 


Eyeglasses and contact lenses are not Covered. 


We do not Cover shoe inserts. 


We Cover external breast prostheses following a mastectomy, which are not 
subject to any lifetime limit. 


Coverage is for standard equipment only. 


We Cover the cost of repair and replacement of prosthetic devices and its parts. 
We do not Cover the cost of repair or replacement covered under warranty or if 
the repair or replacement is the result of misuse or abuse by You. 


2. Internal Prosthetic Devices. 
We Cover surgically implanted prosthetic devices and special appliances if they 
improve or restore the function of an internal body part which has been removed 
or damaged due to disease or injury. This includes implanted breast prostheses 
following a mastectomy or partial mastectomy in a manner determined by You 
and Your attending Physician to be appropriate. 


Coverage also includes repair and replacement due to normal growth or normal 
wear and tear. 


Coverage is for standard equipment only. 
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SECTION XI 


Inpatient Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Hospital Services. 
We Cover inpatient Hospital services for Acute care or treatment given or ordered by a 
Health Care Professional for an illness, injury or disease of a severity that must be 
treated on an inpatient basis, including: 


• Semiprivate room and board; 
• General, special and critical nursing care; 
• Meals and special diets; 
• The use of operating, recovery and cystoscopic rooms and equipment; 
• The use of intensive care, special care or cardiac care units and equipment; 
• Diagnostic and therapeutic items, such as drugs and medications, sera, 


biologicals and vaccines, intravenous preparations and visualizing dyes and 
administration, but not including those which are not commercially available for 
purchase and readily obtainable by the Hospital; 


• Dressings and casts; 
• Supplies and the use of equipment in connection with oxygen, anesthesia, 


physiotherapy, chemotherapy, electrocardiographs, electroencephalographs, x
ray examinations and radiation therapy, laboratory and pathological 
examinations; 


• Blood and blood products except when participation in a volunteer blood 
replacement program is available to You; 


• Radiation therapy, inhalation therapy, chemotherapy, pulmonary rehabilitation, 
infusion therapy and cardiac rehabilitation; 


• Short-term physical, speech and occupational therapy; and 
• Any additional medical services and supplies which are provided while You are a 


registered bed patient and which are billed by the Hospital. 


The Cost-Sharing requirements in the Schedule of Benefits section of this Certificate 
apply to a continuous Hospital confinement, which is consecutive days of in-Hospital 
service received as an inpatient or successive confinements when discharge from and 
readmission to the Hospital occur within a period of not more than 90 days. 


B. Observation Services. 
We Cover observation services in a Hospital. Observation services are Hospital 
outpatient services provided to help a Physician decide whether to admit or discharge 
You. These services include use of a bed and periodic monitoring by nursing or other 
licensed staff. 
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C. Inpatient Medical Services. 
We Cover medical visits by a Health Care Professional on any day of inpatient care 
Covered under this Certificate. 


D. Inpatient Stay for Maternity Care. 
We Cover inpatient maternity care in a Hospital for the mother, and inpatient newborn 
care in a Hospital for the infant, for at least 48 hours following a normal delivery and at 
least 96 hours following a caesarean section delivery, regardless of whether such care 
is Medically Necessary. The care provided shall include parent education, assistance, 
and training in breast or bottle-feeding, and the performance of any necessary maternal 
and newborn clinical assessments. We will also Cover any additional days of such care 
that We determine are Medically Necessary. In the event the mother elects to leave the 
Hospital and requests a home care visit before the end of the 48-hour or 96-hour 
minimum Coverage period, We will Cover a home care visit. The home care visit will be 
provided within 24 hours after the mother's discharge, or at the time of the mother's 
request, whichever is later. Our Coverage of this home care visit shall be in addition to 
home health care visits under this Certificate and shall not be subject to any Cost
Sharing amounts in the Schedule of Benefits section of this Certificate that apply to 
home care benefits. 


E. Inpatient Stay for Mastectomy Care. 
We Cover inpatient services for Members undergoing a lymph node dissection, 
lumpectomy, mastectomy or partial mastectomy for the treatment of breast cancer and 
any physical complications arising from the mastectomy, including lymphedema, for a 
period of time determined to be medically appropriate by You and Your attending 
Physician. 


F. Autologous Blood Banking Services. 
We Cover autologous blood banking services only when they are being provided in 
connection with a scheduled, Covered inpatient procedure for the treatment of a 
disease or injury. In such instances, We Cover storage fees for a reasonable storage 
period that is appropriate for having the blood available when it is needed. 


G. Rehabilitation Services. 
We Cover inpatient Rehabilitation Services consisting of physical therapy, speech 
therapy and occupational therapy for 60 days per Plan Year. The visit limit applies to all 
therapies combined. 


We Cover speech and physical therapy only when: 
1. Such therapy is related to the treatment or diagnosis of Your physical illness or 


injury (in the case of a covered Child, this includes a medically diagnosed 
congenital defect); and 


2. The therapy is ordered by a Physician. 


Covered Rehabilitation Services must begin within six (6) months of the later to occur: 
1. The date of the injury or illness that caused the need for the therapy; 
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2. The date You are discharged from a Hospital where surgical treatment was 
rendered; or 


3. The date outpatient surgical care is rendered. 


H. Skilled Nursing Facility. 
We Cover services provided in a Skilled Nursing Facility, including care and treatment in 
a semi-private room, as described in "Hospital Services" above. Custodial, convalescent 
or domiciliary care is not Covered (see the Exclusions and Limitations section of this 
Certificate). An admission to a Skilled Nursing Facility must be supported by a treatment 
plan prepared by Your Provider and approved by Us. We Cover up to 45 days per Plan 
Year for non-custodial care. 


I. End of Life Care. 
If You are diagnosed with advanced cancer and You have fewer than 60 days to live, 
We will Cover Acute care provided in a licensed Article 28 Facility or Acute care Facility 
that specializes in the care of terminally ill patients. Your attending Physician and the 
Facility's medical director must agree that Your care will be appropriately provided at 
the Facility. If We disagree with Your admission to the Facility, We have the right to 
initiate an expedited external appeal to an External Appeal Agent. We will Cover and 
reimburse the Facility for Your care, subject to any applicable limitations in this 
Certificate until the External Appeal Agent renders a decision in Our favor. 


We will reimburse Non-Participating Providers for this end of life care as follows: 
1. We will reimburse a rate that has been negotiated between Us and the Provider. 
2. If there is no negotiated rate, We will reimburse Acute care at the Facility's 


current Medicare Acute care rate. 
3. If it is an alternate level of care, We will reimburse at 75% of the appropriate 


Medicare Acute care rate. 


J. Limitations/Terms of Coverage. 
1. When You are receiving inpatient care in a Facility, We will not Cover additional 


charges for special duty nurses, charges for private rooms (unless a private room 
is Medically Necessary), or medications and supplies You take home from the 
Facility. If You occupy a private room, and the private room is not Medically 
Necessary, Our Coverage will be based on the Facility's maximum semi-private 
room charge. You will have to pay the difference between that charge and the 
private room charge. 


2. We do not Cover radio, telephone or television expenses, or beauty or barber 
services. 


3. We do not Cover any charges incurred after the day We advise You it is no 
longer Medically Necessary for You to receive inpatient care, unless Our denial is 
overturned by an External Appeal Agent. 
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SECTION XII 


Mental Health Care and Substance Use Services 


Please refer to the Schedule of Benefits section of this Certificate for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits which are no more restrictive than those that apply to medical 
and surgical benefits in accordance with the federal Mental Health Parity and Addiction 
Equity Act of 2008. 


A. Mental Health Care Services. 
1. Inpatient Services. We Cover inpatient mental health care services relating to 


the diagnosis and treatment of mental, nervous and emotional disorders 
comparable to other similar Hospital, medical and surgical coverage provided 
under this Certificate. Coverage for inpatient services for mental health care is 
limited to Facilities defined in New York Mental Hygiene Law Section 1.03(10), 
such as: 


• A psychiatric center or inpatient Facility under the jurisdiction of the New 
York State Office of Mental Health; 


• A state or local government run psychiatric inpatient Facility; 
• A part of a Hospital providing inpatient mental health care services under 


an operating certificate issued by the New York State Commissioner of 
Mental Health; 


• A comprehensive psychiatric emergency program or other Facility 
providing inpatient mental health care that has been issued an operating 
certificate by the New York State Commissioner of Mental Health; 


and, in other states, to similarly licensed or certified Facilities. 


We also Cover inpatient mental health care services relating to the diagnosis and 
treatment of mental, nervous and emotional disorders received at Facilities that 
provide residential treatment, including room and board charges. Coverage for 
residential treatment services is limited to Facilities defined in New York Mental 
Hygiene Law Section 1.03(33) and to residential treatment facilities that are part 
of a comprehensive care center for eating disorders identified pursuant to Article 
27-J of the New York Public Health Law; and, in other states, to Facilities that are 
licensed or certified to provide the same level of treatment. 


2. Outpatient Services. We Cover outpatient mental health care services, 
including but not limited to partial hospitalization program services and intensive 
outpatient program services, relating to the diagnosis and treatment of mental, 
nervous and emotional disorders. Coverage for outpatient services for mental 
health care includes Facilities that have been issued an operating certificate 
pursuant to Article 31 of the New York Mental Hygiene Law or are operated by 
the New York State Office of Mental Health and, in other states, to similarly 
licensed or certified Facilities; and services provided by a licensed psychiatrist or 
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psychologist; a licensed clinical social worker who has at least three (3) years of 
additional experience in psychotherapy; a licensed mental health counselor; a 
licensed marriage and family therapist; a psychiatric nurse, licensed as a nurse 
practitioner or clinical nurse specialist; or a professional corporation or a 
university faculty practice corporation thereof. 


3. Limitations/Terms of Coverage. We do not Cover: 
• Benefits or services deemed to be cosmetic in nature on the grounds that 


changing or improving an individual's appearance is justified by the 
individual's mental health needs; 


• Mental health benefits or services for individuals who are incarcerated, 
confined or committed to a local correctional facility or prison, or a custodial 
facility for youth operated by the New York State Office of Children and 
Family Services; or 


• Services solely because they are ordered by a court. 


B. Substance Use Services. 
1. Inpatient Services. We Cover inpatient substance use services relating to the 


diagnosis and treatment of substance use disorder. This includes Coverage for 
detoxification and rehabilitation services as a consequence of chemical use 
and/or substance use. Inpatient substance use services are limited to Facilities in 
New York State which are certified by the Office of Alcoholism and Substance 
Abuse Services ("OASAS"); and, in other states, to those Facilities that are 
licensed or certified by a similar state agency or which are accredited by the Joint 
Commission as alcoholism, substance abuse or chemical dependence treatment 
programs. 


We also Cover inpatient substance use services relating to the diagnosis and 
treatment of substance use disorder received at Facilities that provide residential 
treatment, including room and board charges. Coverage for residential treatment 
services is limited to OASAS-certified Facilities that provide services defined in 
14 NYCRR 819.2(a)(1), 820.3(a)(1) and (2) and Part 817; and, in other states, to 
those Facilities that are licensed or certified by a similar state agency or which 
are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs to provide the same level of 
treatment. 


2. Outpatient Services. We Cover outpatient substance use services relating to 
the diagnosis and treatment of substance use disorder, including but not limited 
to partial hospitalization program services, intensive outpatient program services, 
and medication-assisted treatment. Such Coverage is limited to Facilities in New 
York State that are certified by OASAS or licensed by OASAS as outpatient 
clinics or medically supervised ambulatory substance abuse programs, and, in 
other states, to those that are licensed or certified by a similar state agency or 
which are accredited by the Joint Commission as alcoholism, substance abuse or 
chemical dependence treatment programs. Coverage in an OASAS-certified 
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Facility includes services relating to the diagnosis and treatment of a substance 
use disorder provided by an OASAS credentialed Provider. Coverage is also 
available in a professional office setting for outpatient substance use disorder 
services relating to the diagnosis and treatment of alcoholism, substance use 
and dependency or by Physicians who have been granted a waiver pursuant to 
the federal Drug Addiction Treatment Act of 2000 to prescribe Schedule 111, IV 
and V narcotic medications for the treatment of opioid addiction during the Acute 
detoxification stage of treatment or during stages of rehabilitation. 


We also Cover up to 20 outpatient visits per Plan Year for family counseling. A 
family member will be deemed to be covered, for the purposes of this provision, 
so long as that family member: 1) identifies himself or herself as a family member 
of a person suffering from substance use disorder; and 2) is covered under the 
same family Certificate that covers the person receiving, or in need of, treatment 
for substance use disorder. Our payment for a family member therapy session 
will be the same amount, regardless of the number of family members who 
attend the family therapy session. 
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SECTION XIII 


Wellness Benefits 


A. Wellness Program. 
1. Purpose. 
The purpose of this wellness program is to encourage You to take a more active role in 
managing Your health and well-being. 


2. Description. 
This program encourages you to participate in a variety of health and wellness 
programs designed to help you better manage your health, while providing you 
incentives to be proactive and live a healthier, happier, and more productive life. 
Participation in the program as well as more information can be easily accessed through 
our member site at www.cdphp.com. 


Rewards: 
Participants are eligible to receive points per contract, per calendar year for completion 
of various programs and activities focused on improving health and wellness of the 
member. Activities for which points can be earned include, but are not limited to: 
Completion of an annual physical exam, completion of personal health assessment, and 
participation in cancer screenings. Descriptions of all the activities available for 
completion in the program are available on our member site at www.cdphp.com. 


Each point translates into one dollar and can be redeemed for gift cards from a variety 
of retailers. CDPHP UBI encourages members to continue making positive healthy 
choices by using gift cards for products or services that promote a healthy lifestyle. 


Program guidelines: 
The program is available to subscribers that 18 and older and their covered dependents 
and spouses. Points earned under this program are automatically reported through 
claims or are self- reported by the member. Members can self report activities, track 
activity completion and points earned, and redeem gift cards through our website at 
www.cdphp.com or by calling our member services department at the number on their 
ID card. 


The eligibility period of the program is on a plan year basis. All activities must be 
complete and points must be earned and redeemed within your plan year. Any points 
not redeemed by the last day of the plan year will be forfeited. 


Accommodations: 
If a member is unable to participate in this program due to a medical condition, CDPHP 
UBI will work with the member to develop alternative offerings. 


B. National Diabetes Prevention Program Reimbursement 
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1. Purpose. 
The Diabetes Prevention Program helps you take control of your health by adopting 
habits to reduce your chances of developing type 2 diabetes and improve your overall 
health and well-being. The CDC-led National Diabetes Prevention Program is an 
evidence-based lifestyle change program for preventing type 2 diabetes. Diabetes 
Prevention Programs encourages collaboration among federal agencies, community
based organizations, employers, insurers, health care professionals, academia, and 
other stakeholders to prevent or delay the onset of type 2 diabetes among people with 
pre-diabetes. 


2. Description. 


• The Diabetes Prevention Program is a year-long program that helps participants 
make real lifestyle changes such as eating healthier, including physical activity 
into their daily lives, and improving problem-solving and coping skills. 


• Participants meet with a trained Lifestyle Coach and a small group of people in a 
classroom setting to learn about healthier eating and increasing their physical 
activity in order to reduce their risk for developing type 2 diabetes. 


• The program, which is led by a trained Lifestyle Coach in a classroom setting, is 
generally delivered over a 12-month period, beginning with 16 weekly sessions 
followed by monthly maintenance (sessions are usually weekly for 6 months and 
then monthly for 6 months.) 


• The National Diabetes Prevention Program can help people make achievable 
and realistic lifestyle changes and cut their risk of developing type 2 diabetes 


3. Eligibility. 
You, the Subscriber, and each covered Dependent can participate in the Diabetes 
Prevention Program. 


4. Rewards. 
Rewards for participation in a Diabetes Prevention Program include: 


Reimbursement 
• We will reimburse you for the Diabetes Prevention Program up to a maximum of 


five hundred dollars ($500) per Subscriber, per Plan Year. 
• Reimbursement for the Diabetes Prevention Program apply to the Calendar Year 


in which the service is paid. 
• Reimbursement cannot be combined with any other monetary reimbursement 


from CDPHP. 
• You are responsible for any tax consequences related to reimbursement for the 


Diabetes Prevention Program. 


Reimbursement upon submission of the required materials. You will need to submit an 
original, paid receipt for the Diabetes Prevention Program, along with a completed 
Form. This form can be found in you member packet or on the web at www.cdphp.com 
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by searching for Wellness Program. It can also be requested from our Member Services 
center at phone number listed on Your ID Card. 
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SECTION XIV 


Exclusions and Limitations 


No coverage is available under this Certificate for the following: 


A. Aviation. 
We do not Cover services arising out of aviation, other than as a fare-paying passenger 
on a scheduled or charter flight operated by a scheduled airline. 


B. Convalescent and Custodial Care. 
We do not Cover services related to rest cures, custodial care or transportation. 
"Custodial care" means help in transferring, eating, dressing, bathing, toileting and other 
such related activities. Custodial care does not include Covered Services determined to 
be Medically Necessary. 


C. Conversion Therapy. 
We do not Cover conversion therapy. Conversion therapy is any practice by a mental 
health professional that seeks to change the sexual orientation or gender identity of a 
Member under 18 years of age, including efforts to change behaviors, gender 
expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward 
individuals of the same sex. Conversion therapy does not include counseling or therapy 
for an individual who is seeking to undergo a gender transition or who is in the process 
of undergoing a gender transition, that provides acceptance, support, and 
understanding of an individual or the facilitation of an individual's coping, social support, 
and identity exploration and development, including sexual orientation-neutral 
interventions to prevent or address unlawful conduct or unsafe sexual practices, 
provided that the counseling or therapy does not seek to change sexual orientation or 
gender identity. 


D. Cosmetic Services. 
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise 
specified, except that cosmetic surgery shall not include reconstructive surgery when 
such service is incidental to or follows surgery resulting from trauma, infection or 
diseases of the involved part, and reconstructive surgery because of congenital disease 
or anomaly of a covered Child which has resulted in a functional defect. We also Cover 
services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Certificate. Cosmetic surgery does not include surgery determined to 
be Medically Necessary. If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain 
plastic surgery and dermatology procedures) is submitted retrospectively and without 
medical information, any denial will not be subject to the Utilization Review process in 
the Utilization Review and External Appeal sections of this Certificate unless medical 
information is submitted. 


E. Coverage Outside of the United States, Canada or Mexico. 
We do not Cover care or treatment provided outside of the United States, its 
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possessions, Canada or Mexico except for Emergency Services, Pre-Hospital 
Emergency Medical Services and ambulance services to treat Your Emergency 
Condition. 


F. Dental Services. 
We do not Cover dental services except for: care or treatment due to accidental injury to 
sound natural teeth within 12 months of the accident; dental care or treatment 
necessary due to congenital disease or anomaly; or dental care or treatment specifically 
stated in the Outpatient and Professional Services section of this Certificate. 


G. Experimental or lnvestigational Treatment. 
We do not Cover any health care service, procedure, treatment, device or Prescription 
Drug that is experimental or investigational. However, We will Cover experimental or 
investigational treatments, including treatment for Your rare disease or patient costs for 
Your participation in a clinical trial as described in the Outpatient and Professional 
Services section of this Certificate, when Our denial of services is overturned by an 
External Appeal Agent certified by the State. However, for clinical trials, We will not 
Cover the costs of any investigational drugs or devices, non-health services required for 
You to receive the treatment, the costs of managing the research, or costs that would 
not be Covered under this Certificate for non-investigational treatments. See the 
Utilization Review and External Appeal sections of this Certificate for a further 
explanation of Your Appeal rights. 


H. Felony Participation. 
We do not Cover any illness, treatment or medical condition due to Your participation in 
a felony, riot or insurrection. This exclusion does not apply to Coverage for services 
involving injuries suffered by a victim of an act of domestic violence or for services as a 
result of Your medical condition (including both physical and mental health conditions). 


I. Foot Care. 
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen 
arches, weak feet, chronic foot strain or symptomatic complaints of the feet. However, 
we will Cover foot care when You have a specific medical condition or disease resulting 
in circulatory deficits or areas of decreased sensation in Your legs or feet. 


J. Government Facility. 
We do not Cover care or treatment provided in a Hospital that is owned or operated by 
any federal, state or other governmental entity, except as otherwise required by law 
unless You are taken to the Hospital because it is close to the place where You were 
injured or became ill and Emergency Services are provided to treat Your Emergency 
Condition. 


K. Medically Necessary. 
In general, We will not Cover any health care service, procedure, treatment, test, device 
or Prescription Drug that We determine is not Medically Necessary. If an External 
Appeal Agent certified by the State overturns Our denial, however, We will Cover the 
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service, procedure, treatment, test, device or Prescription Drug for which coverage has 
been denied, to the extent that such service, procedure, treatment, test, device or 
Prescription Drug is otherwise Covered under the terms of this Certificate. 


L. Medicare or Other Governmental Program. 
We do not Cover services if benefits are provided for such services under the federal 
Medicare program or other governmental program (except Medicaid). 


M. Military Service. 
We do not Cover an illness, treatment or medical condition due to service in the Armed 
Forces or auxiliary units. 


N. No-Fault Automobile Insurance. 
We do not Cover any benefits to the extent provided for any loss or portion thereof for 
which mandatory automobile no-fault benefits are recovered or recoverable. This 
exclusion applies even if You do not make a proper or timely claim for the benefits 
available to You under a mandatory no-fault policy. 


0. Services Not Listed. 
We do not Cover services that are not listed in this Certificate as being Covered. 


P. Services Provided by a Family Member. 
We do not Cover services performed by a member of the covered person's immediate 
family. "Immediate family" shall mean a child, spouse, mother, father, sister or brother of 
You or Your Spouse. 


Q. Services Separately Billed by Hospital Employees. 
We do not Cover services rendered and separately billed by employees of Hospitals, 
laboratories or other institutions. 


R. Services with No Charge. 
We do not Cover services for which no charge is normally made. 


S. Vision Services. 
We do not Cover the examination or fitting of eyeglasses or contact lenses. 


T. War. 
We do not Cover an illness, treatment or medical condition due to war, declared or 
undeclared. 


U. Workers' Compensation. 
We do not Cover services if benefits for such services are provided under any state or 
federal Workers' Compensation, employers' liability or occupational disease law. 
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SECTION XV 


Claim Determinations 


A. Claims. 
A claim is a request that benefits or services be provided or paid according to the terms 
of this Certificate. When You receive services from a Participating Provider, You will not 
need to submit a claim form. However, if You receive services from a Non-Participating 
Provider either You or the Provider must file a claim form with Us. If the Non
Participating Provider is not willing to file the claim form, You will need to file it with Us. 
See the Coordination of Benefits section of this Certificate for information on how We 
coordinate benefit payments when You also have group health coverage with another 
plan. 


B. Notice of Claim. 
Claims for services must include all information designated by Us as necessary to 
process the claim, including, but not limited to: Member identification number; name; 
date of birth; date of service; type of service; the charge for each service; procedure 
code for the service as applicable; diagnosis code; name and address of the Provider 
making the charge; and supporting medical records, when necessary. A claim that fails 
to contain all necessary information will not be accepted and must be resubmitted with 
all necessary information. Claim forms are available from Us by calling the number on 
Your ID card or visiting Our website at www.cdphp.com. Completed claim forms should 
be sent to the address in the How Your Coverage Works section of this Certificate. You 
may also submit a claim to Us electronically by sending it to the e-mail address in the 
How Your Coverage Works section of this Certificate or visiting Our website at 
www.cdphp.com. 


C. Timeframe for Filing Claims. 
Claims for services must be submitted to Us for payment within 120 days after You 
receive the services for which payment is being requested. If it is not reasonably 
possible to submit a claim within the 120-day period, You must submit it as soon as 
reasonably possible. 


D. Claims for Prohibited Referrals. 
We are not required to pay any claim, bill or other demand or request by a Provider for 
clinical laboratory services, pharmacy services, radiation therapy services, physical 
therapy services or x-ray or imaging services furnished pursuant to a referral prohibited 
by Section 238-a(1) of the New York Public Health Law. 


E. Claim Determinations. 
Our claim determination procedure applies to all claims that do not relate to a medical 
necessity or experimental or investigational determination. For example, Our claim 
determination procedure applies to contractual benefit denials. If You disagree with Our 
claim determination, You may submit a Grievance pursuant to the Grievance 
Procedures section of this Certificate. 
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For a description of the Utilization Review procedures and Appeal process for medical 
necessity or experimental or investigational determinations, see the Utilization Review 
and External Appeal sections of this Certificate. 


F. Pre-Service Claim Determinations. 
1. A pre-service claim is a request that a service or treatment be approved before 


it has been received. If We have all the information necessary to make a 
determination regarding a pre-service claim (e.g., a covered benefit 
determination), We will make a determination and provide notice to You (or Your 
designee) within 15 days from receipt of the claim. 


If We need additional information, We will request it within 15 days from receipt 
of the claim. You will have 45 calendar days to submit the information. If We 
receive the information within 45 days, We will make a determination and provide 
notice to You (or Your designee) in writing, within 15 days of Our receipt of the 
information. If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the end of the 45-day period. 


2. Urgent Pre-Service Reviews. With respect to urgent pre-service requests, if 
We have all information necessary to make a determination, We will make a 
determination and provide notice to You (or Your designee) by telephone, within 
72 hours of receipt of the request. Written notice will follow within three (3) 
calendar days of the decision. If We need additional information, We will request 
it within 24 hours. You will then have 48 hours to submit the information. We will 
make a determination and provide notice to You (or Your designee) by telephone 
within 48 hours of the earlier of Our receipt of the information or the end of the 
48-hour period. Written notice will follow within three (3) calendar days of the 
decision. 


G. Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already 
received. If We have all information necessary to make a determination regarding a 
post-service claim, We will make a determination and notify You (or Your designee) 
within 30 calendar days of the receipt of the claim. If We need additional information, 
We will request it within 30 calendar days. You will then have 45 calendar days to 
provide the information. We will make a determination and provide notice to You (or 
Your designee) in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 


H. Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 
days of receipt of the claim (when submitted through the internet or e-mail) and 45 days 
of receipt of the claim (when submitted through other means, including paper or fax). If 
We request additional information, We will pay the claim within 30 days (for claims 
submitted through the internet or e-mail) or 45 days (for claims submitted through other 
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means, including paper or fax) of receipt of the information. 
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SECTION XVI 


Grievance Procedures 


A. Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or 
experimental or investigational determination by Us. For example, it applies to 
contractual benefit denials or issues or concerns You have regarding Our administrative 
policies or access to Providers. 


B. Filing a Grievance. 
You can contact Us by phone at the number on Your ID card, in person, or in writing to 
file a Grievance. You must use Our Grievance form for written Grievances. You may 
submit an oral Grievance in connection with a denial of a Referral or a covered benefit 
determination. We may require that You sign a written acknowledgement of Your oral 
Grievance, prepared by Us. You or Your designee has up to 180 calendar days from 
when You received the decision You are asking Us to review to file the Grievance. 


When We receive Your Grievance, We will mail an acknowledgment letter within 15 
business days. The acknowledgment letter will include the name, address, and 
telephone number of the person handling Your Grievance, and indicate what additional 
information, if any, must be provided. 


We keep all requests and discussions confidential and We will take no discriminatory 
action because of Your issue. We have a process for both standard and expedited 
Grievances, depending on the nature of Your inquiry. 


C. Grievance Determination. 
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, 
certified or registered Health Care Professional will look into it. We will decide the 
Grievance and notify You within the following timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment 
that has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 
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By phone, within the earlier of 48 hours of 
receipt of all necessary information or 72 
hours of receipt of Your Grievance. Written 
notice will be provided within 72 hours of 
receipt of Your Grievance. 


In writing, within 15 calendar days of 
receipt of Your Grievance. 


In writing, within 30 calendar days of 
receipt of Your Grievance. 
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All Other Grievances: 
(That are not in relation to a claim or 
request for a service or treatment.) 


D. Grievance Appeals. 


In writing, within 45 calendar days of 
receipt of all necessary information but no 
more than 60 calendar days of receipt of 
Your Grievance. 


If You are not satisfied with the resolution of Your Grievance, You or Your designee 
may file an Appeal by phone at the number on Your ID card, in person, or in writing. 
You have up to 60 business days from receipt of the Grievance determination to file an 
Appeal. 


When We receive Your Appeal, We will mail an acknowledgment letter within 15 
business days. The acknowledgement letter will include the name, address, and 
telephone number of the person handling Your Appeal and indicate what additional 
information, if any, must be provided. 


One or more qualified personnel at a higher level than the personnel that rendered the 
Grievance determination will review it, or if it is a clinical matter, a clinical peer reviewer 
will look into it. We will decide the Appeal and notify You in writing within the following 
timeframes: 


Expedited/Urgent Grievances: 


Pre-Service Grievances: 
(A request for a service or treatment that 
has not yet been provided.) 


Post-Service Grievances: 
(A claim for a service or treatment that 
has already been provided.) 


All Other Grievances: (That are not in 
relation to a claim or request for a service 
or treatment.) 


E. Assistance. 


The earlier of two (2) business days of 
receipt of all necessary information or 72 
hours of receipt of Your Appeal. 


15 calendar days of receipt of Your 
Appeal. 


30 calendar days of receipt of Your 
Appeal. 


30 business days of receipt of all 
necessary information to make a 
determination. 


If You remain dissatisfied with Our Appeal determination, or at any other time You are 
dissatisfied, You may: 


Call the New York State Department of Financial Services at 1-800-342-3736 or 
write them at: 
New York State Department of Financial Services 
Consumer Assistance Unit 


Form #02-0001-2018 
62 


HDEPOLG18 







One Commerce Plaza 
Albany, NY 12257 
Website: www.dfs.ny.gov 


If You need assistance filing a Grievance or Appeal, You may also contact the state 
independent Consumer Assistance Program at: 
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www .communityhealthadvocates.org 
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SECTION XVII 


Utilization Review 


A. Utilization Review. 
We review health services to determine whether the services are or were Medically 
Necessary or experimental or investigational ("Medically Necessary"). This process is 
called Utilization Review. Utilization Review includes all review activities, whether they 
take place prior to the service being performed (Preauthorization ); when the service is 
being performed (concurrent); or after the service is performed (retrospective). If You 
have any questions about the Utilization Review process, please call the number on 
Your ID card. The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 


All determinations that services are not Medically Necessary will be made by: 1) 
licensed Physicians; or 2) licensed, certified, registered or credentialed Health Care 
Professionals who are in the same profession and same or similar specialty as the 
Provider who typically manages Your medical condition or disease or provides the 
health care service under review; or 3) with respect to substance use disorder 
treatment, licensed Physicians or licensed, certified, registered or credentialed Health 
Care Professionals who specialize in behavioral health and have experience in the 
delivery of substance use disorder courses of treatment. We do not compensate or 
provide financial incentives to Our employees or reviewers for determining that services 
are not Medically Necessary. We have developed guidelines and protocols to assist Us 
in this process. For substance use disorder treatment, We will use evidence-based and 
peer reviewed clinical review tools designated by OASAS that are appropriate to the 
age of the patient. Specific guidelines and protocols are available for Your review upon 
request. For more information, call the number on Your ID card or visit Our website at 
www.cdphp.com. 


