Catskill Area Schools Employee Benefit Plan Indemnity Coverage Period: Beginning on or after 07/01/2013
m:BimQ. of mn:mnﬁ‘m:nnoﬁamm" <<3mn _Em _u_m: Oo<ma & Esmﬂ : Oomﬁm oo<m_.mmm 3_.. m_:m_m mm_,:__< I _u_mz ._.<u_m. _:am:,_:_e

._.—.._m is only a summary. If %oc want m oﬁn »vocﬁ your no<nn»ma uﬂm costs, you can mmﬂ the noam_ngn terms in. ﬂwn mornw or w_ub

' docurtient ot by calling " u.mguwmwummwh

<<:< this Matters:

Important Questions Answers
R 40: must pay all _&n costs up to the nncmhr_n »Eosm_.. ,Un.mo_..m m.nm _u_ub vnm_bm to pay mOn noqnnnn_

What is the o.qan»_.._ © [See H.HEB»H. Nnmo&.nmm for services you use. Check your policy or plan docu hent to see when the deductible starts over ?wﬁm_._uu
deductible? deductible information but not always, January 1st). See the chart mBHnbm on page 2 for how Ecnr you pay for covered "

services after you meet the dedugtible.

Are thereother You must pay all of the costs for these services up to the specific deductible amount before this plan

deductibles mcn.mwnnmmn Yes. $50 per calendar year for
services? . Home Health Care. begins to pay for these setvices.
Is there an out—of= o o \ .
ocket limit on my Yes. $400 per individual per The out-of-pocket limit is the most you could pay during a coverage petiod (usually one year) for
Mxvn:mnmu calendar year. your share of the cost of covered services. This limit helps you plan for health care expenses.

What is not included in |Premiums, deductibles, balanced- . . . . . .
the out—of-pocket billed charges, and health care HMM MHPMM, MWMHWM: page 2 describes any limits on what the plan will pay for specific covered services,

limie? this plan doesn’t cover.

Is thete an overall .

annual limit on what  [No. ”. H.rn nrnb” starting on page 2 describes any limits on what the w_»b will mu% mOn specific covered services,
such as office visits. .

the plan pays?

Does this plan use a N This plan treats providers th in determining payment for the same services

network of providers? o P PLOVICELS fhe same in dete g payme )

Do I need a referral to  |No. You don't need a reférral to . g ‘ ; R e
- You can see the gpecialist you choose without permission from this plan.
see a gpecialist? see a specialist. = “

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan docament for

Are there services this v
s, - . . .
additional information about excluded services.

plan doesn’t cover?

Questions: Call 1-800-962-6294.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/healthreform or call 1-866-4-USA-DOL (1-866-487-2365) to request a copy. 10f7




Catskill Area Schools Employee Benefit Plan Indemnity Coverage Period: Beginning on or after 07/01/2013

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Single; Family | Plan Type: Indemnity
b . E are fixed mom»n »Bosnnm Q.o_u ngw_n $#1 mv woc pay | for covered w@&.& care, usually when you réceive the service. e
Coinsurance is your share of the costs of 2 covered setvice, calculated as a wnnnna of the allowed amount for the service. For example, .Hm

_ the plan’s allowed amount for an overnight hospital stay is ﬁ_ 000, your ceinsurance ﬁ@.ama of Mofo would be $200. This may change if

.w you haven’t met woﬁ EF@.@EM ‘ .
® The amount the plan pays for nOdnn& services is based on the %ﬁ& amount. Hm an oc?Om network provider charges more than Ennat.\\

allowed amount, you may have to pay the difference. For ngv_n if an out-of-network wo%:& charges $1,500 for an oﬁﬂ:mg stay and

the allowed amount is $1,000, you may have to pay the wmoo &mmanoann (This is called nce billing.)

Your cost if you use an

Common
. i You May N . imitati i
Medical Event Services You May Need In-network or Qut-of-network Provider Limitations & Exceptions
20% Coinsurance after deductible
|Speciaist visit ‘ 20% Coinsurance after deductible ‘ none-
: .. .. Chiropractor: 20% Coinsurance after deductible
{Other practitioner office visit none
. Acupuncture Therapy: Not Covered
| Preventive care/screening/immunization No Charge up to the m:oémm amount Child: Covered up to age E
Diagnostic test (x-ray, blood work) No Charge up to the allowed amount none:
Inaging ﬁﬁ.ﬁ /PET scans, MRIs) | No Charge up to the allowed amount ‘ none