B. Preauthorization Reviews. 
1. Non-Urgent Preauthorization Reviews. If We have ail the information 


necessary to make a determination regarding a Preauthorization review, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of receipt of 
the request. 


If We need additional information, We will request it within three (3) business 
days. You or Your Provider will then have 45 calendar days to submit the 
information. If We receive the requested information within 45 days, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information. If all necessary information is not received within 45 
days, We will make a determination within 15 calendar days of the end of the 45-
day period. 
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2. Urgent Preauthorization Reviews. With respect to urgent Preauthorization 
requests, if We have all information necessary to make a determination, We will 
make a determination and provide notice to You (or Your designee) and Your 
Provider, by telephone, within 72 hours of receipt of the request. Written notice 
will be provided within three (3) business days of receipt of the request. If We 
need additional information, We will request it within 24 hours. You or Your 
Provider will then have 48 hours to submit the information. We will make a 
determination and provide notice to You (or Your designee) and Your Provider by 
telephone and in writing within 48 hours of the earlier of Our receipt of the 
information or the end of the 48 hour period. 


3. Court Ordered Treatment. With respect to requests for mental health and/or 
substance use disorder services that have not yet been provided, if You (or Your 
designee) certify, in a format prescribed by the Superintendent of Financial 
Services, that You will be appearing, or have appeared, before a court of 
competent jurisdiction and may be subject to a court order requiring such 
services, We will make a determination and provide notice to You (or Your 
designee) and Your Provider by telephone within 72 hours of receipt of the 
request. Written notification will be provided within three (3) business days of Our 
receipt of the request. Where feasible, the telephonic and written notification will 
also be provided to the court. 


C. Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services 


during the course of care (concurrent reviews) will be made, and notice provided 
to You (or Your designee) and Your Provider, by telephone and in writing, within 
one (1) business day of receipt of all necessary information. If We need 
additional information, We will request it within one (1) business day. You or Your 
Provider will then have 45 calendar days to submit the information. We will make 
a determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of Our receipt of the 
information or, if We do not receive the information, within 15 calendar days of 
the end of the 45-day period. 


2. Urgent Concurrent Reviews. For concurrent reviews that involve an extension 
of urgent care, if the request for coverage is made at least 24 hours prior to the 
expiration of a previously approved treatment, We will make a determination and 
provide notice to You (or Your designee) and Your Provider by telephone within 
24 hours of receipt of the request. Written notice will be provided within one (1) 
business day of receipt of the request. 


If the request for coverage is not made at least 24 hours prior to the expiration of 
a previously approved treatment and We have all the information necessary to 
make a determination, We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of 72 hours or one 
(1) business day of receipt of the request. If We need additional information, We 
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will request it within 24 hours. You or Your Provider will then have 48 hours to 
submit the information. We will make a determination and provide written notice 
to You (or Your designee) and Your Provider within the earlier of one (1) 
business day or 48 hours of Our receipt of the information or, if we do not receive 
the information, within 48 hours of the end of the 48-hour period. 


3. Home Health Care Reviews. After receiving a request for coverage of home 
care services following an inpatient Hospital admission, We will make a 
determination and provide notice to You (or Your designee) and Your Provider, 
by telephone and in writing, within one (1) business day of receipt of the 
necessary information. If the day following the request falls on a weekend or 
holiday, We will make a determination and provide notice to You (or Your 
designee) and Your Provider within 72 hours of receipt of the necessary 
information. When We receive a request for home care services and all 
necessary information prior to Your discharge from an inpatient hospital 
admission, We will not deny coverage for home care services while Our decision 
on the request is pending. 


4. Inpatient Substance Use Disorder Treatment Reviews. If a request for 
inpatient substance use disorder treatment is submitted to Us at least 24 hours 
prior to discharge from an inpatient substance use disorder treatment admission, 
We will make a determination within 24 hours of receipt of the request and We 
will provide coverage for the inpatient substance use disorder treatment while 
Our determination is pending. 


5. Inpatient Substance Use Disorder Treatment at Participating OASAS
Certified Facilities. Coverage for inpatient substance use disorder treatment at 
a participating OASAS-certified Facility is not subject to Preauthorization. 
Coverage will not be subject to concurrent review for the first 14 days of the 
inpatient admission if the CASAS-certified Facility notifies Us of both the 
admission and the initial treatment plan within 48 hours of the admission. After 
the first 14 days of the inpatient admission, We may review the entire stay to 
determine whether it is Medically Necessary and We will use clinical review tools 
designated by OASAS. If any portion of the stay is denied as not Medically 
Necessary, You are only responsible for the in-network Cost-Sharing that would 
otherwise apply to Your inpatient admission. 


D. Retrospective Reviews. 
If We have all information necessary to make a determination regarding a retrospective 
claim, We will make a determination and notify You and Your Provider within 30 
calendar days of the receipt of the request. If We need additional information, We will 
request it within 30 calendar days. You or Your Provider will then have 45 calendar days 
to provide the information. We will make a determination and provide notice to You and 
Your Provider in writing within 15 calendar days of the earlier of Our receipt of the 
information or the end of the 45-day period. 
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Once We have all the information to make a decision, Our failure to make a Utilization 
Review determination within the applicable time frames set forth above will be deemed 
an adverse determination subject to an internal Appeal. 


E. Retrospective Review of Preauthorized Services. 
We may only reverse a preauthorized treatment, service or procedure on retrospective 
review when: 


• The relevant medical information presented to Us upon retrospective review is 
materially different from the information presented during the Preauthorization 
review; 


• The relevant medical information presented to Us upon retrospective review 
existed at the time of the Preauthorization but was withheld or not made available 
to Us; 


• We were not aware of the existence of such information at the time of the 
Preauthorization review; and 


• Had We been aware of such information, the treatment, service or procedure 
being requested would not have been authorized. The determination is made 
using the same specific standards, criteria or procedures as used during the 
Preauthorization review. 


F. Step Therapy Override Determinations. 
You, Your designee, or Your Health Care Professional may request a step therapy 
protocol override determination for Coverage of a Prescription Drug selected by Your 
Health Care Professional. When conducting Utilization Review for a step therapy 
protocol override determination, We will use recognized evidence-based and peer 
reviewed clinical review criteria that is appropriate for You and Your medical condition. 


1. Supporting Rationale and Documentation. A step therapy protocol override 
determination request must include supporting rationale and documentation from 
a Health Care Professional, demonstrating that: 
• The required Prescription Drug(s) is contraindicated or will likely cause an 


adverse reaction or physical or mental harm to You; 
• The required Prescription Drug(s) is expected to be ineffective based on Your 


known clinical history, condition, and Prescription Drug regimen; 
• You have tried the required Prescription Drug(s) while covered by Us or under 


Your previous health insurance coverage, or another Prescription Drug in the 
same pharmacologic class or with the same mechanism of action, and that 
Prescription Drug(s) was discontinued due to lack of efficacy or effectiveness, 
diminished effect, or an adverse event; 


• You are stable on a Prescription Drug(s) selected by Your Health Care 
Professional for Your medical condition, provided this does not prevent Us 
from requiring You to try an AB-rated generic equivalent; or 


• The required Prescription Drug(s) is not in Your best interest because it will 
likely cause a significant barrier to Your adherence to or compliance with Your 
plan of care, will likely worsen a comorbid condition, or will likely decrease 
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Your ability to achieve or maintain reasonable functional ability in performing 
daily activities. 


2. Standard Review. We will make a step therapy protocol override determination 
and provide notification to You (or Your designee) and where appropriate, Your 
Health Care Professional, within 72 hours of receipt of the supporting rationale 
and documentation. 


3. Expedited Review. If You have a medical condition that places Your health in 
serious jeopardy without the Prescription Drug prescribed by Your Health Care 
Professional, We will make a step therapy protocol override determination and 
provide notification to You (or Your designee) and Your Health Care Professional 
within 24 hours of receipt of the supporting rationale and documentation. 


If the required supporting rationale and documentation are not submitted with a step 
therapy protocol override determination request, We will request the information within 
72 hours for Preauthorization and retrospective reviews, the lesser of 72 hours or one 
(1) business day for concurrent reviews, and 24 hours for expedited reviews. You or 
Your Health Care Professional will have 45 calendar days to submit the information for 
Preauthorization, concurrent and retrospective reviews, and 48 hours for expedited 
reviews. For Preauthorization reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For concurrent reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 72 hours or one (1) business day of Our receipt of the 
information or 15 calendar days of the end of the 45-day period if the information is not 
received. For retrospective reviews, We will make a determination and provide 
notification to You (or Your designee) and Your Health Care Professional within the 
earlier of 72 hours of Our receipt of the information or 15 calendar days of the end of the 
45-day period if the information is not received. For expedited reviews, We will make a 
determination and provide notification to You (or Your designee) and Your Health Care 
Professional within the earlier of 24 hours of Our receipt of the information or 48 hours 
of the end of the 48-hour period if the information is not received. 


If We do not make a determination within 72 hours (or 24 hours for expedited reviews) 
of receipt of the supporting rationale and documentation, the step therapy protocol 
override request will be approved. 


If We determine that the step therapy protocol should be overridden, We will authorize 
immediate coverage for the Prescription Drug prescribed by Your treating Health Care 
Professional. An adverse step therapy override determination is eligible for an Appeal. 


G. Reconsideration. 
If We did not attempt to consult with Your Provider who recommended the Covered 
Service before making an adverse determination, the Provider may request 
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reconsideration by the same clinical peer reviewer who made the adverse determination 
or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable. 
For Preauthorization and concurrent reviews, the reconsideration will take place within 
one (1) business day of the request for reconsideration. If the adverse determination is 
upheld, a notice of adverse determination will be given to You and Your Provider, by 
telephone and in writing. 


H. Utilization Review Internal Appeals. 
You, Your designee, and, in retrospective review cases, Your Provider, may request an 
internal Appeal of an adverse determination, either by phone, in person, or in writing. 


You have up to 180 calendar days after You receive notice of the adverse determination 
to file an Appeal. We will acknowledge Your request for an internal Appeal within 15 
calendar days of receipt. This acknowledgment will if necessary, inform You of any 
additional information needed before a decision can be made. The Appeal will be 
decided by a clinical peer reviewer who is not subordinate to the clinical peer reviewer 
who made the initial adverse determination and who is 1) a Physician or 2) a Health 
Care Professional in the same or similar specialty as the Provider who typically 
manages the disease or condition at issue. 


1. Out-of-Network Service Denial. You also have the right to Appeal the denial of 
a Preauthorization request for an out-of-network health service when We 
determine that the out-of-network health service is not materially different from an 
available in-network health service. A denial of an out-of-network health service 
is a service provided by a Non-Participating Provider, but only when the service 
is not available from a Participating Provider. For a Utilization Review Appeal of 
denial of an out-of-network health service, You or Your designee must submit: 
• A written statement from Your attending Physician, who must be a licensed, 


board-certified or board-eligible Physician qualified to practice in the specialty 
area of practice appropriate to treat Your condition, that the requested out-of
network health service is materially different from the alternate health service 
available from a Participating Provider that We approved to treat Your 
condition; and 


• Two (2) documents from the available medical and scientific evidence that the 
out-of-network service: 1) is likely to be more clinically beneficial to You than 
the alternate in-network service; and 2) that the adverse risk of the out-of
network service would likely not be substantially increased over the in
network health service. 


2. Out-of-Network Authorization Denial. You also have the right to Appeal the 
denial of a request for an authorization to a Non-Participating Provider when We 
determine that We have a Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide the 
requested health care service. For a Utilization Review Appeal of an out-of
network authorization denial, You or Your designee must submit a written 
statement from Your attending Physician, who must be a licensed, board-certified 
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or board-eligible Physician qualified to practice in the specialty area of practice 
appropriate to treat Your condition: 
• That the Participating Provider recommended by Us does not have the 


appropriate training and experience to meet Your particular health care needs 
for the health care service; and 


• Recommending a Non-Participating Provider with the appropriate training and 
experience to meet Your particular health care needs who is able to provide 
the requested health care service. 


I. First Level Appeal. 
1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 


We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. An Appeal of a review of continued or extended health care 
services, additional services rendered in the course of continued treatment, 
home health care services following discharge from an inpatient Hospital 
admission, services in which a Provider requests an immediate review, mental 
health and/or substance use disorder services that may be subject to a court 
order, or any other urgent matter will be handled on an expedited basis. An 
expedited Appeal is not available for retrospective reviews. For an expedited 
Appeal, Your Provider will have reasonable access to the clinical peer reviewer 
assigned to the Appeal within one ( 1 ) business day of receipt of the request for 
an Appeal. Your Provider and a clinical peer reviewer may exchange information 
by telephone or fax. An expedited Appeal will be determined within the earlier of 
72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination 
will be provided to You (or Your designee) within 24 hours after the determination 
is made, but no later than 72 hours after receipt of the Appeal request. 


If You are not satisfied with the resolution of Your expedited Appeal, You may file 
a standard internal Appeal or an external appeal. 


Our failure to render a determination of Your Appeal within 60 calendar days of 
receipt of the necessary information for a standard Appeal or within two (2) 
business days of receipt of the necessary information for an expedited Appeal 
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will be deemed a reversal of the initial adverse determination. 


4. Substance Use Appeal. If We deny a request for inpatient substance use 
disorder treatment that was submitted at least 24 hours prior to discharge from 
an inpatient admission, and You or Your Provider file an expedited internal 
Appeal of Our adverse determination, We will decide the Appeal within 24 hours 
of receipt of the Appeal request. If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of 
Our adverse determination, We will also provide coverage for the inpatient 
substance use disorder treatment while a determination on the internal Appeal 
and external appeal is pending. 


J. Second Level Appeal. 
If You disagree with the first level Appeal determination, You or Your designee can file a 
second level Appeal. You or Your designee can also file an external appeal. The four 
(4) month timeframe for filing an external appeal begins on receipt of the final 
adverse determination on the first level of Appeal. By choosing to file a second 
level Appeal, the time may expire for You to file an external appeal. 


A second level Appeal must be filed within 45 days of receipt of the final adverse 
determination on the first level Appeal. We will acknowledge Your request for an internal 
Appeal within 15 calendar days of receipt. This acknowledgment will inform You, if 
necessary, of any additional information needed before a decision can be made. 


1. Preauthorization Appeal. If Your Appeal relates to a Preauthorization request, 
We will decide the Appeal within 15 calendar days of receipt of the Appeal 
request. Written notice of the determination will be provided to You (or Your 
designee), and where appropriate, Your Provider, within two (2) business days 
after the determination is made, but no later than 15 calendar days after receipt 
of the Appeal request. 


2. Retrospective Appeal. If Your Appeal relates to a retrospective claim, We will 
decide the Appeal within 30 calendar days of receipt of the Appeal request. 
Written notice of the determination will be provided to You (or Your designee), 
and where appropriate, Your Provider, within two (2) business days after the 
determination is made, but no later than 30 calendar days after receipt of the 
Appeal request. 


3. Expedited Appeal. If Your Appeal relates to an urgent matter, We will decide 
the Appeal and provide written notice of the determination to You (or Your 
designee), and where appropriate, Your Provider, within 72 hours of receipt of 
the Appeal request. 


K. Appeal Assistance. 
If You need Assistance filing an Appeal, You may contact the state independent 
Consumer Assistance Program at: 
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Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XVIII 


External Appeal 


A. Your Right to an External Appeal. 
In some cases, You have a right to an external appeal of a denial of coverage. If We 
have denied coverage on the basis that a service is not Medically Necessary (including 
appropriateness, health care setting, level of care or effectiveness of a Covered 
benefit); or is an experimental or investigational treatment (including clinical trials and 
treatments for rare diseases); or is an out-of-network treatment, You or Your 
representative may appeal that decision to an External Appeal Agent, an independent 
third party certified by the State to conduct these appeals. 


In order for You to be eligible for an external appeal You must meet the following two (2) 
requirements: 


• The service, procedure, or treatment must otherwise be a Covered Service under 
this Certificate; and 


• In general, You must have received a final adverse determination through the 
first level of Our internal Appeal process. But, You can file an external appeal 
even though You have not received a final adverse determination through the 
first level of Our internal Appeal process if: 


o We agree in writing to waive the internal Appeal. We are not required to 
agree to Your request to waive the internal Appeal; or 


o You file an external appeal at the same time as You apply for an 
expedited internal Appeal; or 


o We fail to adhere to Utilization Review claim processing requirements 
(other than a minor violation that is not likely to cause prejudice or harm to 
You, and We demonstrate that the violation was for good cause or due to 
matters beyond Our control and the violation occurred during an ongoing, 
good faith exchange of information between You and Us). 


B. Your Right to Appeal a Determination that a Service is Not Medically 
Necessary. 
If We have denied coverage on the basis that the service is not Medically Necessary, 
You may appeal to an External Appeal Agent if You meet the requirements for an 
external appeal in paragraph "A" above. 


C. Your Right to Appeal a Determination that a Service is Experimental or 
lnvestigational. 
If We have denied coverage on the basis that the service is an experimental or 
investigational treatment (including clinical trials and treatments for rare diseases), You 
must satisfy the two (2) requirements for an external appeal in paragraph "A" above and 
Your attending Physician must certify that Your condition or disease is one for which: 


1. Standard health services are ineffective or medically inappropriate; or 
2. There does not exist a more beneficial standard service or procedure Covered by 


Us; or 
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3. There exists a clinical trial or rare disease treatment (as defined by law). 


In addition, Your attending Physician must have recommended one (1) of the following: 
1. A service, procedure or treatment that two (2) documents from available medical 


and scientific evidence indicate is likely to be more beneficial to You than any 
standard Covered Service (only certain documents will be considered in support 
of this recommendation - Your attending Physician should contact the State for 
current information as to what documents will be considered or acceptable); or 


2. A clinical trial for which You are eligible (only certain clinical trials can be 
considered); or 


3. A rare disease treatment for which Your attending Physician certifies that there is 
no standard treatment that is likely to be more clinically beneficial to You than the 
requested service, the requested service is likely to benefit You in the treatment 
of Your rare disease, and such benefit outweighs the risk of the service. In 
addition, Your attending Physician must certify that Your condition is a rare 
disease that is currently or was previously subject to a research study by the 
National Institutes of Health Rare Disease Clinical Research Network or that it 
affects fewer than 200,000 U.S. residents per year. 


For purposes of this section, Your attending Physician must be a licensed, board
certified or board eligible Physician qualified to practice in the area appropriate to treat 
Your condition or disease. In addition, for a rare disease treatment, the attending 
Physician may not be Your treating Physician. 


D. Your Right to Appeal a Determination that a Service is Out-of-Network. 
If We have denied coverage of an out-of-network treatment because it is not materially 
different than the health service available in-network, You may appeal to an External 
Appeal Agent if You meet the two (2) requirements for an external appeal in paragraph 
"A" above, and You have requested Preauthorization for the out-of-network treatment. 


In addition, Your attending Physician must certify that the out-of-network service is 
materially different from the alternate recommended in-network health service, and 
based on two (2) documents from available medical and scientific evidence, is likely to 
be more clinically beneficial than the alternate in-network treatment and that the 
adverse risk of the requested health service would likely not be substantially increased 
over the alternate in-network health service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


E. Your Right to Appeal an Out-of-Network Authorization Denial to a Non
Participating Provider. 
If We have denied coverage of a request for an authorization to a Non-Participating 
Provider because We determine We have a Participating Provider with the appropriate 
training and experience to meet Your particular health care needs who is able to provide 
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the requested health care service, You may appeal to an External Appeal Agent if You 
meet the two (2) requirements for an external appeal in paragraph "A" above. 


In addition, Your attending Physician must: 1) certify that the Participating Provider 
recommended by Us does not have the appropriate training and experience to meet 
Your particular health care needs; and 2) recommend a Non-Participating Provider with 
the appropriate training and experience to meet Your particular health care needs who 
is able to provide the requested health care service. 


For purposes of this section, Your attending Physician must be a licensed, board 
certified or board eligible Physician qualified to practice in the specialty area appropriate 
to treat You for the health service. 


F. Your Right to Appeal a Formulary Exception Denial. 
If We have denied Your request for coverage of a non-formulary Prescription Drug 
through Our formulary exception process, You, Your designee or the prescribing Health 
Care Professional may appeal the formulary exception denial to an External Appeal 
Agent. See Your Prescription Drug Coverage Rider, if applicable, for more information 
on the formulary exception process. 


G. The External Appeal Process. 
You have four (4) months from receipt of a final adverse determination or from receipt of 
a waiver of the internal Appeal process to file a written request for an external appeal. If 
You are filing an external appeal based on Our failure to adhere to claim processing 
requirements, You have four (4) months from such failure to file a written request for an 
external appeal. 


We will provide an external appeal application with the final adverse determination 
issued through the first level of Our internal Appeal process or Our written waiver of an 
internal Appeal. You may also request an external appeal application from the New 
York State Department of Financial Services at 1-800-400-8882. Submit the completed 
application to the Department of Financial Services at the address indicated on the 
application. If You meet the criteria for an external appeal, the State will forward the 
request to a certified External Appeal Agent. 


You can submit additional documentation with Your external appeal request. If the 
External Appeal Agent determines that the information You submit represents a material 
change from the information on which We based Our denial, the External Appeal Agent 
will share this information with Us in order for Us to exercise Our right to reconsider Our 
decision. If We choose to exercise this right, We will have three (3) business days to 
amend or confirm Our decision. Please note that in the case of an expedited external 
appeal (described below), We do not have a right to reconsider Our decision. 


In general, the External Appeal Agent must make a decision within 30 days of receipt of 
Your completed application. The External Appeal Agent may request additional 
information from You, Your Physician, or Us. If the External Appeal Agent requests 
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additional information, it will have five (5) additional business days to make its decision. 
The External Appeal Agent must notify You in writing of its decision within two (2) 
business days. 


If Your attending Physician certifies that a delay in providing the service that has been 
denied poses an imminent or serious threat to Your health; or if Your attending 
Physician certifies that the standard external appeal time frame would seriously 
jeopardize Your life, health or ability to regain maximum function; or if You received 
Emergency Services and have not been discharged from a Facility and the denial 
concerns an admission, availability of care or continued stay, You may request an 
expedited external appeal. In that case, the External Appeal Agent must make a 
decision within 72 hours of receipt of Your completed application. Immediately after 
reaching a decision, the External Appeal Agent must notify You and Us by telephone or 
facsimile of that decision. The External Appeal Agent must also notify You in writing of 
its decision. 


If Your internal formulary exception request received a standard review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 72 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You are 
taking the Prescription Drug, including any refills. 


If Your internal formulary exception request received an expedited review through Our 
formulary exception process, the External Appeal Agent must make a decision on Your 
external appeal and notify You or Your designee and the prescribing Health Care 
Professional within 24 hours of receipt of Your completed application. If the External 
Appeal Agent overturns Our denial, We will Cover the Prescription Drug while You 
suffer from the health condition that may seriously jeopardize Your health, life or ability 
to regain maximum function or for the duration of Your current course of treatment using 
the non-formulary Prescription Drug. 


If the External Appeal Agent overturns Our decision that a service is not Medically 
Necessary or approves coverage of an experimental or investigational treatment or an 
out-of-network treatment, We will provide coverage subject to the other terms and 
conditions of this Certificate. Please note that if the External Appeal Agent approves 
coverage of an experimental or investigational treatment that is part of a clinical trial, 
We will only Cover the cost of services required to provide treatment to You according 
to the design of the trial. We will not be responsible for the costs of investigational drugs 
or devices, the costs of non-health care services, the costs of managing the research, 
or costs that would not be Covered under this Certificate for non-investigational 
treatments provided in the clinical trial. 


The External Appeal Agent's decision is binding on both You and Us. The External 
Appeal Agent's decision is admissible in any court proceeding. 
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H. Your Responsibilities. 
It is Your responsibility to start the external appeal process. You may start the 
external appeal process by filing a completed application with the New York State 
Department of Financial Services. You may appoint a representative to assist You with 
Your application; however, the Department of Financial Services may contact You and 
request that You confirm in writing that You have appointed the representative. 


Under New York State law, Your completed request for external appeal must be 
filed within four (4) months of either the date upon which You receive a final 
adverse determination, or the date upon which You receive a written waiver of 
any internal Appeal, or Our failure to adhere to claim processing requirements. 
We have no authority to extend this deadline. 
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SECTION XIX 


Coordination of Benefits 


This section applies when You also have group health coverage with another plan. 
When You receive a Covered Service, We will coordinate benefit payments with any 
payment made by another plan. The primary plan will pay its full benefits and the other 
plan may pay secondary benefits, if necessary, to cover some or all of the remaining 
expenses. This coordination prevents duplicate payments and overpayments. We do 
not coordinate benefit payments for vision benefits. 


A. Definitions. 
1. "Allowable expense" is the necessary, reasonable, and customary item of 


expense for health care, when the item is covered at least in part under any of 
the plans involved, except where a statute requires a different definition. When a 
plan provides benefits in the form of services, the reasonable cash value of each 
service will be considered as both an allowable expense and a benefit paid. 


2. "Plan" is other group health coverage with which We will coordinate benefits. 
The term "plan" includes: 


• Group health benefits and group blanket or group remittance health 
benefits coverage, whether insured, self-insured, or self-funded. This 
includes group HMO and other prepaid group coverage, but does not 
include blanket school accident coverage or coverages issued to a 
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the 
school or organization pays the premiums. 


• Medical benefits coverage, in group and individual automobile "no-fault" 
and traditional liability "fault" type contracts. 


• Hospital, medical, and surgical benefits coverage of Medicare or a 
governmental plan offered, required, or provided by law, except Medicaid 
or any other plan whose benefits are by law excess to any private 
insurance coverage. 


3. "Primary plan" is one whose benefits must be determined without taking the 
existence of any other plan into consideration. A plan is primary if either: 1) the 
plan has no order of benefits rules or its rules differ from those required by 
regulation; or 2) all plans which cover the person use the order of benefits rules 
required by regulation and under those rules the plan determines its benefits first. 
More than one plan may be a primary plan (for example, two plans which have 
no order of benefit determination rules). 


4. "Secondary plan" is one which is not a primary plan. If a person is covered by 
more than one secondary plan, the order of benefit determination rules decide 
the order in which their benefits are determined in relation to each other. 


B. Rules to Determine Order of Payment. 
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The first of the rules listed below in paragraphs 1-6 that applies will determine which 
plan will be primary: 


1. If the other plan does not have a provision similar to this one, then the other plan 
will be primary. 


2. If the person receiving benefits is the Subscriber and is only covered as a 
Dependent under the other plan, this Certificate will be primary. 


3. If a child is covered under the plans of both parents and the parents are not 
separated or divorced, the plan of the parent whose birthday falls earlier in the 
year will be primary. If both parents have the same birthday, the plan which 
covered the parent longer will be primary. To determine whose birthday falls 
earlier in the year, only the month and day are considered. However, if the other 
plan does not have this birthday rule, but instead has a rule based on the sex of 
the parent and as a result the plans do not agree on which is primary, then the 
rule in the other plan will determine which plan is primary. 


4. If a child is covered by both parents' plans, the parents are separated or 
divorced, and there is no court decree between the parents that establishes 
financial responsibility for the child's health care expenses: 


• The plan of the parent who has custody will be primary; 
• If the parent with custody has remarried, and the child is also covered as a 


child under the step-parent's plan, the plan of the parent with custody will 
pay first, the step-parent's plan will pay second, and the plan of the parent 
without custody will pay third; and 


• If a court decree between the parents says which parent is responsible for 
the child's health care expenses, then that parent's plan will be primary if 
that plan has actual knowledge of the decree. 


5. If the person receiving services is covered under one plan as an active employee 
or member (i.e., not laid-off or retired), or as the spouse or child of such an active 
employee, and is also covered under another plan as a laid-off or retired 
employee or as the spouse or child of such a laid-off or retired employee, the 
plan that covers such person as an active employee or spouse or child of an 
active employee will be primary. If the other plan does not have this rule, and as 
a result the plans do not agree on which will be primary, this rule will be ignored. 


6. If none of the above rules determine which plan is primary, the plan that covered 
the person receiving services longer will be primary. 


C. Effects of Coordination. 
When this plan is secondary, its benefits will be reduced so that the total benefits paid 
by the primary plan and this plan during a claim determination period will not exceed 
Our maximum available benefit for each Covered Service. Also, the amount We pay will 
not be more than the amount We would pay if We were primary. As each claim is 
submitted, We will determine Our obligation to pay for allowable expenses based upon 
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all claims that have been submitted up to that point in time during the claim 
determination period. 


D. Right to Receive and Release Necessary Information. 
We may release or receive information that We need to coordinate benefits. We do not 
need to tell anyone or receive consent to do this. We are not responsible to anyone for 
releasing or obtaining this information. You must give Us any needed information for 
coordination purposes, in the time frame requested. 


E. Our Right to Recover Overpayment. 
If We made a payment as a primary plan, You agree to pay Us any amount by which 
We should have reduced Our payment. Also, We may recover any overpayment from 
the primary plan or the Provider receiving payment and You agree to sign all documents 
necessary to help Us recover any overpayment. 


F. Coordination with "Always Excess," "Always Secondary," or "Non
complying" Plans. 
Except as described below, We will coordinate benefits with plans, whether insured or 
self-insured, that provide benefits that are stated to be always excess or always 
secondary or use order of benefit determination rules that are inconsistent with the rules 
described above in the following manner: 


1. If this Certificate is primary, as defined in this section, We will pay benefits first. 


2. If this Certificate is secondary, as defined in this section, We will pay only the 
amount We would pay as the secondary insurer. 


3. If We request information from a non-complying plan and do not receive it within 
30 days, We will calculate the amount We should pay on the assumption that the 
non-complying plan and this Certificate provide identical benefits. When the 
information is received, We will make any necessary adjustments. 


If a blanket accident insurance policy issued in accordance with Section 1015.11 of the 
General Business Law contains a provision that its benefits are excess or always 
secondary, then this Certificate is primary. 
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SECTION XX 


Termination of Coverage 


Coverage under this Certificate will automatically be terminated on the first of the 
following to apply: 


1. The Group and/or Subscriber has failed to pay Premiums within 30 days of when 
Premiums are due. Coverage will terminate as of the last day for which 
Premiums were paid. 


2. The end of the month in which the Subscriber ceases to meet the eligibility 
requirements as defined by the Group. 


3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has 
coverage for Dependents. If the Subscriber has coverage for Dependents, then 
coverage will terminate as of the last day of the month for which the Premium 
had been paid. 


4. For Spouses in cases of divorce, the date of the divorce. 


5. For Children, until the end of the month in which the Child turns 26 years of age. 


6. For all other Dependents, the end of the month in which the Dependent ceases 
to be eligible. 


7. The end of the month during which the Group or Subscriber provides written 
notice to Us requesting termination of coverage, or on such later date requested 
for such termination by the notice. 


8. If the Subscriber or the Subscriber's Dependent has performed an act that 
constitutes fraud or the Subscriber has made an intentional misrepresentation of 
material fact in writing on his or her enrollment application, or in order to obtain 
coverage for a service, coverage will terminate immediately upon written notice 
of termination delivered by Us to the Subscriber and/or the Subscriber's 
Dependent, as applicable. However, if the Subscriber makes an intentional 
misrepresentation of material fact in writing on his or her enrollment application, 
We will rescind coverage if the facts misrepresented would have led Us to refuse 
to issue the coverage. Rescission means that the termination of Your coverage 
will have a retroactive effect of up to Your enrollment under the Certificate. If 
termination is a result of the Subscriber's action, coverage will terminate for the 
Subscriber and any Dependents. If termination is a result of the Dependent's 
action, coverage will terminate for the Dependent. 
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9. The date that the Group Contract is terminated. If We terminate and/or decide to 
stop offering a particular class of group contracts, without regard to claims 
experience or health related status, to which this Certificate belongs, We will 
provide the Group and Subscribers at least 90 days' prior written notice. 


10. If We elect to terminate or cease offering all hospital, surgical and medical 
expense coverage in the large group market in this state, We will provide written 
notice to the Group and Subscriber at least 180 days prior to when the coverage 
will cease. 


11. The Group has performed an act or practice that constitutes fraud or made an 
intentional misrepresentation of material fact under the terms of the coverage. 


12. The Group ceases to meet the statutory requirements to be defined as a group 
for the purposes of obtaining coverage. We will provide written notice to the 
Group and Subscriber at least 30 days prior to when the coverage will cease. 


13. The date there is no longer any Subscriber who lives, resides, or works in Our 
Service Area. 


No termination shall prejudice the right to a claim for benefits which arose prior to such 
termination. 


See the Continuation of Coverage section of this Certificate for Your right to 
continuation of this coverage. See the Conversion Right to a New Contract after 
Termination section of this Certificate for Your right to conversion to an individual 
Contract. 
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SECTION XX.I 


Extension of Benefits 


When Your coverage under this Certificate ends, benefits stop. But, if You are totally 
disabled on the date the Group Contract terminates, or on the date Your coverage 
under this Certificate terminates, continued benefits may be available for the treatment 
of the injury or sickness that is the cause of the total disability. 


For purposes of this section, "total disability" means You are prevented because of 
injury or disease from engaging in any work or other gainful activity. Total disability for a 
minor means that the minor is prevented because of injury or disease from engaging in 
substantially all of the normal activities of a person of like age and sex who is in good 
health. 


A. When You May Continue Benefits. 
When Your coverage under this Certificate ends, We will provide benefits during a 
period of total disability for a Hospital stay commencing, or surgery performed, within 31 
days from the date Your coverage ends. The Hospital stay or surgery must be for the 
treatment of the injury, sickness, or pregnancy causing the total disability. 


If Your coverage ends because You are no longer employed, We will provide benefits 
during a period of total disability for up to 12 months from the date Your coverage ends 
for Covered services to treat the injury, sickness, or pregnancy that caused the total 
disability, unless these services are covered under another group health plan. 


B. Termination of Extension of Benefits. 
Extended benefits will end on the earliest of the following: 


• The date You are no longer totally disabled; 
• The date the contractual benefit has been exhausted; 
• 12 months from the date extended benefits began (if Your benefits are extended 


based on termination of employment); or 
• With respect to the 12-month extension of coverage, the date You become 


eligible for benefits under any group policy providing medical benefits. 


C. Limits on Extended Benefits. 
We will not pay extended benefits: 


• For any Member who is not totally disabled on the date coverage under this 
Certificate ends; or 


• Beyond the extent to which We would have paid benefits under this Certificate if 
coverage had not ended. 
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SECTION XX.II 


Continuation of Coverage 


Under the continuation of coverage provisions of the federal Consolidated Omnibus 
Budget Reconciliation Act of 1985 ("COBRA"), most employer-sponsored group health 
plans must offer employees and their families the opportunity for a temporary 
continuation of health insurance coverage when their coverage would otherwise end. If 
You are not entitled to temporary continuation of coverage under COBRA, You may be 
entitled to temporary continuation coverage under the New York Insurance Law as 
described below. Call or write Your employer to find out if You are entitled to temporary 
continuation of coverage under COBRA or under the New York Insurance Law. Any 
period of continuation of coverage will terminate automatically at the end of the period of 
continuation provided under COBRA or the New York Insurance Law. 


A. Qualifying Events. 
Pursuant to federal COBRA and state continuation coverage laws, You, the Subscriber, 
Your Spouse and Your Children may be able to temporarily continue coverage under 
this Certificate in certain situations when You would otherwise lose coverage, known as 
qualifying events. 


1. If Your coverage ends due to voluntary or involuntary termination of employment 
or a change in Your employee class (e.g., a reduction in the number of hours of 
employment), You may continue coverage. Coverage may be continued for You, 
Your Spouse and any of Your covered Children. 


2. If You are a covered Spouse, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Divorce or legal separation from the Subscriber; or 
• Death of the Subscriber. 


3. If You are a covered Child, You may continue coverage if Your coverage ends 
due to: 


• Voluntary or involuntary termination of the Subscriber's employment; 
• Reduction in the hours worked by the Subscriber or other change in the 


Subscriber's class; 
• Loss of covered Child status under the plan rules; or 
• Death of the Subscriber. 


If You want to continue coverage, You must request continuation from the Group in 
writing and make the first Premium payment within the 60-day period following the later 
of: 
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1. The date coverage would otherwise terminate; or 
2. The date You are sent notice by first class mail of the right of continuation by the 


Group. 


The Group may charge up to 102% of the Group Premium for continued coverage. 


Continued coverage under this section will terminate at the earliest of the following: 
1. The date 36 months after the Subscriber's coverage would have terminated 


because of termination of employment; 
2. If You are a covered Spouse or Child, the date 36 months after coverage would 


have terminated due to the death of the Subscriber, divorce or legal separation, 
the Subscriber's eligibility for Medicare, or the failure to qualify under the 
definition of "Children"; 


3. The date You become covered by an insured or uninsured arrangement that 
provides group hospital, surgical or medical coverage; 


4. The date You become entitled to Medicare; 
5. The date to which Premiums are paid if You fail to make a timely payment; or 
6. The date the Group Contract terminates. However, if the Group Contract is 


replaced with similar coverage, You have the right to become covered under the 
new Group Contract for the balance of the period remaining for Your continued 
coverage. 


When Your continuation of coverage ends, You may have a right to conversion. See the 
Conversion Right to a New Contract after Termination section of this Certificate. 


8. Supplementary Continuation, Conversion, and Temporary Suspension Rights 
During Active Duty. 
If You, the Subscriber are a member of a reserve component of the armed forces of the 
United States, including the National Guard, You have the right to continuation, 
conversion, or a temporary suspension of coverage during active duty and 
reinstatement of coverage at the end of active duty if Your Group does not voluntarily 
maintain Your coverage and if: 


1. Your active duty is extended during a period when the president is authorized to 
order units of the reserve to active duty, provided that such additional active duty 
is at the request and for the convenience of the federal government; and 


2. You serve no more than four (4) years of active duty. 


When Your Group does not voluntarily maintain Your coverage during active duty, 
coverage under this Certificate will be suspended unless You elect to continue coverage 
in writing within 60 days of being ordered to active duty and You pay the Group the 
required Premium payment but not more frequently than on a monthly basis in advance. 
This right of continuation extends to You and Your eligible Dependents. Continuation of 
coverage is not available for any person who is eligible to be covered under Medicare; 
or any person who is covered as an employee, member or dependent under any other 
insured or uninsured arrangement which provides group hospital, surgical or medical 
coverage, except for coverage available to active duty members of the uniformed 
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services and their family members. 


Upon completion of active duty: 
1. Your coverage under this Certificate may be resumed as long as You are 


reemployed or restored to participation in the Group upon return to civilian status. 
The right of resumption extends to coverage for Your covered Dependents. For 
coverage that was suspended while on active duty, coverage under the Group 
plan will be retroactive to the date on which active duty terminated. 


2. If You are not reemployed or restored to participation in Your Group upon return 
to civilian status, You will be eligible for continuation and conversion as long as 
You apply to Us for coverage within 31 days of the termination of active duty or 
discharge from a Hospitalization resulting from active duty as long as the 
Hospitalization was not in excess of one (1) year. 


C. Availability of Age 29 Dependent Coverage Extension - Young Adult Option. 
The Subscriber's Child may be eligible to purchase continuation coverage under the 
Group's Contract through the age of 29 if he or she: 


1. Is under the age of 30; 
2. Is not married; 
3. Is not insured by or eligible for coverage under an employer-sponsored health 


benefit plan covering him or her as an employee or member, whether insured or 
self-insured; 


4. Lives, works or resides in New York State or Our Service Area; and 
5. Is not covered by Medicare. 


The Child may purchase continuation coverage even if he or she is not financially 
dependent on his or her parent(s) and does not need to live with his or her parent(s). 


The Subscriber's Child may elect this coverage: 
1. Within 60 days of the date that his or her coverage would otherwise end due to 


reaching the maximum age for Dependent coverage, in which case coverage will 
be retroactive to the date that coverage would otherwise have terminated; 


2. Within 60 days of newly meeting the eligibility requirements, in which case 
coverage will be prospective and start within 30 days of when the Group or the 
Group's designee receives notice and We receive Premium payment; or 


3. During an annual 30-day open enrollment period, in which case coverage will be 
prospective and will start within 30 days of when the Group or the Group's 
designee receives notice of election and We receive Premium payment. 


The Subscriber or Subscriber's Child must pay the Premium rate that applies to 
individual coverage. Coverage will be the same as the coverage provided under this 
Certificate. The Child's children are not eligible for coverage under this option. 
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SECTION XX.Ill 


Conversion Right to a New Contract after Termination 


A. Circumstances Giving Rise to Right to Conversion. 
You have the right to convert to a new Contract if coverage under this Certificate 
terminates under the circumstances described below. 


1. Termination of the Group Contract. If the Group Contract between Us and the 
Group is terminated as set forth in the Termination of Coverage section of this 
Certificate, and the Group has not replaced the coverage with similar and 
continuous health care coverage, whether insured or self-insured, You are 
entitled to purchase a new Contract as a direct payment member. 


2. If You Are No Longer Covered in a Group. If Your coverage terminates under 
the Termination of Coverage section of this Certificate because You are no 
longer a member of a Group, You are entitled to purchase a new Contract as a 
direct payment member. 


3. On the Death of the Subscriber. If coverage terminates under the Termination 
of Coverage section of this Certificate because of the death of the Subscriber, 
the Subscriber's Dependents are entitled to purchase a new Contract as direct 
payment members. 


4. Termination of Your Marriage. If a Spouse's coverage terminates under the 
Termination of Coverage section of this Certificate because the Spouse becomes 
divorced from the Subscriber or the marriage is annulled, that former Spouse is 
entitled to purchase a new Contract as a direct payment member. 


5. Termination of Coverage of a Child. If a Child's coverage terminates under the 
Termination of Coverage section of this Certificate because the Child no longer 
qualifies as a Child, the Child is entitled to purchase a new Contract as a direct 
payment member. 


6. Termination of Your Temporary Continuation of Coverage. If coverage 
terminates under the Termination of Coverage section of this Certificate because 
You are no longer eligible for continuation of coverage, You are entitled to 
purchase a new Contract as a direct payment member. 


7. Termination of Your Young Adult Coverage. If a Child's young adult coverage 
terminates under the Termination of Coverage section of this Certificate, the 
Child is entitled to purchase a new Contract as a direct payment member. 


B. When to Apply for the New Contract. 
If You are entitled to purchase a new Contract as described above, You must apply to 
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Us for the new Contract within 60 days after termination of coverage under this 
Certificate. You must also pay the first Premium of the new Contract at the time You 
apply for coverage. 


C. The New Contract. 
We will offer You an individual direct payment Contract at each level of coverage (i.e., 
bronze, silver, gold or platinum) that Covers all benefits required by state and federal 
law. You may choose among any of the four (4) Contracts offered by Us. The coverage 
may not be the same as Your current coverage. 
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SECTION XXIV 


General Provisions 


1. Agreements Between Us and Participating Providers. 
Any agreement between Us and Participating Providers may only be terminated by Us 
or the Providers. This Certificate does not require any Provider to accept a Member as a 
patient. We do not guarantee a Member's admission to any Participating Provider or 
any health benefits program. 


2. Assignment. 
You cannot assign any benefits under this Certificate or legal claims based on a denial 
of benefits to any person, corporation or other organization. You cannot assign any 
monies due under this Certificate to any person, corporation or other organization 
unless it is an assignment to Your Provider for a surprise bill. See the How Your 
Coverage Works section of this Certificate for more information about surprise bills. Any 
assignment of benefits or legal claims based on a denial of benefits by You other than 
for monies due for a surprise bill will be void. Assignment means the transfer to another 
person or to an organization of Your right to the services provided under this Certificate 
or Your right to collect money from Us for those services. Nothing in this paragraph shall 
affect Your right to appoint a designee or representative as otherwise permitted by 
applicable law. 


3. Changes in this Certificate. 
We may unilaterally change this Certificate upon renewal, if We give the Group 30 days' 
prior written notice. 


4. Choice of Law. 
This Certificate shall be governed by the laws of the State of New York. 


5. Clerical Error. 
Clerical error, whether by the Group or Us, with respect to this Certificate, or any other 
documentation issued by Us in connection with this Certificate, or in keeping any record 
pertaining to the coverage hereunder, will not modify or invalidate coverage otherwise 
validly in force or continue coverage otherwise validly terminated. 


6. Conformity with Law. 
Any term of this Certificate which is in conflict with New York State law or with any 
applicable federal law that imposes additional requirements from what is required under 
New York State law will be amended to conform with the minimum requirements of such 
law. 


7. Continuation of Benefit Limitations. 
Some of the benefits in this Certificate may be limited to a specific number of visits, 
and/or subject to a Deductible. You will not be entitled to any additional benefits if Your 
coverage status should change during the year. For example, if Your coverage status 
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changes from covered family member to Subscriber, all benefits previously utilized 
when You were a covered family member will be applied toward Your new status as a 
Subscriber. 


8. Enrollment ERISA. 
The Group will develop and maintain complete and accurate payroll records, as well as 
any other records of the names, addresses, ages, and social security numbers of all 
Group Members covered under this Certificate, and any other information required to 
confirm their eligibility for coverage. 


The Group will provide Us with this information upon request. The Group may also have 
additional responsibilities as the "plan administrator" as defined by the Employee 
Retirement Income Security Act of 1974 ("ERISA"), as amended. The "plan 
administrator" is the Group, or a third party appointed by the Group. We are not the 
ERISA plan administrator. 


9. Entire Agreement. 
This Certificate, including any endorsements, riders and the attached applications, if 
any, constitutes the entire Certificate. 


10. Fraud and Abusive Billing. 
We have processes to review claims before and after payment to detect fraud and 
abusive billing. Members seeking services from Non-Participating Providers could be 
balance billed by the Non-Participating Provider for those services that are determined 
to be not payable as a result of a reasonable belief of fraud or other intentional 
misconduct or abusive billing. 


11. Furnishing Information and Audit. 
The Group and all persons covered under this Certificate will promptly furnish Us with 
all information and records that We may require from time to time to perform Our 
obligations under this Certificate. You must provide Us with information over the 
telephone for reasons such as the following: to allow Us to determine the level of care 
You need; so that We may certify care authorized by Your Physician; or to make 
decisions regarding the Medical Necessity of Your care. The Group will, upon 
reasonable notice, make available to Us, and We may audit and make copies of, any 
and all records relating to Group enrollment at the Group's New York office. 


12. Identification Cards. 
Identification ("ID") cards are issued by Us for identification purposes only. Possession 
of any ID card confers no right to services or benefits under this Certificate. To be 
entitled to such services or benefits, Your Premiums must be paid in full at the time the 
services are sought to be received. 


13. Incontestability. 
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No statement made by You will be the basis for avoiding or reducing coverage unless it 
is in writing and signed by You. All statements contained in any such written instrument 
shall be deemed representations and not warranties. 


14. Independent Contractors. 
Participating Providers are independent contractors. They are not Our agents or 
employees. We and Our employees are not the agent or employee of any Participating 
Provider. We are not liable for any claim or demand on account of damages arising out 
of, or in any manner connected with, any injuries alleged to be suffered by You, Your 
covered Spouse or Children while receiving care from any Participating Provider or in 
any Participating Provider's Facility. 


15. Input in Developing Our Policies. 
Subscribers may participate in the development of Our policies by forwarding your 
suggestions or ideas to our Member Mailbox; Attn: CDPHP UBI Member Services 
Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057. 


16. Material Accessibility. 
We will give the Group, and the Group will give You ID cards, Certificates, riders and 
other necessary materials. 


17. More Information about Your Health Plan. 
You can request additional information about Your coverage under this Certificate. 
Upon Your request, We will provide the following information: 


• A list of the names, business addresses and official positions of Our board of 
directors, officers and members; and Our most recent annual certified financial 
statement which includes a balance sheet and a summary of the receipts and 
disbursements. 


• The information that We provide the State regarding Our consumer complaints. 
• A copy of Our procedures for maintaining confidentiality of Member information. 
• A copy of Our drug formulary. You may also inquire if a specific drug is 


Covered under this Certificate. 
• A written description of Our quality assurance program. 
• A copy of Our medical policy regarding an experimental or investigational drug, 


medical device or treatment in clinical trials. 
• Provider affiliations with participating Hospitals. 
• A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and 


where appropriate, other clinical information We may consider regarding a 
specific disease, course of treatment or Utilization Review guidelines, including 
clinical review criteria relating to a step therapy protocol override determination. 


• Written application procedures and minimum qualification requirements for 
Providers. 


• Documents that contain the processes, strategies, evidentiary standards, and 
other factors used to apply a treatment limitation with respect to 
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medical/surgical benefits and mental health or substance use disorder benefits 
under the Certificate. 


18. Notice. 
Any notice that We give You under this Certificate will be mailed to Your address as it 
appears in Our records or delivered electronically if You consent to electronic delivery or 
to the address of the Group. If notice is delivered to You electronically, You may also 
request a copy of the notice from Us. You agree to provide Us with notice of any change 
of Your address. If You have to give Us any notice, it should be sent by U.S. mail, first 
class, postage prepaid to: the address on Your ID card. 


19. Premium Refund. 
We will give any refund of Premiums, if due, to the Group. 


20. Recovery of Overpayments. 
On occasion, a payment will be made to You when You are not covered, for a service 
that is not Covered, or which is more than is proper. When this happens, We will explain 
the problem to You and You must return the amount of the overpayment to Us within 60 
days after receiving notification from Us. However, We shall not initiate overpayment 
recovery efforts more than 24 months after the original payment was made unless We 
have a reasonable belief of fraud or other intentional misconduct. 


21. Renewal Date. 
The renewal date for this Certificate is the anniversary of the effective date of the Group 
Contract of each year. This Certificate will automatically renew each year on the 
renewal date, unless otherwise terminated by Us as permitted by this Certificate or by 
the Group upon 30 days' prior written notice to Us. 


22. Right to Develop Guidelines and Administrative Rules. 
We may develop or adopt standards that describe in more detail when We will or will not 
make payments under this Certificate. Examples of the use of the standards are to 
determine whether: Hospital inpatient care was Medically Necessary; surgery was 
Medically Necessary to treat Your illness or injury; or certain services are skilled care. 
Those standards will not be contrary to the descriptions in this Certificate. If You have a 
question about the standards that apply to a particular benefit, You may contact Us and 
We will explain the standards or send You a copy of the standards. We may also 
develop administrative rules pertaining to enrollment and other administrative matters. 
We shall have all the powers necessary or appropriate to enable Us to carry out Our 
duties in connection with the administration of this Certificate. 


We review and evaluate new technology according to technology evaluation criteria 
developed by Our medical directors and reviewed by a designated committee, which 
consists of Health Care Professionals from various medical specialties. Conclusions of 
the committee are incorporated into Our medical policies to establish decision protocols 
for determining whether a service is Medically Necessary, experimental or 
investigational, or included as a Covered benefit. 
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23. Right to Offset. 
If We make a claim payment to You or on Your behalf in error or You owe Us any 
money, You must repay the amount You owe Us. Except as otherwise required by law, 
if We owe You a payment for other claims received, We have the right to subtract any 
amount You owe Us from any payment We owe You. 


24. Severability. 
The unenforceability or invalidity of any provision of this Certificate shall not affect the 
validity and enforceability of the remainder of this Certificate. 


25. Significant Change in Circumstances. 
If We are unable to arrange for Covered Services as provided under this Certificate as 
the result of events outside of Our control, We will make a good faith effort to make 
alternative arrangements. These events would include a major disaster, epidemic, the 
complete or partial destruction of facilities, riot, civil insurrection, disability of a 
significant part of Participating Providers' personnel, or similar causes. We will make 
reasonable attempts to arrange for Covered Services. We and Our Participating 
Providers will not be liable for delay, or failure to provide or arrange for Covered 
Services if such failure or delay is caused by such an event. 


26. Subrogation and Reimbursement. 
These paragraphs apply when another party (including any insurer) is, or may be found 
to be, responsible for Your injury, illness or other condition and We have provided 
benefits related to that injury, illness or condition. As permitted by applicable state law, 
unless preempted by federal law, We may be subrogated to all rights of recovery 
against any such party (including Your own insurance carrier) for the benefits We have 
provided to You under this Certificate. Subrogation means that We have the right, 
independently of You, to proceed directly against the other party to recover the benefits 
that We have provided. 


Subject to applicable state law, unless preempted by federal law, We may have a right 
of reimbursement if You or anyone on Your behalf receives payment from any 
responsible party (including Your own insurance carrier) from any settlement, verdict or 
insurance proceeds, in connection with an injury, illness, or condition for which We 
provided benefits. Under Section 5-335 of the New York General Obligations Law, Our 
right of recovery does not apply when a settlement is reached between a plaintiff and 
defendant, unless a statutory right of reimbursement exists. The law also provides that, 
when entering into a settlement, it is presumed that You did not take any action against 
Our rights or violate any contract between You and Us. The law presumes that the 
settlement between You and the responsible party does not include compensation for 
the cost of health care services for which We provided benefits. 


We request that You notify Us within 30 days of the date when any notice is given to 
any party, including an insurance company or attorney, of Your intention to pursue or 
investigate a claim to recover damages or obtain compensation due to injury, illness or 
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condition sustained by You for which We have provided benefits. You must provide all 
information requested by Us or Our representatives including, but not limited to, 
completing and submitting any applications or other forms or statements as We may 
reasonably request. 


27. Third Party Beneficiaries. 
No third party beneficiaries are intended to be created by this Certificate and nothing in 
this Certificate shall confer upon any person or entity other than You or Us any right, 
benefit, or remedy of any nature whatsoever under or by reason of this Certificate. No 
other party can enforce this Certificate's provisions or seek any remedy arising out of 
either Our or Your performance or failure to perform any portion of this Certificate, or to 
bring an action or pursuit for the breach of any terms of this Certificate. 


28. Time to Sue. 
No action at law or in equity may be maintained against Us prior to the expiration of 60 
days after written submission of a claim has been furnished to Us as required in this 
Certificate. You must start any lawsuit against Us under this Certificate within two (2) 
years from the date the claim was required to be filed. 


29. Translation Services. 
Translation services are available under this Certificate for non-English speaking 
Members. Please contact Us at the number on Your ID card to access these services. 


30. Venue for Legal Action. 
If a dispute arises under this Certificate, it must be resolved in a court located in the 
State of New York. You agree not to start a lawsuit against Us in a court anywhere else. 
You also consent to New York State courts having personal jurisdiction over You. That 
means that, when the proper procedures for starting a lawsuit in these courts have been 
followed, the courts can order You to defend any action We bring against You. 


31. Waiver. 
The waiver by any party of any breach of any provision of this Certificate will not be 
construed as a waiver of any subsequent breach of the same or any other provision. 
The failure to exercise any right hereunder will not operate as a waiver of such right. 


32. Who May Change this Certificate. 
This Certificate may not be modified, amended, or changed, except in writing and 
signed by Our Chief Executive Officer ("CEO") or a person designated by the CEO. No 
employee, agent, or other person is authorized to interpret, amend, modify, or otherwise 
change this Certificate in a manner that expands or limits the scope of coverage, or the 
conditions of eligibility, enrollment, or participation, unless in writing and signed by the 
CEO or person designated by the CEO. 


33. Who Receives Payment under this Certificate. 
Payments under this Certificate for services provided by a Participating Provider will be 
made directly by Us to the Provider. If You receive services from a Non-Participating 
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Provider, We reserve the right to pay either You or the Provider. If You assign benefits 
for a surprise bill to a Non-Participating Provider, We will pay the Non-Participating 
Provider directly. See the How Your Coverage Works section of this Certificate for more 
information about surprise bills. 


34. Workers' Compensation Not Affected. 
The coverage provided under this Certificate is not in lieu of and does not affect any 
requirements for coverage by workers' compensation insurance or law. 


35. Your Medical Records and Reports. 
In order to provide Your coverage under this Certificate, it may be necessary for Us to 
obtain Your medical records and information from Providers who treated You. Our 
actions to provide that coverage include processing Your claims, reviewing Grievances, 
Appeals or complaints involving Your care, and quality assurance reviews of Your care, 
whether based on a specific complaint or a routine audit of randomly selected cases. By 
accepting coverage under this Certificate, except as prohibited by state or federal law, 
You automatically give Us or Our designee permission to obtain and use Your medical 
records for those purposes and You authorize each and every Provider who renders 
services to You to: 


• Disclose all facts pertaining to Your care, treatment, and physical condition to 
Us or to a medical, dental, or mental health professional that We may engage 
to assist Us in reviewing a treatment or claim, or in connection with a complaint 
or quality of care review; 


• Render reports pertaining to Your care, treatment, and physical condition to Us, 
or to a medical, dental, or mental health professional that We may engage to 
assist Us in reviewing a treatment or claim; and 


• Permit copying of Your medical records by Us. 


We agree to maintain Your medical information in accordance with state and federal 
confidentiality requirements. However, to the extent permitted under state or federal 
law, You automatically give Us permission to share Your information with the New York 
State Department of Health, quality oversight organizations, and third parties with which 
We contract to assist Us in administering this Certificate, so long as they also agree to 
maintain the information in accordance with state and federal confidentiality 
requirements. 


36. Your Rights. 
You have the right to obtain complete and current information concerning a diagnosis, 
treatment and prognosis from a Physician or other Provider in terms You can 
reasonably understand. When it is not advisable to give such information to You, the 
information shall be made available to an appropriate person acting on Your behalf. 


You have the right to receive information from Your Physician or other Provider that You 
need in order to give Your informed consent prior to the start of any procedure or 
treatment. 
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You have the right to refuse treatment to the extent permitted by law and to be informed 
of the medical consequences of that action. 


You have the right to formulate advance directives regarding Your care. 
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Section XXV 


Other Covered Services 


Preventive Prescription drugs 
Preventive Prescription drugs as defined by the Capital District Physicians' Health Plan 
formulary are not subject to the plan Deductible. They are subject only to the 
Coinsurance or Copayment listed in the Schedule of Benefits of Your member. 


Out of Service Area Benefit for Covered Student Dependents 


Full-Time Student Dependent: A full-time student in a degree program at a 
postsecondary educational institution as found in Section 102 of the Higher Education 
Act of 1965; or, a full-time student participating in an extended course of study at a 
registered or licensed business or trade school leading to eligibility for licensure or 
certification in a vocation or technical field. 


In addition to the Medically Necessary services Covered under the Certificate, when a 
Covered student Dependent is attending school outside of CDPHP UBl's Service Area, 
CDPHP UBI will provide additional Coverage for the following: 


i. Medically Necessary services rendered outside the CDPHP UBI Service Area, subject 
to the prior approval requirement stated below. 


ii. Coverage outside of the Service Area does not apply during vacations and/or summer 
recess. If a student Dependent is enrolled in classes required toward their elected 
course of study during periods usually deemed to be vacation and/or summer recess, 
Coverage outside of the Service Area as described above will remain in effect. 


iii. Preventive Care rendered outside the Service Area which is not for the purpose of 
treating a particular illness, injury or disease is excluded. Preventive Care will be 
Covered under the Certificate only when it is provided or arranged by the Member's 
Primary Care Physician in the Service Area. 


iv. Out of area coverage for student Dependents is not limited to students age 19 and 
older, as long as the other requirements stated in this section are met. 


Prior Approval Requirement for Out of Service Area Coverage 
i. Except for Emergency care as provided by the Certificate, prior approval must be 
obtained before services rendered to student Dependents out of the Service Area under 
this Contract 
ii. If a student Dependent has an illness, injury or disease which 
a. Results in absence from classes for more than two consecutive school weeks or; 
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b. Requires continued medical treatment for more than 60 days, then CDPHP UBI 
reserves the right to require the student Dependent to return to CDPHP UBl's Service 
Area to obtain Medically Necessary services from Participating Providers. 
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CDPHP UBI SCHEDULE OF BENEFITS 


COST-SHARING Preferred Provider Member Participating Provider Non-Participating Provider 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharing Cost-Sharing Cost-Sharing 


Deductible 


• Individual Included with Participating $3,500 None 
Provider Deductible 


• Family Included with Participating $7,000 None 
Provider Deductible 


Out-of-Pocket Limit 


• Individual Included with Participating $4,500 None 
Provider Out-of-Pocket Limit 


• Family Included with Participating $8,000 None 
Provider Out-of-Pocket Limit 


Non-Participating Provider 
services are not Covered 
except as required for 
emergency care and Urgent 
Care. 