Questions: Call 1-800-962-6294.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/healthreform or call 1-866-4-USA-DOL (1-866-487-2365) to request a copy.-
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Catskill Area Schools Employee Benefit Plan Indemnity Coverage Period: Beginning on or after 07/01/2013
m:z_:..mQ oﬁ mmzmw ...m m:n_ oo<m_,mmo. <<:mn E_w Plan Oo<ma m <<_._m~ = Oomﬂm oo<m..mum qo_.. m_:m_m _uma__< _ _u_m: ...<vn. _:nm:._:_q

e g ey TR PR

<oE. nom# : you use an

Commian . T .
MedicalEvent Services You May Need in-network or Out-of-network Provider Limitations & Exceptions

|Refer to the Pharmacy Benefit Manager at
www.medco.com for information regarding none
| prescription drug coverage.

Zon-vnmmnnn& brand drugs

{ Specialty drugs :
Facility fee (e.g., mB_uE»HoQ surgery nnnﬂnnv No Charge up to the allowed amount none
Physician/surgeon fees No Charge up to the allowed amount - none

4Emergency room services No Charge up to the allowed amount notie
No Charge up to the first $50; then 20% S .

‘ mgnnman <y medical transportation Coinsurance after deductible rone
i Urgent cate 20% Coinsurance after deductible none
No Charge up to the allowed amount for up to 365
“ —.J_ ility fe : 1
{Facility fee (e.g;, hospital room) _|days; then 20% Coinsurance after deductible none
H»ré_n_mn\ surgeon fee 20% Coinsurance after deductible none
{Mental/Behavioral health cutpatient services 20% Coinsurance after deductible none
No Charge up to the allowed amount for up to 120 one

Mental/Behavioral health inpatient services
days per confinement

Substance use disorder outpatient services 20% Coinsurance after deductible - - - Limit: 60 visits per calendar year
Limit: 28 days per calendar year; 42
days per lifetime

Substance use disorder inpatient services No Charge up to the allowed amount

Questions: Call 1-800-962-6294.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at
www.dol.gov/ebsa/healthreform or call 1-866-4-USA-DOL (1-866-487-2365) to request a copy.
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Catstill Area Schools Employee Benefit Plan Indemnity Coverage Period: Beginning on or after 07/01/2013
w::.__.:m_e o* mmsow nm m:n Oo<mqmmm. <<:m~ ==m _u_mz Oo<ma m <$._m~ : OOm_m ) Oo<o_.mmm 35 m__._m_m _uma__< _ _u_m-_ ._.55. _zam:._s_q

e e s

<9= cost ; you use an

Common . N .
. E
Medic al Event Services You May Need In-network or Qut-of-network Provider Limitations & Exceptions

Zo Orﬁmn up to ﬂrn »:oénm arnount

Hunmnun& »n& womﬁun& care

Umrqnnw Agoﬁromv Zo Charge up to m..o allowed

Delivery and all inpatient services amount none
il 3 Delivery (Child): No Chatge up to the allowed )
amount
Home health care 25% Coinsurance after separate $50 deductible Limit: 40 visits per calendar year
Physical, Occupational and Speech Therapy: Physical, Occupational and Speech
No Charge up to allowed amount if after related jTherapy limits: .No..ﬂﬂﬂm..wmnr for
surgery or hospitalization; 20% Coinsurance after [therapy not nn_mﬁn_...no surgery or
deductible otherwise rbmmﬁrwnnon
Rehabilitation Facility: No Charge up to the Wnrm_u_bﬁﬁcn‘ m.mﬂ_._Q limit: 100 days -
allowed amount of care
¥ |Habilitation services : See Rehabilitation Services . See Rehabilitation Setvices
-ISkilled nursing care No Charge up to the allowed amount Limit: H.oo. days of care
H Durable medical equipment 20% Coinsurance after deductible ~none
A Hospice service No Charge up to the allowed amount Limit: 210 days per lifetime
ol Eye exam No Charge up to the allowed amount ..b.o,bn
Glasses Not Covered none

Dental benefits may va available mHoB your
employer. -

none

Questions: Call 1-800-962-6294.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at
www.dol.gov/ebsa/healthreform or call 1-866-4-USA-DOL (1-866-487-2365) to request a copy. 4of7




Catskill Area Schools Employee Benefit Plan Indemnity Coverage Period: Beginning on or after 07/01/2013
m:.s:am.« o.*_._mm,:.omum and Coverage: What this Plan Oo<m3... & What it Oo_ﬂm Coverage for: Single; Family | Plan Type: Indemnity

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t'a complete list. Check your policy-or plan documernt for other éxcluded services.)