OFFICE VISITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


Primary Care Office Visits (or N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You oav the full cost 


Specialist Office Visits (or N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Home Visits) Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


PREVENTIVE CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharina Cost-Sharina 


• Well Child Visits and N/A Covered in full Non-Participating Provider See benefit for 


Immunizations* 
services are not Covered and description 
You pay the full cost 


Preauthorization Required 
for Immunizations for 
Respiratorv Syncytial Virus 
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• Adult Annual Physical N/A Covered in full Non-Participating Provider 


Examinations* 
services are not Covered and 
You pay the full cost 


• Adult Immunizations* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Routine Gynecological N/A Covered in full Non-Participating Provider 


Services/Well Woman 
services are not Covered and 
You pay the full cost 


Exams* 


• Mammograms, Screening N/A Covered in full Non-Participating Provider 


and Diagnostic Imaging for 
services are not Covered and 
You pay the full cost 


the Detection of Breast 


Cancer 


• Sterilization Procedures for N/A Covered in full Non-Participating Provider 


Women* 
services are not Covered and 
You pay the full cost 


• Vasectomy N/A See Surgical Services Cost- Non-Participating Provider 
Sharing services are not Covered and 


You pay the full cost 


• Bone Density Testing* N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Screening for Prostate 


Cancer 


• Performed in PCP Office N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


• Performed in Specialist N/A Covered in full Non-Participating Provider 


Office 
services are not Covered and 
You pay the full cost 


• All other preventive services N/A Covered in full Non-Participating Provider 


required by USPSTF and 
services are not Covered and 
You pay the full cost 


HRSA 
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• *When preventive services N/A Use Cost-Sharing for Use Cost-Sharing for 


are not provided in 
appropriate service (Primary appropriate service (Primary 
Care Office Visit; Specialist Care Office Visit; Specialist 


accordance with the Office Visit; Diagnostic Office Visit; Diagnostic 


comprehensive guidelines 
Radiology Services; Radiology Services; 
Laboratory Procedures and Laboratory Procedures and 


supported by USPSTF and Diagnostic Testing) Diagnostic Testing) 


HRSA 


EMERGENCY CARE Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharina Cost-Sharing Cost-Sharing 


Pre-Hospital Emergency N/A 0% Coinsurance after 0% Coinsurance after See benefit for 
Medical Services (Ambulance Deductible Deductible description 
Services) 


Non-Emergency Ambulance N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Services Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
all Non-Emergency 
Ambulance Services 
Including Air Ambulance 


Emergency Department N/A 0% Coinsurance after 0% Coinsurance after See benefit for 
Deductible Deductible description 


Copayment / Coinsurance 
waived if Hospital admission 


Urgent Care Center N/A 0% Coinsurance after 0% Coinsurance after See benefit for 
Deductible Deductible description 


PROFESSIONAL SERVICES Preferred Provider Member Participating Provider Non-Participating Provider Limits 
and OUTPATIENT CARE Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharing Cost-Sharing 


Acupuncture N/A 0% Coinsurance after Non-Participating Provider Limited to 10 Visits 
Deductible services are not Covered and per Plan Year 


You pay the full cost 


Advanced Imaging Services See benefit for 
description 


• Performed in a Specialist 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Office 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Radiology Facility You pay the full cost 
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• Performed as Outpatient 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible Deductible services are not Covered and 


You pay the full cost 


Preauthorization required 


Allergy Testing and Treatment See benefit for 
description 


• Performed in a PCP Office N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A 0% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required 
after 60 tests 


Ambulatory Surgical Center N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Facility Fee Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


Anesthesia Service (all N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
settings) of associated service services are not Covered and description 


You pay the full cost 


Autologous Blood Banking N/A Cost-Sharing included as part Non-Participating Provider See benefit for 
of associated service services are not Covered and description 


You pay the full cost 


Cardiac and Pulmonary See benefit for 
Rehabilitation description 


• Performed in a Specialist N/A 0% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 0% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Inpatient N/A Included as part of inpatient Included as part of inpatient 


Hospital Services 
Hospital service Cost-Sharing Hospital service Cost-Sharing 


N/A 
Preauthorization required 
Bevond 36 Visits 
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Chemotherapy See benefit for 
description 


• Performed in a PCP Office N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


Office You pay the full cost 


• Performed as Outpatient N/A 0% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You oav the full cost 


Chiropractic Services N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Clinical Trials Use Cost-Sharing for Use Cost-Sharing for Use Cost-Sharing for See benefit for 
appropriate service appropriate service appropriate service description 


Preauthorization reauired 


Diagnostic Testing See benefit for 
description 


• Performed in a PCP Office 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Office 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Dialysis See benefit for 
description 


• Performed in a PCP Office N/A 0% Coinsurance after Non-Participating Provider There are no visit 
Deductible services are not Covered and limits for Dialysis 


You pay the full cost treatments by a 
Non-Participating 
Provider. 
Preauthorization 
required. 
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• Performed in a Specialist N/A 0% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding N/A 0% Coinsurance after Non-Participating Provider 


Center 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 0% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


Home Health Care N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required There are no visit 
limits for Home 
Health Care 


Infertility Services N/A Use Cost-Sharing for Non-Participating Provider See benefit for 
appropriate service (Office services are not Covered and description 
Visit; Diagnostic Radiology You pay the full cost 
Services; Surgery; Laboratory 
& Diaqnostic Procedures) 


Infusion Therapy See benefit for 
description 


• Performed in a PCP Office N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A 0% Coinsurance after Non-Participating Provider 


Office 
Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient N/A 0% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible services are not Covered and 


You pay the full cost 


• Home Infusion Therapy N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Infusion Therapy in All 
Locations 


Inpatient Medical Visits N/A Included as part of the Non-Participating Provider See benefit for 
Inpatient Hospital Cost-Sharing services are not Covered and description 


You pay the full cost 


Interruption of Preqnancy 
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• Medically Necessary N/A Covered in Full after Non-Participating Provider Unlimited 


Abortions 
Deductible services are not Covered and 


You pay the full cost 


• Elective Abortions N/A See Outpatient Hospital Non-Participating Provider 
Surgery Facility Charge Cost- services are not Covered and 
Sharina You oav the full cost 


Laboratory Procedures See benefit for 
description 


• Performed in a PCP Office 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Office 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Laboratory Facility 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Hospital Services 
Deductible Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
Genetic Testing 


Maternity and Newborn Care See benefit for 
description 


• Prenatal Care 


• Prenatal Care provided in N/A Covered in full Non-Participating Provider 


accordance with the 
services are not Covered and 
You pay the full cost 


comprehensive guidelines 


supported by USPSTF and 


HRSA 


• Prenatal Care that is not N/A Use Cost-Sharing for Non-Participating Provider 


provided in accordance 
appropriate service (Primary services are not Covered and 
Care Office Visit; Specialist You pay the full cost 


with the comprehensive Office Visit; Diagnostic 


guidelines supported by 
Radiology Services; 
Laboratory Procedures and 


USPSTF and HRSA Diagnostic Testing) 


02-0001-2018 7 







• Inpatient Hospital Service N/A 0% Coinsurance after Non-Participating Provider One (1) home care 


and Birthing Center 
Deductible services are not Covered and visit is Covered at 


You pay the full cost no Cost-Sharing if 
mother is 
discharged from 
Hospital early 


• Physician and Midwife N/A 0% Coinsurance after Non-Participating Provider 


Services for Delivery 
Deductible services are not Covered and 


You pay the full cost 


• Breastfeeding Support, N/A Covered in full Non-Participating Provider Covered for 


Counseling and Supplies, 
services are not Covered and duration of breast 
You pay the full cost feeding 


Including Breast Pumps 


• Postnatal Care N/A Covered in full Non-Participating Provider 
services are not Covered and 
You pay the full cost 


Outpatient Hospital Surgery N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Facility Charge Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required for 
Sleep Studies 


Preadmission Testing N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You oav the full cost 


Prescription Drugs 
Administered in Office or 
Outpatient Facilities 


• Performed in a PCP Office N/A Included as part of the PCP Non-Participating Provider 
office visit Cost-Sharing services are not Covered and 


You pay the full cost 


• Performed in a Specialist N/A Included as part of the Non-Participating Provider 


Office 
Specialist office visit Cost- services are not Covered and 
Sharing You pay the full cost 


• Performed in Outpatient N/A Use Cost-Sharing for Primary Non-Participating Provider 


Facilities 
Care Office Visit services are not Covered and 


You pay the full cost 


Preauthorization required 


Diagnostic Radiology Services See benefit for 
description 
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• Performed in a PCP Office 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Specialist 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 


Office 
Deductible Deductible services are not Covered and 


You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization reauired 


Therapeutic Radiology See benefit for 
Services description 


• Performed in a Specialist 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Office You pay the full cost 


• Performed in a Freestanding 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Radiology Facility You pay the full cost 


• Performed as Outpatient 0% Coinsurance after 0% Coinsurance after Non-Participating Provider 
Deductible Deductible services are not Covered and 


Hospital Services You pay the full cost 


Preauthorization required 


Rehabilitation Services N/A 0% Coinsurance after Non-Participating Provider Physical Therapy 
(Physical Therapy, Deductible services are not Covered and is limited to 30 
Occupational Therapy or You pay the full cost visits per Plan 
Speech Therapy) Year. Occupational 


Therapy is limited 
to 30 visits per 
Plan Year. Speech 
Therapy is limited 
to 20 visits per 
Plan Year. 


Preauthorization required for 
Speech Therapy Beyond the 
First Visit 


Second Opinions on the N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Diagnosis of Cancer, Surgery Deductible services are not Covered and description 
and Other You pay the full cost 


02-0001-2018 9 







Second opinions on diagnosis 
of cancer are Covered at 
participating Cost-Sharing for 
non-participating Specialist. 


Preauthorization required 


Surgical Services (including See benefit for 
Oral Surgery; Reconstructive description 
Breast Surgery; Other 
Reconstructive and Corrective 
Surgery; Transplants; and 
Interruption of Pregnancy) 


• Inpatient Hospital Surgery N/A Included as part of Inpatient Non-Participating Provider All transplants 
Hospital Cost-Sharing services are not Covered and must be 


You pay the full cost performed at 
designated 
Facilities 


• Outpatient Hospital Surgery N/A Included as part of the Non-Participating Provider 
Outpatient Hospital Surgery services are not Covered and 
Facility Charge You pay the full cost 


• Surgery Performed at an N/A Included as part of Ambulatory Non-Participating Provider 


Ambulatory Surgical Center 
Surgical Center Cost-Sharing services are not Covered and 


You pay the full cost 


• Office Surgery N/A Included as Part of Office Visit Non-Participating Provider 
Cost-Share services are not Covered and 


You pay the full cost 


Preauthorization required 
For Cosmetic & 
Reconstructive Surgery, 
Bariatric Surgery, 
Abdominoplasty, 
Panniculectomy, Organ 
Transplant, Meniscal 
Allograft Transplant, and 
Dental Services Covered 
Under the Medical Benefit, 
including services required 
beyond initial Emergency 
Care for Accidental Dental 
(includes Orthodontia), and 
dental services required as a 
result of a Congenital 
Anomalv 
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Telemedicine Program N/A Use Cost-Sharing for Primary Non-Participating Provider See benefit for 
Care Office Visit services are not Covered and description 


You pay the full cost 


ADDITIONAL SERVICES, Preferred Provider Member Participating Provider Non-Participating Provider Limits 
EQUIPMENT and DEVICES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharing Cost-Sharina Cost-Sharina 


ABA Treatment for Autism N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Spectrum Disorder Deductible services are not Covered and description 


You pay the full cost 


Assistive Communication N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Devices for Autism Spectrum Deductible services are not Covered and description 
Disorder You pay the full cost 


Preauthorization reauired 


Diabetic Equipment, Supplies See benefit for 
and Self-Management description 
Education 


• Diabetic Equipment, Supplies N/A 0% Coinsurance after Non-Participating Provider 


and Insulin (30-day supply) 
Deductible services are not Covered and 


You pay the full cost 


• Diabetic Education N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


Preauthorization required for 
insulin pump 


Durable Medical Equipment N/A 0% Coinsurance after Non-Participating Provider See benefit for 
and Braces Deductible services are not Covered and description 


You pay the full cost 


Preauthorization required 
For items exceeding $500 
and for Left Ventricular 
Assist Devices 


Cochlear Implants N/A 0% Coinsurance after Non-Participating Provider One (1) per ear per 
Deductible services are not Covered and time Covered 


You pay the full cost 


Preauthorization required 
For items exceeding $500 


Hospice Care 


• Inpatient N/A 0% Coinsurance after Non-Participating Provider 210 days per Plan 
Deductible per admission services are not Covered and Year 


You oav the full cost 
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• Outpatient N/A 0% Coinsurance after Non-Participating Provider (5) visits for family 
Deductible services are not Covered and bereavement 


You pay the full cost counselinq 


Medical Supplies N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Preauthorization reauired 


Prosthetic Devices 


• External N/A 0% Coinsurance after Non-Participating Provider 
Deductible services are not Covered and 


You pay the full cost 


• Internal N/A Included as part of inpatient Non-Participating Provider Unlimited;See 
Hospital Cost-Sharing services are not Covered and benefit for 


You pay the full cost description 


Preauthorization required 
For items exceeding $500 


INPATIENT SERVICES and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
FACILITIES Responsibility for Cost- Member Responsibility for Member Responsibility for 


Sharina Cost-Sharina Cost-Sharina 


Inpatient Hospital for a N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Continuous Confinement Deductible per admission services are not Covered and description 
(including an Inpatient Stay for You pay the full cost 
Mastectomy Care, Cardiac and 
Pulmonary Rehabilitation, and 
End of Life Care) 


Observation Stay N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Deductible services are not Covered and description 


You pay the full cost 


Skilled Nursing Facility N/A 0% Coinsurance after Non-Participating Provider 45 days per Plan 
(including Cardiac and Deductible per admission services are not Covered and Year 
Pulmonary Rehabilitation) You pay the full cost 


Preauthorization required 


Inpatient Rehabilitation N/A 0% Coinsurance after Non-Participating Provider 60 days per Plan 
Services (Physical, Speech Deductible per admission services are not Covered and Year combined 
and Occupational Therapy) You pay the full cost therapies 


Preauthorization required 


MENTAL HEAL TH and Preferred Provider Member Participating Provider Non-Participating Provider Limits 
SUBSTANCE USE Responsibility for Cost- Member Responsibility for Member Responsibility for 
DISORDER SERVICES Sharina Cost-Sharina Cost-Sharina 
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Inpatient Mental Health Care N/A 0% Coinsurance after Non-Participating Provider See benefit for 
including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hospital) 


Outpatient Mental Health Care N/A 0% Coinsurance after Non-Participating Provider See benefit for 
(including Partial Deductible services are not Covered and description 
Hospitalization and Intensive You pay the full cost 
Outpatient Proqram Services) 


Inpatient Substance Use N/A 0% Coinsurance after Non-Participating Provider See benefit for 
Services including Residential Deductible per admission services are not Covered and description 
Treatment (for a continuous You pay the full cost 
confinement when in a 
Hosoital) 


Outpatient Substance Use N/A 0% Coinsurance after Non-Participating Provider Unlimited; Up to 20 
Services (including Partial Deductible services are not Covered and visits per Plan Year 
Hospitalization, Intensive You pay the full cost may be used for 
Outpatient Program Services, family counseling 
and Medication Assisted 
Treatment) 


WELLNESS BENEFITS Preferred Provider Member Participating Provider Non-Participating Provider Limits 
Responsibility for Cost- Member Responsibility for Member Responsibility for 
Sharinq Cost-Sharinq Cost-Sharin!l 


Wellness Programs Not applicable Not applicable Not applicable Additional rewards 
available for 
engaging in 
designated 
wellness activities 
as defined in the 
Wellness section of 
the Contract. 


National Diabetes Prevention Not applicable Not applicable Not applicable Reimbursement up 
Program Reimbursement to a maximum of 


five hundred 
dollars ($500) per 
Subscriber, per 
Plan Year. 
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Prescription Drug Coverage Rider 


Please refer to the Schedule of Benefits section of this Rider for Cost-Sharing 
requirements, day or visit limits, and any Preauthorization or Referral requirements that 
apply to these benefits. 


A. Covered Prescription Drugs. 
We Cover Medically Necessary Prescription Drugs that, except as specifically provided 
otherwise, can be dispensed only pursuant to a prescription and are: 


• Required by law to bear the legend "Caution - Federal Law prohibits dispensing 
without a prescription"; 


• FDA approved; 
• Ordered by a Provider authorized to prescribe and within the Provider's scope of 


practice; 
• Prescribed within the approved FDA administration and dosing guidelines; 
• On Our Formulary; and 
• Dispensed by a licensed pharmacy. 


Covered Prescription Drugs include, but are not limited to: 
• Self-injectable/administered Prescription Drugs. 
• Inhalers (with spacers). 
• Topical dental preparations. 
• Pre-natal vitamins, vitamins with fluoride, and single entity vitamins. 
• Osteoporosis drugs and devices approved by the FDA, or generic equivalents as 


approved substitutes, for the treatment of osteoporosis and consistent with the 
criteria of the federal Medicare program or the National Institutes of Health. 


• Nutritional formulas for the treatment of phenylketonuria, branched-chain 
ketonuria, galactosemia and homocystinuria. 


• Prescription or non-prescription enteral formulas for home use, whether 
administered orally or via tube feeding, for which a Physician or other licensed 
Provider has issued a written order. The written order must state that the enteral 
formula is Medically Necessary and has been proven effective as a disease
specific treatment regimen for patients whose condition would cause them to 
become malnourished or suffer from disorders resulting in chronic disability, 
mental retardation, or death, if left untreated, including but not limited to: inherited 
diseases of amino acid or organic acid metabolism; Crohn's disease; 
gastroesophageal reflux with failure to thrive; gastroesophageal motility such as 
chronic intestinal pseudo-obstruction; and multiple severe food allergies. 


• Modified solid food products that are low in protein or which contain modified 
protein to treat certain inherited diseases of amino acid and organic acid 
metabolism. 


• Prescription Drugs prescribed in conjunction with treatment or services Covered 
under the infertility treatment benefit in the Outpatient and Professional Services 
section of this Your Certificate. 


• Off-label cancer drugs, so long as the Prescription Drug is recognized for the 
treatment of the specific type of cancer for which it has been prescribed in one 
(1) of the following reference compendia: the American Hospital Formulary 
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Service-Drug Information; National Comprehensive Cancer Networks Drugs and 
Biologics Compendium; Thomson Micromedex DrugDex; Elsevier Gold 
Standard's Clinical Pharmacology; or other authoritative compendia as identified 
by the Federal Secretary of Health and Human Services or the Centers for 
Medicare and Medicaid Services; or recommended by review article or editorial 
comment in a major peer reviewed professional journal. 


• Orally administered anticancer medication used to kill or slow the growth of 
cancerous cells. 


• Smoking cessation drugs, including over-the-counter drugs for which there is a 
written order and Prescription Drugs prescribed by a Provider. 


• Prescription Drugs for the treatment of mental health and substance use 
disorders, including drugs for detoxification, maintenance and overdose reversal. 


• Contraceptive drugs or devices or generic equivalents approved as substitutes 
by the FDA. 


You may request a copy of Our Formulary. Our Formulary is also available on Our 
website at www.cdphp.com. You may inquire if a specific drug is Covered under this 
Rider by contacting Us at the number on Your ID card. 


B. Refills. 
We Cover Refills of Prescription Drugs only when dispensed at a retail, mail order or 
designated pharmacy as ordered by an authorized Provider. Benefits for Refills will not 
be provided beyond one (1) year from the original prescription date. For prescription eye 
drop medication, We allow for the limited refilling of the prescription prior to the last day 
of the approved dosage period without regard to any coverage restrictions on early 
Refill of renewals. To the extent practicable, the quantity of eye drops in the early Refill 
will be limited to the amount remaining on the dosage that was initially dispensed. Your 
Cost-Sharing for the limited Refill is the amount that applies to each prescription or Refill 
as set forth in the Schedule of Benefits section of this Rider. 


C. Benefit and Payment Information. 
1. Cost-Sharing Expenses. You are responsible for paying the costs outlined in 


the Schedule of Benefits section of this Rider when Covered Prescription Drugs 
are obtained from a retail, mail order or designated pharmacy. 


You have a three (3) tier plan design, which means that Your out-of-pocket 
expenses will generally be lowest for Prescription Drugs on tier 1 and highest for 
Prescription Drugs on tier 3. Your out-of-pocket expense for Prescription Drugs 
on tier 2 will generally be more than for tier 1 but less than tier 3. 


You are responsible for paying the full cost (the amount the pharmacy charges 
You) for any non-Covered Prescription Drug, and Our contracted rates (Our 
Prescription Drug Cost) will not be available to You. 


2. Participating Pharmacies. For Prescription Drugs purchased at a retail, mail 
order or designated Participating Pharmacy, You are responsible for paying the 
lower of: 
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• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


In the event that Our Participating Pharmacies are unable to provide the Covered 
Prescription Drug, and cannot order the Prescription Drug within a reasonable 
time, You may, with Our prior written approval, go to a Non-Participating 
Pharmacy that is able to provide the Prescription Drug. We will pay You the 
Prescription Drug Cost for such approved Prescription Drug less Your required 
in-network Cost-Sharing. Contact Us at the number on Your ID card or visit Our 
website at www.cdphp.com to request approval. 


3. Non-Participating Pharmacies. We will not pay for any Prescription Drugs that 
You purchase at a Non-Participating retail or mail order Pharmacy other than as 
described above. 


4. Designated Pharmacies. If You require certain Prescription Drugs including, 
but not limited to specialty Prescription Drugs, We may direct You to a 
Designated Pharmacy with whom We have an arrangement to provide those 
Prescription Drugs. 


Generally, specialty Prescription Drugs are Prescription Drugs that are approved 
to treat limited patient populations or conditions; are normally injected, infused or 
require close monitoring by a Provider; or have limited availability, special 
dispensing and delivery requirements and/or require additional patient supports. 


If You are directed to a Designated Pharmacy and You choose not to obtain Your 
Prescription Drug from a Designated Pharmacy, You will not have coverage for 
that Prescription Drug. 


Following are the therapeutic classes of Prescription Drugs or conditions that are 
included in this program: 


• Age related macular edema; 
• Anemia, neutropenia, thrombocytopenia; 
• Contraceptives; 
• Cardiovascular; 
• Crohn's disease; 
• Cystic fibrosis; 
• Cytomegalovirus; 
• Endocrine disorders/neurologic disorders such as infantile spasms; 
• Enzyme deficiencies/liposomal storage disorders; 
• Gaucher's disease; 
• Growth hormone; 
• Hemophilia; 
• Hepatitis B, hepatitis C; 
• Hereditary angioedema; 
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• HN/AIDS; 
• Immune deficiency; 
• Immune modulator; 
• Infertility; 
• Iron overload; 
• Iron toxicity; 
• Multiple sclerosis; 
• Oncology; 
• Osteoarthritis; 
• Osteoporosis; 
• Parkinson's disease; 
• Pulmonary arterial hypertension; 
• Respiratory condition; 
• Rheumatologic and related conditions (rheumatoid arthritis, psoriatic 


arthritis, ankylosing spondylitis, juvenile rheumatoid arthritis, psoriasis) 
• Transplant; 
• RSV prevention; 
• Inherited Autoinflammatory Diseases; 
• Phenylketonuria (PKU); 
• Ulcerative Colitis. 


5. Mail Order. Certain Prescription Drugs may be ordered through Our mail order 
pharmacy. You are responsible for paying the lower of: 


• The applicable Cost-Sharing; or 
• The Prescription Drug Cost for that Prescription Drug. 
(Your Cost-Sharing will never exceed the Usual and Customary Charge of the 
Prescription Drug.) 


To maximize Your benefit, ask Your Provider to write Your Prescription Order or 
Refill for a 90-day supply, with Refills when appropriate (not a 30-day supply with 
three (3) Refills). You may be charged the mail order Cost-Sharing for any 
Prescription Orders or Refills sent to the mail order pharmacy regardless of the 
number of days supply written on the Prescription Order or Refill. 


Prescription Drugs purchased through mail order will be delivered directly to Your 
home or office. 


We will provide benefits that apply to drugs dispensed by a mail order pharmacy 
to drugs that are purchased from a retail pharmacy when that retail pharmacy 
has a participation agreement with Us and Our vendor in which it agrees to be 
bound by the same terms and conditions as a participating mail order pharmacy. 


You or Your Provider may obtain a copy of the list of Prescription Drugs available 
through mail order by visiting Our website at www.cdphp.com or by calling the 
number on Your ID card. 


6. Tier Status. The tier status of a Prescription Drug may change periodically. 
Form #UBIRX18 HDRXL35A18 
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Changes will generally be quarterly, but no more than six (6) times per calendar 
year, based on Our periodic tiering decisions. These changes may occur without 
prior notice to You. However, if You have a prescription for a drug that is being 
moved to a higher tier (other than a Brand-Name Drug that becomes available as 
a Generic Drug as described below) We will notify You. When such changes 
occur, Your out-of-pocket expense may change. You may access the most up to 
date tier status on Our website at www.cdphp.com or by calling the number on 
Your ID card. 


7. When a Brand-Name Drug Becomes Available as a Generic Drug. When a 
Brand-Name Drug becomes available as a Generic Drug, the tier placement of 
the Brand-Name Prescription Drug may change. If this happens, the Brand
Name Drug will be removed from the Formulary and You no longer have benefits 
for that particular Brand-Name Drug. Please note, if You are taking a Brand
Name Drug that is being excluded due to a Generic Drug becoming available, 
You will receive advance written notice of the Brand-Name Drug exclusion. You 
may request a Formulary exception as outlined below and in the External Appeal 
section of Your Certificate. 


8. Formulary Exception Process. If a Prescription Drug is not on Our Formulary, 
You, Your designee or Your prescribing Health Care Professional may request a 
Formulary exception for a clinically-appropriate Prescription Drug in writing, 
electronically or telephonically. The request should include a statement from 
Your prescribing Health Care Professional that all Formulary drugs will be or 
have been ineffective, would not be as effective as the non-Formulary drug, or 
would have adverse effects. If coverage is denied under Our standard or 
expedited Formulary exception process, You are entitled to an external appeal as 
outlined in the External Appeal section of Your Certificate. Visit Our website at 
www.cdphp.com or call the number on Your ID card to find out more about this 
process. 


Standard Review of a Formulary Exception. We will make a decision and 
notify You or Your designee and the prescribing Health Care Professional no 
later than 72 hours after Our receipt of Your request. If We approve the request, 
We will Cover the Prescription Drug while You are taking the Prescription Drug, 
including any refills. 


Expedited Review of a Formulary Exception. If You are suffering from a 
health condition that may seriously jeopardize Your health, life or ability to regain 
maximum function or if You are undergoing a current course of treatment using a 
non-Formulary Prescription Drug, You may request an expedited review of a 
Formulary exception. The request should include a statement from Your 
prescribing Health Care Professional that harm could reasonably come to You if 
the requested drug is not provided within the timeframes for Our standard 
Formulary exception process. We will make a decision and notify You or Your 
designee and the prescribing Health Care Professional no later than 24 hours 
after Our receipt of Your request. If We approve the request, We will Cover the 
Prescription Drug while You suffer from the health condition that may seriously 
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jeopardize Your health, life or ability to regain maximum function or for the 
duration of Your current course of treatment using the non-Formulary 
Prescription Drug. 


9. Supply Limits. Except for contraceptive drugs or devices, We will pay for no 
more than a 30-day supply of a Prescription Drug purchased at a retail pharmacy 
or Designated Pharmacy. You are responsible for one (1) Cost-Sharing amount 
for up to a 30-day supply. 


You may have an initial three-month supply of a contraceptive drug or device 
dispensed to You. For subsequent dispensing of the same contraceptive drug or 
device, You may have the entire prescribed supply (of up to 12 months) of the 
contraceptive drug or device dispensed at the same time. Contraceptive drugs 
and devices are not subject to Copayments, Deductibles or Coinsurance when 
provided in accordance with the comprehensive guidelines supported by HRSA 
and items or services with an "A" or "B" rating from USPSTF. 


Benefits will be provided for Prescription Drugs dispensed by a mail order 
pharmacy in a quantity of up to a 90-day supply. You are responsible for one (1) 
Cost-Sharing amount for a 30-day supply up to a maximum of two and a half 
(2.5) Cost-Sharing amounts for a 90-day supply. 


Specialty Prescription Drugs may be limited to a 30-day supply when obtained at 
a retail or mail order pharmacy. You may access Our website at www.cdphp.com 
or by calling the number on Your ID card for more information on supply limits for 
specialty Prescription Drugs. 


Some Prescription Drugs may be subject to quantity limits based on criteria that 
We have developed, subject to Our periodic review and modification. The limit 
may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. You can determine whether a 
Prescription Drug has been assigned a maximum quantity level for dispensing by 
accessing Our website at www.cdphp.com or by calling the number on Your ID 
card. If We deny a request to Cover an amount that exceeds Our quantity level, 
You are entitled to an Appeal pursuant to the Utilization Review and External 
Appeal sections of Your Certificate. 


10. Emergency Supply of Prescription Drugs for Substance Use Disorder 
Treatment. If You have an Emergency Condition, You may immediately access, 
without Preauthorization, a five (5) day emergency supply of a Covered 
Prescription Drug for the treatment of a substance use disorder, including a 
Prescription Drug to manage opioid withdrawal and/or stabilization and for opioid 
overdose reversal. If You have a Copayment, it will be prorated. If You receive an 
additional supply of the Prescription Drug within the 30-day period in which You 
received the emergency supply, Your Copayment for the remainder of the 30-day 
supply will also be prorated. In no event will the prorated Copayment(s) total 
more than Your Copayment for a 30-day supply. 
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In this paragraph, "Emergency Condition" means a substance use disorder 
condition that manifests itself by Acute symptoms of sufficient severity, including 
severe pain or the expectation of severe pain, such that a prudent layperson, 
possessing an average knowledge of medicine and health, could reasonably 
expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition or, with respect 


to a pregnant woman, the health of the woman or her unborn child in serious 
jeopardy, or in the case of a behavioral condition, placing the health of such 
person or others in serious jeopardy; 


• Serious impairment to such person's bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 


11. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial 
limited prescription for a seven (7) day supply or less of any schedule 11, Ill, or IV 
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment 
will be prorated. If You receive an additional supply of the Prescription Drug 
within the 30-day period in which You received the seven (7) day supply, Your 
Copayment for the remainder of the 30-day supply will also be prorated. In no 
event will the prorated Copayment(s) total more than Your Copayment for a 30-
day supply. 


12. Cost-Sharing for Orally-Administered Anti-Cancer Drugs. Your Cost-Sharing 
for orally-administered anti-cancer drugs is at least as favorable to You as the 
Cost-Sharing amount, if any, that applies to intravenous or injected anticancer 
medications Covered under the Outpatient and Professional Services section of 
Your Certificate. 


13. Split Fill Dispensing Program. The split fill dispensing program is designed to 
prevent wasted Prescription Drugs if Your Prescription Drug or dose changes. 
The Prescription Drugs that are included under this program have been identified 
as requiring more frequent follow up to monitor response to treatment and 
reactions. You will initially get a 15-day supply of Your Prescription Order for 
certain drugs filled at a pharmacy instead of the full Prescription Order. You 
initially pay a lesser Cost-Sharing based on what is dispensed. The therapeutic 
classes of Prescription Drugs that are included in this program are: 
Antivirals/Anti-infectives and Oncology. This program applies for the first 60 days 
when You start a new Prescription Drug. This program will not apply upon You or 
Your Provider's request. You or Your Provider can opt out by visiting Our website 
at www.cdphp.com or by calling the number on Your ID card. 


D. Medical Management. 
This Rider includes certain features to determine when Prescription Drugs should be 
Covered, which are described below. As part of these features, Your prescribing 
Provider may be asked to give more details before We can decide if the Prescription 
Drug is Medically Necessary. 
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1. Preauthorization. Preauthorization may be needed for certain Prescription 
Drugs to make sure proper use and guidelines for Prescription Drug coverage 
are followed. When appropriate, Your Provider will be responsible for obtaining 
Preauthorization for the Prescription Drug. 


For a list of Prescription Drugs that need Preauthorization, please visit Our 
website at www.cdphp.com or by calling the number on Your ID card. The list will 
be reviewed and updated from time to time. We also reserve the right to require 
Preauthorization for any new Prescription Drug on the market or for any currently 
available Prescription Drug which undergoes a change in prescribing protocols 
and/or indications regardless of the therapeutic classification, Including if a 
Prescription Drug or related item on the list is not Covered under this Rider. Your 
Provider may check with Us to find out which Prescription Drugs are Covered. 


2. Step Therapy. Step therapy is a process in which You may need to use one (1) 
or more types of Prescription Drugs before We will Cover another as Medically 
Necessary. A "step therapy protocol" means Our policy, protocol or program that 
establishes the sequence in which We approve Prescription Drugs for Your 
medical condition. When establishing a step therapy protocol, We will use 
recognized evidence-based and peer reviewed clinical review criteria that also 
takes into account the needs of atypical patient populations and diagnoses. We 
check certain Prescription Drugs to make sure that proper prescribing guidelines 
are followed. These guidelines help You get high quality and cost-effective 
Prescription Drugs. The Prescription Drugs that require Preauthorization under 
the step therapy program are also included on the Preauthorization drug list. If a 
step therapy protocol is applicable to Your request for coverage of a Prescription 
Drug, You, Your designee, or Your Health Care Professional can request a step 
therapy override determination as outlined in the Utilization Review section of 
Your Certificate. 


3. Therapeutic Substitution. Therapeutic substitution is an optional program that 
tells You and Your Providers about alternatives to certain prescribed drugs. We 
may contact You and Your Provider to make You aware of these choices. Only 
You and Your Provider can determine if the therapeutic substitute is right for You. 
We have a therapeutic drug substitutes list, which We review and update from 
time to time. For questions or issues about therapeutic drug substitutes, visit Our 
website at www.cdphp.com or by calling the number on Your ID card. 


E. Limitations/Terms of Coverage. 
1. We reserve the right to limit quantities, day supply, early Refill access and/or 


duration of therapy for certain medications based on Medical Necessity including 
acceptable medical standards and/or FDA recommended guidelines. 


2. If We determine that You may be using a Prescription Drug in a harmful or 
abusive manner, or with harmful frequency, Your selection of Participating 
Pharmacies may be limited. If this happens, We may require You to select a 
single Participating Pharmacy that will provide and coordinate all future 
pharmacy services. Benefits will be paid only if You use the selected single 
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Participating Pharmacy. If You do not make a selection within 31 days of the date 
We notify You, We will select a single Participating Pharmacy for You. 


3. Compounded Prescription Drugs will be Covered only when they contain at least 
one (1) ingredient that is a Covered legend Prescription Drug, and are obtained 
from a pharmacy that is approved for compounding. All compounded Prescription 
Drugs require Your Provider to obtain Preauthorization. Compounded 
Prescription Drugs are on tier 3. 


4. Various specific and/or generalized "use management" protocols will be used 
from time to time in order to ensure appropriate utilization of medications. Such 
protocols will be consistent with standard medical/drug treatment guidelines. The 
primary goal of the protocols is to provide Our Members with a quality-focused 
Prescription Drug benefit. In the event a use management protocol is 
implemented, and You are taking the drug(s) affected by the protocol, You will be 
notified in advance. 


5. Injectable drugs (other than self-administered injectable drugs) and diabetic 
insulin, oral hypoglycemics, and diabetic supplies and equipment are not 
Covered under this Rider but are Covered under other sections of Your 
Certificate. 


6. We do not Cover charges for the administration or injection of any Prescription 
Drug. Prescription Drugs given or administered in a Physician's office are 
Covered under the Outpatient and Professional Services section of Your 
Certificate. 


7. We do not Cover drugs that do not by law require a prescription, except for 
smoking cessation drugs, over-the-counter preventive drugs or devices provided 
in accordance with the comprehensive guidelines supported by HRSA or with an 
"A" or "B" rating from USPSTF, or as otherwise provided in this Rider. We do not 
Cover Prescription Drugs that have over-the-counter non-prescription 
equivalents, except if specifically designated as Covered in the drug Formulary. 
Non-prescription equivalents are drugs available without a prescription that have 
the same name/chemical entity as their prescription counterparts. 


8. We do not Cover Prescription Drugs to replace those that may have been lost or 
stolen. 


9. We do not Cover Prescription Drugs dispensed to You while in a Hospital, 
nursing home, other institution, Facility, or if You are a home care patient, except 
in those cases where the basis of payment by or on behalf of You to the Hospital, 
nursing home, Home Health Agency or home care services agency, or other 
institution, does not include services for drugs. 


10. We reserve the right to deny benefits as not Medically Necessary or experimental 
or investigational for any drug prescribed or dispensed in a manner contrary to 
standard medical practice. If coverage is denied, You are entitled to an Appeal as 
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described in the Utilization Review and External Appeal sections of Your 
Certificate. 


11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's 
professional judgment, should not be filled. 


F. General Conditions. 
1. You must show Your ID card to a retail pharmacy at the time You obtain Your 


Prescription Drug or You must provide the pharmacy with identifying information 
that can be verified by Us during regular business hours. You must include Your 
identification number on the forms provided by the mail order pharmacy from 
which You make a purchase. 


2. Drug Utilization, Cost Management and Rebates. We conduct various 
utilization management activities designed to ensure appropriate Prescription 
Drug usage, to avoid inappropriate usage, and to encourage the use of cost
effective drugs. Through these efforts, You benefit by obtaining appropriate 
Prescription Drugs in a cost-effective manner. The cost savings resulting from 
these activities are reflected in the premiums for Your coverage. We may also, 
from time to time, enter into agreements that result in Us receiving rebates or 
other funds ("rebates") directly or indirectly from Prescription Drug 
manufacturers, Prescription Drug distributors or others. Any rebates are based 
upon utilization of Prescription Drugs across all of Our business and not solely on 
any one Member's utilization of Prescription Drugs. Any rebates received by Us 
may or may not be applied, in whole or part, to reduce premiums either through 
an adjustment to claims costs or as an adjustment to the administrative expenses 
component of Our Prescription Drug premiums. Instead, any such rebates may 
be retained by Us, in whole or part, in order to fund such activities as new 
utilization management activities, community benefit activities and increasing 
reserves for the protection of Members. Rebates will not change or reduce the 
amount of any Copayment or Coinsurance applicable under Our Prescription 
Drug coverage. 


G. Definitions. 
Terms used in this section are defined as follows. (Other defined terms can be found in 
the Definitions section of Your Certificate). 


1. Brand-Name Drug: A Prescription Drug that: 1) is manufactured and 
marketed under a trademark or name by a specific drug manufacturer; or 2) We 
identify as a Brand-Name Prescription Drug, based on available data resources. 
All Prescription Drugs identified as "brand name" by the manufacturer, pharmacy, 
or Your Physician may not be classified as a Brand-Name Drug by Us. 


2. Designated Pharmacy: A pharmacy that has entered into an agreement with 
Us or with an organization contracting on Our behalf, to provide specific 
Prescription Drugs, including but not limited to, specialty Prescription Drugs. The 
fact that a pharmacy is a Participating Pharmacy does not mean that it is a 
Designated Pharmacy. 
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3. Formulary: The list that identifies those Prescription Drugs for which coverage 
may be available under this Rider. This list is subject to Our periodic review and 
modification (generally quarterly, but no more than six (6) times per calendar 
year). You may determine to which tier a particular Prescription Drug has been 
assigned by visiting Our website at www.cdphp.com or by calling the number on 
Your ID card. 


4. Generic Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand
Name Drug; or 2) We identify as a Generic Prescription Drug based on available 
data resources. All Prescription Drugs identified as "generic" by the 
manufacturer, pharmacy or Your Physician may not be classified as a Generic 
Drug by Us. 


5. Non-Participating Pharmacy: A pharmacy that has not entered into an 
agreement with Us to provide Prescription Drugs to Members. We will not make 
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy 
other than as described above. 


6. Participating Pharmacy: A pharmacy that has: 
• Entered into an agreement with Us or Our designee to provide 


Prescription Drugs to Members; 
• Agreed to accept specified reimbursement rates for dispensing 


Prescription Drugs; and 
• Been designated by Us as a Participating Pharmacy. 


A Participating Pharmacy can be either a retail or mail-order pharmacy. 


7. Prescription Drug: A medication, product or device that has been approved by 
the FDA and that can, under federal or state law, be dispensed only pursuant to 
a Prescription Order or Refill and is on Our Formulary. A Prescription Drug 
includes a medication that, due to its characteristics, is appropriate for self 
administration or administration by a non-skilled caregiver. 


8. Prescription Drug Cost: The amount, including a dispensing fee and any sales 
tax, We have agreed to pay Our Participating Pharmacies; as contracted 
between Us and Our pharmacy benefit manager for a Covered Prescription Drug 
dispensed at a Participating Pharmacy. If this Rider includes coverage at Non
Participating Pharmacies, the Prescription Drug Cost for a Prescription Drug 
dispensed at a Non-Participating Pharmacy is calculated using the Prescription 
Drug Cost that applies for that particular Prescription Drug at most Participating 
Pharmacies. 


9. Prescription Order or Refill: The directive to dispense a Prescription Drug 
issued by a duly licensed Health Care Professional who is acting within the 
scope of his or her practice. 


10.Usual and Customary Charge: The usual fee that a pharmacy charges 
individuals for a Prescription Drug without reference to reimbursement to the 
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pharmacy by third parties as required by Section 6826-a of the New York 
Education Law. 


Prescription Drug Coverage Schedule of Benefits 


PRESCRIPTION Preferred Participating Non-Participating 
DRUGS Provider Provider Member Provider Member 


Member Responsibility for Responsibility for 
Responsibility Cost-Sharing Cost-Sharing 
for Cost-


*Certain Sharing 
Prescription Drugs 
are not subject to 
Cost-Sharing 
when provided in 
accordance with 
the comprehensive 
guidelines 
supported by 
HRSA or if the 
item or service has 
an "A" or "8" rating 
from the USPSTF 
and obtained at a 
participating 
pharmacy 


Deductible Deductible then 


Retail Pharmacy 
30-day supply 


Tier 1 N/A $10 Copayment Non-Participating 
Provider services 


Tier 2 N/A $40 Copayment are not Covered 
and You pay the 


Tier 3 N/A $70 Copayment full cost 


If You have an 
Emergency 
Condition, 
Preauthorization is 
not required for a 
five (5) day 
emergency supply 
of a Covered 
Prescriotion Druo 
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Limits 


See 
benefit 
for 
descrip 
tion 







used to treat a 
substance use 
disorder, including 
a Prescription 
Drug to manage 
opioid withdrawal 
and/or 
stabilization and 
for opioid 
overdose reversal. 
Mail Order Up to a 90-day 
Pharmacy supply 


Up to a 90-day 
supply 


Tier 1 N/A $25 Copayment Non-Participating See 
Provider services benefit 


Tier 2 N/A $100 Copayment are not Covered for 
and You pay the descrip 


Tier 3 N/A $175 Copayment full cost tion 


Enteral Formulas N/A Follows Cost-Share Non-Participating See 
for Retail Pharmacy Provider services benefit 
or Mail Order are not Covered for 
Pharmacy above and You pay the descrip 


full cost tion 


Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this 
Rider is attached shall also apply to this Rider except where specifically changed by this 
Rider. 
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Rider to Change DME Cost-Share 


Participating Provider Member Responsibility for Cost-Sharing for Durable Medical 
Equipment and Braces, Cochlear Implants, Medical Supplies and External Prosthetic Devices 
outlined in the Schedule of Benefits section of Your Certificate under the Participating 
Provider Member Responsibility for Cost-Sharing column has been changed. 


ADDITIONAL SERVICES, Participating Provider Limits 
EQUIPMENT and DEVICES Member Responsibility for 


Cost-Sharina 
Durable Medical Equipment 20% Coinsurance, after See benefit for description 
and Braces Deductible 


Preauthorization required for 
items exceeding $500 and for 
Left Ventricular Assist Devices 


Cochlear Implants 20% Coinsurance, after One(1)perearpertime 
Deductible Covered 


Preauthorization required for 
items exceeding $500 


Medical Supplies 20% Coinsurance, after See benefit for description 
Deductible 


Preauthorization required 


Prosthetic Devices 20% Coinsurance, after 
Deductible One ( 1 ) prosthetic device, per 


• External limb, per lifetime with coverage 
for repairs and replacements 


Preauthorization required for 
items exceeding $500 


All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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Domestic Partner Rider 


A. Domestic Partner Coverage. 
This rider amends Your Certificate to provide coverage for domestic partners. This rider covers 
same or opposite gender domestic partners of Subscribers as Spouses. If You selected family 
coverage, Children covered under the Certificate also include the Children of Your domestic 
partner. Proof of the domestic partnership and financial interdependence must be submitted in 
the form of: 


1. Registration as a domestic partnership indicating that neither individual has been registered 
as a member of another domestic partnership within the last six (6) months, where such 
registry exists; or 


2. For partners residing where registration does not exist, by an alternative affidavit of 
domestic partnership. 
a. The affidavit must be notarized and must contain the following: 


• The partners are both 18 years of age or older and are mentally competent to 
consent to contract; 


• The partners are not related by blood in a manner that would bar marriage under 
laws of the State of New York; 


• The partners have been living together on a continuous basis prior to the date of 
the application; 


• Neither individual has been registered as a member of another domestic 
partnership within the last six (6) months; and 


b. Proof of cohabitation (e.g., a driver's license, tax return or other sufficient proof); and 
c. Proof that the partners are financially interdependent. Two (2) or more of the following 


are collectively sufficient to establish financial interdependence: 
• A joint bank account; 
• A joint credit card or charge card; 
• Joint obligation on a loan; 
• Status as an authorized signatory on the partner's bank account, credit card or 


charge card; 
• Joint ownership of holdings or investments; 
• Joint ownership of residence; 
• Joint ownership of real estate other than residence; 
• Listing of both partners as tenants on the lease of the shared residence; 
• Shared rental payments of residence (need not be shared 50/50); 
• Listing of both partners as tenants on a lease, or shared rental payments, for 


property other than residence; 
• A common household and shared household expenses, e.g., grocery bills, utility 


bills, telephone bills, etc. (need not be shared 50/50); 
• Shared household budget for purposes of receiving government benefits; 
• Status of one as representative payee for the other's government benefits; 
• Joint ownership of major items of personal property (e.g., appliances, furniture); 
• Joint ownership of a motor vehicle; 
• Joint responsibility for child care (e.g., school documents, guardianship); 
• Shared child-care expenses, e.g., babysitting, day care, school bills (need not be 


shared 50/50); 
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• Execution of wills naming each other as executor and/or beneficiary; 
• Designation as beneficiary under the other's life insurance policy; 
• Designation as beneficiary under the other's retirement benefits account; 
• Mutual grant of durable power of attorney; 
• Mutual grant of authority to make health care decisions (e.g., health care power 


of attorney); 
• Affidavit by creditor or other individual able to testify to partners' financial 


interdependence; or 
• Other item(s) of proof sufficient to establish economic interdependency under the 


circumstances of the particular case. 


B. Controlling Certificate. 
All of the terms, conditions, limitations, and exclusions of Your Certificate to which this rider is 
attached shall also apply to this rider except where specifically changed by this rider. 
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CDPHP UNIVERSAL BENEFITS,® INC. 
500 Patroon Creek Blvd.• Albany, NY 12206-1057 


The terms of the Contract to which these Riders are attached shall remain in full force 
and effect, except as amended by these Riders. 


By: 


CDPHP UNIVERSAL BENEFITS,® INC. 


/I 
John D. Bennett, MD, FACC 


President and CEO 
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Introduction 
BBL Construction Services, LLC (the “Employer”) 
hereby amends and restates in its entirety the 
BBL Construction Services, LLC Health Insurance 
Plan (the “Plan”). The Plan’s purpose is to 
combine in one plan document provisions of 
the health and welfare benefit plans (the 
“Component Benefit Plans”) sponsored by BBL 
Construction Services, LLC and its affiliated 
employers (if any, see Appendix C), and to 
provide uniform administration of these health 
and welfare benefits. The Component Benefit 
Plans are listed in Appendix A to this Summary 
Plan Description (“SPD”). This SPD reflects and 
summarizes the terms of the Plan in effect on 
November 1, 2022. 


The insurance contracts (including Certificates 
of Coverage), summary plan descriptions, 
policies and procedures, and any other 
documents making up the Component Benefit 
Plans are not affected by the adoption of the 
Plan, and the terms of the Component Benefit 
Plans will continue to control for purposes of 
determining your benefits. (References in this 
document to insurance contracts, insurance 
policies and insurance generally will include 
HMO contracts (if any) or similar 
arrangements.) The terms of each Component 
Benefit Plan are incorporated into this SPD by 
reference and will continue to act as the 
primary source of information for each 
Component Benefit Plan. However, if a conflict 
of language exists between the Component 
Benefit Plan and the Plan or SPD, the 
Component Benefit Plan will control as long as 
the Component Benefit Plan is not inconsistent 
with Federal law and regulations. The exception 
is, regardless of a Component Benefit Plan’s 
identification of a Plan Year or Plan Number, 
the Plan Year or Plan Number of this SPD will 
control. 


Note: Every effort has been made to accurately 
describe the Plan in this SPD. However, if there 
should be a discrepancy between the SPD and 
the Plan document -- or if the Plan is required 


to operate in a different manner to comply with 
Federal laws and regulations -- the Plan 
document or the appropriate Federal laws and 
regulations will control. 


If you have not received a Certificate of 
Coverage (which also may be known as a 
certificate of insurance or evidence of coverage) 
or other document that summarizes in detail a 
Component Benefit Plan, you may request the 
Certificate of Coverage or other document 
which will be made available by the Plan 
Administrator (identified under the heading 
“Plan Administrator”) to you or your 
beneficiaries without cost. 


In order to protect your and your family's rights, 
you should keep the Plan Administrator 
informed of any changes in your address or 
email and the addresses of any family members 
who are covered by the Plan. 


General Information 
Pertaining to the Plan 
Plan Name, Sponsor and Employer EIN 
The name of the Plan is BBL Construction 
Services, LLC Health Insurance Plan. BBL 
Construction Services, LLC is the Plan Sponsor. 
The Employer’s address is 302 Washington 
Avenue Extension, Albany, NY, 12203. The 
Employer’s telephone number is 518-452-8200. 
The Employer’s Federal employer identification 
number (EIN) is 14-1814573.  


Plan Year 
For recordkeeping purposes, the Plan Year for 
the Plan is the 12 month period beginning on 
November 1 and ending October 31.  


Plan Number  
The number of this Plan is 501.  


Type of Welfare Benefit Plan(s) 
The Plan may provide various welfare benefits 
under the Component Benefit Plan(s) listed in 
Appendix A to this SPD. 
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Funding 
Benefits under the Plan are funded by one or 
more of the following methods selected by BBL 
Construction Services, LLC for a Component 
Benefit Plan: insured benefits, self-funded 
benefits (these are benefits funded by general 
assets of the Employer or through a trust), or a 
combination of insured benefits, self-funded 
benefits and trust benefits. For details on the 
funding status of Component Benefit Plans, see 
Appendix A. Funding for the Plan will consist of 
the funding for all Component Benefit Plans and 
may include funding through a cafeteria plan 
which, if available, is identified as a funding 
source in Appendix A.  


BBL Construction Services, LLC has the right to 
pay benefits from its general assets, insure any 
benefits under the Plan, and establish any fund 
or trust for the holding of contributions or 
payment of benefits under the Plan, either as 
mandated by law or as BBL Construction 
Services, LLC determines advisable in its sole 
discretion. In addition, BBL Construction 
Services, LLC has the right to alter, modify or 
terminate any method or methods used to fund 
the payment of benefits under the Plan, 
including, but not limited to, any trust or 
insurance policy. If any benefit or portion of the 
benefit is funded by the purchase of insurance, 
the benefit or portion of the benefit will be 
payable solely by the insurance company. 


Plan Administrator  
The Plan Administrator is BBL Construction 
Services, LLC, 302 Washington Avenue 
Extension, Albany, NY, 12203, telephone 
number 518-452-8200, which, for insured 
benefits offered through the Plan, administers 
the Component Benefit Plans with the 
insurance companies providing benefits under 
the Component Benefit Plans as named 
fiduciaries. The insurance companies shown in 
Appendix A are responsible for considering, 
accepting or denying, and paying claims for the 
insured benefits. The indicated insurance 
company is responsible for considering any 
appeals to the insured benefits made following 


a Component Benefit Plan’s claim procedures 
and, if applicable, the claim procedures 
indicated in this SPD. Any third-party 
administrator (“TPA”) responsible for 
administering a Component Benefit Plan not 
funded through insurance may be listed in 
Appendix A. Therefore, the Plan Sponsor is the 
administrator of the Component Benefit Plan, 
unless otherwise specified in Appendix A, which 
identifies the administrator as the “Sponsor” or 
the “Insurer” or the “Contract Administrator.”  
In addition, if a party has accepted named 
fiduciary status in considering, accepting or 
denying, and paying claims (including any 
appeals relating to such claims), that party (also 
referred to as a “Claim Fiduciary”) is identified 
in Appendix A. 


Agent for Service of Legal Process 
The agent for service of legal process is BBL 
Construction Services, LLC, 302 Washington 
Avenue Extension, Albany, NY, 12203. Service 
may also be made on the Plan Administrator. 


Named Fiduciary  
The Plan Administrator is the primary named 
fiduciary of the Plan and has the exclusive and 
express discretionary authority to interpret the 
terms of the Plan and the terms of all the 
Component Benefit Plans to the extent not 
delegated to another named fiduciary. For 
insured Component Benefit Plans, the insurance 
company is also a named fiduciary under the 
Plan as to the determination of the amount of, 
and entitlement to, insured benefits with the 
full power to interpret and apply the terms of 
the Plan as they relate to the benefits provided 
under the insurance policy. In addition, where 
any other party has accepted status as a named 
fiduciary, with respect to the determination of 
the amount of, and entitlement to, benefits 
under any uninsured Component Benefit Plan, 
such named fiduciary (also referred to as the 
Claim Fiduciary) with respect to the applicable 
Component Benefit Plan is identified in 
Appendix A. 
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Insurance Company Refund  
BBL Construction Services, LLC may be eligible 
to receive a refund/rebate from an insurance 
company.  This refund/rebate, if any, may be 
subject to the Medical Loss Ratio (“MLR”), and if 
so, it will be distributed as outlined in the Plan 
document. 


Plan Document 
The Plan and those documents incorporated by 
reference in the Plan compose a written 
employee benefit welfare plan as  required by 
Section 402 of ERISA. 


Coverage for Spouses, Dependents 
One or more Component Benefit Plans covered 
under the Plan may identify spouses, 
dependents/children and others as eligible non-
employee participants on Appendix A. The 
provisions relating to that coverage should be 
detailed in the Certificates of Coverage or other 
Component Benefit Plan documents. Note that 
you have an obligation to notify the Employer 
promptly of any loss of dependent status. 


No Guarantee of Non-Taxability  
The Plan provides benefits often intended to be 
non-taxable. The Plan Administrator or any 
fiduciary or party associated with the Plan will 
not be in any way liable for any taxes or any 
other liability incurred by you or any person 
claiming through you. 


No Guarantee of Employment 
The offering of the Component Benefit Plans 
under the Plan is not a commitment or 
guarantee of employment by any Employer and 
does not affect any Employer’s rights to 
discharge any employee. 


Nondiscrimination 
Contributions and benefits under the Plan will 
not discriminate in favor of “highly 
compensated employees” or “key employees” 
as such terms are defined under the Code.  The 
Employer may limit or deny your compensation 
reduction agreement to the extent necessary to 
avoid such discrimination in compliance with 


federal law.  You will be notified if this impacts 
you. 


Anti-Assignment 
You cannot assign, pledge, encumber or 
otherwise alienate any legal or beneficial 
interest in benefits or any other rights or 
obligations under the Plan and any attempt to 
do so will be void.  The payment of benefits 
directly to a health care provider, if any, shall be 
done as a convenience to the participant and 
shall not constitute an assignment of benefits 
under the Plan. 


Eligibility, 
Participation and 
Benefits 
Eligibility and Participation 
Eligibility for participation and benefits under 
the Plan is determined under the written terms 
of the Plan and each Component Benefit Plan. 
See a summary of more information regarding 
eligibility and participation in Appendix A. 


If you previously participated in the Plan and 
are rehired, you will be eligible to become a 
Participant on the same terms as if you were a 
newly hired employee. However, in most 
instances, group health plans offered by an 
“applicable large employer” (generally, an 
employer that employs an average of at least 50 
full-time employees (including full-time 
equivalent employees)) are subject to the 
Affordable Care Act and have special rehire 
rules.  These rules are as follows: if your 
Employer is subject to the ACA and you return 
to work after a period during which you were 
not credited with any hours of service, you may 
be treated as having terminated employment 
and been rehired as a new Employee only if the 
following conditions apply: (i) you had no hours 
of service for a period of at least 13 consecutive 
weeks (26 for educational organization 
employers); or (ii) you had a break in service of 
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a shorter period of at least four consecutive 
weeks with no credited hours of service, and 
that period exceeded the number of weeks of 
your period of employment.  These provisions 
are intended to comply with the ACA and are 
not intended to expand the rights or benefits of 
employees for any other purpose and should be 
so construed. 


If your Employer believes it is an “applicable 
large employer” under the ACA, it may elect to 
take advantage of the look-back provisions of 
the ACA.  See Appendix B for details. 


Insurance carriers sometimes impose an 
“actively at work” requirement for certain types 
of insurance (for example, life and disability). 
Therefore, your participation in those benefits 
may be delayed or otherwise affected. This 
requirement would be reflected in your 
Certificate of Coverage. This may also be the 
case in which you are rehired as an employee. 


Note that the “actively at work” requirement 
does not apply to a Group Health Plan (other 
than one offering only HIPAA-excepted 
coverage) unless there is an exception for 
individuals who are absent from work due to a 
health factor (e.g., individual is out on sick leave 
on the day the coverage would otherwise 
become effective). 


As to any Component Benefit Plan that is a 
group health plan (other than one offering only 
HIPAA-excepted coverage), any otherwise 
eligible employee must wait no longer than 
ninety (90) days to begin coverage under such 
Component Benefit Plan. 


Contributions 
The cost of the benefits provided through the 
Component Benefit Plans may be funded in part 
by Employer contributions and in part by your 
contributions. In some instances, a Component 
Benefit Plan may require only you or BBL 
Construction Services, LLC to contribute. If 
specified in Appendix A, the cost of benefits 
provided through a Component Benefit Plan 
may be funded pre-tax through a cafeteria plan 


under Section 125 of the Internal Revenue 
Code. The sources of Plan contributions are 
listed in Appendix A. BBL Construction Services, 
LLC will determine and periodically 
communicate your share of the cost of the 
benefits provided through each Component 
Benefit Plan, and it may change that 
determination at any time. BBL Construction 
Services, LLC will make any Employer’s 
contributions in an amount that in the 
Employer’s sole discretion is at least sufficient 
to fund the benefits or a portion of the benefits 
that are not otherwise funded by your 
contributions. BBL Construction Services, LLC 
will pay its contribution and your contributions 
to an insurance company or, for benefits that 
are self-funded, will use these contributions to 
pay benefits directly to or on behalf of you or 
your eligible family members. Your 
contributions will be used in their entirety prior 
to using Employer contributions to pay for the 
cost of that benefit. Where relevant to a 
Component Benefit Plan, you will receive during 
the open enrollment period notice of the 
amount for which you are responsible. If your 
cost for a Component Benefit Plan is adjusted 
during the Plan Year, you will be notified of that 
adjustment unless the Component Benefit Plan 
provides otherwise.  


The Plan Administrator will have the right to 
recover any payment it made but should not 
have made or made to an individual or 
organization not entitled to payment, from the 
individual, organization or anyone else 
benefiting from the improper payment. 


Benefits Available 
The benefits available under the Plan consist of 
the benefits available under the Component 
Benefit Plans, including all limitations and 
exclusions for each Component Benefit Plan’s 
benefits. The benefits available under each 
Component Benefit Plan are set forth in the 
Component Benefit Plan documents. The 
availability of benefits is subject to your 
payment of all applicable contributions and 
satisfaction of any eligibility or other 
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requirements of a particular Component Benefit 
Plan.  


For any Component Benefit Plan requiring 
Evidence of Insurability (“EOI”), coverage (or 
any increase in coverage you have requested, as 
applicable) will not become effective unless and 
until underwriting approval has been confirmed 
by the applicable insurance company. 


Any health care flexible spending account under 
a cafeteria plan will be subject to this Plan and 
the requirements of ERISA. Nonetheless, a 
premium or premium equivalent (i.e., the cost 
of coverage) reduction portion of a cafeteria 
plan (and any dependent care assistance plan 
offered under the cafeteria plan) will not be 
subject to the requirements of ERISA, even 
though the cafeteria plan (and any dependent 
care assistance plan) may be considered part of 
the Plan.  


Where a health benefit involves the use of 
“network providers” (also sometimes referred 
to as “PPO”, “EPO” or “preferred providers”), 
you will receive listings of such providers 
without charge. The listings may be provided in 
one or more separate documents or by 
electronic document access via the Internet. 


Where a network is involved, a benefit 
document will include provisions governing the 
use of such providers, primary care providers or 
providers of specialty services, the composition 
of the network and whether and under what 
circumstances coverage is provided for 
emergency and out-of-network services. 


Loss of Benefits 
Your benefits (and the benefits of your eligible 
dependents) generally will cease when your 
participation in the Plan terminates. Benefits 
will also cease upon termination of the Plan. 
Other circumstances can result in the 
termination, reduction, recovery (through 
subrogation or reimbursement), or denial of 
benefits. The insurance contracts (including the 
Certificates of Coverage), plans, and other 
governing documents of the Component 


Benefit Plans provide additional information. 
The subrogation provisions of the Plan are 
discussed in more detail in the section 
“Employer's Right of Reimbursement.” 


Benefit Elections 
Electing Your Benefits for the Plan Year 
Under a Component Benefit Plan 
Some of the Component Benefit Plans may 
require you to make an annual election to enroll 
for coverage for the next plan year prior to the 
beginning of that year. The plan year for each 
Component Benefit Plan should be set forth in 
that plan and may be different than the Plan 
Year for this Plan. Thus, the discussion below 
regarding plan year refers to the relevant 
Component Benefit Plan’s plan year. 


If you first become eligible to participate in a 
Component Benefit Plan during a plan year in 
progress, your initial elections pertain to the 
remaining part of that plan year. Then, before 
each new plan year begins, you will have an 
opportunity to change or cancel your elections 
during the annual open enrollment period. The 
annual open enrollment period is described 
below. 


Making Your Elections 
In making your elections, you may elect and 
enroll for some or all of the benefits available 
under a Component Benefit Plan. You may also 
elect not to participate in a Component Benefit 
Plan for which annual elections are then being 
made. 


Benefits are elected by completing and 
submitting an election form in a format 
approved by the Plan Administrator (whether in 
paper or electronic format) before the end of 
the annual open enrollment period. When you 
make your elections, you also authorize the 
necessary payroll deductions for paying your 
part of the cost of the benefits you elect. 
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Once you are a participant in the Plan, if you 
become eligible for additional benefits during a 
plan year, you will be given an opportunity to 
elect and enroll in the benefits for which you 
are newly eligible. 


Annual Election Period 
Before the beginning of each plan year, BBL 
Construction Services, LLC often may hold an 
annual open enrollment period. In that case, 
BBL Construction Services, LLC will notify you 
when the dates for the annual open enrollment 
period will occur each year. During this time, 
you may make new elections for the upcoming 
plan year. Your elections from the prior year 
may roll forward to the current year. You 
should consult with material provided to you 
during the annual open enrollment period to 
determine whether an election is required.  