¢ Acupuncture (if prescribed for rehabilitation e Dental Care {Adult) ® Prvate-duty Nursing
purposts) ¢ Hearing Aids ¢ Routine Foot Care

e Bariatric Surgery o Infertility Treatment & Weight Loss Programs

¢ Cosmetic Surgery ¢ Long-term Care

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these services.)
» Routine Eve Care (Adult)

¢ Chiropractic Care * Non-emergency care when traveling

¢ Most coverage provided outside the United outside the U.5.

States.

Your Rights to Continue Coverage:
1f you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep heaith coverage.

Any such rights may be limited in duration and will require you to pay a pregrium, which may be significantly higher than the premium you pay while covered under
the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan using the contact information in your Summary Plan Description or Plan Document.
You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or
www.dol.gov/ebsa or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about
vour rights, this notice, or assistance, you can contact your plan using the contact information in your Summary Plan Desctiption ot Plan Document. You may also
contact the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa or the U.S. Department of Health and

Fluman Services at 1-877-267-2323 x61565 or www.cclio.cms.gov.
To see examples of bhow this plan might cover costs for a sample medical sifnarton. see the next page.

Questions: Call 1-80:0-962-6294.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at

v/ ebsa/healthreform ot call 1-866-4-USA-DOL. (1-866-487-2365) to request a copy.
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Catskill Area Schools Employee Benefit Plan Indemnity
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 07/01/2013
Coverage for: Single; Family | Plan Type: Indemnity

Coverage Examples

About these Coverage
Examples:

These examples show how this plan might cover
medical cire in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
. not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See nrn next w»mm. for
important information about
these examples.

Questions: Call 1-800-962-6294.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at

® Amount owed to providers: $7,540
= Plan pays $7,192
B Patient pays $348

ImS:m a baby

sl Jdeh

E_m:mm_:m type 2 a_mamﬂmm

B Amount owed to providers: $5,400
® Plan pays $4,490
N Patient pays $910

Sample care costs:

Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charpes (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 H\uvonm:ua‘ tests $100
Prescriptions $200
Wm&owom% $200

Patient pays:

Deductibles $110
Patient pays: Copays $400
Deductibles $110 Coinsurance $400
Copays $80 H&.::m or awn—c.&onm $0
Coinsurance $158 ‘otal = $910
Limits or exclusions $0

,_._._mmm examples assume _n__m u_m_.. _._mm a 5110 medical deductible and $10 generic and $15 brand name

prescription drug copays.

www.dol.gov/ebsa/healthreform or call 1-866-4-USA-DOL. (1-866-487-2365) to request a copy.
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Catskill Area Schools Employee Benefit Plan Indemnity
m::.::mQ o‘ mmzmﬁ _w m:n 00<m_.mmm. <<:m~ =.__m _u_m: Oo<ma m <<_..m# _H Oomﬂm

Coverage Period: Beginning on or after 07/01/2013
00<m_.mmm for: Single; Family | Plan Type: Indemnity

Questions and answers about the Coverage mxmau_mm

BT,

ZICIEL TS

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.
The patient’s condition was not an
excluded or preexisting condition.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.

The patient received all care from in-
network providers. If the patient had

received care from out-of-network

providers, costs would have been higher.

Questions: Call 1-800-962-6294.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at

What does a Coverage Example
show?

For each treatment situation, the Coverage Example helps
you see how deductibles, copayments, and coinsutance
can add up. It also helps you see what expenses might be
left up to you to pay because the service or treatment isn’t

covered or payment is limited.

e E s LR I cEL

Does the oo<m_.mmm mxm:..u_m
predict my own care needs?

¥ No. Treatments shown arc just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how setious your
condition is, and many other factors.

AR

R T T AT A T D T D R YRR TR T

Does the Coverage Example
predict my future expenses?

X No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
yout health plan allows.

www.dol.gov/ebsa/healthreform or call 1-866-4-USA-DOL (1-866-487-2365) to request a copy.

22 ety

Can | use Coverage Examples to
compare plans?

J\E When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number, the
more coverage the plan provides.

R S R ST 1l o s S T

T S A 1T

Are there other costs | should
consider when comparing
plans?

v'Yes. An important cost is the premium
you pay. Generally, the lower your premium,
the more you’ll pay in out-of-pocket costs,
such as copayments, deductibles, and
coinsurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health reimbursement
accounts (HRAs) that help you pay out-of-
pocket expenses.
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