Changing Your Elections during a Plan 
Year 
Where a Component Benefit Plan is funded 
through a cafeteria plan, once you have made 
your elections for a plan year, it pertains to the 
entire plan year as it applies to that Component 
Benefit Plan and cannot be changed or 
cancelled during that time except in certain 
limited situations that are described in the 
cafeteria plan. Other election restrictions may 
apply to Component Benefit Plans. For example, 
if you elect not to participate in the health plan 
when first eligible, you may need to wait until 
an open enrollment period as specified in the 
Component Benefit Plan. 


If you, your spouse, or your dependent child 
experience a “change in status,” and that 
change in status makes you, your spouse, or 
your dependent child eligible or ineligible for 
any of the pre-tax benefits, or for any of the 
benefit options sponsored by your spouse’s or 
your eligible dependent child’s employer, you 
may change the amount of your election in a 
way that is consistent with that “change in 
status,” provided you notify the Plan 
Administrator of such change within 30 days 
(or, for some employers, 31 days) (or within 60 
days in the event of a Medicaid- or CHIP-related 


special enrollment) of such change. The 
determination of whether you have 
experienced an event that would permit an 
election change and whether your requested 
election change is consistent with such an event 
shall be made in the sole discretion of the Plan 
Administrator. 


A “change in status” includes a change in the 
following: 


(a) marriage; 


(b) other changes in your legal marital 
status (for example, your divorce, 
annulment, or legal separation, or the 
death of your spouse); 


(c) birth or adoption of a child, including 
placement for adoption; 


(d) other changes in the number of your 
dependents (for example, legal 
guardianship for a child);  


(e) you, your spouse’s or your dependent 
child’s employment status (for example, 
terminating or beginning a job; 
changing the number of hours worked, 
such as switching from full-time to part-
time, or vice versa);  


(f) you, your spouse or your dependent 
child begins or returns from certain 
types of unpaid leave of absence (FMLA 
or USERRA) or change in worksite;  


(g) your dependent satisfies or ceases to 
satisfy eligibility requirements (for 
example, attainment of the limiting age, 
loss of student status, or similar 
circumstances);  


(h) your (or your spouse’s or dependent’s) 
residence that results in gaining or 
losing eligibility for a health care option 
(such as moving out of an HMO service 
area); and 


(i) any other event specified under the 
Employer's cafeteria plan that is 
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consistent with IRS regulations and 
pronouncements, such as the specific 
situations related to the availability of 
coverage through a Health Insurance 
Exchange (or Marketplace) as provided 
in IRS Notice 2014-55, which allows 
prospective revocation of the 
employee’s election under certain 
circumstances. 


Claims Procedures 
Benefits Administered by Insurers and 
TPAs 
Claims for benefits that are insured or 
administered by a TPA must be filed in 
accordance with the specific procedures 
contained in the insurance policies, Component 
Benefit Plans or the third party administrative 
services agreement. These procedures will be 
followed unless inconsistent with the 
requirements of ERISA as specified in more 
detail below. The name (and in the case of 
group health plan claims, the address) of the 
individual insurance company providing 
benefits and reviewing claims relating to its 
insurance policy is set forth in Appendix A. 
Further, the name and address of the TPA (if 
any) that reviews claims made under a 
Component Benefit Plan may be set forth in 
Appendix A. All other general claims or 
requests should be directed to the Plan 
Administrator. 


Personal Representative 
You may exercise your rights directly or through 
an authorized personal representative. You may 
only have one representative at a time to assist 
in submitting an individual claim or appealing 
an unfavorable claim determination. 


Your personal representative will be required to 
produce evidence of his or her authority to act 
on your behalf. The Plan may require you to 
execute a form relating to the representative's 
authority before that person will be given 
access to your protected health information or 


allowed to take any action for you. (A mere 
assignment or attempted assignment of your 
benefits does not constitute a designation of an 
authorized personal representative. Such a 
delegation must be clearly stated in a form 
acceptable to the Plan.) This authority may be 
proved by one of the following: 


(a) A power of attorney for health care 
purposes, notarized by a notary public; 


(b) A court order of appointment of the 
person as the conservator or guardian 
of the individual; or 


(c) An individual who is the parent of a 
minor child. 


The Plan retains discretion to deny access to 
your protected health information to a personal 
representative to provide protection to those 
vulnerable people who depend on others to 
exercise their rights under these rules and who 
may be subject to abuse or neglect. This also 
applies to personal representatives of minors. 


General Claims Procedure 
If you have a claim for benefits which is denied 
or ignored, in whole or in part, and if you have 
exhausted the claims procedures available to 
you under the Plan (discussed under the 
heading Claims Procedure), you may file suit in 
a State or Federal court. In addition, if you 
disagree with the Plan’s decision or lack thereof 
concerning the qualified status of a medical 
child support order, you may file suit in Federal 
court. 


The Plan’s claims procedures are described 
below. (These claims procedures do not apply 
to any cafeteria plan which is a premium-only 
plan (“POP”) or to any dependent care 
assistance plan offered.)  


The following procedures will be followed for 
denied claims under a Component Benefit Plan 
that is not a group health plan or disability plan. 
For group health claims and disability claims, 
see headings “Special Rules for Group Health 
Plan Claims” and “Special Rules for Disability 
Claims.” 
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(a) If your claim is denied, you or your 
beneficiary will receive written 
notification within 90 days after your 
claim was submitted. Under special 
circumstances, the Claim Fiduciary may 
take up to an additional 90 days to 
review the claim if it determines that 
such an extension is necessary due to 
matters beyond its control.  If an 
extension of time is required, you will 
be notified before the end of the initial 
90-day period of the circumstances 
requiring the extension and the date by 
which the Claim Fiduciary expects to 
render a decision. The written 
notification of a denied claim for 
benefits will include the reasons for the 
denial, with reference to the specific 
provisions of the Component Benefit 
Plan on which the denial was based, a 
description of any additional 
information needed to process the 
claim, and an explanation of the claims 
review procedure. If you do not receive 
a response within 90 days, your claim is 
treated as denied.  


(b) Within 60 days after notification of a 
claim denial, you may appeal the denial 
by submitting a written request for 
reconsideration of the claim to the Plan 
Administrator or its delegate such as 
the insurance company or TPA, which 
includes the reasons why you feel the 
claim is valid and the reasons why you 
think the claim should not be denied. 
Before submitting an appeal request, 
you may request to examine and 
receive copies of all documents, 
records, and other information relevant 
to the claim. If you fail to file an appeal 
for review within 60 days of the denial 
notification, the claim will be deemed 
permanently waived and abandoned, 
and you will be precluded from 
reasserting it under these procedures 
or in a court or any other venue. 
Documents, records, written 


comments, and other information in 
support of your appeal should 
accompany any appeal request. The 
Plan Administrator or its delegate will 
consider such information in reviewing 
the claim and provide, within 60 days, a 
written response to the appeal. This 60-
day period may be extended an 
additional 60 days under special 
circumstances, as determined by the 
Plan Administrator or its delegate due 
to matters beyond its control. If an 
extension of time is required, you will 
be notified before the end of the initial 
60-day period of the circumstances 
requiring the extension and the date by 
which the Plan Administrator or its 
delegate expects to render a decision. 
The Plan Administrator’s response (or 
its delegate’s) will explain the reason 
for the decision with specific reference 
to the provisions of the Plan on which 
the decision is based, a statement that 
you are entitled to receive, upon 
request and free of charge, reasonable 
access to, and copies of, all documents, 
records, and other information relevant 
to the claim for benefits and a 
statement about your right to bring a 
civil action under ERISA Section 502(a). 


(c) The Plan Administrator or its delegate 
has the sole discretion to interpret the 
appropriate Plan provisions, and such 
decisions are conclusive and binding.  


(d) To the extent not inconsistent with the 
provisions of the applicable Component 
Benefit Plan, with respect to any civil 
action brought under the Plan, a 
claimant will be barred from bringing 
such civil action after one year from the 
date of exhausting the Plan’s claims 
procedures relating to the denial of the 
claim. In the case of a group health plan 
claim discussed below, this includes not 
only exhausting the Plan's internal 
claims procedure but also exhausting 
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the Plan's external claims procedure, 
where applicable. 


Special Rules for Group Health Plan Claims 
For purposes of ERISA, there are four categories 
of claims under a Component Benefit Plan that 
is a group health plan (e.g., medical, dental, 
vision, health care flexible spending account 
and EAP benefits), and each one has a specific 
timetable for approval, request for additional 
information, or denial of the claim. The four 
categories of claims are: 


Urgent Care Claims - a claim where failing to 
make a determination quickly could seriously 
jeopardize a claimant’s life, health, or ability to 
regain maximum function, or could subject the 
claimant to severe pain that could not be 
managed without the requested treatment. A 
licensed physician with knowledge of the 
claimant’s medical condition or an insurance 
company or TPA (applying the judgment of a 
prudent layperson that possesses an average 
knowledge of health and medicine) may 
determine if a claim is an Urgent Care Claim. 


Pre-Service Claims - a claim for which you are 
required to get advance approval or pre-
certification before obtaining service or 
treatment for the medical services. 


Post-Service Claims - a request for payment for 
covered services you have already received.  


Concurrent Care Claims – a request to extend an 
ongoing course of treatment beyond the period 
of time or number of treatments that has 
previously been approved under the Plan. 


(a) Time for Decision on a Claim. The time 
deadline for making decisions on claims 
under the Plan depends on the category 
of the claim. (See Time Limit Chart 
below for maximum time limits.) You 
will be notified of any determination on 
your claim (whether favorable or 
unfavorable) as soon as possible. If an 
Urgent Care Claim is denied, you will be 
notified orally and written notice will be 
provided to you within three days. 


Note that fully-insured plan claims (if 
any) may be subject to an even more 
accelerated response time by the 
insurance company handling the claim. 
See Certificates of Coverage for details.  


If additional information is needed 
because necessary information is 
missing from the initial claim request, a 
notice requesting the missing 
information from you will be sent 
within the timeframes shown in the 
chart below and will specify what 
information is needed.  You must 
provide the specified information to the 
Claim Fiduciary within 45 days after 
receiving the notice.  The determination 
period will be suspended on the date 
the Claim Fiduciary sends a notice of 
missing information and the 
determination period will resume on 
the date you respond to the notice. 


Under special circumstances with 
respect to pre-service and post-service 
claims, the Claim Fiduciary may take up 
to an additional 15 days to review the 
claim if it determines that such an 
extension is necessary due to matters 
beyond its control.  If an extension of 
time is required, you will be notified 
before the end of the initial claim 
determination time period of the 
circumstances requiring the extension 
and the date by which the Claim 
Fiduciary expects to render a decision. 
The notice of extension that you receive 
will include (i) an explanation of the 
standards on which entitlement to 
benefits is based; (ii) the unresolved 
issues that prevent a decision on the 
claim; and (iii) any additional 
information needed to resolve those 
issues. 


(b) Notification of Denial. Except for Urgent 
Care Claims, when notification may be 
oral followed by written notice within 
three days, you will receive written 
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notice if your claim is denied. The 
notice will contain the following 
information:  


(1) the specific reason or reasons 
for the adverse determination; 


(2) reference to the specific Plan 
provisions on which the 
determination was made; 


(3) a description of any additional 
material or information 
necessary to perfect your claim 
and an explanation of why this 
material or information is 
necessary; 


(4) a description of the Plan’s 
review procedures and the time 
limits that apply to these 
procedures, including a 
statement of your right to bring 
a civil action under ERISA 
Section 502 if your claim is 
denied on review; 


(5) a statement that you are 
entitled to receive, upon 
request and free of charge, 
reasonable access to and copies 
of all documents, records, and 
other information relevant to 
your claim; 


(6) if an adverse determination is 
based on an internal rule, 
guidance, protocol, or other 
similar criteria, an explanation 
of those criteria or a statement 
that the criteria will be 
provided to you free of charge 
upon request; and 


(7) if the adverse determination is 
based on a medical necessity or 
experimental treatment limit or 
exclusion, an explanation of the 
scientific or clinical judgment 
on which such decision is 
based, or a statement that such 


explanation will be provided 
free of charge upon request of 
such person or persons who 
conducted the initial claim 
determination. The Plan 
fiduciary will provide an 
independent full and fair review 
of your claim and will not give 
any deference or weight to the 
initial adverse determination. 
You will receive a written notice 
of the decision on review. 


(c) How to Appeal a Denied Group Health 
Plan Claim. If your claim is denied, you, 
your attorney or your personal 
representative (see Personal 
Representative section above) will have 
180 days following the date you receive 
written notice of the denial in which to 
appeal such denial. If you fail to file an 
appeal for review within 180 days of the 
denial notification, the claim will be 
deemed permanently waived and 
abandoned, and you will be precluded 
from reasserting it under these 
procedures or in a court or any other 
venue.  Unless you are appealing the 
denial of an Urgent Care Claim, your 
request for review should be made in 
writing. If you are requesting review of 
an Urgent Care Claim, you may request 
review orally or by facsimile. A request 
for review must contain your name and 
address, the date you received notice 
your claim was denied, and your 
reason(s) for disputing the denial. You 
may submit written comments, 
documents, records, and other 
information relating to your claim. If 
you request, you will be provided, free 
of charge, reasonable access to, or 
copies of, all documents, records, and 
other information relevant to the claim.  


The period of time for the Plan to 
review your appeal request and to 
notify you of its decision depends on 
the type of claim as follows: 
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Urgent Care Claim – 72 hours; you 
will be notified orally and written 
notice will be provided within three 
days. 


Pre-Service Claim – 30 days if the 
Component Benefit Plan provides 
for only one mandatory appeal; 15 
days for each appeal if the 
Component Benefit Plan provides 
for two mandatory appeals. 


Post-Service Claim – 60 days if the 
Component Benefit Plan provides 
for only one mandatory appeal; 30 
days for each appeal if the 
Component Benefit Plan provides 
for two mandatory appeals. 


The review will take into account all 
comments, documents, records, and other 
information you submit relating to your 
claim, without regard to whether that 
information was submitted or considered in 
the initial claim determination. The review 
will be conducted by a Plan fiduciary other 
than the person or persons (or subordinate 
of such person or persons) who conducted 
the initial claim determination. In addition, 
if the denial of the claim was based, in 
whole or in part, on a medical judgment in 
reviewing the claim, the Claim Fiduciary will 
consult with a health care professional who 
has appropriate training and experience in 
the field of medicine involved in the 
medical judgment in reviewing the claim.  
This person will not be a person or a 
subordinate of a person consulted by the 
Claim Fiduciary in deciding the initial claim. 
The Plan fiduciary will provide an 
independent full and fair review of your 
claim and will not give any deference or 
weight to the initial adverse determination. 
You will receive a written notice of the 
decision on review. The notice will contain 
the following information: 


(1) the specific reason or reasons for 
the denial; 


(2) specific references to the pertinent 
plan provisions on which the denial 
is based; 


(3) a statement that you are entitled to 
receive, upon request and free of 
charge, reasonable access to, and 
copies of, all documents, records, 
and other information relevant to 
the claim for benefits (whether a 
document, record or other 
information is relevant to a claim 
for benefits shall be determined in 
accordance with the ERISA claims 
procedures;  


(4) a statement, if applicable, 
describing any voluntary appeal 
procedures offered by the plan and 
your right to obtain information 
about such procedures, and a 
statement of your right to bring a 
civil action under Section 502(a) of 
ERISA following any final adverse 
benefit determination;  


(5) a statement that a copy of any 
internal rule, guideline, protocol or 
other similar criteria relied upon in 
making the adverse benefit 
determination is available free of 
charge upon request; 


(6) a statement that if a denial of the 
claim is based on medical necessity 
or experimental treatment, or a 
similar exclusion or limit, the Claim 
Fiduciary will, upon request, 
provide you, free of charge, an 
explanation of the scientific or 
clinical judgment, applying the 
terms of the plan to your medical 
circumstances; and 


(7) the following statement, if and to 
the extent applicable and required 
by law: “You and your plan may 
have other voluntary alternative 
dispute resolution options, such as 
mediation.  One way to find out 
what may be available is to contact 
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your local U.S. Department of Labor 
Office and your State insurance 
regulatory agency.” 


Also, upon request, the Claim Fiduciary will 
provide you with a statement identifying 


those medical or vocational experts whose 
advice was obtained in connection with the 
appeal. 


Time Limit (Group Health Plan Claims) Urgent  
Care* 


Pre- 
Service* 


Post-
Service* 


To make initial claim determination 72 hours 15 days 30 days 


Extension (with proper notice and if delay is due to 
matters beyond Plan’s control) None 15 days 15 days 


To request missing information from claimant  24 hours 5 days 30 days 


For claimant to provide missing information 48 hours 45 days 45 days 


* The Claim Fiduciary will decide the appeal of “Concurrent Care Claims” within the time frame set 
forth above depending on whether that claim is also an Urgent Care Claim and the request to extend 
care is not made at least 24 hours prior to the scheduled expiration of treatment, a Pre-Service Claim, 
or a Post-Service Claim and before the expiration of any previously approved course of treatment. For 
an Urgent Care Claim that is a Concurrent Care Claim, if the request to extend care is made at least 24 
hours prior to the scheduled expiration of the treatment, the initial claim determination will be made 
no later than 24 hours after such claim is filed with the Claim Fiduciary. 


 


Special Internal Appeals Review 
Procedures Under the Affordable Care 
Act 
Under the ACA, the following internal 
claims provisions apply to any “non-
grandfathered,” non-HIPAA-excepted 
coverage of the Plan based upon, generally 
whether the Plan is (1) fully-insured or (2) 
self-funded for any “Adverse Benefit 
Determination” (i.e., any medical claim or 
any claim involving a rescission of 
coverage). 


(a) A rescission is allowed only upon a 
finding of fraud or intentional 
misrepresentation of a material 
fact;  


(b) You must be provided, free of 
charge, with any new or additional 
evidence considered, relied upon, 
or generated by the Plan in 
connection with the claim. It must 
also provide you with any new or 
additional rationale for a denial at 


the internal appeals stage, and a 
reasonable opportunity for you to 
respond to the new evidence or 
rationale; 


(c) Decisions regarding hiring, 
compensation, termination, 
promotion, or other similar matters 
with respect to an individual by a 
claims adjudicator or medical 
expert may not be based on the 
likelihood that that person will 
support the denial of benefits due 
to that influence (this prohibition is 
to avoid conflicts of interest); 


(d) Notices to claimants by the Plan or 
Claim Fiduciary must also include 
additional content as follows: 


(1) Any notice of Adverse 
Benefit Determination or 
final internal Adverse 
Benefit Determination must 
include information 
sufficient to identify the 
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claim involved, including 
the date of the service, the 
health care provider, the 
claim amount (if applicable) 
and state that, upon your 
request, the diagnosis code 
and treatment code and 
their corresponding 
meanings will be provided 
as soon as practicable. 


(2) Any notice of an Adverse 
Benefit Determination or 
final internal Adverse 
Benefit Determination must 
include the denial code and 
corresponding meaning as 
well as a description of the 
Plan’s standard, if any, that 
was used in denying the 
claim. In the case of a final 
internal Adverse Benefit 
Determination, this 
description must also 
include a discussion of the 
decision. 


(3) A description of available 
internal appeals and 
external review processes, 
including information about 
how to initiate an appeal. 


(4) The availability of, and 
contact information for, an 
applicable office of health 
insurance consumer 
assistance or ombudsman. 


(5) Notices of any Adverse 
Benefit Determination must 
be in a culturally and 
linguistically appropriate 
manner, consistent with the 
DOL regulations, to any 
claimant in the health plan 
who resides in a county in 
which ten percent or more 
of the population is literate 
only in the same non-


English language as 
determined by guidance 
published by the DOL (a “10 
Percent Non-English 
County”). For a health plan 
that has a claimant in a 10 
Percent Non-English 
County, notices regarding 
the internal and external 
claims review must appear 
in both English and in that 
other relevant non-English 
language and, once a 
request has been made by a 
claimant, all subsequent 
notices to such person must 
be in the applicable non-
English language as well. 
Also, the Plan or Claim 
Fiduciary must maintain 
oral language services in 
the non-English language 
(such as a telephone 
customer assistance 
hotline) to answer 
questions or provide 
assistance with filing claims 
and appeals.  


(e) Generally, the Plan’s or Claim 
Fiduciary’s failure to adhere to the 
requirements of the ACA will allow 
you to deem the internal claims and 
appeals process “not in 
compliance” under the ACA, 
therefore declaring your claim 
procedure “exhausted.” At this 
point, you may proceed to pursue 
any external review process or 
remedies available under ERISA or 
under State law, if applicable. 


You may appeal this determination by 
requesting external review described in 
more detail, below.  


Special State External Appeals Review 
Process Under the Affordable Care Act 
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You should be aware that the Department 
of Labor (“DOL”) has given States a number 
of options to implement protections 
included in the external review process for 
any Adverse Benefit Determination that 
involves medical judgment (including, but 
not limited to, a determination regarding 
medical necessity, appropriateness, health 
care setting, level of care or effectiveness of 
a covered benefit; or its determination that 
a treatment is experimental or 
investigational) or any claim involving a 
rescission of coverage (whether or not the 
rescission has an adverse effect on any 
particular benefit at this time), relating to 
insured health benefits (and certain self-
funded arrangements which have been 
allowed by State law to be subject to the 
State's review rules). Please refer to the 
external appeals table identified here: 
https://www.cms.gov/CCIIO/Resources/File
s/external_appeals.html. 


(a) A State may meet the “strict 
standards” included in the DOL 
rules, which set forth 16 minimum 
consumer protections;  


(b) A State may operate an external 
review process under “similar 
standards to those outlined in the 
July 2010” interim final rule (These 
"similar standards" apply until 
January 1, 2018); or 


(c) Where the State meets the “strict 
standards” or the “similar 
standards,” your health plan is 
subject to the external review 
procedures reflected in the 
underlying Certificates of Coverage 
or to a separate claims document to 
be provided to you by the insurance 
company or the Plan. 


Special Federal External Appeals 
Review Process Under the Affordable 
Care Act 


Generally, Plans that are either self-funded 
(are not provided through insured health 
benefits) or have not elected or are not 
eligible to qualify for the State review 
external appeals process for any Adverse 
Benefit Determination are subject to 
Federal review process described below.  


(a)  You will have four months after the 
day you receive notice or are 
deemed notified of the final 
internal Adverse Benefit 
Determination to request an 
external review of any final internal 
Adverse Benefit Determination. 


(b)  The Plan or Claim Fiduciary has five 
business days from the date a claim 
is made to complete a preliminary 
review to determine if the claim is 
eligible for external review 
(determining whether you were 
covered (eligible) at the time the 
service was provided), whether the 
appeal relates to a medical 
judgment, and whether the internal 
appeals process has been 
exhausted (e.g., all relevant 
information requested from the 
claimant was provided) and, 
therefore, considered fully.  


(c)  Within one business day after the 
preliminary review, the Plan or 
Claim Fiduciary will notify you in 
writing of its decision. If the claim is 
complete but not eligible for 
external review, you will be 
provided with the reason for its 
ineligibility and as well as contact 
information for the Employee 
Benefits Security Administration. If 
the claim is incomplete, you will be 
provided with an explanation of 
what is necessary to complete the 
claim and the Plan Administrator or 
Claim Fiduciary must give you a 
reasonable time to complete the 
claim (i.e., the remainder of the 



https://www.cms.gov/CCIIO/Resources/Files/external_appeals.html

https://www.cms.gov/CCIIO/Resources/Files/external_appeals.html
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four month appeal period or, if 
later, 48 hours after the notice of 
incompletion). 


(d)  If you appeal an appealable final 
internal adverse benefits 
determination (or challenge 
whether or not it is appealable), 
your claim must be referred to an 
Independent Review Organization 
(IRO) accredited by URAC (formerly 
known as the Utilization Review 
Accreditation Commission) or by a 
similar nationally-recognized 
accrediting organization to conduct 
external reviews. The referral will 
occur through an unbiased 
selection process involving several 
IROs. 


(e)  Once assigned to the IRO, the IRO 
must make a determination on a 
non-Urgent Care Claim within forty-
five (45) days after the IRO receives 
the assignment. 


(f) If the IRO reverses the decision of 
the Plan or Claims Administrator, 
your payments or coverage must 
begin immediately, even if the Plan 
or Claims Administrator expects to 
appeal it to a court of law. 


(g)  You must also have a right to 
expedited review for an Urgent 
Care Claim upon request. Once 
assigned to the IRO, the IRO must 
make a determination as 
expeditiously as possible but in no 
event more than seventy-two hours 
(or forty-eight hours if the request 
was not in writing) after its receipt 
of the request. If the IRO’s notice of 
its determination is not provided in 
writing within 48 hours after the 
date of providing that notice it must 
provide written confirmation to you 
and the Plan. 


(h)  The contracts with the IROs must 
include the requirements contained 
in the DOL Technical Releases, and 
the IROs must agree, among other 
things, to the following: de novo 
review of all information and 
documents timely received 
(including the Plan document, 
claims records, health care 
professional recommendations, and 
clinical review criteria used, if any), 
retaining its records for six years 
and making them available to the 
applicable claimant (or to State and 
Federal government agencies, to 
the extent not in violation of any 
privacy laws) for examination upon 
request, and inclusion of certain 
information in notices to claimants.  


The Plan intends and is taking steps in good 
faith to comply with the claims and appeals 
rules under the ACA and the provisions 
herein should be interpreted accordingly. 


External Review Under the No Surprises 
Act 
The No Surprises Act (the “Act”), part of the 
broader Consolidated Appropriations Act of 
2021, effective January 1, 2022, extended 
these external claims provision 
requirements to any Adverse Benefit 
Determination that involves consideration 
of whether a plan or insurer is complying 
with the Act for both grandfathered and 
non-grandfathered plans. 
 


(a) On December 30, 2021, the Centers 
for Medicare and Medicaid Services 
(“CMS”) issued guidance on state-
law external review procedures that 
cannot accommodate external 
reviews of Adverse Benefit 
Determinations involving surprise 
medical billing requirements, which 
outlined two alternatives: 


(1) The state may refer the 
matter to the federal 
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external review procedure, 
which is administered by 
the Department of Health 
and Human Services 
(“HHS”); or 


(2) Plans or insurers may 
request external review of 
Act-related issues using an 
accredited independent 
review organization that  
conducts external review 
for Act-related issues only 
under the federal process, 
if applicable requirements 
are met. 


These alternatives may be used 
until the state review procedure is 
changed to accommodate external 
review of Act-related surprise 
billing issues. 


(b) Reviews under the federal external 
review process are performed by a 
contractor called MAXIMUS Federal 
Services, Inc. (“MAXIMUS”). 


States will generally have four months from 
the receipt date of an Adverse Benefit 
Determination to refer the matter to 
MAXIMUS.  MAXIMUS must provide its 
determination within 45 days of receiving 
the request for review. 


Special Rules for Disability Claims 
A disability claim requires the Plan to 
determine if you are disabled for purposes 
of eligibility for disability benefits under a 
Component Benefit Plan. Except as 
provided under this heading, the general 
claims procedures under the heading 
“General Claims Procedure” apply, including 
but not limited to the provisions relating to 
any Plan fiduciary’s rights and 
responsibilities as provided in paragraph (c) 
under the heading “General Claims 
Procedure” and the claims limitation period 
identified in paragraph (d) under the 
heading “General Claims Procedure”. 


Time for a Decision on a Disability Claim 
The Plan will notify you of its determination 
within 45 days after its receipt of your 
claim. This period can be extended for two 
additional 30-day periods (up to a total of 
105 days) if a decision cannot be made 
because of circumstances beyond the 
control of the Plan Administrator. If the 
Claim Fiduciary extends its period for 
reviewing a claim due to special 
circumstances, the notice of extension you 
receive will include an explanation of the 
standards on which entitlement to benefits 
is based, the unresolved issues that prevent 
a decision on the claim and any additional 
information needed to resolve these issues. 
If more information is requested during 
either extension period, you will have at 
least 45 days to supply it.  


Notification of Denial 
If a claim for disability benefits is denied, 
the claimant will receive written notice of 
denial that sets out the information below 
in an easy to understand manner in 
accordance with 29 CFR 2560.503-1(o): 


(a) The specific reason or reasons for 
the adverse determination; 


(b) Reference to the specific Plan 
provisions on which the 
determination was made; 


(c) A description of any additional 
material or information necessary 
to perfect the claim and an 
explanation of why such material or 
information is necessary; 


(d) A description of the Plan’s review 
procedures and the time limits that 
apply to such procedures, including 
a statement of your right to bring a 
civil action under ERISA Section 
502(a) if the claim is denied on 
review; 


(e) Where the determination is 
adverse, a discussion of the 
decision, including an explanation 
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of the basis for disagreeing with or 
not following: 


(1) The views presented by you 
to the Plan of health care 
professionals treating you 
and vocational-
professionals who 
evaluated you; 


(2) The views of medical or 
vocational experts whose 
advice was obtained on 
behalf of the Plan in 
connection with your 
adverse benefit 
determination, without 
regard to whether the 
advice was relied upon in 
making the benefit 
determination; and 


(3) A disability determination 
made by the Social Security 
Administration regarding 
you (as the claimant) 
presented by you to the 
Plan; 


(f) If the adverse determination is 
based on a medical necessity or 
experimental treatment or similar 
exclusion or limit, either an 
explanation of the scientific or 
clinical judgment for the 
determination, applying the terms 
of the Plan to your medical 
circumstances, or a statement that 
such explanation will be provided 
free of charge upon request of such 
person or persons who conducted 
the initial claim determination; 


(g) Either the specific internal rules, 
guidelines, protocols, standards or 
other similar criteria of the Plan 
relied upon in making the adverse 
determination or, alternatively, a 
statement that such rules, 
guidelines, protocols, standards or 


other similar criteria of the Plan do 
not exist; and 


(h) A statement that you are entitled to 
receive, upon request and free of 
charge, reasonable access to and 
copies of all documents, records, 
and other information relevant to 
the claim. 


How to Appeal a Disability Claim 
You may appeal the Plan’s determination 
within 180 days following receipt of an 
adverse determination in accordance with 
the procedures described in paragraph (c) 
under the heading “Special Rules for Group 
Health Plan Claims”. The Plan will notify you 
of its determination on review within 45 
days and in accordance with the procedures 
in paragraph (b) under the heading 
“General Claims Procedure.” Otherwise, the 
general claims procedures apply, including 
the provisions relating to any Plan 
fiduciary's rights and responsibilities and 
the claims limitation period. Under special 
circumstances, the Claim Fiduciary may take 
up to an additional 45 days to review the 
claim if it determines that such an extension 
is necessary due to matters beyond its 
control.  If an extension of time is required, 
you will be notified in writing before the 
end of the initial 45-day period of the 
circumstances requiring the extension and 
the date by which the Claim Fiduciary 
expects to render a decision.  You have at 
least 45 days to provide the specified 
information. 


Notification of Benefit Determination on 
Review 
You will receive written notice of the Plan’s 
benefit determination on review that sets 
out the information below in a culturally 
and linguistically appropriate manner in 
accordance with 29 CFR 2560.503-1(o): 


(a) The specific reason or reasons for 
the adverse determination; 







    


18 
V20220501D:12/06/22: 1:33:49 PM / © 2022 ERISA Pros, LLC, All Rights Reserved 


BBL Construction Services, LLC / BBL Construction Services, LLC Health Insurance Plan / SPD 


(b) Reference to the specific Plan 
provisions on which the benefit 
determination is based; 


(c) A statement that you are entitled to 
receive, upon request and free of 
charge, reasonable access to, and 
copies of, all documents, records, 
and other information relevant to 
your claim for benefits; 


(d) A statement describing any 
voluntary appeal procedures 
offered by the Plan and your right 
to obtain the information about 
such procedures, and a statement 
of your right to bring an action 
under ERISA Section 502(a), 
including any applicable contractual 
limitations period that applies to 
your right to bring such an action, 
including the calendar date on 
which the contractual limitations 
period expires for the claim; 


(e) Where the determination is 
adverse, a discussion of the 
decision, including an explanation 
of the basis for disagreeing with or 
not following: 


(1) The views presented by you 
to the Plan of health care 
professionals treating you 
and vocational 
professionals who 
evaluated you; 


(2) The views of medical or 
vocational experts whose 
advice was obtained on 
behalf of the Plan in 
connection with your 
adverse benefit 
determination, without 
regard to whether the 
advice was relied upon in 
making the benefit 
determination; and 


(3) A disability determination 
regarding you presented by 
you to the Plan made by 
the Social Security 
Administration; 


(f) If the adverse benefit 
determination is based on a 
medical necessity or experimental 
treatment or similar exclusion or 
limit, either an explanation of the 
scientific or clinical judgment for 
the determination, applying the 
terms of the Plan to your medical 
circumstances, or a statement that 
such explanation will be provided 
free of charge upon request; and 


(g) Either the specific internal rules, 
guidelines, protocols, standards or 
other similar criteria of the Plan 
relied upon in making the adverse 
determination or, alternatively, a 
statement that such rules, 
guidelines, protocols, standards or 
other similar criteria of the Plan do 
not exist. 


Additional Requirements for Disability 
Claims 
All claims and appeals for disability benefits 
must be adjudicated in a manner designed 
to ensure the independence and 
impartiality of the persons involved in 
making the decision; thus, decisions 
regarding hiring, compensation, 
termination, promotion, or other similar 
matters with respect to any individual (such 
as a claims adjudicator or medical or 
vocational expert) must not be made based 
upon the likelihood that the individual will 
support a denial of benefits. Before a 
decision on review of a denied claim for 
disability benefits may be made, the Plan 
Administrator shall provide you, free of 
charge, with any new or additional evidence 
considered, relied upon, or generated by 
the Plan, insurer, or other person making 
the benefit determination (or at the 
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direction of the Plan, insurer or such other 
person) in connection with the claim; such 
evidence must be provided as soon as 
possible and sufficiently in advance of the 
date on which a notice of adverse benefit 
determination on review is required to be 
provided under applicable DOL regulations 
to give you a reasonable opportunity to 
respond prior to that date. In addition, 
before a decision on review of a denied 
claim for disability benefits may be made 
based on a new or additional rationale, the 
Plan Administrator shall provide the 
claimant, free of charge, with the rationale; 
the rationale must be provided as soon as 
possible and sufficiently in advance of the 
date on which the notice of adverse benefit 
determination on review is required to be 
provided under applicable DOL regulations 
to give you a reasonable opportunity to 
respond prior to that date. 
 
Failure to Establish and Follow Reasonable 
Claims Procedures 
Failure to adhere to the requirements 
described under “Special Rules for Disability 
Claims” will allow the claimant to deem the 
claims and appeals process non-compliant 
(and exhausted), and the claimant may 
proceed to pursue any remedies (including 
court action) available under ERISA. 
Notwithstanding the preceding sentence, 
action or inaction relating to the above 
rules that is (i) de minimis, (ii) non-
prejudicial to the claimant, (iii) attributable 
to good cause or matters beyond the Plan’s 
or Claim Fiduciary’s control, (iv) in the 
context of an ongoing good-faith exchange 
of information, and (v) not reflective of a 
pattern or practice of non-compliance, will 
not be considered non-compliant. This 
paragraph will be interpreted and 
administered in accordance with 29 CFR 
2560.503-1(1)(2). 


Coverage While on 
Leave of Absence 
Certain Federal laws only apply based on 
factors such as the number of employees or 
Participants relating to an Employer’s 
control group or for other reasons. In this 
regard, the following laws may be 
applicable. The provisions specified below 
are intended to reflect the requirements of 
such laws and are not intended to grant 
additional rights beyond such laws to any 
individual, and such language should be 
interpreted accordingly. 
 
Family and Medical Leave Act Coverage 
The Family and Medical Leave Act of 1993 
(“FMLA”) generally applies to employers 
with 50 or more employees within a 75 mile 
radius. FMLA also requires you to have 
worked a certain number of hours and 
months in order to be eligible. If you have 
questions about whether or how FMLA 
applies to you, you should contact the Plan 
Administrator for more details. Where 
applicable it provides certain rights and 
options relating to your health plan 
coverage. Generally, this law requires 
covered employers to provide up to 12 
weeks of unpaid, job-protected leave to 
eligible employees. This family leave is 
allowed for the following reasons: 
incapacity due to pregnancy, prenatal 
medical care, or child birth; care for the 
employee’s child after birth or placement 
for adoption or foster care; care for the 
employee’s spouse, child or parent who has 
a serious health condition; or a serious 
health condition that makes the employee 
unable to perform the employee’s job.  


FMLA was expanded for an eligible 
employee’s parents or immediate family 
members being called to active military 
duty status or in active military duty in the 
following ways: (1) the events for triggering 
family leave now include “qualifying 







    


20 
V20220501D:12/06/22: 1:33:49 PM / © 2022 ERISA Pros, LLC, All Rights Reserved 


BBL Construction Services, LLC / BBL Construction Services, LLC Health Insurance Plan / SPD 


exigencies” of covered service members 
(refer to the Employer’s FMLA leave policy 
and/or contact the Employer for details); 
and (2) eligible employees can take up to 26 
weeks of job-protected leave in a single 12-
month period to care for covered service 
members with a serious injury or illness.  


If you are eligible and choose to take FMLA 
leave, your Employer must maintain your 
health coverage under any “group health 
plan” on the same terms as if you had 
continued to work. Any changes to the 
group health plan during the time you are 
on FMLA leave apply to you. Your Employer 
must also provide you with notice of any 
opportunity to change plans or benefits 
during your FMLA leave period. 


Depending on your payment of plan 
premiums, you may be required to continue 
to pay premiums during FMLA leave. If you 
are 30 or more days late in making payment 
and your employer has given you written 
notice at least 15 days in advance advising 
that coverage will cease if payment is not 
received, you will no longer be covered, but 
upon your return to employment, the 
employer is required to restore your 
coverage. However, if you take FMLA leave 
and do not return to work after leave for a 
reason other than medical necessity, then 
you may be required to reimburse your 
employer for the payments made for your 
coverage during your leave. 


You have the right to choose not to retain 
health coverage during FMLA leave. Upon 
return from FMLA leave, most employees 
must still be restored to their original or 
equivalent positions with equivalent pay, 
benefits, and other employment terms. Use 
of FMLA leave cannot result in the loss of 
any employment benefits that accrued prior 
to the start of your leave. In addition, your 
Employer cannot require you to meet any 
qualification requirements imposed by the 
plan, including new waiting periods or 
passing a medical exam to be reinstated.  


If you do not return from leave, the 30-day 
period to request special enrollment in 
another plan will not start before your 
FMLA leave ends. Therefore, if you apply for 
other health coverage, you should tell your 
plan administrator or health insurer about 
any prior FMLA leave.  


Coverage provided under FMLA is not 
COBRA coverage, and FMLA leave is not a 
qualifying event under COBRA. A COBRA 
qualifying event may occur, however, when 
an Employer's obligation to maintain health 
benefits under FMLA ceases, such as if you 
notify the Employer of your intent not to 
return to work or if you fail to return to 
work at the end of the FMLA leave 


New York State Paid Family Leave 
For more information on continuation of 
coverage under New York State Paid Family 
Leave, please visit this website:  
https://www.ny.gov/programs/new-york-
state-paid-family-leave, or see your Plan 
Administrator for more details. 


Military Service Leave (USERRA 
Coverage) 
Any participant covered under the 
Uniformed Services Employment and 
Reemployment Rights Act of 1994 
(“USERRA”) will continue to participate and 
be eligible to receive benefits under any 
Component Benefit Plan that is a group 
health plan in accordance with USERRA 
rules and regulations.  


Group health plans and health insurance 
issuers, under USERRA, must protect all 
persons who perform duty, voluntarily or 
involuntarily, in the “uniformed services”, 
which include the Army, Navy, Marine 
Corps, Air Force, Coast Guard and Public 
Health Service commissioned corps, as well 
as the reserve components of each of these 
services.  If you are a pre-service member 
returning from a period of service in the 
uniformed services, you are entitled to 



https://www.ny.gov/programs/new-york-state-paid-family-leave

https://www.ny.gov/programs/new-york-state-paid-family-leave
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reemployment from your Employer if you 
meet the following criteria: 


(a) you held the job prior to service; 


(b) you gave notice to your Employer 
that you were leaving your 
employment for service in the 
uniformed services, unless giving 
notice was precluded by military 
necessity or otherwise impossible 
or unreasonable; 


(c) your cumulative period of service 
did not exceed five years; 


(d) you were not released from service 
under dishonorable or other 
punitive conditions; and 


(e) you reported back to the job in a 
timely manner or submitted a 
timely application for 
reemployment. 


The time limits for returning to work are as 
follows: 


(a) for less than 31 days of service – by 
the beginning of the first regularly 
scheduled work period after the 
end of the calendar day of duty, 
plus time required to return home 
safely and an eight hour rest period. 
If this is impossible or unreasonable 
through no fault of your own, then 
as soon as possible; 


(b) for 31 to 180 day of service – you 
must apply for reemployment no 
later than 14 days after completion 
of military service. If this is 
impossible or unreasonable through 
no fault of your own, then as soon 
as possible; 


(c) for 181 days or more of service – 
you must apply for reemployment 
no later than 90 days after 
completion of military service; 


(d) for service-connected injury or 
illness – reporting or application 


deadlines are extended for up to 
two years if you are hospitalized or 
convalescing. 


If you were covered under a Component 
Benefit Plan which is a group health plan 
immediately prior to taking a leave for 
service in the uniformed services, you may 
elect to continue your coverage under 
USERRA for certain periods required under 
USERRA, if you pay any required 
contributions toward the cost of your group 
health plan coverage during the leave. Any 
USERRA continuation coverage you elect 
will end earlier if one of the following 
events takes place: 


(a) You fail to make a premium 
payment (or premium equivalent) 
within the required time; 


(b) You fail to report to work or to 
apply for reemployment within the 
time period required by USERRA 
following the completion of your 
service; or 


(c) You lose your rights under USERRA, 
for example, as a result of a 
dishonorable discharge. 


If the leave is 30 days or fewer, your 
contribution amount will be the same as for 
active employees, as long as you remain an 
active employee. If the leave is longer than 
30 days, the required contribution will not 
exceed 102% of the cost of coverage. 
Coverage continued under this provision 
runs concurrently with coverage described 
below under the section entitled “Other 
Continuation/Conversion Privileges.” If you 
elect USERRA coverage, you may not elect 
COBRA coverage during  your military 
service. Likewise, if you elect COBRA 
continuation coverage during your military 
service, you may not elect USERRA coverage 
when your COBRA coverage ends. 


If your coverage under the Plan terminated 
because of your service in the uniformed 
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services, your coverage will be reinstated 
on the first day you return to employment if 
you are released under honorable 
conditions and you return to employment 
within the time period required by USERRA. 
See the Plan Administrator for details. 


Certain Federal 
Rights of Individuals 
Under Health Plans  
Certain Federal laws only apply based on 
factors such as the number of employees or 
Participants relating to an Employer’s 
control group or for other reasons. In this 
regard, the following laws may be 
applicable. The provisions specified below 
are intended to reflect a summary of the 
laws and are not intended to grant 
additional rights beyond such laws to any 
individual, and such language should be 
interpreted accordingly. 
 
Group health plans that offer specific types 
of benefits, such as coverage for a 
mastectomy, or mental health or substance 
use disorders, as well as employers that 
maintain group health coverage in states 
that provide for premium assistance 
through Medicaid or Children’s Health 
Insurance Program (CHIP), are subject to 
additional notice requirements under 
ERISA. Model notices, if required, will be 
provided to you. 


Children’s Health Insurance Program 
Reauthorization Act (“CHIPRA”) 
The Children’s Health Insurance Program 
(“CHIP”) was created to provide affordable 
health coverage to certain individuals and 
their dependents who are not eligible for 
Medicaid and cannot get private coverage. 
Various amendments to CHIP, including 
CHIPRA permits some states to offer group 
health plan premium assistance to subsidize 


premiums. Employers must inform 
employees of possible premium assistance 
opportunities available in the state in which 
they reside. 


Consolidated Omnibus Budget 
Reconciliation Act (COBRA) 
COBRA is a federal law that may let you 
keep your employer group health plan 
coverage for a limited time if you or an 
eligible family member experience a 
qualifying event. After a qualifying event, 
COBRA continuation coverage must be 
offered to each person who is a qualified 
beneficiary. The Plan Administrator (or 
third-party COBRA administrator, if any) has 
to be notified in writing of a qualifying 
event within 60 days. The Plan 
Administrator (or third-party COBRA 
administrator) will offer COBRA 
continuation to each qualified beneficiary. 


The full cost of COBRA coverage may be up 
to 102% of the full cost of coverage (or up 
to 150% in the case of an extension based 
on disability).  The maximum coverage 
period of COBRA coverage offered depends 
on the type of qualifying event(s) that 
occurs.  The qualified beneficiary must elect 
to continue coverage within 60 days of the 
qualified event or the receipt of the COBRA 
election form, whichever is later. Payment 
is due to the COBRA administrator within 45 
days after the date of the COBRA election 
and must include the entire payment for 
the entire period from the date coverage 
ended through the month of payment.   


Employers who employ 20 or more 
employees are subject to the group health 
plan continuation provisions of COBRA. 
Individual states may require companies 
with fewer than 20 employees to provide 
continuation of coverage for eligible 
employees and dependents.  Be sure to 
review your state’s law for applicable “mini-
COBRA” requirements. 



https://www.hr360.com/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=2908
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Group Health Plan Coverage Available 
Group health plan coverages include 
medical, dental, vision, health 
reimbursement arrangement, telemedicine, 
expert medical opinion (in some cases) and 
health care flexible spending account 
(“health care FSA”) benefits.  If health care 
FSA is continued through COBRA, the 
continuation ends on the last day of the 
health care FSA plan year in which the 
qualifying event occurred, unless the 
Employer allows for an optional carryover. 


Qualifying Events and Coverage Period 
Qualifying events are events that cause a 
covered employee to lose group health plan 
coverage. The type of qualifying event 
determines who the qualified beneficiaries 
are for that event and the period of time 
that a plan must offer continuation 
coverage. COBRA establishes only the 
minimum requirements for continuation 
coverage. A plan may always choose to 
provide longer periods of continuation 
coverage. 


(a) You are entitled to a coverage 
period of 18 months for the 
following qualifying events: 


(1) termination of employment 
for reasons other than 
gross misconduct; or 


(2) reduction in hours. 


(b) You are entitled to a coverage 
period of 36 months for the 
following qualifying events: 


(1) divorce or legal separation; 


(2) entitlement to Medicare; 


(3) death; or 


(4) child’s ceasing to meet the 
definition of dependent.   


Extension of COBRA Continuation 
If you are entitled to an 18-month 
maximum period of continuation coverage, 
you may become eligible for an extension of 


the maximum time period in two 
circumstances. The first is when a qualified 
beneficiary is disabled; the second is when a 
second qualifying event occurs. 


(a) If you or any one of the qualified 
beneficiaries in your family is 
determined to be disabled, with 
proper and timely notice, you may 
be entitled to an extension of up to 
11 additional months of 
continuation of coverage, for a total 
maximum of 29 months; or 


(b) If your family experiences another 
qualifying event (second qualifying 
event) during the initial COBRA 
continuation of coverage, with 
proper and timely notice, you may 
be entitled to an extension of up to 
18 additional months of 
continuation coverage, for a total 
maximum of 36 months. 


Qualified beneficiary   
A qualified beneficiary is an employee or 
dependent covered by a group health plan 
on the day before a qualifying event 
occurred that caused you to lose coverage. 
Only certain individuals can become 
qualified beneficiaries due to a qualifying 
event, and the type of qualifying event 
determines who can become a qualified 
beneficiary when it happens. 


A covered employee is considered a 
qualified beneficiary under the following 
qualified events: 


(a) reduction in hours; or 


(b) termination, other than gross 
misconduct. 


A spouse or dependent child of a covered 
employee will become a qualified 
beneficiary if he or she loses coverage 
under the plan because of the following 
qualifying events: 
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(a) reduction in hours worked by 
covered employee;  


(b) termination of the covered 
employee’s employment, for any 
reason other than gross 
misconduct; 


(c) covered employee becomes 
entitled to Medicare (under Part A, 
Part B, or both);  


(d) divorce or legal separation of the 
spouse from the covered employee;  


(e) death of the covered employee; or 


(f) loss of dependent status under the 
plan rules (applies only to 
dependents). 


Special Enrollment Rights 
Instead of enrolling in COBRA continuation 
coverage, there may be other coverage 
options for you and your family through the 
Health Insurance Marketplace, Medicare, 
Medicaid, CHIP, or other group health plan 
coverage options (such as a spouse’s plan) 
through what is called a ‘special enrollment 
period.’ Some of these options may cost 
less than COBRA continuation coverage and 
should be considered when electing 
continuation of coverage. 


For more information about your rights 
under COBRA, and other laws affecting 
group health plans, visit the U.S. 
Department of Labor’s Employee Benefits 
Security Administration (EBSA) website at 
www.dol.gov/ebsa or call their toll-free 
number at 1-866-444-3272. For more 
information about health insurance options 
available through a Health Insurance 
Marketplace, visit www.healthcare.gov/. 


Family Medical Leave Act (FMLA) 
FMLA provides eligible employees who 
work for a covered employer up to 12 
weeks of unpaid, job-protected leave in a 
12-month period for the following reasons:  


 
(a) the birth of a child or placement of 


a child for adoption or foster care; 


(b) to bond with a child (leave must be 
taken within one year of the child’s 
birth or placement); 


(c) to care for the employee’s spouse, 
child or parent who has a qualifying 
serious health condition; 


(d) for employee’s own qualifying 
serious health condition that makes 
the employee unable to perform 
the employee’s job; or 


(e) for qualifying exigencies related to 
the foreign deployment of a military 
member who is the employee’s 
spouse, child, or parent. 


The spouse, child, parent or next of kin of a 
service member with a serious injury or 
illness may be eligible to take up to 26 
weeks of leave in a single 12-month period 
to care for the service member. 
 
Generally, private employers with at least 
50 employees within 75 miles of 
employee’s work location are covered 
under FMLA.  Employees must meet certain 
criteria to be eligible for FMLA leave as well 
as provide at least 30 days advance notice 
of the need for leave. Upon return from 
FMLA leave, most employees must be 
restored to the same job or one nearly 
identical to it with equivalent pay, benefits 
and other employment terms and 
conditions. 


Genetic Information 
Nondiscrimination Act (GINA) 
GINA generally prohibits private employers 
from discriminating on the basis of genetic 
information collected relating to eligibility, 
premiums, or contributions.  GINA does not 
apply to employers with less than 15 
employees. 



http://www.dol.gov/ebsa

http://www.healthcare.gov/
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Health Insurance Portability and 
Accountability Act (HIPAA) 
HIPAA provides specific rights for 
participants and beneficiaries in group 
health plans related to preexisting 
conditions, discrimination based on health 
status and special enrollment opportunities. 
The law requires plans to disclose certain 
information regarding these rights to 
participants and beneficiaries, as well as 
certain other individuals eligible for benefits 
under the plan. 


HIPAA Privacy Notice  
The HIPAA Privacy Notice provides that an 
individual has a right to adequate notice of 
how a covered entity may use and disclose 
protected health information (PHI) about 
the individual, as well as his or her rights, 
and the covered entity’s obligations, with 
respect to that information. Most covered 
entities must develop and provide 
individuals with this notice of their privacy 
practices. 


HIPAA Notice of Special Enrollment  
The HIPAA Notice of Special Enrollment 
describes the requirements for a group 
health plan to offer special enrollment 
within 30 days to eligible employees and 
their dependents who experience the loss 
of other coverage based on certain events 
or special enrollment based on a new 
dependent as a result of marriage, birth of a 
child, adoption, or placement for adoption. 


Medicare Part D – Creditable Coverage 
Before October 15 of each year, employers 
must inform Medicare-eligible participants 
as to whether the group plan’s prescription 
drug coverage is creditable, meaning that 
the coverage is expected to pay, on 
average, as much as the standard Medicare 
prescription drug coverage.  Individuals who 
do not maintain creditable coverage for 63 
days or longer following their initial 
enrollment period for Medicare Part D may 
be required to pay a late enrollment 
penalty. 


Mental Health Parity & Addiction 
Equity Act (MHPAEA) 
MHPAEA requires group health plans and 
health insurance issuers that provide 
mental health or substance use disorder 
benefits to provide coverage in a manner 
that is the same as for physical illnesses and 
disorders through medical/surgical benefits. 


Michelle’s Law 
Michelle’s Law allows continuation of group 
health coverage for up to one year for full-
time students over the age of 26 who are 
dependent children and who are on 
medically necessary leave of absence from 
post-secondary educational institutions. 


Newborns’ and Mothers’ Health 
Protection Act 
Group health plans generally may not, 
under Federal law, restrict benefits for any 
hospital length of stay in connection with 
childbirth for the mother or newborn child 
to less than 48 hours following a normal 
vaginal delivery, or less than 96 hours 
following a cesarean section. However, 
Federal law generally does not prohibit the 
mother’s or newborn’s attending provider, 
after consulting with the mother, from 
discharging the mother or her newborn 
earlier than the above periods. In any case, 
such plans and insurers may not, under 
Federal law, require that a provider obtain 
authorization from the plan or the insurer 
for prescribing a length of stay not in excess 
of the above periods. 


No Surprises Act 
The No Surprises Act provisions of The 
Consolidated Appropriations Act (the “Act”) 
protect consumers from certain surprise 
medical billing that could arise from the 
following: (i) out-of-network emergency 
care; (ii) certain ancillary services provided 
by an out-of-network provider at an in-
network facility; or (iii) out-of-network care 
provided at in-network facilities without the 
patient’s informed consent.  If any of these 
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events occur, the Act protects participants 
from balance billing and only requires the 
in-network cost sharing amount to be paid.  
Providers will not be able to balance bill you 
and may not ask you to give up your 
protections not to be balance billed. 


Patient Protection & Affordable Care 
Act (Affordable Care Act or ACA) 
The ACA was passed primarily to provide 
affordable health insurance to more people, 
expand the Medicaid program for many 
low-income adults, as well as offer rights 
and protections that generally include: 


(a) requiring insurance plans to cover 
people with pre-existing health 
conditions, including pregnancy, 
without charging more; 


(b) providing free preventative care;   


(c) covering adult children up to age 
26; 


(d) providing Summary of Benefits and 
Coverage (SBC); 


(e) requiring that a majority of 
premiums must be spent on 
healthcare and not on 
administrative cost and bonuses; 


(f) ending lifetime and yearly dollar 
limits on coverage of essential 
health benefits; 


(g) holding insurance companies 
accountable for rate increases; 


(h) protecting your choice of doctors 
and access to emergency care;  


(i) making it illegal for health 
insurance companies to cancel your 
health insurance just because you 
get sick; 


(j) protecting you from employer 
retaliation;  


(k) giving you the right to choose an 
individual Marketplace plan rather 
than the one your employer offers 
you; and 


(l) guaranteeing your right to appeal a 
coverage decision.  


Generally, grandfathered plans (legacy 
health plans created prior to the passage of 
the ACA) and non-grandfathered plans that 
are not HIPAA-excepted coverage still must 
follow many of the consumer protection 
provisions afforded under the ACA.  Your 
Plan Administrator will disclose if your plan 
is grandfathered.  Also, see Appendix A. 


Qualified Medical Child Support Orders 
(QMCSO) 
The QMCSO is a court order, or an order 
issued by a state administrative agency, 
that specifically sets forth the rights of 
dependents (children) to receive benefits 
under group health plans.  An Employer 
must determine if it “qualified” to provide 
health insurance coverage to a participant’s 
noncustodial child(ren). A “qualified” order 
must disclose the name, address of 
participant and any alternate recipient, the 
description of the type of health coverage 
to be provided, as well as how long it will be 
continued. Once this is determined, the 
coverage must be extended. 


Uniformed Services Employment and 
Reemployment  Rights Act (USERRA)  
USERRA protects the job rights of 
individuals who voluntarily or involuntarily 
leave employment to undertake military 
service or certain types of service in the 
National Disaster Medical System. It also 
prohibits employers from discriminating 
against past and present members of the 
uniformed services. A participant will 
continue to participate and be eligible to 
receive benefits. Certain requirements must 
be met for returning service members to be 
entitled to reemployment. Continuation of 
group health coverage will be immediately 







    


27 
V20220501D:12/06/22: 1:33:49 PM / © 2022 ERISA Pros, LLC, All Rights Reserved 


BBL Construction Services, LLC / BBL Construction Services, LLC Health Insurance Plan / SPD 


reinstated on the first day you return to 
employment if you are released under 
honorable conditions, and you return to 
employment within the required time 
period. 


Wellness Program  
Wellness Programs are designed health 
initiatives to maintain or improve the 
wellbeing of a participant’s physical, 
emotional, and mental health.  This typically 
is accomplished through health screenings, 
proper diet, fitness programs, stress 
management, and illness prevention 
coupled with an incentive to help 
participants’ health.  If the wellness 
program requires either an activity-only 
and/or an outcome-based wellness 
program, then the participant must be 
given a notice that states the availability of 
a reasonable alternative standard (or 
possibility of waiver of the otherwise 
applicable standard). Disclosure must 
include contact information for obtaining 
the alternative and a statement that 
recommendations of an individual’s 
personal physician will be accommodated. 
  
Under the Americans with Disabilities Act 
(ADA), employers that offer wellness 
programs that collect employee health 
information must inform employees offered 
participation in a wellness program what 
employee health information will be 
collected, how it will be used, who will 
receive it, and what will be done to keep it 
confidential.  Employees must receive the 
notice before providing any health 
information, and with enough time to 
decide whether to participate in the 
voluntary program. Reasonable 
accommodation or an alternative standard 
may be offered.   


Any wellness program related to financial 
incentives offered must comply with all 
federal laws, including HIPAA, the ACA, and 
the ADA. 


Women’s Health and Cancer Rights Act 
(WHCRA)  
WHCRA requires plans that provide medical 
and surgical benefits for mastectomies to 
provide coverage for certain procedures, 
including reconstructive surgery, prostheses 
and treatment of physical complications 
following a mastectomy, as requested from 
the patient in consultation with her 
physician. 


Employer’s, and Plan 
Administrator’s, 
Rights under the 
Plan 
Right to Change or End the Plan 
BBL Construction Services, LLC reserves the 
right to terminate, suspend, withdraw, 
amend or modify the Plan, or any 
Component Benefit Plan, in whole or in part 
at any time. Any affiliated employer 
reserves the right to withdraw from and 
terminate its participation in the Plan or 
Component Benefit Plan, thereby 
terminating, suspending, amending or 
modifying the Plan as to its Plan 
participants. Generally, unless specifically 
provided otherwise in an underlying 
document relating to the applicable 
Component Benefit Plan, any amounts 
remaining in the Plan at termination will be 
distributed as if they were insurance 
company refunds/rebates (see heading 
“Insurance Company Refund”). 


Right to Interpret the Plan 
BBL Construction Services, LLC has the right 
to appoint the Plan Administrator of the 
Plan. The Plan Administrator has discretion 
to interpret the provisions of the Plan and 
any Component Benefit Plan, to make 
factual determinations, and to delegate 
such authority. The Plan Administrator’s 
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and/or delegate’s interpretations and 
decisions are conclusive and binding on all 
Plan participants, employers, and all other 
persons. 


Subrogation and Right of 
Reimbursement 
To the extent not inconsistent with the 
provisions of any underlying documents 
incorporated by reference in the Plan, the 
following provisions will control as to any 
Component Benefit Plan.  


The Plan does not provide primary coverage 
for expenses associated with an injury or 
illness caused or worsened by the action of 
any third party which gives rise to a claim 
against that party, nor does it provide 
primary coverage for such expenses to the 
extent that there is other applicable 
coverage from a source other than the Plan 
(including, but not limited to, medical 
benefits under an automobile insurance 
policy). If an employee, spouse, or 
dependent, or any other person specified as 
an “Eligible Non-Employee” in Appendix A 
(a “Covered Individual”) incurs expenses 
and receives benefits from the Plan or its 
carrier(s) as a result of an injury or accident 
caused by the action of a third party, 
immediately upon payment of any benefits 
under the Plan, the Plan will be subrogated 
(substituted) to all rights of recovery against 
any person or organization whose conduct 
or action caused or contributed to the loss 
for which payment was made by the Plan. 


As a condition to participation in or the 
receipt of benefits under the Plan, a 
Covered Individual agrees that if such 
person receives or is entitled to any 
reimbursement or any other financial 
recovery from any source, including such 
Covered Individual’s own insurance carrier 
or another welfare benefit plan (such as a 
disability plan, if any) sponsored by an 
employer, whether by judgment, 
settlement, award, government or 
worker’s compensation benefits, or 


otherwise, on account of such injury or 
illness, the Plan has the right to recover the 
amounts the Plan has paid or will pay as a 
result of that injury, from any amounts a 
Covered Individual received from any 
party, and the Plan has a lien on any such 
recovery. Similarly, if any person, including 
any natural person or entity, other than a 
Covered Individual has possession of funds 
recovered from a third party as to which 
any Covered Individuals has or had a claim, 
then the Plan will be subrogated to that 
claim and will have a right to recover 
directly from the person that is holding the 
funds. By participating in and accepting 
benefits under the Plan in connection with 
such an injury or illness, a Covered 
Individual agrees and is bound to assist the 
Plan in its attempt to recover from that 
person, assigns any recovery to the Plan 
and authorizes such Covered Individual’s 
attorney, personal representative, or 
insurance company to reimburse the Plan. 
In the event that a Covered Individual is 
deceased, the Plan has a right to recover 
funds from such Covered Individual’s 
estate pursuant to this reimbursement 
provision. The Plan will not pay attorney 
fees or costs associated with any Covered 
Individual’s claims without prior express 
written authorization by the Plan, which 
the Plan may grant or withhold in its sole 
discretion. In this regard, the Plan will not 
be subject to any “make whole” or other 
subrogation rule that may otherwise apply 
by law that reduces its right to recover the 
full amount of its loss unless the Plan has 
expressly agreed to do so in writing. 
Rather, the Plan is entitled to full 
reimbursement: 
 


(a) before the Covered Individual is 
entitled to retain any part of such 
financial recovery, regardless of the 
stated reason for the financial 
recovery or whether the Covered 
Individual has other costs or 
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suffered other injuries not paid for 
or compensated by the Plan 
(notwithstanding any “make whole 
doctrine” by whatever name 
called); 


(b) without regard to any claim of fault 
on the part of the Covered 
Individual, whether under 
comparative negligence or 
otherwise; 


(c) without reduction for attorneys’ 
fees and other costs incurred by the 
Covered Individual in making a 
recovery without the prior express 
written consent of the Plan 
(notwithstanding any “fund 
doctrine,” “common fund 
doctrine,” or “attorneys’ fund 
doctrine” by whatever name 
called); and 


(d) notwithstanding that the recovery 
to which the Plan is subrogated is 
paid to a decedent, a minor, a 
decedent’s estate, or an 
incompetent or disabled person. 


A Covered Individual, and individuals acting 
on a Covered Individual’s behalf, including 
attorneys, will do nothing to prejudice the 
Plan’s subrogation and reimbursement 
rights and will, when requested, provide 
the Plan with information and cooperate 
with the Plan in the enforcement of its 
subrogation and reimbursement rights. It is 
your duty, and the duty of individuals 
acting on your behalf, to notify the Plan 
Administrator within 45 days of the date of 
the injury or the date when you give notice 
to any other party, including an attorney, of 
your intention to pursue or investigate a 
claim to recover damages on behalf of a  
Covered Individual. The payment of 
benefits under the Plan on account of an 
injury or illness as a result of an action of a 


third party is contingent on the Covered 
Individual: 


(a) informing the Plan Administrator of 
the action to be taken by the 
Covered Individual; 


(b) agreeing (in such form and to such 
documents as the Plan may from 
time to time require) to the Plan 
being reimbursed from any 
recovery from a third party and 
subrogated to any right of recovery 
the Covered Individual has against a 
third party; 


(c) refraining from action which would 
prejudice the Plan’s subrogation 
rights (including, but not limited to, 
making a settlement which 
specifically reduces or excludes, or 
attempts to reduce or exclude, the 
benefits provided by the Plan); and 


(d) cooperating in doing what is 
reasonably necessary to assist the 
Plan in any recovery. 


If the Covered Individual should fail or 
refuse to comply with these subrogation 
and right of reimbursement provisions, the 
Covered Individual is not entitled to 
benefits under the Plan and must reimburse 
the Plan for any and all costs and expenses, 
including attorneys’ fees, incurred by the 
Plan in enforcing its rights hereunder.  The 
Plan may determine not to exercise all of 
the reimbursement and/or subrogation 
rights described here in certain types of 
cases, with respect to certain covered 
groups, or with respect to certain 
geographic areas, without waiving its right 
to enforce its rights in the future as to other 
groups or in other geographic areas. 


For purposes of this section, 
“reimbursement” includes all direct and 
indirect payments to a Covered Individual 
for injury or illness from any source, by way 
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of settlement, judgment, or any other 
means, including but not limited to, 
uninsured motorist coverage, underinsured 
motorist coverage, personal umbrella 
coverage, no-fault automobile insurance 
coverage, and homeowner’s insurance. 


Union Agreement’s Limits to 
Employer’s Rights   
The Employer has entered into collectively 
bargained agreement(s) with the following 
union(s): Bricklayers Allied 
Craftworkers/MA-2 NY/VT, 302 Centre 
Drive, Albany, NY 12203; Cement Masons 
(Charleston Area)/MA887-2, 3130 7th 
Avenue, Charleston, WV 25312; Cement 
Masons (Parkersburg Area)/MA887-2, 3130 
7th Avenue, Charleston, WV 25312; Cement 
Masons 926 (Huntington Area)/MA887-1, 
3130 7th Avenue, Charleston, WV 25312; 
Connecticut Carpenters/CA24, 10 
Broadway, Hamden, CT 06518; Empire State 
Carpenters/CA279, 10 Corporate Park Drive, 
Suite B, Hopewell Junction, NY 12533; 
Empire State Carpenters/CA279-P, 10 
Corporate Park Drive, Suite B, Hopewell 
Junction, NY 12533; Empire State 
Carpenters/CA291, 10 Corporate Park Drive, 
Suite B, Hopewell Junction, NY 12533; 
Empire State Carpenters/CA291-S, 10 
Corporate Park Drive, Suite B, Hopewell 
Junction, NY 12533; Empire State 
Carpenters/CA291-W, 10 Corporate Park 
Drive, Suite B, Hopewell Junction, NY 
12533; Engineers Joint Benefit Funds of 
IUOE/OE158 District 106, 101 Intrepid Lane, 
P.O. Box 100 Colin Station, Syracuse, NY 
13205; I.U.O.E. Local No. 132, P.O. Box 
2626, Huntington, WV 25726; International 
Union of Bricklayers and Allied 
Craftworkers/MA2-ice, 620 First Street NW, 
Washington, DC 20004; International 
Association of Bridge, Steel, Structural, 
Ornamental, and Reinforcing Iron Workers, 
AFL-CIO/IW301, 2425 Hampshire Drive, 
Charleston, WV 25312; International 
Association of Bridge, Steel, Structural, 
Ornamental, and Reinforcing Iron Workers, 


AFL-CIO/IW787, 303 Erickson Boulevard, 
Parkersburg, WV 26101; International 
Association of Bridge, Steel, Structural, and 
Ornamental Iron Workers/IW12, 890 Third 
Street, 1st Floor, Albany, NY 12206; 
International Painters and Allied Trades, 
P.O. Box 92869, Chicago, IL 60675; 
Ironworkers Local Union 417 - 
Newburgh/IW417, 583 Route 32, Wallkill, 
NY 12589; Laborers' Local 1000 Fringe 
Benefit Funds/LA1000, 510 Haight Avenue, 
Suite 101, Poughkeepsie, NY 12603; 
Laborers' Local 157 Fringe Benefit 
Funds/LA157, 105 Clinton Street, 
Schenectady, NY 12305; Laborers' Local 190 
Fringe Benefit Funds/LA190, 668 Wemple 
Road, Glenmont, NY 12077; Laborers' Local 
No. 186 Joint Account/LA186, P.O. Box 
2585, Plattsburgh, NY 12901; Mid-Atlantic 
Regional Council of Carpenters - WV 
District/CA1207, 1812 Garfield Avenue, 
Parkersburg, WV 26101; Mid-Atlantic 
Regional Council of Carpenters - WV 
District/CA302, 418 7th Avenue, 
Huntington, WV 25701; Mid-Atlantic 
Regional Council of Carpenters - WV 
District/CA476, 1812 Garfield Avenue, 
Parkersburg, WV 26101; Mid-Atlantic 
Regional Council of Carpenters - WV 
District/CA899, 1812 Garfield Avenue, 
Parkersburg, WV 26101; West Virginia 
Laborers' Combined Funds/LA1085, One 
Union Square, Suite 200, Charleston, WV 
25302; West Virginia Laborers' Combined 
Funds/LA1353, One Union Square, Suite 
200, Charleston, WV 25302; West Virginia 
Laborers' Combined Funds/LA543, One 
Union Square, Suite 200, Charleston, WV 
25302; West Virginia Laborers' Combined 
Funds/LA984, One Union Square, Suite 200, 
Charleston, WV 25302; Bricklayers and 
Allied Craftworkers Local 5 and 5 Ice - New 
York, 1 Scobie Drive, Newburgh, NY 12550; 
Laborers' International Union of North 
America - Local 17, 451A Little Britain Road, 
Newburgh, NY 12550; Laborers' 
International Union of North America - 
Local 235 and Local 235P, 41 Knollwood 
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Road, Elmsford, NY 10523; Massachusetts 
Northern New England Laborers District 
Council - Local 473, 7 Laborers' Way, 
Hopkinton, MA 01748; New England 
Regional Council of Carpenters - Local 475, 
750 Dorchester Avenue, Boston, MA 02125; 
West Virginia Laborer's Combined Funds / 
LA1149, One Union Square, Suite 200, 
Charleston, WV 25302; International 
Brotherhood of Electrical Workers Local 
236, 3000 Troy-Schenectady Road, 
Schenectady, NY 12309 (the “Union 
Agreement”). The applicable Union 
Agreement may have restrictions relating to 
the Employer’s rights. Union members have 
certain rights under their Union Agreement, 
and the Employer cannot make changes to 
the Plan that conflict with that Union 
Agreement’s terms. 


Other Continuation / 
Conversion 
Privileges 
You may be eligible for continuation of 
coverage under a COBRA-type continuation 
of coverage arrangement mandated in the 
State to which your coverage applies (for 
example, California, New York, or Georgia) 
for certain insured benefits. The availability 
of this continuation coverage and the rules 
concerning eligibility should be set forth in 
the policy of the insurance company 
allowing the continuation of coverage. Since 
the time period for exercising your right to 
elect continuation of coverage may be 
limited, you must inquire with your 
applicable insurance company as soon as 
possible once you are no longer eligible for 
a component benefit under the Plan. 


Also, when you are no longer eligible under 
the Plan (either as an active participant or 
as a qualified beneficiary receiving 
continuation coverage), you may be eligible 


to obtain an individual conversion policy for 
one or more of your insured benefits. The 
availability of this conversion coverage and 
the rules concerning your eligibility should 
be set forth in the policy of the insurance 
company allowing the conversion privilege. 
Since the time period for exercising your 
conversion privileges may be limited, you 
should inquire with your applicable 
insurance company as soon as possible 
once you are no longer eligible for a 
component benefit under the Plan. 


ERISA Rights 
This statement of ERISA Rights is required 
by federal law and regulation.  You are 
entitled to certain rights and protections 
under ERISA. ERISA provides that Plan 
participants are entitled to: 


Receive Information About Your Plan 
and Benefits 


(a) Examine, without charge, at the 
Plan Administrator’s office and at 
other specified locations, such as 
worksites and union halls, all 
documents governing the Plan, 
including any applicable insurance 
contracts and collective bargaining 
agreements, if any, and a copy of 
the latest annual report (Form 5500 
Series) where required to be filed 
by the Plan with the U.S. 
Department of Labor and available 
at the Public Disclosure Room of 
the Employee Benefits Security 
Administration. 


(b) Obtain, upon written request to the 
Plan Administrator, copies of 
documents governing the operation 
of the Plan, including any applicable 
insurance contracts, and collective 
bargaining agreements, if any, and 
copies of the latest annual report 
(Form 5500 Series) and updated 
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Summary Plan Description. The Plan 
Administrator may make a 
reasonable charge for the copies. 


(c) Receive a summary of the Plan’s 
annual financial report (Form 5500), 
if any is required by ERISA to be 
prepared. Where the annual 
financial report must be prepared, 
the Plan Administrator is required 
by law to furnish each participant 
with a copy of this Summary Annual 
Report. 


Continue Group Health Plan Coverage 
Continue health care coverage for yourself 
or your dependents if there is a loss of 
coverage under the Plan as a result of a 
qualifying event. You or your dependents 
may have to pay for such coverage. Review 
the Summary Plan Description and the 
documents governing the group health 
plans for the rules governing your COBRA 
continuation coverage rights. 


Prudent Actions by Plan Fiduciaries 
In addition to creating rights for Plan 
participants, ERISA imposes duties upon the 
people who are responsible for the 
operation of the employee benefit plan. 
The people who operate your Plan, called 
“fiduciaries” of the Plan, have a duty to do 
so prudently and in the interest of you and 
other Plan participants and beneficiaries.  


No one, including your Employer, your 
union or any other person, may fire you or 
otherwise discriminate against you in any 
way to prevent you from obtaining your 
benefits under the Plan or exercising your 
rights under ERISA. 


Enforce Your Rights 
If your claim for a welfare benefit is denied 
or ignored, in whole or in part, you have a 
right to know why this was done, to obtain 
copies of documents relating to the 
decision without charge, and to appeal any 
denial, all within certain time schedules. 


(a) Under ERISA there are steps you 
can take to enforce the above 
rights. For instance, if you request a 
copy of Plan documents or the 
latest annual report (Form 5500), if 
any is required to be prepared, 
from the Plan and do not receive 
them within 30 days, you may file 
suit in a Federal court. In such a 
case, the court may require the Plan 
Administrator to provide the 
materials and pay you up to $110 a 
day until you receive the materials, 
unless the materials were not sent 
because of reasons beyond the 
control of the Plan Administrator.  


(b) If you have a claim for benefits 
which is denied or ignored, in whole 
or in part, and if you have 
exhausted the claims procedures 
available to you under the Plan 
(discussed under the heading 
Claims Procedure), you may file suit 
in a State or Federal court. In 
addition, if you disagree with the 
Plan’s decision or lack thereof 
concerning the qualified status of a 
medical child support order, you 
may file suit in Federal court.  


(c) If it should happen that Plan 
fiduciaries misuse the Plan’s money, 
or if you are discriminated against 
for asserting your rights, you may 
seek assistance from the U.S. 
Department of Labor or you may 
file suit in a Federal court. The court 
will decide who should pay court 
costs and legal fees. If you are 
successful, the court may order the 
person you have sued to pay these 
costs and fees. If you lose, the court 
may order you to pay these costs 
and fees, for example, if it finds 
your claim is frivolous. 
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Assistance with Your Questions 
If you have any questions about your 
benefits or the Plan, you should contact the 
Plan Administrator. If you have any 
questions about this statement or about 
your rights under ERISA, you should contact 
the nearest Area Office of the Employee 
Benefits Security Administration (EBSA), 
U.S. Department of Labor, listed in your 
telephone directory or the Division of 
Technical Assistance and Inquiries, 
Employee Benefits Security Administration 
(EBSA), U.S. Department of Labor, 200 
Constitution Avenue, N.W., Washington, DC 
20210. You may also obtain certain 
publications about your rights and 
responsibilities under ERISA by calling the 
publications hotline of the Employee 
Benefits Security Administration. 
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Appendix A: 
Component Benefit 
Plans  
The information below is effective November 1, 


2022, unless otherwise indicated below. 


Component Benefit Plans Offered Under 
the Plan 
Below is a list of each Component Benefit Plan 
and the eligibility and participation 
requirements of those plans. Also listed is the 
name (and in the case of group health plan 
claims, the address and telephone number) of 
the individual insurance company that provides 
benefits (if any) and reviews claims relating to 
its insurance policy. Also below may be a list of 
the name and address of the TPA (if any) that 
reviews claims made under a Component 


Benefit Plan as well as the telephone number to 
call for questions regarding claims procedures 
and forms.  


Generally, unless otherwise indicated below or 
as provided in Appendix B, an eligible employee 
under the Plan is any regular common-law 
employee of BBL Construction Services, LLC 
who is not a leased employee, contract worker 
or independent contractor, seasonal employee, 
variable hour employee, or former employee, 
and such regular common-law employee is 
eligible to participate in and receive benefits 
under one or more of the Component Benefit 
Plans. Non-resident aliens are also not eligible 
unless specifically included under “Eligible 
Employees” below. To determine whether you 
are eligible to participate in a Component 
Benefit Plan, please read the eligibility 
information below for the applicable 
Component Benefit Plan. 


 
Medical ** 


Attachment 1 
Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 
Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 
Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 
Excluded Employees All Union Members; All Seasonal Employees Averaging Less Than 30.0 Hours 


per Week During the Measurement Period (See Appendix B) 
Eligible Non-Employees (e.g. 
Spouses, Dependents) 


Spouses, Dependents/Children 


Contribution Source(s) Employer and Employee 
Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 
Funding Arrangements Insured Benefit Program 
Insurance Carrier CDPHP Universal Benefits, Inc.; 500 Patroon Creek Boulevard; Albany, NY 


12206; 877-269-2134 
Grandfathered Health Plan No 
Look-Back Provisions Yes; See Appendix B 


Available Plans 
 
Employee May Select Among 
These Plans On the Exchange 


EPO $40/$40 
EPO $30/$30 
EPO $40/$60 
HDEPO with HSA $1,500 
HDEPO with HSA $2,800 
HDEPO with HSA $3,500 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
** For more information on continuation of coverage under New York State Paid Family Leave, please visit 
this website: https://www.ny.gov/programs/new-york-state-paid-family-leave, or see your Plan 
Administrator for more details. 
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Dental 
Attachment 2 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week;  
 
All Union Members with the Following Job Titles: Foreman, Foreman Assistant, 
Foreman Carpenter, Foreman Ironworker, Foreman Laborer, Foreman Mason, 
Mechanic, Senior Foreman, Senior Foreman Carpenter, Senior Foreman 
Concrete, Senior Foreman Masonry, Senior Foreman Ironworker, 
Superintendent, Superintendent Assistant, Superintendent - General, 
Superintendent Alb IV, Superintendent Alb V, Superintendent Medical, 
Warehouse Manager, Yard Manager, Superintendent QAS, Foreman Concrete, 
Foreman Demolition, Superintendent Alb-II, Superintendent Alb-III, and 
Yardman 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 
Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 
Excluded Employees All Union Members Except for the Job Titles Listed Under Eligible Employees 


Above; All Seasonal Employees 
Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children 


Contribution Source(s) Employee Only 
Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 
Funding Arrangements Insured Benefit Program 
Insurance Carrier Delta Dental Insurance Company; Attention: Claims; P.O. Box 2105; 


Mechanicsburg, PA 17055; 800-521-2651 
Grandfathered Health Plan No 
Available Plans 
 
Employee May Select 
Among These Plans On the 
Exchange 


Gold PPO 


Silver PPO 


Bronze PPO 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Vision 
Attachment 3 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week;  
 
All Union Members with the Following Job Titles: Foreman, Foreman 
Assistant, Foreman Carpenter, Foreman Ironworker, Foreman Laborer, 
Foreman Mason, Mechanic, Senior Foreman, Senior Foreman Carpenter, 
Senior Foreman Concrete, Senior Foreman Masonry, Senior Foreman 
Ironworker, Superintendent, Superintendent Assistant, Superintendent - 
General, Superintendent Alb IV, Superintendent Alb V, Superintendent 
Medical, Warehouse Manager, Yard Manager, Superintendent QAS, 
Foreman Concrete, Foreman Demolition, Superintendent Alb-II, 
Superintendent Alb-III, and Yardman 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 
Participation Ends * Last Day of Month in Which Employment with Eligible Status Ends 
Excluded Employees All Union Members Except for the Job Titles Listed Under Eligible 


Employees Above; All Seasonal Employees 
Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children 


Contribution Source(s) Employee Only 
Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 
Funding Arrangements Insured Benefit Program 
Insurance Carrier The Guardian Life Insurance Company of America; Attention: Vision Care 


Processing Unit; P.O. Box 1525; Latham, NY 12110; 877-393-7363 
Grandfathered Health Plan No 
Available Plans 
 
Employee May Select 
Among These Plans On the 
Exchange 


Davis Vision Network 


Vision Service Plan (VSP) Network 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
 
 


Voluntary Long Term Disability  
(CLOSED CLASS) 
Attachment 4 


Eligible Employees * Closed Class 
Participation Begins * Closed Class 
Participation Ends * Date Employment with Eligible Status Ends 
Excluded Employees All Union Members; All Seasonal Employees 
Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employee Only 
Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 
Funding Arrangements Insured Benefit Program 
Insurance Carrier Mass Mutual Financial Group; 8 Southwoods Boulevard; Suite 2; Albany, NY 


12211; 518-463-5533 
* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Health Flexible Spending Account 
Attachment 5 


Eligible Employees * All Full-Time Employees Not Enrolled in an HSA Who Work a Minimum of 
30.0 Hours per Week;  
 
All Union Members with the Following Job Titles: Foreman, Foreman 
Assistant, Foreman Carpenter, Foreman Ironworker, Foreman Laborer, 
Foreman Mason, Mechanic, Senior Foreman, Senior Foreman Carpenter, 
Senior Foreman Concrete, Senior Foreman Masonry, Senior Foreman 
Ironworker, Superintendent, Superintendent Assistant, Superintendent - 
General, Superintendent Alb IV, Superintendent Alb V, Superintendent 
Medical, Warehouse Manager, Yard Manager, Superintendent QAS, 
Foreman Concrete, Foreman Demolition, Superintendent Alb-II, 
Superintendent Alb-III, and Yardman 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 
Participation Ends * Date Employment with Eligible Status Ends 
Excluded Employees All Union Members Except for the Job Titles Listed Under Eligible Employees 


Above; All Seasonal Employees; All Employees Who are Participating in a 
Health Savings Account (HSA) 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children 


Contribution Source(s) Employee Only 
Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 
Funding Arrangements Self-funded 
Plan Administered By Employee Benefits Corporation; P.O. Box 44347; Madison, WI 53744-4347; 


800-346-2126 
Claim Fiduciary Plan Administrator/Employer 
Trustee None 
Grandfathered Health Plan No 
* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 







  APPENDIX A 


38 
V20220501D:12/06/22: 1:33:49 PM / © 2022 ERISA Pros, LLC, All Rights Reserved 


BBL Construction Services, LLC / BBL Construction Services, LLC Health Insurance Plan / SPD 


Limited Purpose Health Flexible Spending Account 
Attachment 6 


Eligible Employees * All Full-Time Employees Enrolled in a Health Savings Account (HSA) Who 
Work a Minimum of 30.0 Hours per Week;  
 
All Union Members with the Following Job Titles: Foreman, Foreman 
Assistant, Foreman Carpenter, Foreman Ironworker, Foreman Laborer, 
Foreman Mason, Mechanic, Senior Foreman, Senior Foreman Carpenter, 
Senior Foreman Concrete, Senior Foreman Masonry, Senior Foreman 
Ironworker, Superintendent, Superintendent Assistant, Superintendent - 
General, Superintendent Alb IV, Superintendent Alb V, Superintendent 
Medical, Warehouse Manager, Yard Manager, Superintendent QAS, 
Foreman Concrete, Foreman Demolition, Superintendent Alb II, 
Superintendent Alb II, and Yardman 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 
Participation Ends * Date Employment with Eligible Status Ends 
Excluded Employees All Union Members Except for the Job Titles Listed Under Eligible Employees 


Above; All Seasonal Employees; All Employees Who are Not Participating in 
a Health Savings Account (HSA) 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Spouses, Dependents/Children 


Contribution Source(s) Employee Only 
Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 
Funding Arrangements Self-funded 
Plan Administered By Employee Benefits Corporation; P.O. Box 44347; Madison, WI 53744-4347; 


800-346-2126 
Claim Fiduciary Plan Administrator/Employer 
Trustee None 
Grandfathered Health Plan No 
* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Wellness Program 
Attachment 7 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours Per Week;  
 
All Seasonal Employees (Including Interns); and  
 
All Office-Based Union Members and Superintendents 


Participation Begins * On Date of Employment 
Participation Ends * Date Employment with Eligible Status Ends 
Excluded Employees All Union Members Except Office-Based Union Members; All 


Superintendents 
Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employer Only 
Funding Arrangements Self-funded 
Plan Administered By Employer / Plan Sponsor 
Claim Fiduciary Plan Administrator/Employer 
Trustee None 
Grandfathered Health Plan No 
* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Worksite Benefits:  
Accident | Critical Illness | Hospital Indemnity |Voluntary Short Term Disability 


Attachment 8 
Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week;  


 
All Union Members with the Following Job Titles: Foreman, Foreman 
Assistant, Foreman Carpenter, Foreman Ironworker, Foreman Laborer, 
Foreman Mason, Mechanic, Senior Foreman, Senior Foreman Carpenter, 
Senior Foreman Concrete, Senior Foreman Masonry, Senior Foreman 
Ironworker, Superintendent, Superintendent Assistant, Superintendent - 
General, Superintendent Alb IV, Superintendent Alb V, Superintendent 
Medical, Warehouse Manager, Yard Manager, Superintendent QAS, 
Foreman Concrete, Foreman Demolition, Superintendent Alb-II, 
Superintendent Alb-III, and Yardman 


Participation Begins * On 1st of Month Coinciding with or Following Date of Employment 
Participation Ends * Date Employment with Eligible Status Ends 
Excluded Employees All Union Members Except for the Job Titles Listed Under Eligible Employees 


Above; All Seasonal Employees 
Eligible Non-Employees 
(e.g. Spouses, Dependents) 


Accident, Critical Illness & Hospital Indemnity: Spouses, 
Dependents/Children 
 
Voluntary Short Term Disability: None 


Contribution Source(s) Employee Only 
Contributions Pre-Taxed? No 
Funding Arrangements Insured Benefit Program 
Insurance Carrier Accident: Metropolitan Life Insurance Company; Attention: Group Accident 


Insurance Product; P.O. Box 80826; Lincoln, NE 68501-0826; 866-626-3705; 
Fax: 855-306-7350; Website: www.mybenefits.metlife.com 
 
Critical Illness: Metropolitan Life Insurance Company;  
Attention: Group Critical Illness Insurance Product; P.O. Box 80826;  
Lincoln, NE 68501-0826; 866-626-3705; Fax: 855-306-7350;  
Website: www.mybenefits.metlife.com 
 
Hospital Indemnity: Metropolitan Life Insurance Company;  
Attention: Group Hospital Indemnity Insurance Product; P.O. Box 80826; 
Lincoln, NE 68501-0826; 866-626-3705; Fax: 855-306-7350;  
Website: www.mybenefits.metlife.com 
 
Voluntary Short Term Disability: Metropolitan Life Insurance Company;  
P.O. Box 14590; Lexington, KY 40512; 888-444-1433; Fax: 800-230-9531 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Smoking Cessation Program 
Attachment 9 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week;  
 
All Union Members with the Following Job Titles: Foreman, Foreman 
Assistant, Foreman Carpenter, Foreman Ironworker, Foreman Laborer, 
Foreman Mason, Mechanic, Senior Foreman, Senior Foreman Carpenter, 
Senior Foreman Concrete, Senior Foreman Masonry, Senior Foreman 
Ironworker, Superintendent, Superintendent Assistant, Superintendent - 
General, Superintendent Alb IV, Superintendent Alb V, Superintendent 
Medical, Warehouse Manager, Yard Manager, Superintendent QAS, 
Foreman Concrete, Foreman Demolition, Superintendent Alb-II, 
Superintendent Alb-III, and Yardman 


Participation Begins * On Date of Employment 
Participation Ends * Date Employment with Eligible Status Ends 
Excluded Employees All Union Members Except for the Job Titles Listed Under Eligible Employees 


Above; All Seasonal Employees 
Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employer Only 
Funding Arrangements Insured Benefit Program 
Insurance Carrier CDPHP Universal Benefits, Inc.; 500 Patroon Creek Boulevard; Albany, NY 


12206; 877-269-2134 
Grandfathered Health Plan No 
* Additional rules may apply per insurance documents and/or benefit program descriptions. 
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Appendix B: Look-
Back Provisions 
Look-Back Provisions 
The Affordable Care Act (“ACA”) expands 
opportunities for certain Employees of 
Applicable Large Employers to participate in 
health plans.  Your Employer believes it is 
an Applicable Large Employer under the 
ACA and has elected to take advantage of 
the look-back provisions of the ACA.  In 
essence, since it may be difficult to 
determine in advance whether certain 
traditionally non full-time Employees may 
work an average of 30 or more hours over 
an extended period of time, the Employer 
has elected to adopt a look-back 
measurement method permitted by law to 
determine such status and to provide such 
Employees with future health plan coverage 
if they meet the 30-hour requirement.   
 
This Look-Back Measurement Method will 
also apply to Employees hired with the 
expectation of working full-time, but only 
once they have been employed through 
one Standard Measurement Period.  
Generally, to take advantage of the look-
back safe harbor rules, Employees hired 
with the expectation of working full-time 
must be offered coverage by no later than 
the first day of the month immediately 
following the Employee’s initial three full 
calendar months of employment.  See 
Appendix A for when participation begins if 
you were hired with the expectation of 
working as a Full-Time Employee. 
 
Example: 
 
For “New” variable hour and seasonal 
Employees  
Our Organization uses a 12-month Initial 
Measurement Period that begins on the 
first of the month coinciding with or 
following the start date and ends on the last 


day of the 12th month of employment.  It 
applies an Initial Administrative Period from 
the end of the Initial Measurement Period 
through the end of the first calendar month 
beginning on or after the end of the Initial 
Measurement Period.  For example, Our 
Organization hires Workmore Jones on July 
10, 2020 to work a “part-time” schedule of 
25 hours per week; however, Workmore 
ends up working much more.  Workmore’s 
Initial Measurement Period runs from 
August 1, 2020 through July 31, 2021.   The 
Initial Administrative Period is from August 
1, 2021 through August 31, 2021.  During 
the Initial Administrative Period, Our 
Organization determined that Workmore 
worked an average of 30 hours per week.  
Therefore, Our Organization must offer 
coverage to Workmore during the Initial 
Stability Period, which runs from September 
1, 2021 through August 31, 2022. 
 
For “Ongoing” Employees (who have 
worked through a full Standard 
Measurement Period) 
Our Organization uses a 12-month Standard 
Measurement Period that begins 
September 1, 2021 and ends on August 31, 
2022, and it will begin on September 1 and 
end on August 31 of each succeeding year 
thereafter.  Our Organization applies a 
Standard Administrative Period that begins 
on September 1, 2022 and ends on October 
31, 2022, and it begins on September 1 and 
ends on October 31 of each succeeding year 
thereafter.  During the Standard 
Administrative Period, Our Organization 
determined that Workmore worked an 
average of 30 hours per week during the 
Standard Measurement Period.  Therefore, 
Our Organization must offer coverage to 
Workmore during the Standard Stability 
Period, which runs from November 1, 2022 
through October 31, 2023, and runs from 
November 1 through October 31 of each 
succeeding year thereafter. 
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Workmore’s Date of Hire: July 10, 2020 
Initial Administrative Period (Begin Split): July 10, 2020 - July 31, 2020 
Initial Measurement Period Begins:  August 1, 2020 
Standard Measurement Period Begins*: September 1, 2021 
Initial Measurement Period Ends: July 31, 2021 
Initial Administrative Period (End Split):  August 1, 2021 - August 31, 2021 
Initial Stability Period Begins: September 1, 2021 
Standard Measurement Period Ends*: August 31, 2022 
Workmore becomes Ongoing*: September 1, 2022 
Standard Administrative Period*: September 1, 2022 – October 31, 2022 
Standard Stability Period Begins*: November 1, 2022 
Initial Stability Period Ends: August 31, 2022 
Standard Stability Period Ends*:  October 31, 2023 
 
*Reflects that Standard Measurement, Administrative and Stability Periods overlap 
   Initial Measurement, Administrative and Stability Periods. 
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Appendix C: Affiliated Employers Adopting 
the Plan 
The following affiliated employer(s) have adopted the Plan. Participating controlled groups 
entities or affiliated participating employers may be added or changed from time to time 
(participants and beneficiaries may receive, upon written request to the Plan Administrator, 
information as to whether an affiliated employer is participating in the Plan). 


BBL, L.L.C. 
 
BBL Management Group, LLC 
 
BBL-Carlton, L.L.C. 
 
IntegraLED LLC 
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